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CAPE COD COLLABORATIVE
EMPLOYEE BENEFITS SUMMARY

418 Bumps River Road * Osterville, MA 02655
wwi.capecodcollaborative.org

BENEFIT ELIGIBILITY
Employees who regularly work 20+ hours per week are considered to be benefit-eligible.

EMPLOYER CONTRIBUTION
The Collaborative contributes 60% o
responsible for 40% of the cost. [

ployees are

life coverage. Em

f the cost for health, dentaland roup

SECTION 125 CAFETERIA PLAN
Through the Collaborative’s Premium Only Plan, payroll deductions for health, dental, and group life
insurance premiums are paid with pre-tax dollars. These pre-tax premiums are exempt from Federal,

State, and Medicare taxes.

HEALTH AND DENTAL INSURANCE
The Collaborative offers health and dental coverage as a member of the Cape Cod Municipal Health

Group (hitps://cemhg.com/). Their website contains a wealth of information for employees, including
plan information, Rx formularies, the Diabetes Care Rewards program, My Telemedicine, and Wellness

programs.

HEALTH INSURANCE OPTIONS (Individual, Single Parent/Single Child, Family)

HMO Plans HSA Qualified* High-Deductible HMO
Plans
Blue Cross Blue Shield Network Blue HMO Blue Cross Blue Shield Access Blue New England
Saver
Harvard Pilgrim HMO

DENTAL INSURANCE (Individual, Single Parent/Single Child, Family):
Delta Dental PPO Plus Premier

EYEMED VISION PLAN — Employee Contribution only (Individual, Individual + 1, Family)

FLEXIBLE SPENDING ACCOUNT (FSA)

A Flexible Spending Account allows employees to set aside money through pre-tax payroll deductions
which can be used for eligible health care costs and dependent care expenses. These accounts run on a
calendar year, with open enrollment occurring in November. New hires have thirty (30) days from date of

hire to enroll.

*HEALTH SAVINGS ACCOUNT (HSA)

Eligible employees who elect HSA Qualified HMO health plans will have an HSA account established
upon enrollment. The Collaborative will contribute one-half of the plan deductible to this account each
year ($1,000 for individual coverage, $2,000 for single parent/single child or family coverage). The
contributions are made in monthly inerements of $100 or $200 over ten (10) months. Employees may
elect to contribute through pre-tax payroll deductions.

GROUP LIFE, VOLUNTARY LIFE AND VOLUNTARY LONG-TERM DISABILITY
Offered through Boston Mutual Life Insurance Company

Group Life Voluntary Life Voluntary LTD

Basic Term Life, AD&D Additional Term Life, AD&D Long-term Disability Benefit
Employer pays 55% of premium | Employee pays full premium Employee pays full premium
Paig through pre-tax payroll Paid through after-tax payroll Paid through after-tax payroll
deductions deductions deductions




RETIREMENT PLANS

The Cape Cod Collaborative is a municipal employer. Collaborative employees are not covered by
Social Security. Employees hired after March 31, 1986 have Medicare protection. Collaborative payroll
deductions include Medicare, but not Social Security. Some Collaborative employees may be impacted by
the Windfall Elimination Provision. For further information, please visit Social Security’s website:

https://www.ssa.gov/benefits/retirement/planner/wep.html.

In lieu of Social Security, Collaborative employees enroll in the following:

Cape Cod Collaborative OBRA 457(b) Plan
An OBRA account is appropriate for part-time employees who work less than 20 hours per week. The
employee contributes 7.5% of gross income, pre-tax, to an individual account established in their name.

Massachusetts State Employees’ Retirement System (MSERS)
(https://www.mass.gov/orgs/massachusetts-state-retirement-board)

Employees who regularly work 20+ hours per week are enrolled in the MSERS. The MSERS is a
contributory defined benefit retirement system, or pension plan. Retirement payouts are based on a set
formula which considers age, salary, and years of service. You are vested (eligible to receive a retirement
allowance) if you have at least 10 years of service.

Generally, the employee contribution is 9% of gross income with an additional 2% calculated on income
over $30,000. Payroll deductions are pre-tax for federal taxation, but post-tax for Massachusetts
taxation.

Massachusetts Teachers Retirement System (MTRS)

(https://mtrs.state.ma.us/)

Certified educators and administrators are enrolled in the MTRS. The required payroll deduction is
dependent upon the date when the employee is first entered into the system. Payroll deductions are pre-
tax for federal taxation, but post-tax for Massachusetts taxation.

ADDITIONAL RETIREMENT SAVINGS OPTIONS: Deferred Compensation Plans

Cape Cod Collaborative 403(b) Plan

403(b) Plans provide a valuable retirement savings option. Employees who wish to enroll first select an
authorized investment provider and an investment product. Upon establishment of an account, a “salary
reduction notice” is submitted to Human Resources and pre-tax payroll deductions are established. The
Collaborative’s 403(b) Plan is administered by TSA Consulting Group. Additional information, including
the list of Authorized Investment Providers and forms, can be found on their website:
https://www.tsacg.com/individual/plan-sponsor/massachusetts/cape-cod-collaborative/.

Cape Cod Collaborative 457(b) Deferred Compensation Plan

Employees may set aside retirement savings through pre-tax contributions to the Collaborative’s
voluntary 457(b) plan. Unlike the mandatory OBRA plan offered to part-time employees, employees who
contribute to the voluntary plan may elect to have their retirement funds managed or may select their
own investment options.

WORKERS COMPENSATION INSURANCE

Workers’ Compensation insurance provides coverage to employees who get injured or sick from a work-
related cause. There is no cost to employees. This coverage covers medical costs and can help pay for lost
wages. Any injury occurring on the job must be reported to the supervisor immediately.
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MAKE THE MOST OF YOUR PAYCHECK

“It’s not what you earn, It’s what you keep that counts”

The Section 125 program is a tremendous opportunity for you to enhance your benefits package. Your employer
knows that this is a highly beneficial program and wants you to have the opportunity to participate in a Section 125

program.

The Premium Only Plan is the building block of the Section 125 Plan. It allows for certain employee paid group
insurance premiums (such as Health, Dental, Vision, Cancer, or Accident insurance premiums) if offered by your

employer to be paid with pre-tax dellars.

When you use pre-tax dollars, you will reduce your taxable income and have fewer taxes taken out of your

paycheck as these pre-taxed premiums are exempt from Federal, State, and Medicare & FICA Taxes.

Section 125 program, you can actually have more spendable income.

Under a

Your employer wants you to fully understand the advantages of your Section 125 program. Following are the most
frequently asked questions about Section 125. This information will help you better understand how you can make

better use of your paycheck.

What is Section 1252

Section 125 is part of the Internal
Revenue Code that allows employees to
convert a taxable cash benefit (salary)
into non-taxable benefits. Under a
Section 125 program, you may choose to
pay qualified benefit premiums before
any taxes are deducted from your
paycheck.

Is Section 125 legal?

Yes. BEven though Section 125 may
sound “too good to be true”, the program
is legal and beneficial. The United
States Congress created Code Section

125 in an effort to make benefit
programs  more affordable  for
employees. Code Section 125 was

established in the Revenue Act of 1978.

Witat are pre-tax dollars?

Pre-tax dollars are the premiums you pay

for qualified benefits under your Section

125 program. These premiums are
deducted from your gross earnings —
before taxes are taken out.

How can Section 125 work for ine?
Your Section 125 program can make
your benefits plan more affordable,
You can pay for your qualified benefits
with pre-tax dollars. By paying for
qualified benefits before you pay taxes,
you actually lower your taxable
income, which means you pay less
taxes. Paying less taxes usually results
in more spendable income. When you
take advantage of your Section 125
program, you will actually get “more
for your money”.

Can I enroll in a Section 125 program
whenever I want ro?

Your employers Section 125 plan is an
annual plan. You enroll initially in the
Section 125 plan during the eligible
enrollment period or during the plan

year if you experience a qualifying

event or change in family status.
Participation can continue each plan
vear unless you opt out at the open
enrollment period.

What do I do e participate?

If you decide to enroll in the plan,
you will simply need to sign the
election form (o indicate your
participation and approval to have
your premiums deducted on a pre-
taxed basis.

Do I have to participate?

No. You are under no obligation to
participate in a Section 125 program.
However, you are required to sign an
election form to indicate your choice.

Who is offering me this plan?

Your employer is offering this
Section 125 program and has
endorsed it to provide you with an
enhanced employee benefits package.

Whao can I call if I have a question

about this plan?
Cafeteria  Plan  Advisors, Inc

specializes in pre-tax plans and can be
reached at 781-848-9848. Additional
information is located on the web at:
www.cpal25.com

Tire Section 125 Program is a positive step toward making your benefils package inore affordable. Your employer offers
this program and reconmmends that you take advantage of tlis opportunity to make tire most of your paycheck.



New Health Insurance Marketplace Coverage
Form Approved

Options and Your Health Coverage Gl e G

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health
Insurance Marketplace. To assist you as you evaluate aptions for you and your family, this notice provides some basic

information about the new Marketplace and employment-based health coverage offered by your emplayer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers "one-stop shopping” to find and compare private health insurance options. You may also be eligible
for 8 new kind of tax credit that lawers your monthly premium right away. Open enrollment for health insurance

coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or
offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on

your household income,

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

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for
a tax credit through the Marketplace and may wish to enrall in your employer's health plan. However, you may be eligible
for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your emplayer does not offer
caverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your

employer that would cover you {and not any other members of your family) is more than 9.5% of your household income
for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the Affordable

Care Act, you may be eligible for a tax credit.!

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

basis,

How Can | Get More Information?

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

contact

The Marketplace can help you evaluate your coverage optians, including your eligibility for coverage through the

Marketplace and its cost Please visit HealthCare.gov for more information, including an online application for health

insurance coverage and contact information for a Health Insurance Marketplace in your area.

1 An employer-sponsored health plan meets the "minimum value standard” if the plan's share of the total allowed benefit costs covered by

the plan is no less than 60 percent of such costs,



PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to
arrespond to the Marketplace application.

7

3. Employer name 4. Employer Tdentification Number (FIN)
Cape Cod Collaborative 04-2566040
54‘1Wrﬁgg'ﬁ?ver Road 5{}3.4'? 3 905"5 TS
17 CRye s ATy o S B a Sy . State 9.7IP code
Osterville MA ][12655
"10. Who can we contact about employee heaith coverage at this joh?
Human Resources
"11. Phone number (if different from above) 12. Emall address
508-420-6950 x 1122 l.tthompson@capecodcollaboralive.org

Here is some basic information about health coverage offered by this employer:
=As your employer, we offer a health plan to:
| All employees. Eligible employees are:

Employees who regularly work 20+ hours per week

[J some employees. Eligible employees are:

=With respect to dependents:
W] We do offer coverage. Eligible dependents are;

Spouse and dependent children up to age 26.

[] We do not offer coverage.

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

**  Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount

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

If you decide to shop for caverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the

mployer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your
monthly premiums.



The information below corresponds to the Marketplace Employer Caverage Tool. Completing this section is optional for

employers, but will help ensure employees understand their coverage choices.

13. 1Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

[] Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the

employee eligible for coverage? (mm/dd/yyyy) (Continue)
[] No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard?

[] Yes (Go to question 15) [ ] No (STOP and return form to employee)
15, For the lowest cost plan that meets the minimum value standard* offered only to the employee (don’t include family plans): If
the employer has wellness programs, provide the premium that the employee would pay if he/she received the maximum discount
for any tobacco cessation program, and didn’t receive any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? $ 180.00

b. How often? [ Weekly []

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't

know, STOP and return form to employee.

16, What change will the employer make for the new plan year?

Employer won't offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan

available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)

a. How much would the employee have to pay In premiums for this plan? $
b. How often? [_]Weekly Every 2 weeks [JTwice a month O™Monthly [Quarterly  [Jvearly

« An employer-sponsored health plan meets the "minimum value standard” if the plan’s share of the total allowed benefit costs covered by the

plan s no less than 60 percent of such costs (Section 36B(c){2)(C){ii) of the Internal Revenue Code of 1986)



2024-2025 Employee Portion of Benefits**

Affordable Coverage Option

ADMIN

Pay Options - 21 Weeks 26 Weeks 21+ Lump Sum 38 Weeks 26 Weeks 52 Weeks
Coverage Coverage Coverage Lump sum Coverage coverage to
Single Total 40% EE through August through August through August check through th
Premium Share 315" 3st* 375t Deduction August 3157 June 30
Network Blue HMO 1,023.00 409.20 236.95 191.38 191.38 956.90 130.94 188.86 94.43
HPHC HMO 1,005.00 402.00 232.78 188.01 188.01 940.06 128.64 185.54 92.77
HMO New England Saver (BCBS) 839.00 335.60 194.33 156.96 156.96 784.79 107.39 154.89 77.45
HPHC Best Buy HMO*** 778.00 194.50 112.62 90.97 90.97 454.83 62.24 89.77 44.88
Dental Contributory 40.00 16.00 9.26 7.48 7.48 37.42 5.12 7.38 3.69
Boston Mutual (Employee Only) 1.70 0.77 0.44 0.35 0.35 1.77 0.24 0.35 0.18
Parent & Total EE
One Child Premium Share Deduction Deduction Deduction Deduction Deduction Deduction Deduction
Network Blue HMO 2,062.00 824.80 477.60 385.75 385.75 1,928.76 263.94 380.68 190.34
HPHC HMO 2,011.00 804.40 465.79 376.21 376.21 1,881.06 257.41 371.26 185.63
HMO New England Saver (BCBS) 1,696.00 678.40 392.83 317.28 317.28 1,586.41 217.09 313.11 156.55
HPHC Best Buy HMO 1,578.00 631.20 365.49 295.21 295.21 1,476.04 201.98 291.32 145.66
Dental Contributory 79.00 31.60 18.30 14.78 14.78 73.90 10.11 14.58 7.29
Boston Mutual (Employee Only) 1.70 0.77 0.44 0.35 0.35 1.77 0.24 0.35 0.18
Family TOtQI EE . . . . . . .
Premium Share Deduction Deduction Deduction Deduction Deduction Deduction Deduction
Network Blue HMO 2,744.00 1,097.60 635.56 513.34 513.34 2,566.70 351.23 506.58 253.29
HPHC HMO 2,690.00 1,076.00 623.06 503.24 503.24 2,516.18 344.32 496.62 248.31
HMO New England Saver (BCBS) 2,253.00 901.20 521.84 421.48 421.48 2,107.42 288.38 415.94 207.97
HPHC Best Buy HMO 2,094.00 837.60 485.01 391.74 391.74 1,958.70 268.03 386.58 193.29
Dental Contributory 103.00 41.20 23.86 19.27 19.27 96.34 13.18 19.02 9.51
Boston Mutual (Employee Only) 1.70 0.77 0.44 0.35 0.35 1.77 0.24 0.35 0.18
EyeMed Vision Plan
Individual Voluntary
EyeMed Vison Voluntary** 7.53 7.53 4.30 3.48 - 3.48 1.74
Individual + One Voluntary
EyeMed Vison Voluntary** 14.31 14.31 8.18 6.60 - 6.60 3.30
Family Voluntary
EyeMed Vison Voluntary** 21.02 21.02 12.01 9.70 - 9.70 4.85

* Rates reflect a 8% increase for July and August. The new plan year begins July 1st.
** All changes must be made during the open enrollment period; thereafter, changes can be made only for a qualifying event.

“** EyeMed Vision is a Voluntary Plan. Employee contribution only fiscal year coverage 7/1/24 -6/30/25
*** |n order to provide an affordable health option to employees, the Collaborative will pay 75% of the cost for this plan. The employee is responsible for 25%.



Cape Cod Municipal Health Gi

Plan Benefit Comparison FY25

These pages summarize benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater detail. Should any questions arise, the

certificate(s) & riders will govern.

Effective 7/1/2023
CIF = Covered in Full

Blue Cross Blue Shield Harvard Pilgrim Health Care
Benefit Network Blue HMO HMO New England Saver Harvard Pilgrim HMO Harvard Pilgrim Best Buy HSA HMO
Deductible 5300 per member 52,000 per individual Plan $300 per member $2,000 per Individual Plan
$3900 per family 54,000 per Family Plan $900 per family $4,000 per Family Plan
Applies to: Deductible to be satisfied, then Covered in |Applies to: Deductible to be satisfied, then Covered in

In-patient admission, Out-patient surgery,
ER, High Tech imaging (MRI, CT & PET) and
diagnostic tests & procedures. Does not
apply to routine office visits or pharmacy.
Per plan year {July 1 - June 30) - See plan
document for full details.

Full except prescription co-pays and out-of-
netwark services. Per plan year (July 1-
June 20) - Single Parent/Single Child plan
design is the same as Family Plan. NOTE-
The Family Plan deductible must be
sztisfied before the plan begins to pay. See
plan document for full details.

In-patient admission, Out-patient surgery,
ER, High Tech imaging (MRI, CT & PET) and
diagnostic tests & procedures. Does nat
apply to routine office visits or pharmacy.
Per plan year (July 1 - June 30) - See plan
document for full details.

Full except prescription co-pays and out-of-
network services. Per plan year (July 1-
June 30) - Single Parent/Single Child plan
design is the same as Family Plan. Note-The
Family Plan deductible must be satisfied
before the plan begins to pay. See plan
document for full details.

Out-of-Packet (OOP) Medical: Medical & Rx Combined: Medical: Medical & Rx Combined:
Maximum $2,000 per member 45,000 per member $2,000 per member 55,000 per member
$4,000 per family $10,000 per family 54,000 per family $10,000 per family
Prescription: Prescription:
$3,000 per member

56,000 per family

OOP Maximum:

Once your out-of-pocket expenses for
applicable services reaches this amount,
you pay 50 for remainder of plan year.

0O0P Maximum:

Once your out-of-pocket expenses for
applicable services reaches this amaunt,
you pay $0 for the remainder of the plan
year.

$3,000 per member
$6,000 per family

COP Maximum:

Once your out-of-pocket expenses for
applicable services reaches this amount,
you pay $0 for remainder of plan year.

0OP Maximum:

Once your out-of-pocket expenses for
applicable services reaches this amount,
you pay $0 for the remainder of the plan
year.

Lifetime Benefit Maximum

None

None

None

None

In-Patient

You Pay

You Pay

You Pay

You Pay

General Hospital / Mental Hospital /
Substance Abuse Facility (semi-private room
& board, and special services)

Deductible Applies

$500 co-pay per admission

Deductible, then Covered in Full (CIF)

5500 co-pay per admission

Deductible, then Covered in Full (CIF)

Physician Services

Nothing

Deductible, then Covered in Full (CIF}

Nething

Deductible, then Covered in Full (CIF)

Skilled Nursing Facility

Nothing to 100 days per calendar year
benefit maximum. Deductible applies.

Deductible, then Covered in Full (CIF) - 100
days per calendar year benefit maximum

Limit to 100 days per Plan Year - $500
copay per admission. Deductible applies.

Deductible, then Covered in Full (CIF) - 100
days per calendar year benefit maximum

Rehabilitation Hospital
11

Nothing to 60 days per calendar year
benefit maximum. Deductible applies.

Deductible, then Covered in Full (CIF) - 60
days per calendar year benefit maximum

Limit to 60 days per calendar year benefit
maximum - $500 co-pay per admission.
Deductible applies.

Deductible, then Covered in Full (CIF) - 60
days per calendar year benefit maximum




Cape Cod Municipal Health Group Plan Benefit Comparison FY25

These pages summarize benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater detail. Should any questions arise, the

certificate(s) & riders will gavern.

Effective 7/1/2023
CIF = Covered in Full

Blue Cross Blue Shield

Harvard Pilgrim Health Care

Benefit

Network Blue HMO

HMO New England Saver

Harvard Pilgrim HMO

Harvard Pilgrim Best Buy HSA HMO

Dut-Patient Hospital

You Pay

You Pay

You Pay

You Pay

Emergency Room visits for Emergency or
Accident Care

£100 co-pay (waived if admitted or for
observation stay) Deductible applies.

Deductible, then Covered in Full (CIF)

$100 co-pay (waived if admitted)
Deductible applies.

Deductible, then Covered in Full (CIF)

Emergency Room Visits for Medical Care

5100 co-pay (waived if admitted or for
observation stay) Deductible applies.

Deductible, then Covered in Full (CIF)

$100 co-pay (waived if admitted)
Deductible applies.

Deductible, then Covered in Full [CIF)

$250 co-pay Deductible, then Covered in Full (CIF) 5£250 co-pay Deductible, then Covered in Full (CIF)
Surgery Deductible applies. Deductible applies.
. Deductible applies Deductible, then Covered in Full {CIF) Nothing Deductible, then Covered in Full (CIF)
Radiation and Chemotherapy
Di ctic X d Lab Nothing Deductible, then Covered in Full (CIF) MNothing Deductible, then Covered in Full (CIF)
e e Deductible applies. Deductible applies.
Routine Colonoscopy 50 co-pay 50 co-pay 50 co-pay $0 co-pay
(without surgery)
5100 co-pay Deductible, then Cavered in Full [CIF) $100 co-pay Deductible, then Covered in Full [CIF)

High Cost Radiology
(MRI, CT, PET)

Deductible applies.

Deductible applies.

Hemodialysis

50 co-pay
Deductible applies.

Deductible, then Covered in Full [CIF)

50 co-pay
Deductible applies.

Deductible, then Covered in Full [CIF)

Physical Therapy

520 co-pay to 60 visits per calendar year

Deductible, then Covered in Full (CIF) - up
to 60 visits per calendar year

Co-pay level 1: 520 co-pay per visit, 30
visits per Plan Year

Deductible, then Covered in Full (CIF) - up
to 30 visits per Plan Year

Physicians Office You Pay You Pay You Pay You Pay
$20/545 co-pay Deductible, then Cavered in Full (CIF) Co-pay Level | provider: Deductible, then Cavered in Full (CIF)
No deductible. $20 co-pay per visit
Surgery co-pay Level 2 provider:
$45 per visit
Mo deductible.
Adult Preventative Exam >0 co-pay CIF $0 co-pay CIF
As defined by the ACA
PCP Medical Care / Mental Health Care / $20 co-pay Deductible, then Covered in Full (CIF) Co-pay Leve I: 520 co-pay Deductible, then Covered in Full (CIF)
Substance Abuse Care
- IF - i i i hysical CIF
well Child Cars 50 co-pay C 50 co-pay (including routine physica

Az defined by the ACA

exams, immunizations, school, camp,
sports)

12




Cape Cod Municipal Health Gr

Plan Benefit Comparison FY25

These pages summarize benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater detail. Should any questions arise, the

certificate(s) & riders will gavern.

Effective 7/1/2023

CIF = Covered in Full

Blue Cross Blue Shield

Harvard Pilgrim Health Care

Benefit Network Blue HMO HMO New England Saver Harvard Pilgrim HMO Harvard Pilgrim Best Buy HSA HMO
Routine GYN Exam 50 co-pay CIF $0 co-pay CIF

(As defined by the ACA, one per calendar

year, includes preventative lab tests)

Routine Mammogram $0 co-pay CIF $0 co-pay CIF

As defined by the ACA

Routine Vision Exam

$0 co-pay (once every 12 months)

CIF (once every 12 months)

Limited 1 visit per Plan Year - No charge

CIF (one visit per Plan Year)

Specialist Office Visit $45 co-pay Deductible, then Covered in Full (CIF) Co-pay Level 2: 545 co-pay Deductible, then Covered in Full (CIF)
Other Outpatient You Pay You Pay You Pay You Pay
Visiting Nurse Nothing Deductible then Covered in Full (CIF) Nothing

Home Health Care
Deductible Applies

Deductible then Covered in Full (CIF)

Durable Medical Equipment

After deductible, member pays 20%, plan
pays BO% with no limit. Wigs are covered in
full when needed as a result of any farm of
cancer, leukemia, alopecia areata, alopecia
totalis, or permanent hair loss due to
injury.

Deductible applies.

Deductible then Covered in Full (CIF)

After deductible, member pays 20% until
member has paid 51,000 out of pocket,
then plan pays in full. Wigs are covered in
full when needed as a result of any farm of
cancer, leukemia, alopecia areata, alopecia
totals, or permanent hair loss due to
injury.

Deductible applies.

Deductible then Covered in Full [CIF)

Deductible applies

Deductibie applies

Deductible then Covered in Full (CIF) Deductible then Covered in Full (CIF)
Ambulence 4 i
Nothing Mathing
Nothing Nothing Covered in full: Preventative care for Deductible then Covered in Full (CIF):
children up to age 13. 2 visits per member |Preventative care for children up to age 13.
Routine Pedicatric Dental per plan year including exam, cleaning, x- |2 visits per r‘nemher per Plan Year including
rays, & fluoride treatment. exam, cleaning, x-rays, & fluoride
treatment
Chiropractor Visits All charges Deductible then Covered in Full (CIF} All charges

Deductible then Covered in Full (CIF}
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Cape Cod Municipal Health Group Plan Benefit Comparison FY25

These pages summarize benefits of the plan(s). The Subscriber Certificate(s) & applicable riders define the terms and conditions of these benefits in greater detail. Should any questions arise, the

certificate(s) & riders will govern.

Effective 7/1/2022

CIF = Covered in Full

Elue Cross Blue Shield

Harvard Pilgrim Health Care

Benefit

Netwerk Blue HMO

HMO New England Saver

Harvard Pilgrim HMO

Harvard Pilgrim Best Buy HSA HMO

Prescription Drugs

Retail: (30-day supply)
Tier 1: 510 co-pay
Tier 2: $30 co-pay
Tier 3: 565 co-pay

Mail Order: (90-day supply)
Tier 1: $25 co-pay

Tier 2: $75 co-pay

Tier 3: $165 co-pay

Retail: (30-day supply}
Tier 1: 510 co-pay
Tier 2; 530 co-pay
Tier 3: S65 co-pay

Mail Order: (90-day supply)
Tier 1: $25 co-pay

Tier 2: 575 co-pay

Tier 3: 5165 co-pay

IMPORTANT NOTICE: Deductible applies,
once deductible is met, copays will apply.
Drugs on preventative list are not subject to
the deductible. The lists are available at:
https://ccmhg.com/high-deductible-hsa-
qualified-health-plans/

Retail: (30-day supply)
Tier 1: 510 co-pay
Tier 2: 530 co-pay
Tier 3: 565 co-pay

Mail Order: {S0-day supply)
Tier 1: 525 co-pay

Tier 2: 575 co-pay

Tier 3: 5165 co-pay

Retail: (30-day supply)
Tier 1: 510 co-pay
Tier 2: 530 co-pay
Tier 3: 565 co-pay

Mail Order: (S0-day supply)
Tier 1; 525 co-pay

Tier 2: 575 co-pay

Tier 3: $165 co-pay

IMPORTANT NOTICE: Deductible applies,
once deductible is met, copays will apply.
Drugs on preventative list are not subject to
the deductible. The lists are available at:
https://ccmhg.com/high-deductible-hsa-
qualified-health-plans/

Fitness Benefit

Up to $150 reimbursement toward
membership or exercise classes at a health
club; and virtual fitness. See plan details.

Enroll in a gualified Weight Watchers or
hospital based weight loss program and
receive up to $150 per calendar year
toward your program fees.

Up to $150 reimbursement toward
membership or exercise classes at a health
club; and virtual fitness. See plan details.

Enroll in a qualified Weight Watchers or
hospital based weight loss program and
receive up to $150 per calendar year
toward your program fees.

Up te $150 reimbursement per calendar
year on feas for health & fitness
memberships, classes, or virtual
subscriptions. Must be currently enrolled in
HPHC at the time of reimbursement and an
active fitness club and HPHC member for at
least four months within a calendar year.

Up to $150 reimbursement per calendar
year on fees for health & fitness club
memberships, classes, or virtual
subscriptions. Must be currently enrolled in
HPHC at the time of reimbursement and
active fitness club membership and HPHC
member far at least four months within a
calendar year.
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Summary of Benefits and Coverage: What this Plan Covers & V'
massacHuseTts~— Network Blue® $300 Deductible:

Cape Cod Municipal Hewith Group

You Pay for Covered Services Coverage Period:on«  “er 07/01/2023

Coverage for: Individual and Family | Plari-iype: Managed

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

common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the
Glossary at bluecrossma.ora/sbeglossary or call 1-800-782-3675 to request a copy.

 Important Questions

What is the overall

Answers

$300 member / $900 family.

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own

deductible? individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.

Arethers saicas Yes. Preventive care, prenatal This plan covers some items and services even if you haven't yet met the deductible amount. But a

covered beforevoumeet | 52 prescription drugs, most copayment or coinsurance may apply. For example, this plan covers certain preventive services without
our-dedictbl e}‘; office visits, mental health visits, | cost sharing and before you meet your deductible. See a list of covered preventive services at

your deductible therapy visits. https:ﬂww.hea]thcare.qow::oueraqemreventive-care-beneﬁg_sf :

Are there other

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

services?

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

For medical benefits, $2,000
member / $4,000 family; and for

prescription drug benefits, $3,000
member / $6,000 family.

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

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

Premiums, balance-billing charges,
and health care this plan doesn't
COver.

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

Will you pay less if you
use a network provider?

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of network

This plan uses a provider network. You will pay less if you use a provider in the plan's network. You will
pay the most if you use an out-of-network provider, and you might receive a bill from a provider for the
difference between the provider's charge and what your plan pays (balance billing). Be aware, your

providers.

network provider might use an out-of-network provider for some services (such as lab work). Check
with your provider before you get services.

Do you need a referral to
see a specialist?

Yes.

This plan will pay some or all of the costs fo see a specialist for covered services but only if you have a
referral before you see the specialist.
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What You Will Pay
In-Network Out-of-Network Limitations, Exceptions, & Other

Common Medical Event Services You Mav Need ]
e (Youwill paythe  (You will pay the Important Information

least) most)

Primary care visit to treat an injury or illness $20 1 visit Not covered " te[eheaﬁgpw e

$4§;U“:fété r;lot Limited to 12 acupuncture visits per

Specialist visit : W Not covered calendar year; a telehealth cost share
chiropractor visit; $45 may be applicable

|/ Acupuncture visit

If you visit a health care

provider's office or clinic GYN exam limited to one exam per

calendar year; a telehealth cost share
may be applicable. You may have to
Preventive care/screening/immunization No charge Not covered pay for services that aren't preventive.
Ask your provider if the services
needed are preventive. Then check
what your plan will pay for.

Deductible applies first; pre-

Diagnostic test (x-ray, blood work) No charge Not covered authorization required for certain
services
If you have a test Deductible applies first; copayment
Imaging (CT/PET scans, MRIS) $100 Not covered dhptes pel calegory of lest/ day, pre-

authorization required for certain
services
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What You Will Pay

Common Medical Event Services You Mav Need n-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)
$10 / retail supply or
; $25 [ designated
Generic drugs Sk Eormadl o Not covered .'
supply Up to 30-day retail (90-day |
$30 / retail supply or designated retail or mail service) |
875/ designated supply; cost share may be waived for
t Lo need drugs to't_r e Preferred brand drugs retail or mail service e pRveed certain covered drugs and supplies;
your illness or condition Sl . :
. : supply pre-authorization required for certain
More information about : drugs
prescription drug coverage $65 / retail supply or .
is available at Non-preferred brand drugs $1[::;5 / des._llgnatgd Not covered
bluecrossma.org/medicatio retail.or mail servics
s supply
¥ When obtained from a designated
Specialty drugs A(Diz;t;ar?;e % Not covered Sp:;ﬁgvggaor:nrzz{;;%s;;hjeﬁar{:‘ay
g i ;é}erre d) : 3 covered drugs and supplies; pre-
P authorization required for certain
drugs
Deductible applies first; pre-
Facility fee (e.g., ambulatory surgery center) $250 / admission Not covered authorization required for certain
If you have outpatient _| services
surgery ! Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization required for certain
services
Deductible applies first; copayment
Emergency room care $100 / visit $100 / visit waived if admitted or for observation
If you need immediate . = ’ ey
medical alontiar Emergency medical transportation No charge I No charge Deductible applies first
] Out-of-network coverage limited to out
Urgent care $45 | visit ‘ 345 | visit of service area; a telehealth cost share

may be applicable
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What You Will Pay

Common Medical Event Services You May Need In-Network (You Out-of-Network AllalE gl g G 2

will pay the (You will pay the | Important Information
least) most)

Deductible applies first; pre-
Facility fee (e.g., hospital room) $500 / admission Not covered authorization / authorization required
for certain services
Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization / authorization required
for certain services
A telehealth cost share may be

' ( isi N d applicable; pre-authorization required
iyounised entl et Outpatient services $20 / visit ot covere PPl it e 0

behavioral health, or
substance abuse services

If you have a hospital stay

Deductible applies first; pre-
Inpatient services $500 / admission Not covered authorization / authorization required
for certain services

Office visits No charge Not covered Deductible applies first except for

Childbirth/delivery professional services [ No charge | Not covered prenatal care; Mﬂ does not
apply for preventive services;
If you are pregnant maternity care may include fests and
Childbirth/delivery facility services $500 / admission Not covered services described elsewhere in the
SBC (i.e. ultrasound); a telehealth
cost share may be applicable
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H . What You Will Pay g
Common Medical Event Services You Mav Need In-Network Out-of-Network Limitations, Exceptions, & Other

(You will pay the (You will pay the Important Information
least) most)

Deductible applies first; pre-
Home health care No charge Not covered authorization required

Deductible applies first except for
outpatient services; limited to 60
outpatient visits per calendar year
$20 / visit for (other than for autism, home health
outpatient services; care, and speech therapy); limited to
No charge for 60 days per calendar year for inpatient
inpatient services admissions; a telehealth cost
share may be applicable; pre-
authorization required for certain

Rehabilitation services Not covered

services
: Outpatient rehabilitation therapy
Eryl:’:v:ﬁhde?ipeg:r;izﬂg coverage limits apply; cost share and
o oy P coverage limits waived for early
Habilitation services $20 / visit Not covered intervention services for eligible

children; a telehealth cost share may
be applicable; pre-authorization

required for certain services _

Deductible applies first; limited to 100

Skilled nursing care No charge Not covered days per calendar year; pre-

authorization required

Deductible applies first; cost share

Durable medical equipment 20% coinsurance Not covered waived for one breast pump per birth, |
including supplies

Deductible applies first; pre-

Hospice services No charge Not covered authorization required for certain
services !
Children's eye exam No charge Not covered Limited to one exam every 12 months |
If your child needs dental Children's glasses Not covered Not covered =, .None
or eye care . Limited to children under age 12
Children’s dental check-up No charge Not covered (every 6 months) and under age 18
with a cleft palate / cleft lip condition
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

« Children's glasses < Dental care (Adult) = Non-emergency care when fraveling outside the
» Chiropractic care < Long-term care U.s.

= Cosmetic surgery

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

« Acupuncture (12 visits per calendar year) » Infertility treatment = Weight loss programs ($150 per calendar year per |
= Bariatric surgery « Routine eye care - adult (one exam every 12 policy)
« Hearing aids ($2,000 per ear every 36 months for months)

members age 21 or younger) = Routine foot care (only for patients with systemic

circulatory disease) |
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YourRights t  ntinue Coverage: There are agencies that can help if you wanttc  tinue your coverage after it ends. The contact information for thos  encies is: the
U.S. Departmet.f Labor, Employee Benefits Security Administration at 1-866-444-EaA (3272) or www.dal.gov/ebsa/healthreform and the U.S. Departmeiii of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.aov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.qgov/doi. Other coverage options may be available to you too, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.qov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state's marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member's employer or organization that provides group health coverage to the member.)

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for 2 denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit & claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, call
1-800-782-3675 or contact your plan sponsor. (A plan sponsor is usually the member's employer or organization that provides group health coverage to the member.)
Does this plan provide Minimum Essential Coverage? Yes.

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

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

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. Itis not a palicy. Itis a

general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

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

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending

on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please

note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

mThe plan’s overall deductible $300
m Delivery fee copay $0
m Facility fee copay $500
m Diagnostic tests copay $0

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

Diagnostic tests (ulfrasounds and blood work)
Specialist visit (anesthesial

Managing Joe's Type 2 Diabetes (a

year of routine in-network care of a well-
controlled condition)

mThe plan’s overall deductible $300
m Specialist visit copay $45
mPrimary care visit copay $20
mDiagnostic tests copay $0

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow-up

care)
mThe plan’s overall deductible $300
m Specialist visit copay 945
m Emergency room copay $100
m Ambulance services copay $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

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

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost sharing Cost sharing Cost sharing
Deductibles $300 Deductibles $100 Deductibles $300
Copayments $500 Copayments $1,200 Copayments $300
Coinsurance $0 Coinsurance 30 Coinsurance 80

What isn’t covered What isn't covered What isn't covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $860 The total Joe would pay is $1,320 The total Mia would pay is $600

22

The plan would be responsible for the other costs of these EXAMPLE covered services.
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4

MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & ' You Pay for Covered Services

Coverage Period: on¢  ™er 07/01/2023
Access Blue New England Saver: Cape Cod Municipu-ealth Group

Coverage for: Individual and Family | Plar-iype: Managed

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

common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the
Glossary at bluecrossma.ora/sbeglossary or call 1

-800-782-3675 to request a copy.

' Important Questions

What is the overall

Answers

$2,000 individual contract / $4,000

Why This Matters:
Generally, you must pay all of the costs from providers up to the deductible amount before this plan

deductible? family contract, begins to pay. If you ha\_.re other family members on the policy, the overall family deductible must be
e met before the plan begins to pay.
: This plan covers some items and services even if you haven't yet met the deductible amount. But a
Are there services ‘ : ¢ . : : :
covered Before v st Yes. Preventive care and prenatal | copayment or coinsurance may apply. For example, this plan covers certain preventive services without
olir dedteb bl J, care. cost sharing and before you meet your deductible. See a list of covered preventive services at
your deductinle https.//www.healthcare gov/coverage/preventive-care-benefits/.
Are there other
deductibles for specific No. You don't have to meet deductibles for specific services.
services?

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

$5,000 member / $10,000 family.

The out-of-packet limit is the most you could pay in a year for covered services. If you have other family

members in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-
pocket limit has been met.

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

Premiums, balance-billing charges,
and health care this plan doesn't
cover.

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

Will you pay less if you
use a network provider?

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your |D card for a list of network

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

providers.

with your provider before you get services.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.
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4A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

. : In-Network Out-of-Network Limitations, Exceptions, & Other
Common Medical Event Services You Mav Need (Yoriwiliipay s (You wil pay the Important Information
least) most)
: - = : Deductible applies first; a telehealth
Primary care visit to freat an injury or illness No charge _ Not covered cost share may be applicable
No charge; No Deductible applies first; limited to 12
e charge / chiropractor acupuncture visits per calendar year;
Specialist vist visit; No charge / Nokerverst a telehealth cost share may be
If you visit  health care acupuncture visit applicable
rovider's office or clinic GYN exam limited to one exam per
i calendar year; a telehealth cost share
may be applicable. You may have to
Preventive care/screening/immunization No charge Not covered pay for services that aren't preventive.
Ask your provider if the services
needed are preventive. Then check
what your plan will pay for.
Deductible applies first; pre-
Diagnostic test (x-ray, blood work) No charge Not covered authorization required for certain
If you have a test _SENILS
Deductible applies first; pre-
Imaging (CT/PET scans, MRIs) No charge Not covered authorization required for certain
services
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What You Will Pay

: : ~ In-Network Out-of-Network Limitations, Exceptions, & Other
G [ ;
ommon Medical Event Services You Mav Need (You will pay the (You will pay the Important Information

least) most)

$10/ retail supply or

Generic drugs re%fi?érdr?wzﬁ]ggtrig:e Not covered

supply Deductible applies first; up to 30-day

$30 / retail supply or retail (30-day designated retail or mail

If you need drugs to treat $75 | dosi : .

: b gnated service) supply; cost share may be
K;’“f '_“?:55 ‘h!" condition Preferred brand drugs retail or mail service Hotuered waived for certain covered drugs and
:';':;_'i tri?: dorl:l a?:?\:em ’ supply supplies; pre-authorization required

prescripuon diud coverage $65 / retail supply or for certain drugs
b $165 / designated
:[uecrossma.orgfmedlcatlo Non-preferred brand drugs et o miail Servics Not covered
G supply
i Deductible applies first; when
Applicable cost share e ; ! :
Specialty drugs (generic, preferred, Not covered Sﬁ E&Zﬁfm&a&g ;S;%;i?:nsrgzﬂﬁg
? » pre-autnorization
hon-preferrsd) for certain drugs
Deductible applies first; pre-
Facility fee (e.g., ambulatory surgery center) No charge Not covered authorization required for certain
If you have outpatient services
surgery Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization required for certain
services
Emergency room care No charge No charge Deductible applies first
~ Emergency medical transportation No charge No charge Deductible applies first
If you nIeee.d ill:lhmediate Deductible applies first; out-of-
medical attentio imi
n Uitiait e No charge No charge network coverage limited to out of

service area; a telehealth cost share
may be applicable
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What You Will Pay
In-Network Out-of-Network Limitations, Exceptions, & Other

Common Medical Event Services You Mav Need (You will pay the (You will pay the Important Information

least) most)

Deductible applies first; pre-

Facility fee (e.g., hospital room) : No charge Not covered authorization / authorization required
for certain services

Deductible applies first; pre-

Physician/surgeon fees No charge Not covered authorization / authorization required
for certain services

Deductible applies first; a telehealth
cost share may be applicable; pre-
If you need mental health, authorization required for certain
behavioral health, or Services

substance abuse services Deductible applies first; pre-
Inpatient services No charge Not covered authorization / authorization required
for certain services

Office visits No charge Not covered Deductible applies first except for

Childbirth/delivery professional services No charge | Not covered prenatal care; cost sharing does not
apply for preventive services;
If you are pregnant maternity care may include fests and

Childbirth/delivery facility services No charge Not covered services described elsewhere in the
SBC (i.e. ultrasound); a telehealth

cost share may be applicable

If you have a hospital stay

Outpatient services No charge Not covered
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What You Will Pay
Common Medical Event Services You Mav Need In-Network Out-of-Network Limitations, Exceptions, & Other

(You will pay the (You will pay the Important Information
least) most)

Deductible applies first; pre-
. No cherge i authorization required

Deductible applies first; limited to 60 |
outpatient visits per calendar year |
(other than for autism, home health

outNgtfeﬁrsgeeri?c:eS' care, and speech therapy); limited to
Rehabilitation services 5 o charge for : Not covered 60 days per calendar year for inpatient

inpatient services admissions; a telehealth cost share

- may be applicable; pre- authorization

required for certain services

Deductible applies first; outpatient

If you need help recovering rehabilitation therapy coverage limits
or have other special health apply; coverage limits waived for early

needs Habilitation services No charge Not covered intervention services for eligible

| children; a telehealth cost share may
be applicable; pre-authorization
required for certain services
Deductible applies first; limited to 100
- Skilled nursing care No charge Not covered days per calendar year; pre-
authorization required
Deductible applies first; cost share
Durable medical equipment No charge Not covered waived for one breast pump per birth,
including supplies
Deductible applies first; pre-

Hospice services No charge Not covered authorization required for certain
services
Children’s eye exam No charge Not covered Limited to one ;::rm percalsriar
If your child needs dental Children’s glasses Not covered Not covered None

or eye care Limited to children under age 12

Children’s dental check-up No charge Not covered (every 6 months) and under age 18
with a cleft palate / cleft lip condition
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Excluded Services & Other Covered Services:

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

Long-term care = Private-duty nursing
» Cosmetic surgery » Non-emergency care when traveling outside the
« Dental care (Adult) U.S.
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document,) |
= Acupuncture (12 visits per calendar year) = Infertility treatment = Weight loss programs ($150 per calendar year per '
« Bariatric surgery = Routine eye care - adult (one exam per calendar policy)
 Chiropractic care year)

« Hearing aids ($2,000 per ear every 36 months for = Routine foot care (only for patients with systemic
members age 21 or younger) circulatory disease)
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Your Rights tc  tinue Coverage: There are agencies that can help if you wanttc  tinue your coverage after it ends. The contact information for thos ~ 2ncies is: the
U.S. Departmenuof Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.qov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.qov/doi. Other coverage options may be available to you foo, including buying individual
insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.qgov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.ora. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, call
1-800-782-3675 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Does this plan provide Minimum Essential Coverage? Yes.

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

Does this plan meet the Minimum Value Standards? Yes.

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

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. It is a

general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

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

r This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending

on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please
note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

m The plan’s overall deductible $2,000
m Delivery fee copay $0
m Facility fee copay $0
m Diagnostic tests copay $0

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

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

Managing Joe's Type 2 Diabetes (a

year of routine in-network care of a well-
controlled condition)

m The plan’s overall deductible $2,000
m Specialist visit copay $0
m Primary care visit copay $0
mDiagnostic tests copay $0

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

Diagnostic tests (blood work)

Prescription drugs
Durable medical equipment (glucose meter)

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

care)
m The plan’s overall deductible $2,000
m Specialist visit copay $0
mEmergency room copay $0
mAmbulance services copay 80

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diaanostic test (x-ray)

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

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost sharing Cost sharing Cost sharing
Deductibles $2,000 Deductibles $2,000 Deductibles $2,000
Copayments $10 Copayments $700 Copayments $0
Coinsurance 50 Coinsurance $0 Coinsurance $0

What isn't covered What isn't covered What isn't covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $2,070 The total Joe would pay is $2,720 The total Mia would pay is $2,000
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The plan would be responsible for the other costs of these EXAMPLE covered services.

* Registered Marks of the Blue Cross and Biue Shield Assoclation. @ 2023 Blee Cross and Bl

| of Massachusetts, Inc., or Blue Cross and Blue Shield of Massechusetts HMQ Blue, Inc,
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H  wdPilgrim
@ HeaithCare

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 07/01/2023 — 06/30/2024

The Harvard Pilgrim HMO

Coverage for: Individual + Family | Plan Type: HMO

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

allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary.
You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-888-333-4742 to request a copy.

Important Questions
What is the overall
deductible?

Answers

$300 member/ $900 family
Benefits are administered on a Plan Year basis.

Why This Matters

Generally you must pay all the costs up to the deductible
amount before this plan begins to pay. If you have other
family members on the policy, they have to meet their own
individual deductible until the overall family deductible

amount has been met.

Are there services covered
before you meet your

Yes: prescription drugs, outpatient mental health services,
preventive care, provider office visits, rehabilitation

This plan covers some items and services even if you haven’t

yet met the deductible amount. But, 2 copayment or

deductible? services, habilitation services, routine eye exams, are coinsurance may apply. For example, this plan covers
covered before you meet your deductibles. certain preventive services without cost-sharing and

before you meet your deductible. See a list of covered
preventive services at https:/ /www.healthcare.gov/
coverage/preventive-care-benefits /

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

for specific services?

What is the out-of-pocket ($2,000 member/ $4,000 family The out-of-pocket limit is the most you could pay in a year

limit for this plan? Separate out-of-pocket limit applies to Pharmacy, see “If | for covered services. If you have other family members in

you need drugs to treat your illness or condition”.

this plan, they have to meet their own out-of-pocket limit
untl the overall family out-of-pocket limit has been met.
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Important Questions Answers Why This Matters
What is not included in the | Prescription drugs, premiums, balance-billing charges, Even though you pay these expenses, they don’t count
ut—of- imit? and health care this plan doesn’t cover. toward the gout—of-pocket limit.
Will you pay less if you use | Yes. See https:/ /www.harvardpilgrim.org/public/find- | This plan uses a provider network. You will pay less if
a network provider? a-provider or call 1-888-333-4742 for a list of network you use a provider in the plan’s network. You will pay
providers. the most if you use an out-of-network provider, and you

might receive a bill from a provider for the difference
between the provider’s charge and what your plan pays
(balance-billing). Be aware, your network provider might
use an gut-of-network provider for some services (such
as lab work). Check with your provider before you get
services.

Do you need a referral to | Yes This plan will pay some or all of the costs to see a specialist

see a specialist? for covered services but only if you have a referral before
you see the specialist.

All copayment and coinsurance costs shown in this chart are after your deductible has been met, 1f a deductible applies.

A

Common Medical Event

What You Will Pay

Network Provider

Services You May Need

Limitations, Exceptions,
& Other Important
Information

Qut-of-Network Provider

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

(You will pay the least)

(You will pay the most)

Primary care visit to treatan |Level 1: $20 copay/visit; Not covered None
injury or illness deductible does not apply
Specialist visit Level 1: $20 copay/visit; Not covered None

deductible does not apply
Level 2: $45 copay/visit;
deductible does not apply

No charge; deductible does
not apply

Preventive care/
screening/
immunizaton

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

Not covered
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

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

Limitations. E 4
& Other Important
Information

If you have a test Diagnostic test (x-ray, X-rays: No charge Not covered None
blood work) Laboratory: No charge
Imaging (CT/PET scans, $100 copay/procedure Not covered Cost sharing may vary for
MRIs) certain imaging services.
If you need drugs to treat | Generic drugs 30-Day Retail Tier 1: Not covered You pay retail price for Out
your illness or condition $10 copay/prescription; of Network pharmacy drugs
More information about deductible does not apply and are reimbursed minus
T iption 90-Day Mail Tier 1: applicable cost sharing.
is available at $25 copay/prescrdption; Covered only outside of
www.harvardpilgrim.org/ deductible does not apply service area.
2023Premium3T. Prescription drug
Out-of-Pocket Maximum:
$3,000 member/ $6,000
family
Preferred brand drugs 30-Day Retail Tier 2: Not covered
$30 copay/prescription;
deductible does not apply
90-Day Mail Tier 2:
$75 copay/prescription;
deductible does not apply
Non-preferred brand drugs | 30-Day Retail Tier 3: Not covered
$65 copay/prescription;
deductible does not apply
90-Day Mail Tier 3:
$165 copay/prescription;
deductible does not apply
Specialty drugs All drugs are covered in Retail | Not covered Some drugs must be obtained
Pharmacy and Mail Order through a Specialty Pharmacy.
Pharmacy Tiers 1 — 3
If you have outpatient Facility fee (e.g, ambulatory |$250 copay/visit Not covered None
surgery surgery center)
Physician/surgeon fees No charge Not covered
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

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

Limitations, Exceptions,
& Other Important
| Information

If you need immediate Emergency room care $100 copay/visit None
medical attention Emergen ical No charge None
transportation
Urgent care Urgent care center: $20 Urgent care center: Not Services with
copay/visit; deductible covered non-participating providers
does not apply are only covered outside of
the service area.
Costsharing may vary based
on Urgent Care location.
If you have a hospital stay | Facility fee (e.g., hospital $500 copay/admit Not covered None
room)
Physician/surgeon fee No charge Not covered
If you need mental health, |Outpatient services $20 copay/visit; deductible |Not covered None

behavioral health, or

does not apply

substance abuse services Inpatient services $500 copay /admit Not covered
If you are pregnant Office visits $20 copay/visit; deductible |Not covered Cost sharing does not apply
does not apply for preventive services.
Childbirth/delivery No charge Not covered
professional services
Childbirth/delivery facility ~ [$500 copay/admit Not covered
services
If you need help recovering| Home health care No charge Not covered None
or have other special health R chabilitation services Physical Therapy: Not covered Occupational therapy — 30
needs Hahilitation services $20 copay /visit; deductible visits /Plan Year .
does not apply Physical therapy — 30 visits
Occupational Therapy: /Plan Year
$20 copay/visit; deductible
does not apply
Speech Therapy:
$20 copay/visit; deductible
does not apply
Skilled nursing care $500 copay/admit Not covered 100 days/Plan Year
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Common Medical Event Services You May Need

Durable medical

What You Will Pay

Network Provider
(You will pay the least)

20% coinsurance of

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

Not covered

& Other Important
Information

None

men equipment cost to HPHC, not
to exceed a Member’s total
expense of §1,000/Plan Year
Hospice services No charge Not covered For inpatient see “If you
have a hospital stay”
If your child needs dental |Children’s eye exam No charge; deductible does |Not covered 1 exam/Plan Year
or eye care not apply
Children’s glasses Not covered Not covered None
Children’s dental check-up No charge; deductible does |Not covered 2 exams/Plan Year
— Up to age of 13 not apply

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a2 complete list. Check your policy ot plan document for other excluded services.)

* Acupuncture * Long-Term Care * Routine foot care (except for diabetes or
* Children’s glasses * Non-emergency care when traveling outside systemic circulatory diseases)
* Chiropractic Care the US. * Services that are not Medically Necessary

* Cosmetic Surgery

* Prvate-duty nursing

* Weight Loss Programs

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

these services.)

* Bariatric surgery

each impaired ear up to age 22

* Hearing Aids - $2,000/aid every 36 months, for * Infertility Treatment
* Routine eye care (Adult) — 1 exam/Plan Year

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information

for those agencies is: the Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services, Centers for Cons
1-877-267-2323 x61565 or www.cciio.cms.gov, or for more information on

umet Information and Insurance Oversight, at
your rights to continue coverage, you can contact the Member Service

number listed on your ID card or call 1-888-333-4742. Other coverage options may be available to you, too, including buying individual insurance coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint
is called a grievance or appeal . For more information about your rights, look at the explanation of benefits you will receive for that medical claim.
Your plan documents also provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For

more information about your rights, this notice, or assistance, contact:

HPHC Member Appeals-Member  Department of Labor’s Employee Health Care for All

Services Department Benefits Security Administration 30 Winter Street, Suite 1004
Harvard Pilgrim Health Care, Inc. 1-866-444-3272 Boston, MA 02108

1 Wellness Way www.dol.gov/ebsa/bealthreform 1-800-272-4232

Canton, MA 02021-1166 http:/ /www.hcfama.org/helpline

Telephone: 1-888-333-4742
Fax: 1-617-509-3085

Does this plan meet the Minimum Value Standard? Yes

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

Does this plan provide Minimum Essential Coverage? Yes

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

Language Access Services:

Para obtener asistencia en Espafiol, llame al 1-888-333—4742.

20 R FEE P CHIESED, I IR T XN 515 1-888-333-4742.

De assisténcia em Portugués, por favor ligue 1-888-333-4742.

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

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

Peg is Having a Baby

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

m The plan’s overall $300
deductible
m Specialist copayment $45
m Hospital (facility) $500
copayment
m Other $0

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services
Diagnostic tests (trasounds and biood work)
Specialist visit (anesthesia)
Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $300
Copayments $600
in nc $0
What isn’t covered
Limits or exclusions $0
The total Peg would pay is $900

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a
well-controlled condition)

m The plan’s overall $300
deductible
m Specialist copayment $45
m Hospital (facility) $500
copayment
m Other $0

This EXAMPLE event includes services
like:

Primary care physician office visits (inc/uding
disease education)

Diagnostic tests (blood work) Prescription

drugs Durable medical equipment (glxeose
meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $100

o ent $1,200
Coinsurance $0

What isnt covered

Limits or exclusions $0
The total Joe would pay is $1,300

Mia's Simple Fracture

(in-network emergency room visit and
follow up care)

m The plan’s overall $300
deductible
m Specialist copayment $45
m Hospital (facility) $500
copayment
m Other $0

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-rzy) Durable medical
equipment (crutches) Rehabilitation services
(physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $300
Copayments $£300
Coinsurance $50
What isnt covered

Limits or exclusions $0
The total Mia would pay is $650

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Harvard Pilgrim
HealthCare

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

The Harvard Pilgrim Best Buy HSA HMO

Coverage Period: 07/01/2023 — 06/30/2024
Coverage for: Individual + Family | Plan Type: HMO

A

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you
and the plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called

the premium) will be provided separately. This is only a2 summary. For more information about your coverage, or to get a copy
of the complete terms of coverage, www.harvardpilgrim.org/LGsampleEOC. For general definitions of common terms, such as

allowed amount, balance billing, coinsurance, copayment, deductible, provide
You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-888-333-4742 to request a copy.

t, or other undetlined terms, see the Glossary.

Important Questions
What is the overall
deductible?

Answers

Medical & Prescription Drug Deductible:
$2,000 member,/ $4,000 family
Benefits are administered on a Plan Year basis.

Why This Matters

Generally you must pay all the costs up to the deductible
amount before this plan begins to pay. If you have other
family members on the policy, the overall family deductible
must be met before the plan begins to pay.

Are there services covered
before you meet your

Yes: preventive care, routine eye exaimns, are covered before

you meet your deductibles.

This plan covers some items and services even if you haven’t
yet met the deductible amount. But, a ment or

deductible? coinsurance may apply. For example, this plan covers
certain preventive services without cost-sharing and
before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/
coverage/preventive-care-benefits /

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

for specific services?

What is the out—of-pocket |$5,000 member/ $10,000 famaily The out-of-pocket limit is the most you could pay in a year

limit for this plan? for covered services. If you have other family members in
this plan, they have to meet their own out-of-pocket limit
until the overall family out-of-pocket limit has been met.
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Importan stions

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

Answers

plan doesn’t cover.

Premiums, balance-billing charges, and health care this | Even though you pay these expenses, they don’t count

toward the out—of-pocket limit.

Will you pay less if you use
a network provider?

Yes. See https://www.harvardpilgrim.org/public/find-
a-provider or call 1-888-333-4742 for a list of network

1 IS.

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

services.

Do you need a referral to
see a specialist?

Yes

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

A

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

Common Medical Event

What You Will Pay

Netwdrk Provider
(You will pay the least)

Services You May Need

Limitations, Exceptions.
& Other Important
Information

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

If you visit a health cate  |Primary care visit to treatan |No charge Not covered None
provider’s office or clinic  |injury or illness
Specialist visit No charge Not covered None
Preventive care/ No charge; deductible does |Not covered You may have to pay for
screening/ not apply services that aren’t preventive|
immunization Ask your provider if the
services needed are
preventive. Then check what
your plan will pay for.
If you have a test Diagnostic test (x-ray, X-rays: No charge Not covered None
blood work) Laboratory: No charge
Imaging (CT/PET scans, No charge Not covered Cost sharing may vary for
MRIs) certain imaging services.
39




Common Medical Event

Services You May Need

What You Will Pay

Network Proﬁder
(You will pay the least)

| Out-of-Network Provider

| (You will pay the most)

Limitations, Exceptions,
& Other Important
Information

If you need drugs to treat | Generic drugs 30-Day Retail Tier 1: §10 Not covered You pay retail price for Out
your illness or condition copay/prescription of Network pharmacy drugs
More information about QO-Day Mail Tier 1: $25 and are reimbursed minus
prescription drug coverage copay/prescription applicable cost sharing.
is available at Covered only outside of
www.harvardpilgrim.org/ service area.
2023Premium3T. Preferred brand drugs 30-Day Retail Tier 2: $30 Not covered
copay/prescription
90-Day Mail Tier 2: §75
copay/prescription
Non-preferred brand drugs | 30-Day Retail Tier 3: $65 Not covered
copay/prescription
90-Day Mail Tier 3: $165
copay/prescrption
Specialty drugs All drugs are covered in Retail | Not covered Some drugs must be obtained
Pharmacy and Mail Order through a Specialty Pharmacy.
Pharmacy Tiers 1 —3
If you have outpatient Facility fee (e.g., ambulatory |No charge Not covered None
surgery surgery center)
Physician/surgeon fees No charge Not covered
If you need immediate mer m car No charge None
medical attention reency medical No charge None
transportation
fgent care Urgent care center: No Utgent care center: Not Services with
charge covered non-participating providers
are only covered outside of
the service area.
Costsharing may vary based
on Urgent Care location.
If you have a hospital stay | Facility fee (e.g,, hospital No charge Not covered None
room)
Physician/surgeon fee No charge Not covered
40
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

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

Limitations, ExX®5ti
& Other Importan
Information

If you need mental health, |Outpatient services No charge Not covered None
behavioral health, s Inpatient services No charge Not covered
substance abuse services
If you are pregnant Office visits No charge Not covered Cost sharing does not apply
for preventive services.
Childbirth /delivery No charge Not covered
professional services
Childbirth/delivery facility  |No charge Not covered
services
If you need help recovering Home health care No charge Not covered None
or have other special health Rehabilitation services Physical Therapy: No Not covered Occupational therapy — 30
needs Habilitation services charge Occupational visits /Plan Year
Therapy: No charge Physical therapy — 30 visits
Speech Therapy: /Plan Year
No charge
killed nursing cate No charge Not covered 100 days/Plan Year
D 1 ical No charge Not covered Wigs — $350/Plan Year
€quipment
Hospice services No charge Not covered For inpatient see “If you
have a hospital stay”
If your child needs dental |Children’s eye exam No charge; deductible does |Not covered 1 exam/Plan Year
or eye care not apply
Children’s glasses Not covered Not covered None
Children’s dental check-up  |No charge Not covered 2 exams/Plan Year
— Up to age of 13
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Excluded Services & Other Covered Services:

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

* Acupuncture * Long-Term Care * Routine foot care (except for diabetes or

* Children’s glasses * Non-emergency care when traveling outside systemic circulatory diseases)

» Cosmetic Surgery the US. * Services that are not Medically Necessary
* Private-duty nursing * Weight Loss Programs

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

* Bariatric surgery * Chiropractic Care - 20 visits/Plan Year * Infertility Treatment
* Hearing Aids - $2,000/2id every 36 months, for * Routine eye care (Adult) — 1 exam/Plan Year
each impaired ear up to age 22

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information
for those agencies is: the Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.doLgov/ebsa/healthreform, or the Department of Health and Human Services, Centers for Consumer Information and Insurance Oversight, at
1-877-267-2323 x61565 or www.cciio.cms.gov, or for more information on your rights to continue coverage, you can contact the Member Service
number listed on your ID card or call 1-888-333-4742. Other coverage options may be available to you, too, including buying individual insurance coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov ot call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint
is called a grievance or appeal . For more information about your rights, look at the explanation of benefits you will receive for that medical claim.
Your plan documents also provide complete information on how to submit a claim, appeal, or a gricvance for any reason to your plan. For

more information about your rights, this notice, or assistance, contact:

HPHC Member Appeals-Member  Department of Labor’s Employee ~ Health Care for All

Services Department Benefits Security Administration 30 Winter Street, Suite 1004
Harvard Pilgrim Health Care, Inc. 1-866-444-3272 Boston, MA 02108

1 Wellness Way www.dol.gov/ebsa/healthreform 1-800-272-4232

Canton, MA 02021-1166 http:/ /www.hcfama.org/helpline

Telephone: 1-888-333-4742
Fax: 1-617-509-3085
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Does thi  in meet the Minimum Value Standard?® Yes

If your plan doesn’t meet the Minimum Value Standards , you may be e]ig.il_:rle for a premium tax credit to help you pay for a plan through the

Marketplace.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Covera ge generally includes plans, health insurance available through the Marketplace or other individual market policies,
Medicare, Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not

be eligible for the premium tax credit.

Language Access Services:

Para obtener asistencia en Espafiol, llame al 1-888-333-4742.

IR B RSO ARE B, IR AT XA 510 1-888-333-4742.
De assisténcia em Portugués, por favor ligue 1-888-333-4742.

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

Pacmea B . E -




About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing

amounts (deductible, copayment and coinsurance) and excluded services under the plan. Use this information to compare the
portion of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

m The plan’s overall $2,000
deductible

m Specialist $0
= Hospital (facility) $0
m Other $0

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (w/irasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $2,000
Copayments $50
Coinsurance $0
What isn't covered

Limits or exclusions $0
The total Peg would pay is $2,050

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a
well-controlled condition)

m The plan’s overall $2,000
deductible

m Specialist $0
m Hospital (facility) $0
m Other 30

This EXAMPLE event includes services
like:

Primary care physician office visits (ncluding
disease education)

Diagnostic tests (blood work) Prescrption
drugs Durable medical equipment (glose
meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $2,000
Copayments $700

insurance $0

What isn’t covered

Limits or exclusions $0
The total Joe would pay is $2,700

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

m The plan’s overall $2,000
deductible

= Specialist $0
= Hospital (facility) $0
m Other $0

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-r2)) Durable medical
equipment (crutches) Rehabilitation services

(physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $2,000

Copayments $0

Coinsurance $0

What isn't covered
Limits or exclusions $0
The total Mia would pay is $2,000

The plan would be responsible for the other costs of these EXAMPLE covered services.

Paw.- 7T af 7




MEDICARE

Please visit https://www.ssa.gov/benefits/medicare/ for information.

What to do about Medicare

Medicare is our country’s health insurance program for people age 65 or older. Certain people
younger than age 65 can qualify for Medicare too, including those with disabilities and those
who have permanent kidney family.

Most people age 65 or older are eligible for free Medical hospital insurance (Part A) if they have
worked and paid Medicare taxes long enough. You can enroll in Medicare medical insurance
(Part B) by paying a monthly premium. Eligibility for enrollment begins 3 months before your
65" birthday, includes the month you turn 65, and ends 3 months after that birthday.

If you have medical insurance under a group health plan based on you or your spouse’s current
employment, you may not need to apply for Medicare Part B at age 65. You may qualify for a
“Special Enrollment Period” (SEP) that will let you sign up for Part B during:
Any month you remain covered under the group health plan and you or your spouse’s
employment continues.
The 8-month period that begins with the month after your group health plan coverage
or the employment it is based on ends, whichever comes first.

Other Medicare resources:
https://www.medicare.gov/
https://www.medicare.gov/medicare-and-you
https://www.medicare.gov/coverage

When you have decided
Please notify the Employee Benefits office when you, or your spouse, have decided which plan
you want as your primary insurance. You will be asked to confirm your decision by signing the
form provided to you.*
If you, or your spouse, decide to carry your group health plan as your primary insurance,
please be sure to advise the hospital or physician (when you receive medical services)
that your group health plan is your primary insurance. If you are enrolled in Medicare,
you should also give your Medicare Health Insurance Claim Number and indicate that
Medicare will be the secondary insurance.
If you, or your spouse, decide to carry Medicare as your primary insurance, they will be
removed from the group insurance plan and will need to convert to a non-group
Medicare supplement plan.

*Employees who are enrolled in Medicare are not eligible to contribute to an HSA account.

45



Flexible Spending Benefits
Cape Cod Collaborative

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." Eligible expenses and services include: non-cosmetic

medical, dental, and vision care services; prescription medications;
over-the-counter ‘medicines’ (not vitamins and supplements); orthodontics,
prescription eyeglasses, contact lenses, laser eye surgery; mental health
services; alternative health therapies (e.g. chiropractic,

acupuncture); and MORE!

Max. Annual Health Care Election: 53,200

Who’s Covered? You, your legal spouse, and your
dependents as defined by the Internal Revenue Service,
including those claimed on your tax return and adult
children under age 26.

Benefit Cards. For employer plans that offer the benefit

card, new Health Care FSA enrollees will receive 2 cards that

can be used at most medical facilities, dental offices, optical shops,

and pharmacies to pay for eligible expenses. Keep your cards! They will
reload each plan year that you enroll.

Grace Period. Health Care FSA participants get an extra 75 days at the
end of the plan year to spend down the prior year’s available balance, if any.

HSA Ineligibility. If you or your spouse have a Health Savings Account
(‘HSA'), you are NOT ELIGIBLE to participate in the Health Care FSA plan.

® DEPENDENT CARE." For qualified childcare expenses for dependent

children under age 13, elderly dependents, and dependents with special
needs. Eligible expenses include day care, pre-school, before/after school
care, day camp, elder day care.

Max. Annual Dep. Care Election: $5,000. per family

Enroll by 11/30/2024
for the

1/1/2025 — 12/31/2025
Plan Year

Already in the FSA Plan?
Re-enrollment is NOT automatic!

P Re-enroll via your online account
portal—not the mobile app! Go to
cpaemployee.lhiondemand.com and
log-in on the LEFT side of the
sign-in screen, Once on your
account homepage, click the
blue Enroll/Re-enroll button and
follow the steps to enroll for the
new plan year; click Submit
the end. We recommend printing v
saving your enroliment confirmation.

> New to the FSA Plan? Complete
the “Authorization for Pre-Tax Payroll
Reduction” form and send it to
Lena Troye Thompson,

Human Resources.

Track Your Account
g_ggi File Claims 24/7!

Log in to your employee portal via our
website (www.CPA125.com), or use our
app: CPA Flex Mobile.

The annual FSA administrative fee is paid
by your employer so you save even more!

* Not all Health Care expenses are FSA-eligible, such as: cosmelic procedures or products {e.g. Bolox, teeth whilening, veneers, elc.), couplesifamiy counseling, general heallh/weliness expenses (ie.,
toothbrushes, lnolhpastes, non-prescriplion sunglasses, gym dues, elc.), and federally non-pemmissible products. Some healthcare-related expenses, such as medical equipment and some services,
may require a physician's Letler of Medical Necessity in order to be FSA-eligible. Visit hitps Asastore.com/CPAERgibilify for more info. on specfic products and services.

* Quemight camp and scheol fuition for kindergarien and abeve are not FSA-eligible; day camp is eligible when utiized as a form of childcare in order for the parent(s)guardian(s) lo be able to work;
curmicular and enrichment programs/acivities Ihat aren't daycare/childcare-based are nal eligib'e; money paid to a childcare provider who doesn't report it as income on their taxes is not FSA-eligitle.

Flexible Spending Plans administered by...

CAFETERlAquAN ADVISORS * An ALERA GROUP Company | 120 LONGWATER DR., STE. 102, NORWELL, MA 02061 | cpa125.com
TEL.: 781.848.9848 | E-MAIL: INFO@CPA125.cOM



HealthEquity HSA

Save on premiums
When it comes to choosing a healthcare plan, you really have
one decision to make: High premium or low premium?

Health Savings Account (HSA)-qualified health plans (sometimes called
high-deductible or consumer choice health plans) offer the lowest premiums,
enabling you to unlock immediate savings. The difference could be
thousands of dollars every year.

Keep your premium savings
Healthcare premium payments disappear forever. But you can use
your HealthEquity HSA to keep that money instead.

Choose a low premium health plan. Then just put the extra money you
would have paid toward traditional premiums into your HSA. Voila! Long-
term health savings.

Want to go bigger? Don’tforget IRS annual coniribution limits.

Individual Plan Family Plan
2024 $4,150 $8,300
2025 $4,300 $8,550
Members 55+ can contribute an extra $1,000

You have until the annual tax-filing deadline to max your conlributions for the previous tax year,

Maximize tax savings
Every dollar you contribute pre-tax to your HSA reduces your
annual taxable income.

Plus, you automnatically earn tax-free interest on your money. Anytime
healthcare expenses come up just pay from your HSA and you're good to
go. You never pay taxes or penalties when you use HSA dollars for qualified
medical expenses.

Copyright ©® 2022 HealthEquity. Inc. Ali rights reserved.

See the savings for
yourself

Try our plan comparison tool
to see how much an HSA-
qualilied health plan will save
you this year.

Visit CornpareMyHSA .com

@ HSA dollars are
yours to keep
Unlike flexible spending
accounts (FSA), you never
lose your HSA dollars. Money
in your account rolls over year

after year, even if you change
health plans or employers.

Spend
smarter

HSAs cover thousands of
qualified medical expenses,
including doctor visits and over-
the-counter medications. See a
full list of eligible expenses.

Visit HealthEquity.com/QME

HSA triple-tax
advantage'

Make pre-tax
contributions

Grow tax-free
earnings

Enjoy tax-free
distribution®



Connecting health
and wealth

Maybe you've had an HSA before, but you've never had an HSA like this.

Get support 24/7 Say goodbye to hassle

Call us day or night. Our US-based service team Log in and manage everything via our simple
measures success by problems solved. We'll do mobile app.® Want to submita claim? Easy.
whatever it takes. Just snap a photo and you're on your way.

Be inspired Join five million+ health savers

Check oul our vast library of webinars, tutorials, o For more than two decades we've empowered
videos, calculators, and mare. You'll find tips some of the biggest companies in the world—
and tricks to make the most of your HSA, and the smartest savers on the block.

Enroll today. Talk to your benefits team
866.735.8195 | HealthEquity.com/Learn

'HSAs are never laxed ata federal income lax lavel when used appropriately for qualiied medical expenses. Also, most slates recognize HEA funds as tax deduclitle with very few
exceplions. Please consult & lax advisor regarding your stale's specific rulas.

For qualfied medical expenses

Ynveslmenls ara subject bo risk, inchuding the possible loss of the principal invesled and are nel FDIC er NCUA insured, or guaranteed by HeallhEquily, Inc. HSA holders may selscl
mutual funds for investment through the HeallhBquity Investment platform but HealthEquily, Inc doss nel provida invesiment advice. HeslinEquily Advisors, LLC, a wholly cwnad
subsidiary of HeallhEquity, Inc. and an SEC registered invest-ment adviser, provides web-based invesimenl advice lo HSA holders Ihat subscribe for ils services (minimum
thresholds and additional fees apply). Reglslralion does nat imply endorsement by any state or agency and does nol imply a level of skill, education, or training  Investing may net
be suilable for everyone. You should carefully consider the investment chieclives, risks, charges and expensas of any mulual fund before investing. A prospeclus and, if available. a
summary prospecius conlainng this and olher impertant infarmalion can be oblaned by visting 1he fund sponsor's wabsite. Please read the prospecius carefully befora invasting.

AAfler aye 63, it you withdraw funds for any purpose olher than qualfied medical expenses, you will be subject leincame laxas Funds withdrawn for qualfisd medical expenses will
remain lax-lree

*Accounts must be activated viathe HeaithEquity wabsile in order louse the moblle app

HealthEquily doas not provida legal, lax or fnancial advice Always consull & professional whan making Ife changng decisions
Copyrighl @ 2022 HealthEquity, Inc. All righls reserved.  HSA_Brochura_Mambers_Oct_2022 pdf

HealthEquity




(V) PINNACLECARE  £25055% 1ath Gronp

Your health advocacy and —
care navigation benefit 3y
Dear Member, ‘

Welcome to your new PinnacleCare benefit. PinnacleCare is here

to provide you support when you are dealing with the complicated
world of healthcare. Your company is providing this benefit, at no cost
* toyou, as part of its commitment to your health and well-being.

With PinnacleCare, you receive access to a personal care advisor who will
help you navigate the healthcare system so you receive the best course of
treatment for your medical needs.

Our team of care advisors are supported by in-house medical directors and M.D./Ph.D. medical
researchers who provide access to nationally-acclaimed specialists and medical Centers of Excellence.

Our goalis to help you obtain the answers you need to
address your healthcare challenges quickly.

Contact us regarding: Our services include:

- An expert medical opinion « Facilitation of appointments with a top specialist
+ A new or ongoing medical diagnosis - Coordination of expert second medical opinion

- A recommendation for surgery - Comprehensive research report on your

diagnosis and treatment options
- Gathering, organization, and forwarding of key
medical records

- Customized referral report profiling top local,
regional, or national specialists

- Virtual consultation for second medical opinion

- A review of a current treatment plan
- A recommendation to top specialists
- Finding a new routine care provider

- Assistance with negotiating large medical bills
over $800

a secure email request or access additional details at: www.PinnacleCare.com/cape-cod

E For a confidential consultation with a care advisor, please call 888-442-7380. You may also send

To your good health,
Your care advisory team

~innacleCare Is a member of the Sun Life family of companies. PinnacleCare and its employees do not diagnose medical conditions, recommend
treatment options or provide medical care, and any information or services provided should not be considered medical advice. Any medical
decisions should be made only after consultation with and at the direction of your medical provider. Any person or entity who provides health
care services following a referral or other service provided does so independently and not as an agent or representative of PinnacleCare.

© 2022 5un Life Assurance Company of Canada, Wellesley Hills, MA 02481, All rights reserved. The Sun Life name and logo are registered

trademar#t9 of Sun Life Assurance Company of Canada. Visit us at www.sunlife.com/us.
PCFL-EE-11023-BR-CC SLPC 31500 04/22 (exp. 04/24)



W ~ Delta Dental PPO Plus Premier®
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Coverage Summary for

Visit deltadentalma.com for Cape Cod Municipal Health Group
detailed benefit information GI’DUp # 008318
Effective 7/1/2024

Deductible: $50 perindividual / $100 per family, Deductible walved for Diagnostic and Preventive categories.

Calendar Year Maximum: $1,500 per person. Co-insurance
Category / Procedure Qualifications In Metwork Out of Network®
*Diagnostic
Comprehensive Evaluation Once every 60 months.
Pericdic QOral Evaluation Twice every 12 months. J 100% 100%
Panoramic or Full Mouth X- rays Once every 36 months.
Bitewing X-rays Twice every 12 menths,
Single Tooth X-rays Asneeded,
"Preventive
Teeth Cleaning Twice every 12 months.
Fluaride Treatments Twice every 12 months.
Required due to the premature loss of teeth, For members under age 14 and not for the 100% 100%
Space Maintainers replacement of primary or permanent anterior teeth.
Unrestored permanent bicuspid and permanent molars, once per 48 months per tooth for
Sealants members to age 19.
estorative
Fillings (Silver and White) Once every 24 months per surface per tooth.
Inlays Once every 60 months per surface per tooth, covered as an alternate benefit as silver filling

and the patient is responsible for paying the difference between the sliver filling and the
Delta Dental negotiated fee for the inlay where permitted by state law. For non-

participating providers, the patient may be responsible for paying up to the provider's full 80% 80%
submitted charge for the inlay.
Protective Restorations Once per tooth.
Stainless Steel Crowns Once every 24 manths per tooth {on primary teeth only).
Iral Surgery
Extractions Once per tooth. BOD% 80%
General Anesthesia General Anesthesia and IV sedation allowed with covered surgical impacted teeth enly (up

to one hour).

erlodontics (on natural teeth only)

Periodontal Surgery One surgical procedure per guadrant in 36 months. 80% BO%
Scaling and Roat Planing Once in 24 months, per guadrant. No more than 2 quadrants per date of service.
Periodontal Cleaning 4 times every 12 months following active periodontal treatment. Not to be comblined with 100% 100%
preventive cleanings.
Bone Grafts/GTR Na more than 2 teeth per quadrant per 36 manths on natural teeth.
ndodontics
Root Canal Treatment Once per tooth. BO% 80%
Root Canal Retreatment Once per tooth after 24 months have elapsed from initial treatment.
Vital Pulpotomy Limited to deciduous testh,
rosthetic Malntenance
Bridge or Denture Repair Once per bridge/denture per 12 months, after 24 months of Initial insertion,
Crown or Onlay Repair Once per tooth per 12 months after 24 months of initial placement 80% 80%
Rebase or Reline of Dentures Once per denture within 36 manths.
Recement of Crowns, Onlays Once per crown, onlay or bridge.
_& Bridges
mergency Dental Care
Palliative treatment Three occurrences in 6 months. 80% 80%
rosthodontlcs
Dentures i Once within 60 months (age 16 and older).
Fixed Bridges Once within 60 months (age 16 and older).
mplants Once per tooth per 60 months. (Pre-estimate recommended). 50% 50%
mplant Abutments Once per 60 months.
ajor Restorative
Crowns or Onlay Once within 60 months per tooth (age 12 and older). 50% 50%
~ast Posts/Buildups Once per tooth per 60 months only benefitted to retaina crown,

rthodontics: Covered at 50% of Maximum Plan Allowance charges up to any age. $1,000 separate LIFETIME maximum. Orthodontic treatment must be
Aministered/supervised by a licensed dentist
ependent Eligibility: Eligible dependents are coverad until the last day of the menth of the member's 26th birthday.

*Non-participating dentists may balance bill. Subscribers are responsible for the difference between the non-participating maximum plan allowanca and the full fee charged by the dentist.




Additional Benefit Information

Deductible walved for perlodontal cleanings.

Deductible met in the 4" quarter Is carried over to the following calendar year.

This plan includes the Right Start 4 Kids program (only applies to dependents ages 12 and under). See RS4K flyer for additional

information.
“*Type 1 Preventive and Diagnostic Services do not detract from the annual calendar year maximum.

TMJ services are covered as a Type 3 major restorative service and subject to the annual plan year max and deductible.

i Ask your dentist to submit a pre-treatment estimate to Delta Dental for any procedure that exceeds $300. This will help you
estimate any out-of-pocket expenses you may incur and will confirm that the services are covered under your dental coverage,

- This plan is etigible for Roflover Maximum
Follower Max dollars do not apply to orthodontlc services. To qualify for Rollover Max, you must recelve at least one cleaning or oral exam In the plan year. You must be enrofled for
dental coverage before the 4th quarter of the calendar year and your pald clalms must not exceed the maximum “threshold” amount.

Your accumulated rollover total is

Then you can roll over this
capped at this amount.

amount to use next year, and
beyond.

If your total yearly claims don’t
exceed this threshold amount...

Your calendar year maximum
benefit amount.
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$1,500 $700

$500 $1,250

lta Dental PRPO Alus premier”
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Easy Access and Great Value -
'four Delta Dental Networks

As a Delta Dental PPO Plus Premier subscriber, you have access
to two of Delta Dental's extensive national netwarlis—Delta Dental
PPO, with more than 350,000 dentist locations and Delta Dental
Premier, the largest dental network in the country with more than
450,000 dentist locations. Three oul of four dentists nationwide
participate in one or both of these networks.

You will enjoy great benefits when you receive your dental care
from a participating dentist in either the Delta Dental PPO or
Delta Dental Premier networks.

+ Both networks offer discounted fees and a no balance
billing policy.

+ You will receive goocd value from Delta Dental Premier
networl: dentists who generally accept discounted fees, but
will be subject to the out-of-network co-insurance level shown
on Lhe front of this summary.

+ You will enjoy the greatest savings when visiting Delta Dental
PPO network dentists and will receive the in-network
co-insurance level shown on the front of this surnmary.

If you choose to receive services from a non-participating dentist,
you will have higher out-of-pocket costs as the Delta Dental
contract rates and the no balance billing policy do not apply.

Delta Dental members can also take advantage of expanded
discounts on many covered services, even after they have used
up their benefit dollars, visit limits and other situations. Get the
etails at http://vww. deltadentalma.com/members/

| scounts-on-covered-services/

Dozl Baavizes of Massachuzaio, nc Is onmdepairdsnt bisnzzs of ths Diita
Czatal Plons dsseaaiion, Asgistesd mats and " hadzmna ks of the Dalis Dental
Flang &scacmbion : 2023 DSk

é DELYA DENTAL

Learn more at deltadentalma.com

Visit the member area of www.deltadentalma.com to find plan
information, review ellgibility status, check on claim status, or find
a dentist. If you have any questions or need additienal information,

you can call custorner service at 800-872-0500.

You can also find more information about your plan in the Delta
Dental Merber Guide, available frorm your benefits administrator
or online at www.deltadentalma,com. In the guide, you can learn
how to use your benefits, how to find a dentist or specialist, how to
access online resources, and more about keeping a healthy mouth

for life,

The information on this coverage summary should be used only as a
guideline for your dental benehts plan. For detailed information on
your group's plan, riders, terms and conditions, or limllations and
excluslons, refer to your plan's Subscriber Certificate, which Is available

through your benefits administrator.

Your Plan 1s Administered by:
Delta Dental of Massachusetts
800-872-0500

www.deltadentalma.com

465 Mediord Street, Ste. 400
Boston, MA 02129




Rollover Maximum
Benefit Summary

i LA
Rollover Maximum Summary
for Cape Cod Municipal Health Group

With Rollover Max from Delta Dental, you won’t lose what you don’t use,
Thanks to the Rollover Max benefit from Delta Dental, you can save some of your unused benefit
dollars to be applied to future services that would otherwise exceed your plan maximum.

Rollover Max is easy and automatic.

* To qualify for Rollover Max, you must receive at = Annual Plan Year Maximum dollars are used
least one cleaning or oral exam in the plan year. If first. Rollover Max dollars are used after the
you don't receive a cleaning or exam, you won't be annual maximum amount for your plan has
eligible to rollover any of your benefit dollars been exhausted.

to the following year. :
Rollover Max dollars cannot be applied to

« In addition, your paid claims must not exceed the orthodontic treatment or other lifetime benefits.
Plan Year Maximum "threshold” amounts outlined
in the chart below.

You must be enrolled for dental coverage before
the 4th quarter of the plan (10/1-12/31) to qualify
= Once you qualify, some of your unused annual Plan for the rollover that year.

Year maximum benefit dollars will automatically

rollover for use in your next plan vear and beyond.

The amounts are outlined in the chart below.

How Rollover Max works.
The chart below shows how Rollover Max is calculated based on your plan’s annual Plan Year Maximum level.

Rollover Max

increases your dental Lo 2 PO —— _ sl A

benefit value. Year e im thi acoumulated.
o Maximim de ] tellover tataliwilis

You get more flexibility in g benefit : ‘thi Shi | Xt yea i notiexceed this

planning and paying for your
dental care, as well as the
peace of mind knowing you
have more benefits—if you
need them, when you need

How to check your Rollover Max balance online:

them. Best of all, Rollover Max * Log on to your account at deltadentalma.com
comes as part of your Delta (You'll need to register if this will be your first visit.)
Dental coverage. + Click on Benefit Maximums,

= The rollover amount for each member will be listed under Rolfover Maximum.

Delta Dental of Massachusetts An lnde&zendent Licensee of the Delta Dental Plans Assaciation.
'Registered Marks of the Delta Dental Plans Association. @2021 DSM, SP955 (821



Savings plus
@convenience

plus choice

PLUS Providers add another
layer of coverage

200 *100

Frame allowance Additional glasses
allowance

Staying in-network helps you save
money on eye exams, frames and lenses.
Visiting a PLUS Provider is designed to
nelp you save even more.

And since PLUS Providers are already
in our network, the additional perks
are built right into your vision benefits,
No promo codes, no coupons, no
paperwork. The same vision benefits,
plus a little more savings.

The choice is yours

Find plenty of in-network eye doctors — including PLUS
Providers — on our Provider Locator. Just look for the PLUS.

Need extra assistance? Contact us at 866.723.0596 or visit
eyemed.com.

INDEPENDENT PEARL

PRCGVIDER = [LENSCRAFTERS =CQ0== OPTICAL
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Cape Cod Municipal Health Group

(Access Network)

SUMMARY OF BENEFITS

VISION CARE @ !N:NETWORK MEMBER IN-NETWORK OUT-OF-NETWORK

SERVICES COST AT PLUS PROVIDERS MEMBER COST MEMBER REIMBURSEMENT
FRAME
Frame 50 copay; 20% off balonce over 50 copay: 20% off balance Up to $120

S200 allowance over $150 allowance

STANDARD PLASTIC LENSES
Single Vision 520 copay $20 copay Up to $47
Bifocal $20 copay S20 copay Upto $79
Trifacal $20 copay $20 copay Upta S113
Lenticular $20 copay $20 copoy Upto 5113
Progressive - Standard $20 copay $20 copay Up to $140

Progressive - Premium

LENS OPTIONS

gzm copay; 20% off retail price less
120 allowance

$20 copay: 20% off retail price Up ta $196
less $120 allowance

Anti Reflective Coating - Standard $45 545 Not covered

Photochromic - Non-Glass 20% off retail price 20% off retail price Mot covered

Polycarbonate - Standard 50 copay S0 copay Up te 532

Scratch Coating - Standord Plostic S0 copay S0 copoy Upta 512

Tint - Solid and Gradient 515 515 Not covered

UV Treatment $15 SIS Not covered

All Other Lens Options 20% off retail price 20% off retoil price Mot covered

CONTACT LENSES

Contacts - Conventianal S0 copay; 15% off balance over $150 50 copay; 15% off bolance Up to 5120
allowance over 5150 allowance

Contacts - Disposable 30 copay; 100% of balance over 50 copay; 100% of balance Up to $120

150 allowance over 5150 allowance

Contacts - Medically Necessary $0 copay; paid in full $0 copay: paid in full Up to $300

ADDITIONAL GLASSES ALLOWANCE

Glasses Allowance 40% off retall price less $100 40% off retail price less $50 Up to 540

allowance allowance
OTHER

Hearing Care from Amplifon Netwerk

Up to 64% off hearing aids; call Up to 64% off hearing alds; call Mot coverad
1.877.203.0675 1,877.203.0675

15% off retail or 5% off promo price;  15% off retoil or 5% off prome  Not covered
call 1.800.988.4221 price; coll 1.800.888.4221

LASIK or PRK from U.S, Laoser Network

FREQUENCY ALLOWED FREQUENCY - ADULTS ALLOWED FREQUENCY - KIDS
Frame Once every calendar year Once every calendar year
Lenses Once every calendar year Once every calendar year

Contact Lenses
Glasses Allowance

Once every calendar year
Onee every calendar year

Once every colendar yeoar
Once every calendar year

(Routine benefit: Plan allows member to receive either glosses (frame. lens, lens options), or contacts. Additionol Glasses Allowance: Plan ollows member to receive glosses (frame andfer
lans, lens options).

‘Complete pair (frame & lens with or without lens options) purchose required to receive 40% discount. 20% discount applied if complete palr not purchased.

PLUS Providers not avallable in all states.

EyeMed reserves the right to make chonges to the products available on each tier. All providers are not reauired to carry all brands on all tiers. Fer current listing of brands
by tier, call B68.939.36833. Mo benefits will be pald for services or materials connected with or charges arising from: any Visian Examination; medical or surgical treatment,
services or supplies for the treatment of the eye, eyes ar supporting structures; services provided as a result of any Workers® Compensation law, or similar legislation, or
required by any gevernmentol ogency or progrom whether federal state or subdivisions thereof; orthoptic or vision training, subnormal vision alds and any dssociated
supplemental testing; Aniseikonic lenses; any corrective Vision Materials required by a Policyhalder os a condition of employment: safety eyewear; solutions, cleaning
products or frame cases; hon-prescription sunglasses: plano {non-prescription) lenses; planc (nen-prescription) cmtu:ﬁenses; twa pair of glasses in llew of bifocals:
electronic vision devices; services rendered ofter the date an Insured Person ceases to be covered under Palicy, except when Vision Materials ordered before coverage
ended are delivered, and the services rendered to the [nsured Person are within 31 doys from the date of such order: or lost or broken lenses, frames, glosses, or contoct
lenses that are replaced before the next Benefit Frequency when Vision Materials would next became avallable. Fees charged by a Provider for services other than a
covered benefit and any locol, state or Federal taxes must be paid in full by the Insured Person to the Provider. Such fees, taxes or moterials are not covered under the Policy.
Aliowuncesimvide no remaining balance far future use within the sume Benefit Frequency, Some provisions, benefits, excluslons or imitations listed herein moy vary b
state. Plan discounts cannot be combined with any other discounts or promotional oiafers. In certain states members may be required o poy the full retail rote ond not the
negotiated discount rate with certoin participoting providers, Please see enline provider locator to determine which participating providers have agreed to the discounted
rate. Underwritten by Fidelity Security Life Insurance Company of Kansas City, Missouri, Policy number WC-18, form number M-8083, or Pelicy number VC-146, form number
M-8184, in New Yark underwritten by Fidelity Security Life Insurance Company of New Yark, Palicy Number VCN-1, form number MN-1, or Policy Nurmber VCN-19, form
number MN-28. This is a snapshot of your benefits. The Certificate of Insurance is on file with your emplayer,



Basic Life and Accidental Death &

Dismemberment (Ap&p) Benefit Summary
Designed for the Employees of

Cape Cod Collaborative

FAMILY MATTERS.NO MATTER WHAT."

EliGIBiliTY & BENEFIT FEATURE

Class 1: All Full Time Active Drivers & Monitors

Basic Life and AD&D: $10,000

COSTOF COVERAG

The premium for your coverage is paid by you and your employer,

GUARANTEED ISSUH
No medical questions are required for amounts up to $10,000 for first time applicants in their initialeligibiity period.

REDUCTIONS IN BENEFITS

Employee coverage reduces upon the altainment of age 65 and periodically thereafter in accordance with the following schedule:

to 65 % ofthe originalbenefit at age 65
to 50 %ofthe originalbenefitat age 70

* All insurance benefits shall terminate upon the employee's termination of employment or retirement.

ADDITIONAL FEATURES

Accelerated Death Benefit: This provision enables an employee diagnosed and certified by a Doctor with a terminal illness,
resulting in a life expectancy of twelve months or less, to receive a portion of the life insurance benefit prior to death. The remaining
benefit will be paid to the beneficiary. To be eligible, the employee must have at least $10,000 in basic life coverage.

Accidental Death & Dismemberment: Dismemberment benefits are payable for loss of eyesight or limbs according 1o the
policy provisions. An additional death benefit is paid if death is the result of a covered accident.

Portability: Ifyou leave your employer prior to age 60 , the coverage is porlable for you,your spouse under age 60 and all eligible
dependent children. You may elect to exercise this option in accordance with the provisions as defined by the policy. The coverage

would not include Waiver of Premium or AD&D.

Conversion: Employees have 31 days from the date of termination to convert their basic life insurance to an individual permanent
life Insurance policy without evidence of insurability. The premium will be based on Boston Mutual's usual rate for the insured's age
on the date of conversion. Coverage will not include Waiver of Premium or AD&D.

EXCLUSIONS

Under the AD&D coverage, benefits are not payable for losses caused by or coniributed to by: self-infiicted injuries; suicide or
altempted suicide; riot or war;diseases; ptomaine or baclerial infection; drug and/or alcohol abuse;commission of an assault or felony
by an employee; accident while serving on active duty; travel or flight in any aircraft or device which can fly above the earth's surface
(does not apply to commercial flights); or injury which occurred before the employee was insured by this policy. All exclusion details are
stated in the master policy and certificate which may be reviewed through your benefit adminktrator.

This information is a summary of benefits; this summary is not your certificate nor does it constitute coverage for claim. Any discrepancies
between this summary and the master policy will be resolved by the language issued in the master policy. For complete details of coverage

and availability, please refer to your ceriificate or contact your benefits administrator,

BOSTON MUTUAL LIFE INSURANCE COMPANY- 120 Royall Street « Canton, MA 02021 + www.bostonmutual.com

Polcy Series GRTP 04/99 335-3631 2/118
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Basic Life and Accidental Death &

Dismemberment (ap&p) Benefit Summary
Designed for the Employees of

BOSTON

MUTUAL

LIFIE INSLIR ANCID
ot

Cape Cod Collaborative
FAMILY MATTERS. NO MATTER WHAT2

ELIGIBILITY & BENEFIT FEATURES
Class 1: Full Time Active Employees except Drivers & Monitors

Basic Life and AD&D: $10,000

COST OF COVERAGE

The premium for your coverage is paid by you and your employer.

GUARANTEED I[SSUE|

Mo medizal questions are required for amounts up to $10,000 for first time applicants in their initial eligiblity period.

REDUCTIONS IN BENEFITS

Employee coverage reduces upon the altainment of age 65 and periodically thereafter in accordance with the following schedule:

to 65 % of the original benefit at age 65
to 50 %of the original benefit at age 70

“ Al insurance benefits shall terminate upon the employee's termination of employment or retirement,

ADDITIONAL FEATURES

Accelerated Death Benefit: This provision enables an employee diagnosed and certified by a Doctor with a terminal illness,
resulling in a life expeclancy of twelve months or less, to receive a portion of the life insurance benefit prior to death. The remaining
benefit will be paid to the beneficiary. To be eligible, the emgloyee must have at least $10,000 in basic life coverage.

Accidental Death & Dismemberment: Dismemberment benefits are payable for loss of eyesight or limbs according to the
policy provisions. An additional dealh benefit is paid if death is the result of a covered accident.

Portability: If you leave your employer prior to age 60 , the coverage is portable for you, your spouse under age 60 and all eligible
dependent children. You may elect to exercise this oplion in accordance with the provisions as defined by the policy. The coverage

would not include Waiver of Premium or AD&D,

Conversion: Employees have 31 days from the date of termination to convert their basiclife insurance to an individual permanent
life insurance policy without evidence of insurability. The premium will be based on Boslon Mutuals usual rate for the insured’s age
on the date of conversion. Coverage will not include Waiver of Premium or AD&D.

EXCLUSIONS

Under the AD&D coverage, benefits are not payable for losses caused by or contribuled to by: self-inflicted injuries; suicide or
attempled suicide; riot or war;diseases;ptomaine or bacterialinfection; drug and/or alcohol abuse;commission of an assault or felony
by an employee; accident while serving on active duty; travel or flight in any aircraft or device which can fly above the earth's surface
{does not apply to commercial flights); or injury which occurred before the employee was insured by this policy. All exclusion details are
stated in the master policy and certificate which may be reviewed through your benefit administrator.

This information is a summary of benefits; this summary is not yeur cerfificate nor does it constifute coverage for claim. Any discrepancies
between this summenry and the master policy will be resoived by the langiage issued in the master policy. For conplete details of coverage
anel availability, please refer 1o your ceriificate or contact yowr benefits administrator.

BOSTON MUTUAL LIFE INSURANCE COMPANY- 120 Royall Street - Canton, MA 02021 - www.bostonmutual.com
Policy Series GRTP 04/99 335-36312/18
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Voluntary Term Life and Accidental Death &
Dismemberment Benefit Summary (attained Age Pricing)

LIFEITNSUIZAMNCIL
COMNITANY

Designed for the Employees of
FAMILY MATTERS, NO MATTER WHAT."

Cape Cod Collaborative

ELIGIBILITY & BENEFIT FEATURES

All eligible aclive employees working 20 or more hours per week, ther spouse under age 70, unmarried children ages 14 days to
19 years (25 if a full time student), and handicapped chidren over the age of 19 are eligible for coverage.

Dependent coverage is available only if the employee elects coverage. Dependents may not be insured if they are confined to a medical facility. If
the employee is not actively at work on the effective date of coverage, the insurance will become effective on the date of the employee's return to
aclive employment.

Employee coverage maximum of $500,000 , sold in increments of $10,000 .Coverage cannot exceed 5 times base annualsalary.
Spouse coverage maximum of $100,000, sold in increments of $5,000 . Coverage cannot exceed 50 %of employee coverage
amount elected.
Child coverage: Age 14 days to 1year: $1,000

Age | lo 19 years: $10,000  (age 25 for full-time siudents)

Aspouse or child who is also an employee cannot be insured as a dependent, If both spouses are insured as employees of the same group, their
children can be insured as dependents of ene spouse only.

COSTOF COVERAGE
The premiumn for your coverage is paid by you.

Attained Age means premium rates for employees are based on the employee’s age at the time of enrollment and change as the employee reaches
the next age band. Premium rates for spouses are based on the spouse's age at the time of enrollment and change as the spouse reaches the next
age band. After the initial rate guarantee period, the group is subject to an annual review and possible rate changes.

GUARANTEED ISSUE

No medical underwriting will be required unless you apply for coverage over the Guaranteed Issue amount. apply beyond the initial
31 day eligibilty period,or have been previously declined coverage by Boston Mutual.

Guaranteed Issue Amounts

AGE EMPLOYEE SPOUSE
Under Age 60 $100,000 $30,000
Ages 60 + 68 $50,000 $20,000
Ages 70 & Over $10,000 NIA

All life insurance coverage for dependent children is guaranteed issue if applied for during the initial 31 day eligibility period.

REDUCTIONS IN BENEFIT:!

Employee coverage reduces upon the atlainment of age 70 and periodically thereafter in accordance with the following schedulke:

to 65 ok of the originalbenefit at age 70 to 25% of the originalbenefit at age 85
to 50 oo of the originalbenefit at age 75 to 20% of the originalbenefit at age 90
to 35 ob of the origipalbenefit at age 80 to 15% of the original benefit at age 95

Spouse insurance terminates upon the attainment of age 70 . Dependent children coverage terminates upon nofice that all dependent
children are no longer eligible. All insurance benefits shall terminate upon the employee’s refirement.

see ofher side

BOSTON MUTUAL LIFE INSURANCE COMPANY - 120 Royall Street - Canton, MA 02021 + www.bostonmutual.com

Policy Series GRTP 04/99 335-3655 1/18



ADDITIONAL FEATURES

Accidental Death & Dismemberment: The Voluntary Life Insurance benefit is doubled if death is the result of a covered
accident. Dismemberment benefits are payable for less of eyesight or limbs according to the policy provisions.

Portability:If you leave your employer prior to age 80 , the coverage is porlable for you, your spouse under age 60 and
all eligible dependent children, You may elecl o exercise this option in accordance with the provisions as defined by the
palicy. The coverage would not include Waiver of Premium or Group Volunlary AD&D.

Conversion: Employees have 31 days from the date of termination to convert the voluntary life insurance to an individual
permanent life insurance policy without evidence of insurability. The premium will be based on Boston Mutual's usual rate
for the insured's age on the date of conversion. Coverage will not include Waiver of Premium or Veoluntary ADS&D.

Waiver of Premium: If you become totally disabled prior lo age 60 and remain tolally disabled for the period stated in
the policy, Boston Mutual will continue your insurance without any further payment of premiums subject to the provisions
of the contract.

Accelerated Death Benefit: This provision enables an employee diagnosed and certified by a Doctor with a terminal
iliness, resulling in a life expectancy of twelve months or less, to receive a porlion of the life insurance benefit prior to death.
The remaining benefit will be paid to the beneficiary. To be eligible, the employee must have purchased at least $10,000in
valuntary life coverage.

Also Included: Education Benefit, Seat Belt Benefit, and Repatriation of Remains Benefit.

EXCLUSIONS

Under the AD&D coverage,benefils are not payable for losses caused by or contributed to by: intentionally self-inflicted
injures; suicide or altempted suicide; riot or war; diseases; ptomaine or bacterial infection;drug and/or alcohol abuse;
commission of an assault or felany by an employee; accident whie serving on active duty; travel or flight in any aircraft
or device which can fly above the earih's surface (dees not apply to commercial flights); or injury which eccurred before the
employee was insured by ths policy. All exclusion details are stated in the master policy and cerlificate which may be
reviewed through your benefits administrator.

This information is a summary of benefils; this sununary is not your certificate nor does it constituie coverage for claim,
Any discrepancies between this sunimary and the master policy will be resolved by the language issued in the master policy.
For complete deiails of coverage and availability, please refer to your certificate or contact your benefits administrator,
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BOSTOIN
MUTUAIL

LIFE INSURANCIE
COMNIATTY

Group Long Term Disability Benefit Summary

Designed for the Employees of

FAMILY MATTERS, NO MATTER WHAT! Cape Cﬂd Collaboraﬁue

ELIGIBILITY & BENEFIT FEATURES

Class 1: Full Time Aclive Employees except Drivers & Monitors

Coverage: 24 Hour

Elimination Period: 90 days
Approved benefits will be paid at the end of the Elimination Period or after the date STD payments end.
(whichever is greater)

Your disability must continue through the elimination period before payments begin.

Maximum Payment Duration: Reducing Benefit Duration
Consultyaur benefits administrator or certificate of coverage for complete delails of your benefit duration.

Maximum Monthly Benefit: 50 % of your Basic Monthly Earnings to a maximum of $5,000 with a

minimum monthly benefit of $100 or 10% (whichever is greater).

COST OF COVERAGH|

The premium for your coverage: is paid by you

ADDITIONAL FEATURE

Cost of Living Freeze: If you receive cost of living increases in any income from other sources,your benefit payment will
not be further reduced.

Waiver of Premium: While you are disabled and receiving benefits, you will not be required to pay the monthly premium for
your plan,

Survivor Benefit:If an insured dies after having been disabled for a minimum of 90 consecutive days and was receiving
payments under the plan, the eligible survivor will be paid a one-lime lump sum benefil. If there is no eligible survivor, payment
will be made to the insured's estate. If there is no estale, no payment will be made.

Primary and Family SocialSecurity Integration: The LTO benefit will be reduced by primary and family social security
benefits and all other income benefits related to the disability such as Worker's Compensation.

Offsets at Time of Claim: Benefits may be reduced by payment under Worker's Compensation law, occupational disease law,
or similar law, group insurance, SSA,state or Federal Disability, pension, salary or wage continuance plans and Federal old

age benefits.

see other side

BOSTON MUTUAL LIFE INSURANCE COMPANY- 120 Royall Street - Canton, MA 02021 - www.bostonmutual.com

Policy Series GDP 100 335-3920 1/18
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LIMITATIONS

Pre-existing Condition Limitation: This means that any disabilily caused by sickness orinjury forwhich you have received

treatment in the 12 months prior to your effective date of coverage will not be covered unless the disability began more than
12 months after your effective date of coverage.

We will pay benefils for up to 24 months if your disability is due to:
Mental lllness or Substance Abuse as defined in the master policy

Own Occupation Period: 2 Years

Payment will continue for the period specified abaove, if due to the same sickness or injury,you are unable to perform the
malerial and subslantial duties of your regular occupation.

EXCIUSIONS

We will not cover a disabilily if itis due to war,declared or not or any act of war; intentionally self-inflicted injuries, active
parlicipation in a riot, altempt to commit or commission of a felony under federal/state law.

Mo benefits are payable while incarcerated in a penal or correclional facility for a period of 30 or more consecutive days.

This coverage is nol portable. If your employment is terminated, all coverage is terminated.

This information is a summary of benefits; this summary is not your certificate nor does it constitute coverage for claim.
dnydiscrepancies between this sunimary and the master policy will be resolved by the language issued in the master policy.
For complete details of coverage and availability, please refer to your certificate or contaci your benefils administrator.
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FAMILY MATTERS.NO MATTER WHAT.<> Cape Cod CO“HbDI’EltiVE

Group Long Term Disability Benefit Summary

Designed for ihe Employees of

ELIGIBILITY & BENEFIT FEATURES

Class 1: All Full Time Aclive Drivers & Monitors
Coveraee: 24 Hour
Elimination Period: 90days

Approved benefils will be paid at the end of the Elimination Period or after the date STD payments end.
(whichever is greater)

Your disability must continue through the elimination period before paymments begin,

Maximum Payment ouratjon: Reducing Benefil Duration

Consull your benefils adminisiraior or certificate of coverage for complete details of your benefit duration.

Maximum Monthly Benefit: 50% of your Basic Monthly Earnings to a maximum of $5,000 with a
minimum monthly benefit of $100 or 10% (whichever is grealer),

COST OF COVERAGH

The premium for your coverage: is paid by you

ADDITIONAL FEATURES

Cost of Living Freeze: If you receive cost of living increases in any income from other sources, your benefit payment will
not be further reduced.

Waiver of Premium: While you are disabled and receiving benefits, you will not be required to pay the monthly premium for
your plan.

Survivor Benefit:If aninsured dies after having been disabled for a minimum of 90 consecutive days and was receiving
payments under the plan, the eligible survivor will be paid a one-time lump sum benefit. If there is no eligible survivor, payment
wil be made to the insured's estate. If there is no estate, no payment wil be made.

Primary and Family Social Security Integration: The LTD benefit will be reduced by primary and family social security
benefits and all other income benefits related to the disability such as Worker's Compensation.

Offsets at Time of Claim: Benefits may be reduced by payment under Worker's Compensalion law, occupalional disease law,
or similar law, group insurance, SSA, state or Federal Disability, pension,salary or wage continuance plans and Federal old
age benefits.

see other side

BOSTON MUTUAL LIFE INSURANCE COMPANY- 120 Royall Street - Canton, MA 02021 - www.bostonmutual.com

Policy Series GOP 100 3353920 1/18
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LIMITATIONS

Pre-existing Condition Limitation: This means lhat any disability caused by sickness orinjury forwhich you have received

treatment in the 12 months prior to your effective date of coverage will not be covered unless the disability began more than
12 months after your effective date of coverage.

We will pay benefits for up to 24 months if your disability is due to:
Mental lliness or Substance Abuse as defined in the master policy

Own Occupation Period: 2 Years

Payment will continue for the period specified above, if due to the same sickness or injury,you are unable to perform the
material and substantial dulies of your regular occupation.

EXCIUSIONS

We will not cover a disability if itis due to war,declared or not or any act of war; intentionally self-inflicled injuries, active
participation in a riot, attempt to commit or commission of afelony under federalfstate law.

No benefits are payable while incarcerated in a penal or correclionalfacility for a period of 30 or more consecutve days.

This coverage is not portable. If your employment is terminated, all coverage is terminated.

This information is a summary of benefits; this summary is not your certificate nor does it constitnte coverage for claim,
Anydiscrepancies between this summary and the master policy will be resolved by the language issued in the master policy.
For complete details of coverage and availability, please refer to your certificate or contact your benefits administrator.

al



Cape Cod Collaborative, MA

MEANINGFUL NOTICE / PLAN SUMMARY INFORMATION 2024

403(b) PLAN

The 403(b) Plan is a valuable retirement savings option. This notice provides a brief explanation of the provisions, policies and rules that govern the
403(b) Plan offered.

Plan administration services for the 403(b) plan are provided by U.S. OMNI & TSACG Compliance Services, Visit the US. OMNI & TSACG
Compliance Services' website (Tuips.//www.tsacg.com) for information about enroliment in the plan, investment product providers available,
distributions, enrollment, exchanges or transfers, 403(b) loans, and rollovers.

ELIGIBILITY
Most employees, with the exception of private contractors, appointed/elected trustees and/or school board members are eligible to participate in
the 403(b) plan immediately upon employment. Please verify if your employer allows student workers to participate in the 403(b) plan. Eligible
employees may make voluntary elective deferrals to the 403(b) plan. Participants are fully vested in their contributions and earnings at all times.

EMPLOYEE CONTRIBUTIONS
Upan enroliment, participants designate a portion of their salary that they wish to contribute to their traditional 403(b) account up to their
maximum annual contribution amount on a pre-tax basis, thus reducing the participant's taxable income. Salary deferral contributions to the
participant's 403(b) account are made from income paid through the employer's payroll system. Taxes on contributions and any earnings are
deferred until the participant withdraws their funds.

The Internal Revenue Service regulations limit the amount participants may contribute annually to tax-advantaged retirement plans and imposes
substantial penalties for violating contribution limits. U.S. OMNI & TSACG Compliance Services monitors 403(b) plan contributions and notifies the

emplayer in the event of an excess contribution.

{[E BASIC CONTRIBUTION LIMIT FOR 2024 IS $23,000.
Additional provisions allowed:

AGE-BASED ADDITIONAL AMOUNT
Participants who are age 50 or older any time during the year qualify to make an additional contribution of up to $7,500.

ENROLLMENT
Employees who wish to enroll in the employer's Supplemental 403(b) Retirement Plan must first select the provider and investment product best
suited for their 403(b) account. Upon establishment of the account with the selected provider, a "Salary Reduction Agreement” (SRA) form and any
disclosure forms must be completed and submitted to the employer. This form authorizes the employer to withhold 403(b) contributions from the
employee's pay and send those funds to the Investment Provider on their behalf. A SRA must be completed to start, stop or modify contributions
to a 403(b) account. Unless otherwise notified by your employer, you may enroll and/or make changes to your current contributions anytime

throughout the year.

Please note: The total annual amount of a participant’s contributions must not exceed the Maximum Allowable Contribution (MAC) calculation. For
convenience, a MAC calculator is available at https:/fhwww.isacg.com.




INVESTMENT PROVIDER INFORMATION
A current list of authorized 403(b) Investment Providers and current employer forms are available on the employer's specific Web page at
hitps:/Awww. Isacg.con.

PLAN DISTRIBUTION TRANSACTIONS
Distribution transactions may include any of the following depending on the employer's Plan Document: loans, transfers, rollovers, exchanges,
hardships, unforeseen financial emergency withdrawals or distributions. Participants may request these distributions by completing the necess
forms obtained from the provider and plan administrator as required. All completed forms should be submitted to the plan administrator
processing.

PLAN-TO-PLAN TRANSFERS
A plan-to-plan transfer is defined as the movement of a 403(b) account from a previous plan sponsor's plan and retaining the same account with the
authorized investment provider under the new plan sponsor's plan.

ROLLOVERS

Participants may move funds from one qualified plan account, i.e. 403(b) account, 401(k} account or an IRA, to another qualified plan account at age
592 or when separated from service. Rollovers do not create a taxable event.

DISTRIBUTIONS
Retirement plan distributions are restricted by IRS regulations. A participant may not take a distribution of 403(b) plan accumulations unless they have
attained age 59V or separated from service in the year in which they turn 55 or older. In most cases, any withdrawals made from a 403(b) account are
taxable in full as ordinary income.

EXCHANGES
Participants may exchange account accumulations from one 403(b) investment provider to another 403(b) investment provider that is authorized
under the plan; however, there may be limitations affecting exchanges, and participants should be aware of any charges or penalties that may exist in
individual investment contracts prior to exchange.

403(b) PLAN LOANS
Participants may be eligible to borrow their 403(b) plan accumulations depending on the provisions of their 403(b) account contract and provisions of
the employer plan. If loans are available, they are generally granted for a term of five years or less (general-purpose loans). Loans ta ken to purchase a
principal residence can extend the term beyond five years depending on the provisions of their 403(b) account contract and provisions of the
employer. Details and terms of the loan are established by the provider. Participants must repay their loans through monthly payments as directed by
the provider. Prior to taking a loan, participants should consult a tax advisor.

HARDSHIP WITHDRAWALS
Participants may be able to take a hardship withdrawal in the event of an immediate and heavy financial need. To be eligible for a hardship
withdrawal according to IRS Safe Harbor regulations, you must verify and provide evidence that the distribution is being taken for specific reas
These eligibility requirements to receive a Hardship withdrawal are provided on the Hardship Withdrawal Disclosure form at https:/Avww.fsacg.com

EMPLOYEE INFORMATION STATEMENT
Participants in defined contribution plans are responsible for determining which, if any, investment vehicles best serve their retirement objectives. The
403(b) plan assets are invested solely in accordance with the participant's instructions. The participant should periodically review whether his/her
objectives are being met, and if the objectives have changed, the participant should make the appropriate changes. Careful planning with a tax
advisor or financial planner may help to ensure that the supplemental retirement savings plan meets the participant's objectives.

PLAN ADMINISTRATOR CONTACT INFORMATION

Transactions For overnight deliveries
P.O. Box 4037 73 Eglin Parkway NE, Suite 202
Fort Walton Beach, FL 32549 Fort Walton Beach, FL 32548

Toll-free: 1-888-796-3786 : 1-888-796-3786
hitps: fwww.isacg.com S I .
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‘Cape Cod Collaborative Deferred Compensation Plan

Features and Highlights

Read these highlights to learn more about your Plan. [f there
are any discrepancies between this document and the Plan
Document, the Plan Document will govern.

Abhout the Governmental 457(b) Plan

A governmental 457(b) deferred compensation plan (457
Plan) is a retirement savings plan that allows eligible
employees {o supplement any existing retirement and pension
benefits by saving and investing before-tax dollars through a
voluntary salary contribution. Contributions and any earnings
on contributions are tax-deferred until money is withdrawn.
Distributions are subject to ordinary income tax.

Eligibility Requirements

To enrollin the Plan, employees must meet the following criteria:
* Age 21 or older
» No service requirement

Eligible employees may enroll immediately.

Please contact your Plan Administrator for information regarding
excluded employees.

Enrollment
‘You may enroll by completing an Enrollment form and returning
1 to your Plan Administrator.

Contribution Limits
Before Tax

In 2024, the Before Tax amount is between 1% and 100% of
your compensation or $23,000,00, whichever is less.

Special 457(h) cateh-up contributions allow you for 3 years prior
to nommal retirement age to contribute the lesser of:

» Twice the annual fimit, or

« The basic annual limit plus the amount of basic limit not
used in prior years if not using age 50 or over catch-up
contributions.

Roth

The Roth option will give you the flexibility to designate all or
part of your Governmental 457(b) eleclive deferrals as Roth
contributions.

Roth contributions are made with after-tax dollars, as opposed o
the pre-tax dollars you coniribute to a traditional Governmental
457(b). in other words, with the Roth option, you've already
paid income taxes on money you contribute. With the traditional
Governmental 457(b), your contribution is made on a pre-
tax basis and you pay income faxes only when you take a
distribution.

Investment Options®

A wide array of core investment options are available through
our Plan. Each option is explained in further detail in your
Jlan's fund sheets. Once you have enrolled, investment
option information is also available through the website at
empowermyretirement.com or call the Voice Response System
tolf free at 1-888-672-7240. The website and the Voice
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Response System are available to you 24 hours a day, 7 days
a week.

Prospectuses, disclosure documents and investment-related options/
services information are only available in English. Please have them
transtated prior to investing.

Transfers and Allocation Changes"

You can move all or a portion of your existing balances between
investment options (subject to Plan rules) and change how your
payroll contributions are invested.

'Transaclion requests received in good order after the close of the New
York Stock Exchange will be precessed the next husiness day.

Rollovers’

Only Plan Administrator approved balances from an eligible
governmentat 457(b), 401(k), 403(b) or 401(a) plan or an
individual Retirement Account (IRA) may be rolled over fo
the Plan, Some plans may only allow rollovers from other
Governmental 457(b) plans.

'‘Governmental 457 funds rolled inta another type of plan or account may
become subject to the 10% early withdrawal penalty i taken before age
59 1/2.

Withdrawals
Qualiying distribution events are as follows:

* Retirement
+ Parmanent disability

» Unforseeable emergency (as defined by the Internal
Revenue Code and if allowed by your Plan's provisions)

+ Severance of employment (as defined by the Internal
Revenue Code provisions)

+ Death {your beneficiary receives your benefits)

Ordinary income tax will apply to each distribution. Distributions
received prior to age 59 1/2 from money sources other than
Governmental 457(b) money sources may also be assessed a
10% early withdrawal federal tax penalty. Refer to your Summary
Plan Description for mare information about distributions.

Any fransaction related fees will be disclosed during the
withdrawal process. .

Plan Fees
Distribution Fees

The benefit disbursement fee is $0.00.
Investment Option Fees

Each investment option has an investment management fee that
varies by investment oplion. These fees are deducted by each
investment option's management company before the daily price
or performance is calculated. Fees pay for trading of securities
within the investment option and other management expenses.

Funds may impose redemption fees on cerlain transfers,
redemptions or exchanges.
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Empower SecureFoundation” Guarantee Benefit Fee

The Empower SecureFoundation® Guaraniee Benefit fee
is in addition to the fees and expenses of the Plan.
For more imporant information regarding the Empower
SecureFoundation® option, including product specifics and fees,
refer to the Empower SecureFoundation® Summary Disclosure
Statement attached to the Enroitment form and located on your
Plan's website.

Empower Advisory Services

Your Plan offers a service called Empower Advisory Services.
You can have Empower Advisory Group, LLG, a registered
investment adviser, manage your retirement account for you, Or,
if you prefer to manage your refirement account on your own,
you can use the Online Advice tool. These services help creale
a personalized retirement stralegy for you. There is no guarantee
provided by any parly that participation in any of the advisory
services will result in a profit,

For more detailed information azbout 1hese services,
including any applicable fees, visit your Plan's website at
empowermyretirement.com or call the Voice Response Sysiem,
toll free at 1-B88-672-7240.

How do | get more information?

Visit the website at empowermyretirement.com or call the
Voice Response System, toll free at 1-888-672-7240 for more
informalion. The website provides information regarding your
Plan, as well as f{inancial education information, financial
calculators and other tools to help you manage your account.

Securities, when presented, are offered andlor distributed by
Empower Financial Services, Inc., Member FINRA/SIPC. EFSI is
an affiliate of Empower Retirement, LLC, Empower Funds, inc.; and
registered investment adviser Empower Advisory Group, LLC. This
material is for informational purposes only and is not intended to provide
investment, legal or tax recormmmendations or advice,

Online Advice and My Total RetirementTM are par of the Empower
Advisory Services suite of services offered by Empower Advisory
Group, LLC, a registered investment adviser.

The Plan information contained in this documeni was provided by the
Plan's third party administrator. Empower is not responsible for any
content provided by the Plan's third pary administrator,

©2021 Empower.
All rights reserved. Form# 340504-01PH Governmantal 457 (b)

RO1632507-0621

55
STD PLHIGH 04/20/23 340504-01

NO_GRPG 71456/ GP22
BOC ID: 822708030
Page 2 0f 2



	Employee Benefits Summary: 
	3: 
	Section 125 PreTax Premium Program: 
	5: 
	Health Insurance Marketplace Coverage Options: 
	6: 
	Notice of Patient Protections Choice of Health Care Professional Womens Health and Cancer Rights Act WHCRA: 
	9: 
	10: 
	Cape Cod Municipal Health Group Plan Benefit Comparison FY25: 
	11: 
	15: 
	23: 
	Harvard Pilgrim HMO Plan Summary: 
	31: 
	Harvard Pilgrim Best Buy HSA HMO Plan Summary: 
	38: 
	Medicare: 
	45: 
	Flexible Spending Account FSA: 
	46: 
	Health Savings Account HSA: 
	47: 
	PinnacleCare health advocacy and care navigation: 
	49: 
	Delta Dental PPO Plus Premier Plan Summary: 
	so: 
	Boston Mutual Basic Group Life Insurance Summary: 
	56: 
	Boston Mutual Voluntary Life Benefit Summary: 
	58: 
	Boston Mutual Voluntary Long Term Disability Benefit Summary: 
	60: 
	Employee Assistance Program EAP: 
	64: 
	Appendix COBRA Notice Childrens Health Insurance Program CHIP: 
	EMPLOYEE BENEFITS SUMMARY: 
	HMO Plans: 
	contact: 
	1 An employersponsored health plan meets the minimum value standard if the plans share of the total allowed benefit costs covered by: 
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	An employersponsored health plan meets the minimum value standard if the plans share of the total allowed benefit costs covered by the: 
	Pay Options: 
	21 Weeks: 
	26 Weeks: 
	21  Lump Sum: 
	38 Weeks: 
	CIF Covered in Full: 
	Benefit: 
	OutofPocket OOP Maximum: 
	Lifetime Benefit Maximum: 
	None: 
	None_2: 
	None_3: 
	None_4: 
	InPatient: 
	S500 copay per admission: 
	Deductible then Covered in Full CIF: 
	S500 copay per admission_2: 
	Deductible then Covered in Full CI F: 
	Physician Services: 
	Nothing: 
	Deductible then Covered in Full CIF_2: 
	Nothing_2: 
	Deductible then Covered in Full CIF_3: 
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	Nothing to 100 days per calendar year benefit maximum Deductible applies: 
	Deductible then Covered in Full CIF 100 days per calendar year benefit maximum: 
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	Deductible then Covered in Full CJF 100 days per calendar year benefit maximum: 
	Rehabilitation Hospital 11: 
	Nothing to 60 days per calendar year benefit maximum Deductible applies: 
	Deductible then Covered in Full CIF 60 days per calendar year benefit maximum: 
	Deductible then Covered in Full CIF 60 days per calendar year benefit maximum_2: 
	CIF Covered in Full_2: 
	Benefit_2: 
	OutPatient Hospital: 
	100 copay waived if admitted or for observation stay Deductible applies: 
	Deductible then Covered in Full CIF_4: 
	100 copay waived if admitted Deductible applies: 
	Deductible then Covered in Full CIF_5: 
	100 copay waived if admitted or for observation stay Deductible applies_2: 
	Deductible then Covered in Full CIF_6: 
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	Deductible then Covered in Full CIF_7: 
	Surgery: 
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	Deductible then Covered in Full CIF_8: 
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	Deductible then Covered in Full CIF_9: 
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	Nothing_3: 
	Deductible then Covered in Full CIF_11: 
	Diagnostic Xray and Lab: 
	Nothing Deductible applies: 
	Deductible then Covered in Full CIF_12: 
	Nothing Deductible applies_2: 
	Deductible then Covered in Full CIF_13: 
	Routine Colonoscopy without surgery: 
	0 copay: 
	0 copay_2: 
	0 copay_3: 
	0 copay_4: 
	High Cost Radiology MRI CT PET: 
	100 copay Deductible applies: 
	Deductible then Covered in Full CIF_14: 
	100 copay Deductible applies_2: 
	Deductible then Covered in Full CIF_15: 
	Hemodialysis: 
	0 copay Deductible applies: 
	Deductible then Covered in Full CIF_16: 
	0 copay Deductible applies_2: 
	Deductible then Covered in Full CIF_17: 
	Physical Therapy: 
	20 copay to 60 visits per calendar year: 
	Deductible then Covered in Full CIF up to 60 visits per calendar year: 
	Copay Ievell 20 copay per visit 30 visits per Plan Year: 
	Deductible then Covered in Full CIF up to 30 visits per Plan Year: 
	Physicians Office: 
	Surgery_2: 
	2045 copay No deductible: 
	Deductible then Covered in Full CIF_18: 
	Copay Levell provider 20 copay per visit copay Level2 provider 45 per visit No deductible: 
	Deductible then Covered in Full CIF_19: 
	Adult Preventative Exam As defined by the ACA: 
	0 copay_5: 
	CIF: 
	0 copay_6: 
	CIF_2: 
	20 copay: 
	Deductible then Covered in Full CIF_20: 
	Copay Leve 1 20 copay: 
	Deductible then Covered in Full CIF_21: 
	Well Child Care As defined by the ACA: 
	0 copay_7: 
	CIF_3: 
	CIF_4: 
	CIF Covered in Full_3: 
	Benefit_3: 
	0 copay_8: 
	CIF_5: 
	0 copay_9: 
	CIF_6: 
	Routine Mammogram As defined by the ACA: 
	0 copay_10: 
	CIF_7: 
	0 copay_11: 
	CIF_8: 
	Routine Vision Exam: 
	0 copay once every 12 months: 
	CIF once every 12 months: 
	Limited 1 visit per Plan Year No charge: 
	CIF one visit per Plan Year: 
	Specialist Office Visit: 
	45 copay: 
	Deductible then Covered in Full CIF_22: 
	Copay Level 2 45 copay: 
	Deductible then Covered in Full CIF_23: 
	Other Outpatient: 
	Visiting Nurse Home Health Care Deductible Applies: 
	Nothing_4: 
	Deductible then Covered in Full CIF_24: 
	Nothing_5: 
	Deductible then Covered in Full CIF_25: 
	Durable Medical Equipment: 
	Deductible then Covered in Full CIF_26: 
	Deductible then Covered in Full CIF_27: 
	Ambulence: 
	Deductible applies Nothing: 
	Deductible then Covered in Full CIF_28: 
	Deductible applies Nothing_2: 
	Deductible then Covered in Full CIF_29: 
	Routine Pedicatric Dental: 
	Covered in full Preventative care for children up to age 13 2 visits per member per plan year including exam cleaning x rays  fluoride treatment: 
	Chiropractor Visits: 
	All charges: 
	Deductible then Covered in Full CI F_2: 
	All charges_2: 
	Deductible then Covered in Full CIF_30: 
	CIF Covered in Full_4: 
	Benefit_4: 
	Prescription Drugs: 
	Retail 30day supply Tier 1 10 copay Tier 2 30 copay Tier 3 65 copay Mail Order 90day supply Tier 1 25 copay Tier 2 75 copay Tier 3 165 copay: 
	Retail 30day supply Tier 1 10 copay Tier 2 30 copay Tier 3 65 copay Mail Order 90day supply Tier 1 25 copay Tier 2 75 copay Tier 3 165 copay_2: 
	Fitness Benefit: 
	Important Questions Answers Why This Matters: 
	No: 
	You dont have to meet deductibles for specific services: 
	Yes: 
	Specialist visit: 
	If you have a test: 
	Imaging CTPET scans MRis: 
	Generic drugs Preferred brand drugs: 
	l: 
	Specialty drugs: 
	Physiciansurgeon fees: 
	Emergency room careIf you need immediate medical attention: 
	Urgent care: 
	Physiciansurgeon fees_2: 
	Outpatient services: 
	Inpatient services: 
	500 I admissionOffice visits: 
	Childbirthdelivery professional services: 
	Home health care: 
	No charge: 
	Not covered: 
	Rehabilitation services: 
	Habilitation services: 
	Hospice services: 
	Childrens: 
	No_2: 
	Childrens_2: 
	Childrens dental checkup: 
	Total Example Cost: 
	12700: 
	Total Example Cost_2: 
	5600: 
	Total Example Cost_3: 
	2800: 
	Deductibles: 
	Deductibles_2: 
	Deductibles_3: 
	Co payments: 
	Co payments_2: 
	Co payments_3: 
	Coinsurance: 
	Coinsurance_2: 
	Coinsurance_3: 
	Limits or exclusions: 
	Limits or exclusions_2: 
	Limits or exclusions_3: 
	Important Questions Answers Why This Matters_2: 
	No_3: 
	You dont have to meet deductibles for specific services_2: 
	with your provider before you get services: 
	No_4: 
	You can see the specialist you choose without a referral: 
	Primary care visit to treat an injury or illness: 
	No charge_2: 
	Not covered_2: 
	Specialist visit_2: 
	If you have a test_2: 
	Imaging CTPET scans MRis_2: 
	Generic drugs Preferred brand drugs_2: 
	Nonpreferred brand drugs: 
	l_2: 
	Specialty drugs_2: 
	If you need immediate medical attention: 
	No_5: 
	If you need immediate medical attention_2: 
	No_6: 
	Urgent care_2: 
	Physiciansurgeon fees_3: 
	Outpatient services_2: 
	Inpatient services_2: 
	If you are pregnant: 
	Home health care_2: 
	Rehabilitation services_2: 
	Habilitation services_2: 
	Skilled nursing care: 
	Durable medical equipmentRow1: 
	Childrens eye exam: 
	Limited to one exam per calendar: 
	Childrens lasses: 
	Childrens dental checkup_2: 
	Total Example Cost_4: 
	12700_2: 
	Total Example Cost_5: 
	5600_2: 
	Total Example Cost_6: 
	2800_2: 
	Deductibles_4: 
	Deductibles_5: 
	Deductibles_6: 
	Co payments_4: 
	Co payments_5: 
	Co payments_6: 
	Coinsurance_4: 
	Coinsurance_5: 
	Coinsurance_6: 
	Limits or exclusions_4: 
	Limits or exclusions_5: 
	Limits or exclusions_6: 
	300 member 900 family Benefits are administered on a Plan Year basis: 
	Me there services covered before you meet your deductible: 
	Yes prescription drugs outpatient mental health services preventive care provider office visits rehabilitation services habilitation services routine eye exams are covered before you meet your deductibles: 
	No_7: 
	You dont have to meet deductibles for specific services_3: 
	limit for this plan: 
	a netwQrk prQvider: 
	pwviders: 
	Do you need a referral to see a specialist: 
	Yes_2: 
	All cQpayment and coinsurance costs shown in this chart are after your deductible has been met if a deductible applies: 
	providers office or clinic: 
	Not covered_3: 
	None_5: 
	Specialist visit_3: 
	Not covered_4: 
	None_6: 
	unmuruzatJon: 
	not apply: 
	No charge deductible does Not covered: 
	If you have a test_3: 
	blood work: 
	Not covered_5: 
	None_7: 
	100 procedure: 
	Not covered_6: 
	Generic drugs: 
	30Day Retail Tier 1 10 prescription deductible does not apply 90Day Mail Tier 1 25 prescription deductible does not apply: 
	Not covered_7: 
	Preferred brand drugs: 
	Not covered_8: 
	Nonpreferred brand drugs_2: 
	Not covered_9: 
	3000 member 6000 family: 
	Special drugRow1: 
	Not covered_10: 
	250 visit: 
	Not covered_11: 
	No charge_3: 
	Not covered_12: 
	None_8: 
	If you need immediate medical attention_3: 
	100 visit: 
	None_9: 
	tranportatiQn: 
	No charge_4: 
	Urgent care_3: 
	Urgent care center 20 visit deductible does not apply: 
	Urgent care center Not covered: 
	If you have a hospital stay: 
	500 admit: 
	Not covered_13: 
	No charge_5: 
	Not covered_14: 
	None_10: 
	Outpatient services_3: 
	Not covered_15: 
	Inpatient services_3: 
	500 admit_2: 
	Not covered_16: 
	None_11: 
	If you are pregnant_2: 
	Office visits: 
	Not covered_17: 
	No charge_6: 
	Not covered_18: 
	500 I admit: 
	Not covered_19: 
	Cost sharing does not apply for preventive services: 
	Home health care_3: 
	No charge_7: 
	Not covered_20: 
	None_12: 
	HaQilitatiQn erviceIf you need help recovering or have other special healtll needs: 
	Not covered_21: 
	Occupational therapy 30 visits Plan Year Physical therapy  30 visits Plan Year: 
	500 co pal admit: 
	Not covered_22: 
	100 daysPlan Year: 
	equipment: 
	Hospice serviceRow1: 
	No charge_8: 
	Not covered_23: 
	If your child eeds dental or eye care: 
	Childrens eye exam_2: 
	Not covered_24: 
	1 examPlan Year: 
	Childrens glasses: 
	Not covered_25: 
	Not covered_26: 
	None_13: 
	Not covered_27: 
	2 examsPlan Year: 
	In this example Peg would pay: 
	What is the overall deductible: 
	Are there services covered before you meet your deductible: 
	Yes preventive care routine eye exams are covered before you meet your deductibles: 
	No_8: 
	You dont have to meet deductibles for specific services_4: 
	limit for this plan_2: 
	5000 member 10000 family: 
	Will you pay less if you use a network provider: 
	Yes See https wwwharvardpilgrimorgpublicfind aprovider or calll8883334742 for a list of network providers: 
	see a specialist: 
	All copayment and coinsurance costs shown in thls chart are after your deductible has been met if a deductible applies: 
	No charge_9: 
	Not covered_28: 
	Specialit visit: 
	No charge_10: 
	Not covered_29: 
	None_14: 
	Preventive care: 
	scree immunization: 
	No charge deductible does not apply: 
	Not covered_30: 
	If you have a test_4: 
	blood work_2: 
	Not covered_31: 
	None_15: 
	No charge_11: 
	n: 
	Generic drugs_2: 
	Preferred brand drugs_2: 
	Nonpreferred brand drugs_3: 
	Not covered_32: 
	You pay retail price for Out of Network pharmacy drugs and are reimbursed minus applicable cost sharing Covered only outside of serVIce area: 
	Special drygis available at wwwharvardpilgrimorg 2023Premium3T: 
	Not covered_33: 
	Some drugs must be obtained through a Specialty Pharmacy: 
	If you have outpatient surgery: 
	No charge_12: 
	Not covered_34: 
	No charge_13: 
	Not covered_35: 
	None_16: 
	If you need immediate medical attention_4: 
	No charge_14: 
	None_17: 
	tranpQrtatiQn: 
	None_18: 
	Urgent care_4: 
	If you have a hospital stay_2: 
	No charge_15: 
	Not covered_36: 
	No charge_16: 
	Not covered_37: 
	Outpatient services_4: 
	No charge_17: 
	Not covered_38: 
	Inpatient services_4: 
	No charge_18: 
	Not covered_39: 
	If you are pregnant_3: 
	Office visits_2: 
	No charge_19: 
	No charge_20: 
	Not covered_40: 
	No charge_21: 
	Not covered_41: 
	Cost sharing does not apply for preventive services_2: 
	HQme health are: 
	No charge_22: 
	Not covered_42: 
	None_19: 
	HabilitatiQn servicesRow1: 
	No charge_23: 
	100 daysPlan Year_2: 
	Durabl medial: 
	quipment: 
	Wigs 350Plan Year: 
	HQspice servicesRow1: 
	No charge_24: 
	Not covered_43: 
	If your child needs dental or eye care: 
	Childrens eye exam_3: 
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	1 examPlan Year_2: 
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	None_20: 
	No charge_25: 
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	2 examsPlan Year_2: 
	2024: 
	2025: 
	l_3: 
	Your care advisory team 1: 
	Your care advisory team 2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	Category I Procedure: 
	Qualifications: 
	In Network: 
	Out of Network: 
	Single Tooth Xrays: 
	Preventive: 
	Teeth Cleaning Fluoride Treatments Space Maintainers Sealants: 
	Twice every 12 months Twice every 12 months Required due to the premature loss of teeth For members under age 14 and not for the replacement of primary or permanent anterior teeth Unrestored permanent bicuspid and permanent molars once per 48 months per tooth for members to age 19: 
	raJ Surgery Extractions General Anesthesia: 
	mergency Dental Care Palliative treatment: 
	Three occurrences In 6 months: 
	rosthodontlcs Dentures Fixed Bridges Implants mplant Abutments: 
	Once within 60 months age 16 and older Once within 60 months age 16 and older Once per tooth per 60 months Preestimate recommended Once per 60 months: 
	ajor Restorative rowns or On lay ast PostsBuildups: 
	undefined_6: 
	Deductible waived for periodontal cleanings: 
	Deductible met In the 41h quarter Is carried over to the following calendar year: 
	Your calendar year maximum benefit amount: 
	If your total yearly claims dont exceed this threshold amount: 
	Your accumulated rollover total is capped at this amount: 
	700: 
	500: 
	0 co pay 20 off balance over: 
	0 capay 20 off balance: 
	Up to 120: 
	0 capay 15 off balance over 150 0 cay 15 off balance: 
	40 off retail price less 50: 
	Hearing Core from Amplifon Network: 
	Up to 64 off hearing aids call: 
	Up to 64 off hearing aids coli Not covered: 
	and availability please refer to your certificate or contact your benefits administrator: 
	and mailability please refer to your certificate or contact your benefits administrator: 


