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assistance:

purple card assistance

emergency -« You've lost your ID card and the provider’s office
needs to verify benefits «

We are pleased to announce the Patient Advocate
service provided by Brinson Benefits. The Purple
Card® is a Patient Advocate service which allows
you direct access to the Brinson Benefits office for
assistance with your employee benefits.

At Brinson Benefits, our job is to ensure that you
are completely satisfied with your employee

. benefit plans. Please contact The Purple Card®
with all of your benefit questions or concerns.

The Purple Card® provides the following types of

expected timeline

immediately - 24
hours

enrollment support & eligibility « You have questions
about benefit information discussed at Open Enrollment meetings

immediately - 48

* Your dependent is losing coverage and needs to enroll in your hours
~ plan-
benefit assistance & coverage - You need help filling a
prescription at the pharmacy or a carrier drug program « You need 24 - 48 hours

to verify coverage for a particular medical procedure or service *

physician & provider search - You need assistance locating
a physician or provider in your area *

immediately - 24
hours

claims & quality care « You have a question about how a
claim was processed or you're being balance-billed by your
provider ¢« You have a quality of care question and need to know if
you are receiving the right care for your medical condition «

2 days - 1 week

complex claims « You had a procedure done in which you're

receiving multiple bills and you do not understand what your 1 -4 weeks
financial responsibilities are for each bill » —— n
Just Pull Out Your Purple Card and Call —
o® e {_
866.788.9118 ™ |
.. ) . . ‘
® s . : H,
#8:30am — 5:30pm | Monday — Friday ® Help@ygy " ‘
& eo®®%0, o’ mﬁi%ﬁ@;ﬁfd ¢ “
®eo0® ®oo 0 4rd.com




e GAEEE Ua 4
About Your Open Enroliment

Annual Benefits Open Enrollment Period

March 28th through April 4th

Open enroliment is a short period each year when you can make
changes to your benefits. This guide will outline all the different
benefits offered to our employees, so you can identify which offerings
are best for you and your family.

Elections you make during open enroliment will become effective on
5/1/25 and be in place until 4/30/26. We encourage you to take the
time to learn more about your options and choose the best coverage
for you and your family

Changes Outside of Open Enroliment

Unless you have a qualifying event, you cannot make changes to your
benefits until the next open enrollment period. Any qualifying event
changes must be processed and received within 30 days of the
qualifying event date.

Sample Qualifying Events Include

Loss of other qualified coverage (this applies to the employee, spouse
and children). Marriage, divorce or legal separation. Birth or adoption
of a child. Death of a spouse, child or other qualifying dependent.

Call The Purple Card with any questions at 1-866-788-9118 3



Medical Benefits
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Our medical coverage continues with United HealthCare. Locate providers
by calling The Purple Card at 866.788.9118.

HES:258 H5A
UnitedHealthcare
HSA EPO Level Funded

HPE350258 H5A
UnitedHealthcare
HSA Level Funded

Carrier

Plan Type EPO FPO
choice choice pius
sson 5675/ 1270
T onx x50

Max Qut-of-Pocket 55,000 %6,350 [ 525,400
Primary Care Office Visit 100% After Ded. 100% After Ded.
Specialty Office Visit 100% After Ded. 100% After Ded.

Lab Copay 100% After Ded. 100% After Ded.

X-Ray Copay 100% After Ded. 100% After Ded.

Urgent Care 1002 After Ded. 1003 After Ded.

Emergency Room 100% After Ded. 100% After Ded.
100% After Ded. 100% After Ded.

Semi Monthly Payroll Employee Deductions (24)

Medical Plans

Per Pay Period HES00025B HSA  HP635025B HSA
$128.51 $113.84
$452.81 $308.82
$363.26 $320.13
$689.99 $607.25

Call The Purple Card with any questions at 1-866-788-9118 4



Medical Benefits
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Our medical coverage continues with United HealthCare. Locate providers
by calling The Purple Card at 866.788.9118.

PROP200015i80218 PROP430015i3022

“ PROFormance PPO Level Funded PROFaormance PPO Level Funded

o o

52100/ 5 EP
s /% 0%/ 50

Max Out-of-Pocket 5B, 150 f 510,000 58,150 f 515,000
Primary Care Office 515 Copay 515 Copay
ELEEl AL Des. NW: 550 Copay; Network: 5100 Des. NW: 550 Copay; Metwaork: 5100
Copay Copay
al 80% After Ded. B0 After Ded.
X-Ray Copay BO% After Ded. BOD% After Ded.
525 Copay 525 Copay
5300 Per Occurrence Copay + B0% After 5300 Per Occurrence Copay + B0% After
Ded. Ded.
| Rx| 10T1/35T2/75T3/250T4 10T1/35T2/75T3/250T4

Semi Monthly Payroll Employee Deductions (24)

Medical Plans

Per Pay Period PROP200015i8021B PROP400015i8022B

$142.41 $130.48
$503.97 $460.07
$404.13 $369.07
S$768.40 $701.12

Call The Purple Card with any questions at 1-866-788-9118 5
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Health Savings Account
(HSA)

W W 1. e T . .

If you participate in the High-Deductible Health Plan, you can
set aside money in a Health Savings Account (HSA). An HSA s a
type of personal savings account you can set up to pay certain
health care costs. An HSA allows you to put money away and
withdraw it tax-free, as long as you use it for qualified medical
expenses, like deductibles, copayments, coinsurance, and more.
You're eligible to contribute to an HSA when you’re covered by
certain high-deductible health plans (HDHPs).

Benefits of Health Savings Accounts

No Federal Income Tax

You aren’t taxed on money you put into it, or on interest earned,
in an HSA account. You also don’t pay tax on withdrawals for
gualified medical expenses.

No expiration date on funds.

Contributions Don’t Expire
The money stays in the HSA until you use it.

Use for Spouse and Dependents

In many instances, you can use your HSA to pay for qualified
medical expenses for your spouse and dependents, even if your
high-deductible health plan doesn’t cover them

Call The Purple Card with any questions at 1-866-788-9118 6



Dental Benefits
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DENTAL PLAN
Dental coverage is key to your overall health and we offer dental benefits

through Humana. For an in-network provider call the Purple Card at
866.788.9118 to speak with an advocate.

Carrier Humana

Plan Type

Deductible 550
Maximum Allowable Eenefit

Annual Maximum 51,500
. Benefits) |
Preventive Care 100%
Basic Care B80%
Major Care 50%
Child Orthodontics 50%

Call The Purple Card with any questions at 1-866-788-9118 7



Vision Benefits
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VISION PLAN
Your vision benefit will be also be with Humana. For an in-network
provider call the Purple Card at 866.788.9118 to speak with an advocate.

Human:
e
Examination $10 copay / Up to $30 reimbursement

T
Lenses  Single: $15 copay / up to 525 reimbursement
Frame Allowance 5130 allowance, 20% off balance over / 565
allowance
Contact Lenses 5130 allowance, 15% off balance over / 5104
allowance
e
Service Interval  Lenses or contacts every 12 months; frames
every 24 months

Call The Purple Card with any questions at 1-866-788-9118 8



Supplemental Benefits
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GUARDIAN

Short-Term Disability

Short Term Disability Insurance is provided through Guardian. It pays a
percentage of your salary if you are unable to work due to a qualifying disability.
The Short Term Disability plan covers up to 60% of your salary to a $1,500 weekly
maximum. Accident and Sickness begin on the 15th day.

.- a

Long-Term Disability

The Long Term Disability Insurance is provided through Guardian and is often
referred to as “ paycheck insurance’, as it pays a percentage of your salary if you
are unable to work due to a qualifying disability. The Long Term disability plan
covers up to 60% of your income up to $6,000 maximum per month.

Humana

Basic Life & AD&D
This plan is renewing with Humana. Employees have $25,000 Life and AD&D
coverage. This is 100% paid by your Employer.

Call The Purple Card with any questions at 1-866-788-9118 9



Payroll Deductions
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Talentcare will contribute 50% towards Employee only medical
coverage.

Semi Monthly Payroll Employee Deductions (24)

Medical Plans

Per Pay Period HE500025B HSA HP635025B HSA ~ PROP200015i8021B PROP400015i8022B

$128.51 $113.84 5142.41 $130.48
$452.81 $398.82 $503.97 $460.07
$363.26 $320.13 $404.13 $369.07
$689.99 $607.25 $768.40 $701.12

Dental Plan
Per Pay Period Humana
Employee Only $28.07
Employee & Spouse $56.13
Employee & Child(ren) $74.31
Employee & Family $103.12

Vision Plan
Per Pay Period Humana

6472
o1
5557
1409

Call The Purple Card with any questions at 1-866-788-9118 10
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Questions About Your
Benefit Offerings?
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Just Pull Out Your Purple Card and Call

866.73
) ¢ help@the Urplecayy
8:30am - 5:30pm | Monday - Friday -Com

Talentcare continues to partner with
Simpatico Benefits. Simpatico’s team will
ensure that you fully understand and get the
most out of your employee benefit plans. You
can contact The Purple Card with questions
or concerns about any of your benefit plans.

- Just pull out The Purple Card and call (866)
866-788-9118 | 788-9118

www.thepurplecard.com

N\

This benefits brochure is a brief outline of certain B'enefi ‘available to Tale >
and policies are contained in the official plan and palicy documents, inclu i '

" uestion about one of these plans and policies, or if there.is a conflict between
\ """-_;'_qlarguage of the plan or policy documents, the formal wording in the plan or policy

\ " note that the benefi cribed in this booklet may be ch
. . . obligationont alentcare. '
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UnitedHealthcare Level Funded | Texas | Choice Plus | PROP400015i8022B

Choice Plus plan details,
all in one place.

Use this benefit summary to learn more about this plan’s benefits, ways
you can get help managing costs and how you may get more out of this
health plan.

Check out what’s included in the plan Choice Plus

Network coverage only
You can usually save money when you receive care for covered health care services from
network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and J
facilities — but staying in the network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

8D

Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.

)
3

Preventive care covered at 100%
There is no additional cost to you for seeing a network provider for preventive care. J

Qe

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

[L=TH

Tier 1 providers

Using Tier 1 providers may bring you the greatest value from your health care benefits. J
These PCPs and medical specialists meet national standard benchmarks for quality care

and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you’ve got a personal bank account that lets you put money aside, tax-free.
Use it to save and pay for qualified medical expenses.

@ | Qe | B

This Benefit Summary is to highlight your Benefits. Don’t use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Summary Plan Description (SPD), that document governs. Review your SPD for an exact description of the services and supplies that are
and are not covered, those which are excluded or limited, and other terms and conditions of coverage.

'JJ UnitedHealthcare’ 1



Here's a more in-depth look at how Choice Plus works.
Medical Benefits

In Network Out-of-Network
Annual Medical Deductible
Individual $4,000 $7,500
Family $8,000 $15,000

All individual deductible amounts will count toward the family deductible, but an individual will not have to pay more than the individual deductible amount.
*After the Annual Medical Deductible has been met.

You're responsible for paying 100% of your medical expenses until you reach your deductible. For certain covered services, you may be required to pay a fixed dollar
amount - your copay.

Annual Out-of-Pocket Limit
Individual $8,150 $15,000
Family $16,300 $30,000

All individual out-of-pocket maximum amounts will count toward the family out-of-pocket maximum, but an individual will not have to pay more than the individual
out-of-pocket maximum amount.

Once you’ve met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of-
pocket limit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

What You Pay for Services

Copays ($) and Coinsurance (%) for Designated Network Network
Covered Health Care Services

Out-of-Network

Preventive Care Services
Preventive Care Services No copay 50%*

Certain preventive care services are provided as specified by
the Patient Protection and Affordable Care Act (ACA), with no
cost-sharing to you. These services are based on your age,
gender and other health factors. UnitedHealthcare also covers
other routine services that may require a copay, co-insurance
or deductible.

Includes services such as Routine Wellness Checkups,
Immunizations, Breast Pumps, Mammography and Colorectal
Cancer Screenings.

Office Services - Sickness & Injury

Primary Care Physician

All other covered persons $15 copay $15 copay 50%*
Covered persons less than age 19 No copay No copay 50%*

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

'JJ UnitedHealthcare'
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Copays ($) and Coinsurance (%) for
Covered Health Care Services

Specialist

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Urgent Care Center Services

Additional copays, deductible, or co-insurance may apply
when you receive other services at the urgent care facility. For
example, surgery and lab work.

Virtual Care Services

Network Benefits are available only when services are
delivered through a Designated Virtual Network Provider. You
can find a Designated Virtual Visit Network Provider by
contacting us at myuhc.com® or the telephone number on
your ID card. Access to Virtual Visits and prescription services
may not be available in all states or for all groups.

Emergency Care

Ambulance Services - Emergency Ambulance

Air Ambulance

Ground Ambulance

Ambulance Services - Non-Emergency Ambulance!
Air Ambulance

Ground Ambulance

Dental Services - Accident Only

Emergency services by an Out-of-Network provider will be
considered at the Network benefit Level.

Emergency Health Care Services - Outpatient!

Notification is required if it results in confinement to an Out-of-
Network Hospital.

Inpatient Care
Habilitative Services - Inpatient
Hospital - Inpatient Stay?

Skilled Nursing Facility/Inpatient Rehabilitation Facility
Services'

Limited to 60 days per year.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

What You Pay for Services

Network

Designated Network

$50 copay $100 copay

$25 copay

No copay

20%*

20%*

20%*
20%*

20%*

You pay a $300 per
occurrence copay per visit
prior to and in addition to
paying any Annual
Deductible and any
coinsurance amount. 20%*

Out-of-Network

50%*

50%*

Not covered

20%*

20%*

20%*
50%*

50%*

You pay a $300 per
occurrence copay per visit
prior to and in addition to
paying any Annual
Deductible and any
coinsurance amount. 20%

The amount you pay is based on where the covered health care service is provided.

20%*

20%*

50%*

50%*

*

'JJ UnitedHealthcare'



What You Pay for Services

Out-of-Network

Copays ($) and Coinsurance (%) for Designated Network Network
Covered Health Care Services

Outpatient Care
Acupuncture Services $15 copay 50%*

Limited to 10 treatments per year.

Habilitative Services - Outpatient
Manipulative treatment services $15 copay 50%*
Other habilitative services 20%* 50%*

Limits will be the same as, and combined with those stated
under Rehabilitation Services - Outpatient Therapy and
Manipulative Treatment.

Home Health Care! 20%* 50%*
Limited to 30 visits per year.

One visit equals up to four hours of skilled care services. This
visit limit does not include any service which is billed only for
the administration of intravenous infusion.

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing’ 20%* 50%*
Limited to 18 Definitive Drug Tests per year.

Limited to 18 Presumptive Drug Tests per year.

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other 20%* 50%*
Diagnostic Testing!

Major Diagnostic and Imaging - Outpatient! 20%* 50%*
Physician Fees for Surgical and Medical Services

Primary care visits 20%* 20%* 50%*
Specialist care visits 20%* 20%* 50%*

Rehabilitation Services - Outpatient Therapy and Manipulative

Treatment
Manipulative treatment services $15 copay 50%*
Other rehabilitation services 20%* 50%*

Limited to 20 visits of Manipulative Treatments per year.

Limited to 30 combined visits of physical therapy, occupational
therapy, speech therapy, cardiac therapy, post cochlear
therapy, cognitive therapy and pulmonary therapy per year.

Limits are combined with Habilitative Services - Outpatient.

Surgery - Outpatient’ 20%* 50%*

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

'JJ UnitedHealthcare’ 4



What You Pay for Services

Out-of-Network

Copays ($) and Coinsurance (%) for Designated Network Network
Covered Health Care Services

Therapeutic Treatments - Outpatient’ 20%* 50%*

Therapeutic treatments include, but are not limited to dialysis,
intravenous chemotherapy, intravenous infusion, medical
education services and radiation oncology.

Supplies and Services

Diabetes Self-Management ltems’ The amount you pay is based on where the covered health care service is provided under
Durable Medical Equipment (DME), Orthotics and Supplies or in the Prescription Drug Benefits
Section.

Diabetes Self-Management and Training/Diabetic Eye The amount you pay is based on where the covered health care service is provided.

Exams/Foot Care'!

Durable Medical Equipment (DME), Orthotics and Supplies’ 20%* 50%*
Enteral Nutrition 20%* 50%*
Hearing Aids 20%* 50%*

Limited to $5,000 every 36 months ages 18 and over.
Limited to 1 Bone Anchored Hearing Aid per lifetime.

Limited to 1 hearing aid per ear every 36 months under the

age of 18.

Limited to a single purchase per hearing impaired ear every 36

months.

Ostomy Supplies 20%* 50%*
Pharmaceutical Products - Outpatient 20%* 50%*

Depending on the pharmaceutical product prior authorization
may be required.

This includes medications given at a doctor's office, orin a
covered person's home.

Prosthetic Devices' 20%* 50%*
Pregnancy
Pregnancy - Maternity Services' The amount you pay is based on where the covered health care service is provided except that

an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is
the same as the mother's length of stay.

Mental Health Care & Substance Related and
Addictive Disorder Services

Inpatient 20%* 50%*
Outpatient $15 copay 50%*
Partial Hospitalization 20%* 50%*

Limited to 60 days combined for residential treatment facility
and skilled nursing facility per year.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

'JJ UnitedHealthcare’ 5



Copays ($) and Coinsurance (%) for
Covered Health Care Services

Other Services
Cellular and Gene Therapy

For Network Benefits, Cellular or Gene Therapy services must
be received from a Designated Provider.

Clinical Trials®

Gender Dysphoria

Hospice Care!
Reconstructive Procedures'’
Transplantation Services

Coverage is only available when services are performed at a
Centers of Excellence facility, except for cornea transplants.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

What You Pay for Services

Designated Network

Network

Out-of-Network

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided or in the

Prescription Drug Benefits Section.

20%*

50%*

The amount you pay is based on where the covered health care service is provided.

20%*

Not covered

'JJ UnitedHealthcare'
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Here’s an example of how the plan’s costs come into play.

1

You're responsible for paying 100% of
your covered health services until you

reach your deductible, which is the amounts, excluding copays) for

amount you pay before your health covered health care services with

plan pays a portion. you—this is your coinsurance. *
YOU PAY 20%*

YOU PAY 100%

At the start of 2 Once you reach
your plan year...

your deductible...

receive the service.

‘our coinsurance may val service. This example is for illustrative purposes only.
Y Th le is for illustrati I

Your health plan starts to share a
percentage of costs (the allowed

YOUR PLAN PAYS 80%

Along the way, you may also be required to pay a fixed amount (for example,
$15)—or copay—for covered health care services, such as seeing a provider
or purchasing a prescription. You pay 100% of the copay, usually when you

3 When you reach your
out-of-pocket limit...

Your plan covers your costs (the allowed
amount) at 100%. Your out-of-pocket
limit is the most you'll pay for covered
health services in a plan year—copays
and coinsurance count toward this.

YOUR PLAN PAYS 100%

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

« Go to welcometouhc.com > Benefits > Find a Doctor or Facility.

« Choose Search for a health plan.

« Choose Choice Plus to view providers in the health plan’s network.

Manage your meds.

Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help
you save money.

« Go to welcometouhc.com > Benefits > Pharmacy Benefits.

« Select to view the medications that are
covered under your plan.

Access your plan online.

With myuhc.com®, you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.

When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video
chat with a doctor 24/7, access your health plan ID card and more.

Good stuff
that’s good
to know.

| dig it!

lJJ UnitedHealthcare'


http://welcometouhc.com
http://welcometouhc.com
http://www.myuhc.com

Other important information about your benefits.
Medical Exclusions

Services your plan generally does NOT cover. It is recommended that you review your SPD for an exact description of the services and supplies
that are covered, those which are excluded or limited, and other terms and conditions of coverage.

* Bariatric Surgery

* Cosmetic Surgery

¢ Dental Care (Adult)

e Infertility Treatment

e Long-Term Care

* Non-emergency care when traveling outside the U.S.
* Private-Duty Nursing

* Routine Eye Care (Adult)

* Routine Foot Care

* Weight Loss Programs

Outpatient Prescription Drug Benefits

For Prescription Drug Products dispensed at an In-Network Retail Pharmacy, you are responsible for paying the lowest of the following: 1) The
applicable Copayment and/or Coinsurance; 2) The In- Network Retail Pharmacy Usual and Customary Charge for the Prescription Drug Product;
and 3) The Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from an In-Network Mail Order Pharmacy,
you are responsible for paying the lower of the following: 1) The applicable Copayment and/or Coinsurance; and 2) The Prescription Drug Charge
for that Prescription Drug Product. For an out-of-Network Retail Pharmacy, your reimbursement is based on the Out-of-Network Reimbursement
Rate, and you are responsible for the difference between the Out-of-Network Reimbursement Rate and the out-of-Network Pharmacy’s Usual and
Customary Charge.

See the Copayment and/or Coinsurance stated in the Benefit Information table for amounts. We will not reimburse you for any non-covered drug
product.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject
to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription
Drug Product, unless adjusted based on the drug manufacturer’s packaging size, or based on supply limits, or as allowed under the Smart Fill
Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, an out-of-Network
Pharmacy, a mail order Network Pharmacy or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In
order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a
Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization
from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the
definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven Service. We may also require you to obtain
prior authorization from us or our designee so we can determine whether the Prescription Drug Product, in accordance with our approved
guidelines, was prescribed by a Specialist.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an arrangement to provide
those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to obtain your Prescription Drug Product from
the Designated Pharmacy, the Prescription Drug Product is not eligible for benefits .

Certain Preventative Care Medications may be covered at zero costshare. You can get more information by contacting us at myuhc.com or the
telephone number on your ID card.

Benefits are provided for certain Prescription Drug Products dispensed by an In-Network Mail Order Pharmacy . The Outpatient Prescription Drug
Schedule of Benefits will tell you how In-Network Mail Order Pharmacy supply limits apply. Please contact us at myuhc.com or the telephone
number on your ID card to find out if Benefits are provided for your Prescription Drug Product and for information on how to obtain your
Prescription Drug Product through an In-Network Mail Order Pharmacy .

'JJJ UnitedHealthcare’ 8



Other important information about your benefits.
Pharmacy Exclusions

The following exclusions apply. In addition see your SPD for additional exclusions and limitations that may apply.

'JJ UnitedHealthcare'
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UnitedHealthcare does not treat members differently because
of sex, age, race, color, disability or national origin.

If you think you weren’t treated fairly because of your sex, age, race, color,
disability or national origin, you can send a complaint to the Civil Rights
Coordinator:

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608, Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out about
it. A decision will be sent to you within 30 days. If you disagree with the
decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone
number listed on your ID card, TTY 711, Monday through Friday, 8 a.m.
to 8 p.m. You can also file a complaint with the U.S. Dept. of Health and
Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at:
http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services,
200 Independence Avenue, SW Room 509F, HHH Building Washington,
D.C. 20201

We provide free services to help you communicate with us such as letters
in others languages or large print. You can also ask for an interpreter. To
ask for help, please call the toll-free member phone number listed on your
health plan ID card.

ATTENTION: If you speak English, language assistance services, free of
charge, are available to you. Please call the toll-free phone number listed
on your identification card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia
de idiomas, sin cargo, a su disposicion. Llame al nimero de teléfono
gratuito que aparece en su tarjeta de identificacion.

TR | MBI (Chinese) B B AT HEE S HER
% - BRI ER RSN E N AR ATERE -

XIN LUU Y: N&u quy vi néi tiéng Viét (Vietnamese), quy vi sé duoc cung
cap dich vy tro gitip vé ngdn ngit mién phi. Vui long goi s6 dién thoai
mién phi & mat sau thé hoi vién cta quy vi.

F2l: 3t=10{(Korean)E At StAl= 49 A0 X[ MHIAE
E2 0|3sta &= AUAFHCL Hotel AES e 7IME £ =
o HetiHs 2 2ot AIL.

[t

o]

oo

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha
kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-
free na numero ng telepono na nasa iyong identification card.

BHUMAHUE: 6ecruiaTHbie YCITyTH NIEPEBOAA AOCTYIIHBI IS
JIIozIeH, el poiHOM s3bIK siBisgeTcs pycckuii (Russian). [To3BonuTe
o OecIulaTHOMY HOMepy TeiedoHa, yka3aHHOMY Ha Ballei
HUACHTH()UKAIIMOHHON KapTe.
SOge: INpEg L\QCA& U&J%‘Lﬁz (Arabic)c <l tde‘ﬁa ‘d(au.u‘&ds Ud&j«jz
\Jectoéz eklllcg Jdal. %5‘){6 IJlsald oG 1Jslca U?Gbé \J?JJE idtf c._\l:ﬂéi
U@g B ‘dt\ua'é ey

Administrative services provided by United HealthCare Services, Inc. or their affiliates, and UnitedHealthcare Service LLC in NY. Stop-loss
insurance is underwritten by UnitedHealthcare Insurance Company or their affiliates, including UnitedHealthcare Life Insurance Company

in NJ, and UnitedHealthcare Insurance Company of New York in NY.
B2C EI1670806.1 4/23 © 2023 United HealthCare Services, Inc. All Rights Reserved. 22-1665601

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab
benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide
linguistique vous sont proposés gratuitement. Veuillez appeler le
numeéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe
ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer telefonu
podany na karcie identyfikacyjnej.

ATENCAQ: Se vocé fala portugués (Portuguese), contate o servico
de assisténcia de idiomas gratuito. Ligue gratuitamente para o niumero
encontrado no seu cartao de identificagao.

ATTENZIONE: in caso la lingua parlata sia I'italiano (ltalian), sono
disponibili servizi di assistenza linguistica gratuiti. Per favore chiamate
il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die geblhrenfreie Rufnummer auf der Rickseite Ihres
Mitgliedsausweises an.

SEEHIE | HASEE (Japanese) 2SN 5154 ~ BRIOEEXEY
—ERXRZEZIFAVWLLETET - BREERERGECREHSn TSI
— AL VILICHBFES S -

DR 53 B sk 4 Hl ) el lexs il (Farsi) (ol Led 0y R) s 55
80 il 20 48 Lad (i S (555 48 GG il o jladi b Wl a3l e L

G & Fer 9 gAY (Hindi) Seld §, 3T9eT ST Weraar
qaTt, ATR[AS 3TATY g1 HIAT 39 Tgaled IR W gAlagy
TTeT-Her TR W Hel M|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais
lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas teev
muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

MPOZOXH : Av piddte EAAnvika (Greek), umtdpyxel Swpedv BorBela otn
YAwooa oag. MNapakadeiote va kKaAéoete To Swpedv aplBuo mou Ba
Bpeite otnv K&pta TAUTOTNTAG LEAOUG.

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti
baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga
nakalista ayan iti identification card mo.

DIii BAA’AKONINIZIN: Diné (Navajo) bizaad bee yanitti’go, saad bee
aka’anida’awo’igii, t’aa jiik’eh, bee nd’ahoot’i’. T’aa shoodi ninaaltsoos
nith’izi bee nééhozinigii bine’d¢¢’ t’aa jiik’ehgo béésh bee hane’i
bika’igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada
taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan

wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga
agoonsiga.

opesldl (Gujarati): €124 AU 51 8 AYsyRic]] elietdl &l ofl U
IS HEERU Acll clell YAl YRAYA 8, 40l §3] MRl U S]
51551 YAMUR AUl A HISHL 2let-§3] HoR GUR sl §RU.
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UnitedHealthcare Level Funded | Texas | Choice Plus | PROP200015i8021B

Choice Plus plan details,
all in one place.

Use this benefit summary to learn more about this plan’s benefits, ways
you can get help managing costs and how you may get more out of this
health plan.

Check out what’s included in the plan Choice Plus

Network coverage only
You can usually save money when you receive care for covered health care services from
network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and J
facilities — but staying in the network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

8D

Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.

)
3

Preventive care covered at 100%
There is no additional cost to you for seeing a network provider for preventive care. J

Qe

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

[L=TH

Tier 1 providers

Using Tier 1 providers may bring you the greatest value from your health care benefits. J
These PCPs and medical specialists meet national standard benchmarks for quality care

and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you’ve got a personal bank account that lets you put money aside, tax-free.
Use it to save and pay for qualified medical expenses.

@ | Qe | B

This Benefit Summary is to highlight your Benefits. Don’t use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Summary Plan Description (SPD), that document governs. Review your SPD for an exact description of the services and supplies that are
and are not covered, those which are excluded or limited, and other terms and conditions of coverage.
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Here's a more in-depth look at how Choice Plus works.
Medical Benefits

In Network Out-of-Network
Annual Medical Deductible
Individual $2,000 $5,000
Family $4,000 $10,000

All individual deductible amounts will count toward the family deductible, but an individual will not have to pay more than the individual deductible amount.
*After the Annual Medical Deductible has been met.

You're responsible for paying 100% of your medical expenses until you reach your deductible. For certain covered services, you may be required to pay a fixed dollar
amount - your copay.

Annual Out-of-Pocket Limit
Individual $8,150 $10,000
Family $16,300 $20,000

All individual out-of-pocket maximum amounts will count toward the family out-of-pocket maximum, but an individual will not have to pay more than the individual
out-of-pocket maximum amount.

Once you’ve met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of-
pocket limit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

What You Pay for Services

Copays ($) and Coinsurance (%) for Designated Network Network
Covered Health Care Services

Out-of-Network

Preventive Care Services
Preventive Care Services No copay 50%*

Certain preventive care services are provided as specified by
the Patient Protection and Affordable Care Act (ACA), with no
cost-sharing to you. These services are based on your age,
gender and other health factors. UnitedHealthcare also covers
other routine services that may require a copay, co-insurance
or deductible.

Includes services such as Routine Wellness Checkups,
Immunizations, Breast Pumps, Mammography and Colorectal
Cancer Screenings.

Office Services - Sickness & Injury

Primary Care Physician

All other covered persons $15 copay $15 copay 50%*
Covered persons less than age 19 No copay No copay 50%*

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

'JJ UnitedHealthcare'
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Copays ($) and Coinsurance (%) for
Covered Health Care Services

Specialist

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Urgent Care Center Services

Additional copays, deductible, or co-insurance may apply
when you receive other services at the urgent care facility. For
example, surgery and lab work.

Virtual Care Services

Network Benefits are available only when services are
delivered through a Designated Virtual Network Provider. You
can find a Designated Virtual Visit Network Provider by
contacting us at myuhc.com® or the telephone number on
your ID card. Access to Virtual Visits and prescription services
may not be available in all states or for all groups.

Emergency Care

Ambulance Services - Emergency Ambulance

Air Ambulance

Ground Ambulance

Ambulance Services - Non-Emergency Ambulance!
Air Ambulance

Ground Ambulance

Dental Services - Accident Only

Emergency services by an Out-of-Network provider will be
considered at the Network benefit Level.

Emergency Health Care Services - Outpatient!

Notification is required if it results in confinement to an Out-of-
Network Hospital.

Inpatient Care
Habilitative Services - Inpatient
Hospital - Inpatient Stay?

Skilled Nursing Facility/Inpatient Rehabilitation Facility
Services'

Limited to 60 days per year.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

What You Pay for Services

Network

Designated Network

$50 copay $100 copay

$25 copay

No copay

20%*

20%*

20%*
20%*

20%*

You pay a $300 per
occurrence copay per visit
prior to and in addition to
paying any Annual
Deductible and any
coinsurance amount. 20%*

Out-of-Network

50%*

50%*

Not covered

20%*

20%*

20%*
50%*

50%*

You pay a $300 per
occurrence copay per visit
prior to and in addition to
paying any Annual
Deductible and any
coinsurance amount. 20%

The amount you pay is based on where the covered health care service is provided.

20%*

20%*

50%*

50%*

*

'JJ UnitedHealthcare'



What You Pay for Services

Out-of-Network

Copays ($) and Coinsurance (%) for Designated Network Network
Covered Health Care Services

Outpatient Care
Acupuncture Services $15 copay 50%*

Limited to 10 treatments per year.

Habilitative Services - Outpatient
Manipulative treatment services $15 copay 50%*
Other habilitative services 20%* 50%*

Limits will be the same as, and combined with those stated
under Rehabilitation Services - Outpatient Therapy and
Manipulative Treatment.

Home Health Care! 20%* 50%*
Limited to 30 visits per year.

One visit equals up to four hours of skilled care services. This
visit limit does not include any service which is billed only for
the administration of intravenous infusion.

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing’ 20%* 50%*
Limited to 18 Definitive Drug Tests per year.

Limited to 18 Presumptive Drug Tests per year.

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other 20%* 50%*
Diagnostic Testing!

Major Diagnostic and Imaging - Outpatient! 20%* 50%*
Physician Fees for Surgical and Medical Services

Primary care visits 20%* 20%* 50%*
Specialist care visits 20%* 20%* 50%*

Rehabilitation Services - Outpatient Therapy and Manipulative

Treatment
Manipulative treatment services $15 copay 50%*
Other rehabilitation services 20%* 50%*

Limited to 20 visits of Manipulative Treatments per year.

Limited to 30 combined visits of physical therapy, occupational
therapy, speech therapy, cardiac therapy, post cochlear
therapy, cognitive therapy and pulmonary therapy per year.

Limits are combined with Habilitative Services - Outpatient.

Surgery - Outpatient’ 20%* 50%*

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

'JJ UnitedHealthcare’ 4



What You Pay for Services

Out-of-Network

Copays ($) and Coinsurance (%) for Designated Network Network
Covered Health Care Services

Therapeutic Treatments - Outpatient’ 20%* 50%*

Therapeutic treatments include, but are not limited to dialysis,
intravenous chemotherapy, intravenous infusion, medical
education services and radiation oncology.

Supplies and Services

Diabetes Self-Management ltems’ The amount you pay is based on where the covered health care service is provided under
Durable Medical Equipment (DME), Orthotics and Supplies or in the Prescription Drug Benefits
Section.

Diabetes Self-Management and Training/Diabetic Eye The amount you pay is based on where the covered health care service is provided.

Exams/Foot Care'!

Durable Medical Equipment (DME), Orthotics and Supplies’ 20%* 50%*
Enteral Nutrition 20%* 50%*
Hearing Aids 20%* 50%*

Limited to $5,000 every 36 months ages 18 and over.
Limited to 1 Bone Anchored Hearing Aid per lifetime.

Limited to 1 hearing aid per ear every 36 months under the

age of 18.

Limited to a single purchase per hearing impaired ear every 36

months.

Ostomy Supplies 20%* 50%*
Pharmaceutical Products - Outpatient 20%* 50%*

Depending on the pharmaceutical product prior authorization
may be required.

This includes medications given at a doctor's office, orin a
covered person's home.

Prosthetic Devices' 20%* 50%*
Pregnancy
Pregnancy - Maternity Services' The amount you pay is based on where the covered health care service is provided except that

an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is
the same as the mother's length of stay.

Mental Health Care & Substance Related and
Addictive Disorder Services

Inpatient 20%* 50%*
Outpatient $15 copay 50%*
Partial Hospitalization 20%* 50%*

Limited to 60 days combined for residential treatment facility
and skilled nursing facility per year.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

'JJ UnitedHealthcare’ 5



Copays ($) and Coinsurance (%) for
Covered Health Care Services

Other Services
Cellular and Gene Therapy

For Network Benefits, Cellular or Gene Therapy services must
be received from a Designated Provider.

Clinical Trials®

Gender Dysphoria

Hospice Care!
Reconstructive Procedures'’
Transplantation Services

Coverage is only available when services are performed at a
Centers of Excellence facility, except for cornea transplants.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

What You Pay for Services

Designated Network

Network

Out-of-Network

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided or in the

Prescription Drug Benefits Section.

20%*

50%*

The amount you pay is based on where the covered health care service is provided.

20%*

Not covered

'JJ UnitedHealthcare'
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Here’s an example of how the plan’s costs come into play.

1

You're responsible for paying 100% of
your covered health services until you

reach your deductible, which is the amounts, excluding copays) for

amount you pay before your health covered health care services with

plan pays a portion. you—this is your coinsurance. *
YOU PAY 20%*

YOU PAY 100%

At the start of 2 Once you reach
your plan year...

your deductible...

receive the service.

‘our coinsurance may val service. This example is for illustrative purposes only.
Y Th le is for illustrati I

Your health plan starts to share a
percentage of costs (the allowed

YOUR PLAN PAYS 80%

Along the way, you may also be required to pay a fixed amount (for example,
$15)—or copay—for covered health care services, such as seeing a provider
or purchasing a prescription. You pay 100% of the copay, usually when you

3 When you reach your
out-of-pocket limit...

Your plan covers your costs (the allowed
amount) at 100%. Your out-of-pocket
limit is the most you'll pay for covered
health services in a plan year—copays
and coinsurance count toward this.

YOUR PLAN PAYS 100%

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

« Go to welcometouhc.com > Benefits > Find a Doctor or Facility.

« Choose Search for a health plan.

« Choose Choice Plus to view providers in the health plan’s network.

Manage your meds.

Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help
you save money.

« Go to welcometouhc.com > Benefits > Pharmacy Benefits.

« Select to view the medications that are
covered under your plan.

Access your plan online.

With myuhc.com®, you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.

When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video
chat with a doctor 24/7, access your health plan ID card and more.

Good stuff
that’s good
to know.

| dig it!

lJJ UnitedHealthcare'


http://welcometouhc.com
http://welcometouhc.com
http://www.myuhc.com

Other important information about your benefits.
Medical Exclusions

Services your plan generally does NOT cover. It is recommended that you review your SPD for an exact description of the services and supplies
that are covered, those which are excluded or limited, and other terms and conditions of coverage.

* Bariatric Surgery

* Cosmetic Surgery

¢ Dental Care (Adult)

e Infertility Treatment

e Long-Term Care

* Non-emergency care when traveling outside the U.S.
* Private-Duty Nursing

* Routine Eye Care (Adult)

* Routine Foot Care

* Weight Loss Programs

Outpatient Prescription Drug Benefits

For Prescription Drug Products dispensed at an In-Network Retail Pharmacy, you are responsible for paying the lowest of the following: 1) The
applicable Copayment and/or Coinsurance; 2) The In- Network Retail Pharmacy Usual and Customary Charge for the Prescription Drug Product;
and 3) The Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from an In-Network Mail Order Pharmacy,
you are responsible for paying the lower of the following: 1) The applicable Copayment and/or Coinsurance; and 2) The Prescription Drug Charge
for that Prescription Drug Product. For an out-of-Network Retail Pharmacy, your reimbursement is based on the Out-of-Network Reimbursement
Rate, and you are responsible for the difference between the Out-of-Network Reimbursement Rate and the out-of-Network Pharmacy’s Usual and
Customary Charge.

See the Copayment and/or Coinsurance stated in the Benefit Information table for amounts. We will not reimburse you for any non-covered drug
product.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject
to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription
Drug Product, unless adjusted based on the drug manufacturer’s packaging size, or based on supply limits, or as allowed under the Smart Fill
Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, an out-of-Network
Pharmacy, a mail order Network Pharmacy or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In
order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a
Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization
from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the
definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven Service. We may also require you to obtain
prior authorization from us or our designee so we can determine whether the Prescription Drug Product, in accordance with our approved
guidelines, was prescribed by a Specialist.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an arrangement to provide
those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to obtain your Prescription Drug Product from
the Designated Pharmacy, the Prescription Drug Product is not eligible for benefits .

Certain Preventative Care Medications may be covered at zero costshare. You can get more information by contacting us at myuhc.com or the
telephone number on your ID card.

Benefits are provided for certain Prescription Drug Products dispensed by an In-Network Mail Order Pharmacy . The Outpatient Prescription Drug
Schedule of Benefits will tell you how In-Network Mail Order Pharmacy supply limits apply. Please contact us at myuhc.com or the telephone
number on your ID card to find out if Benefits are provided for your Prescription Drug Product and for information on how to obtain your
Prescription Drug Product through an In-Network Mail Order Pharmacy .

'JJJ UnitedHealthcare’ 8



Other important information about your benefits.
Pharmacy Exclusions

The following exclusions apply. In addition see your SPD for additional exclusions and limitations that may apply.

'JJ UnitedHealthcare'
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UnitedHealthcare does not treat members differently because
of sex, age, race, color, disability or national origin.

If you think you weren’t treated fairly because of your sex, age, race, color,
disability or national origin, you can send a complaint to the Civil Rights
Coordinator:

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608, Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out about
it. A decision will be sent to you within 30 days. If you disagree with the
decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone
number listed on your ID card, TTY 711, Monday through Friday, 8 a.m.
to 8 p.m. You can also file a complaint with the U.S. Dept. of Health and
Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at:
http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services,
200 Independence Avenue, SW Room 509F, HHH Building Washington,
D.C. 20201

We provide free services to help you communicate with us such as letters
in others languages or large print. You can also ask for an interpreter. To
ask for help, please call the toll-free member phone number listed on your
health plan ID card.

ATTENTION: If you speak English, language assistance services, free of
charge, are available to you. Please call the toll-free phone number listed
on your identification card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia
de idiomas, sin cargo, a su disposicion. Llame al nimero de teléfono
gratuito que aparece en su tarjeta de identificacion.

TR | MBI (Chinese) B B AT HEE S HER
% - BRI ER RSN E N AR ATERE -

XIN LUU Y: N&u quy vi néi tiéng Viét (Vietnamese), quy vi sé duoc cung
cap dich vy tro gitip vé ngdn ngit mién phi. Vui long goi s6 dién thoai
mién phi & mat sau thé hoi vién cta quy vi.

F2l: 3t=10{(Korean)E At StAl= 49 A0 X[ MHIAE
E2 0|3sta &= AUAFHCL Hotel AES e 7IME £ =
o HetiHs 2 2ot AIL.

[t

o]

oo

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha
kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-
free na numero ng telepono na nasa iyong identification card.

BHUMAHUE: 6ecruiaTHbie YCITyTH NIEPEBOAA AOCTYIIHBI IS
JIIozIeH, el poiHOM s3bIK siBisgeTcs pycckuii (Russian). [To3BonuTe
o OecIulaTHOMY HOMepy TeiedoHa, yka3aHHOMY Ha Ballei
HUACHTH()UKAIIMOHHON KapTe.
SOge: INpEg L\QCA& U&J%‘Lﬁz (Arabic)c <l tde‘ﬁa ‘d(au.u‘&ds Ud&j«jz
\Jectoéz eklllcg Jdal. %5‘){6 IJlsald oG 1Jslca U?Gbé \J?JJE idtf c._\l:ﬂéi
U@g B ‘dt\ua'é ey
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insurance is underwritten by UnitedHealthcare Insurance Company or their affiliates, including UnitedHealthcare Life Insurance Company
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ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab
benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide
linguistique vous sont proposés gratuitement. Veuillez appeler le
numeéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe
ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer telefonu
podany na karcie identyfikacyjnej.

ATENCAQ: Se vocé fala portugués (Portuguese), contate o servico
de assisténcia de idiomas gratuito. Ligue gratuitamente para o niumero
encontrado no seu cartao de identificagao.

ATTENZIONE: in caso la lingua parlata sia I'italiano (ltalian), sono
disponibili servizi di assistenza linguistica gratuiti. Per favore chiamate
il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die geblhrenfreie Rufnummer auf der Rickseite Ihres
Mitgliedsausweises an.

SEEHIE | HASEE (Japanese) 2SN 5154 ~ BRIOEEXEY
—ERXRZEZIFAVWLLETET - BREERERGECREHSn TSI
— AL VILICHBFES S -

DR 53 B sk 4 Hl ) el lexs il (Farsi) (ol Led 0y R) s 55
80 il 20 48 Lad (i S (555 48 GG il o jladi b Wl a3l e L

G & Fer 9 gAY (Hindi) Seld §, 3T9eT ST Weraar
qaTt, ATR[AS 3TATY g1 HIAT 39 Tgaled IR W gAlagy
TTeT-Her TR W Hel M|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais
lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas teev
muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

MPOZOXH : Av piddte EAAnvika (Greek), umtdpyxel Swpedv BorBela otn
YAwooa oag. MNapakadeiote va kKaAéoete To Swpedv aplBuo mou Ba
Bpeite otnv K&pta TAUTOTNTAG LEAOUG.

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti
baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga
nakalista ayan iti identification card mo.

DIii BAA’AKONINIZIN: Diné (Navajo) bizaad bee yanitti’go, saad bee
aka’anida’awo’igii, t’aa jiik’eh, bee nd’ahoot’i’. T’aa shoodi ninaaltsoos
nith’izi bee nééhozinigii bine’d¢¢’ t’aa jiik’ehgo béésh bee hane’i
bika’igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada
taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan

wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga
agoonsiga.

opesldl (Gujarati): €124 AU 51 8 AYsyRic]] elietdl &l ofl U
IS HEERU Acll clell YAl YRAYA 8, 40l §3] MRl U S]
51551 YAMUR AUl A HISHL 2let-§3] HoR GUR sl §RU.
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UnitedHealthcare Level Funded | Texas | Choice Plus | HP635025B

Choice Plus plan details,
all in one place.

Use this benefit summary to learn more about this plan’s benefits, ways
you can get help managing costs and how you may get more out of this
health plan.

Check out what’s included in the plan Choice Plus

Network coverage only
You can usually save money when you receive care for covered health care services from
network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and J
facilities — but staying in the network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

8D

Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.

)
3

Preventive care covered at 100%
There is no additional cost to you for seeing a network provider for preventive care. J

Qe

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

[L=TH

Tier 1 providers

Using Tier 1 providers may bring you the greatest value from your health care benefits.
These PCPs and medical specialists meet national standard benchmarks for quality care
and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you’ve got a personal bank account that lets you put money aside, tax-free. J
Use it to save and pay for qualified medical expenses.

@ | Qe | B

This Benefit Summary is to highlight your Benefits. Don’t use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Summary Plan Description (SPD), that document governs. Review your SPD for an exact description of the services and supplies that are
and are not covered, those which are excluded or limited, and other terms and conditions of coverage.
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Here's a more in-depth look at how Choice Plus works.
Medical Benefits

In Network Out-of-Network
Annual Medical Deductible
Individual $6,350 $12,700
Family $12,700 $25,400

All individual deductible amounts will count toward the family deductible, but an individual will not have to pay more than the individual deductible amount.
*After the Annual Medical Deductible has been met.

You're responsible for paying 100% of your medical expenses until you reach your deductible. For certain covered services, you may be required to pay a fixed dollar
amount - your copay.

Annual Out-of-Pocket Limit
Individual $6,350 $25,400
Family $12,700 $50,800

All individual out-of-pocket maximum amounts will count toward the family out-of-pocket maximum, but an individual will not have to pay more than the individual
out-of-pocket maximum amount.

Once you’ve met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of-
pocket limit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

What You Pay for Services

Copays ($) and Coinsurance (%) for Network Out-of-Network
Covered Health Care Services

Preventive Care Services
Preventive Care Services No copay 50%*

Certain preventive care services are provided as specified by
the Patient Protection and Affordable Care Act (ACA), with no
cost-sharing to you. These services are based on your age,
gender and other health factors. UnitedHealthcare also covers
other routine services that may require a copay, co-insurance
or deductible.

Includes services such as Routine Wellness Checkups,
Immunizations, Breast Pumps, Mammography and Colorectal
Cancer Screenings.

Office Services - Sickness & Injury
Primary Care Physician No copay* 50%*

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Specialist No copay* 50%*

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

'JJ UnitedHealthcare'



Copays ($) and Coinsurance (%) for
Covered Health Care Services

Urgent Care Center Services

Additional copays, deductible, or co-insurance may apply
when you receive other services at the urgent care facility. For
example, surgery and lab work.

Virtual Care Services

Network Benefits are available only when services are
delivered through a Designated Virtual Network Provider. You
can find a Designated Virtual Visit Network Provider by
contacting us at myuhc.com® or the telephone number on
your ID card. Access to Virtual Visits and prescription services
may not be available in all states or for all groups.

Emergency Care

Ambulance Services - Emergency Ambulance

Air Ambulance

Ground Ambulance

Ambulance Services - Non-Emergency Ambulance'’
Air Ambulance

Ground Ambulance

Dental Services - Accident Only

Emergency services by an Out-of-Network provider will be
considered at the Network benefit Level.

Emergency Health Care Services - Outpatient!

Notification is required if it results in confinement to an Out-of-
Network Hospital.

Inpatient Care
Habilitative Services - Inpatient
Hospital - Inpatient Stay’

Skilled Nursing Facility/Inpatient Rehabilitation Facility
Services'

Limited to 60 days per year.

Outpatient Care
Acupuncture Services

Limited to 10 treatments per year.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

What You Pay for Services

Network

No copay* 50%*

*

No copay

No copay* No copay*
No copay* No copay*
No copay* No copay*
No copay* 50%*
No copay* 50%*
No copay* No copay*

Out-of-Network

Not covered

The amount you pay is based on where the covered health care service is provided.

No copay* 50%*
No copay* 50%*
No copay* 50%*

lJJ UnitedHealthcare'
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Copays ($) and Coinsurance (%) for
Covered Health Care Services

Habilitative Services - Outpatient
Manipulative treatment services
Other habilitative services

Limits will be the same as, and combined with those stated
under Rehabilitation Services - Outpatient Therapy and
Manipulative Treatment.

Home Health Care?
Limited to 30 visits per year.

One visit equals up to four hours of skilled care services. This
visit limit does not include any service which is billed only for
the administration of intravenous infusion.

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing’

Limited to 18 Definitive Drug Tests per year.

Limited to 18 Presumptive Drug Tests per year.

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other
Diagnostic Testing'

Major Diagnostic and Imaging - Outpatient’
Physician Fees for Surgical and Medical Services

Rehabilitation Services - Outpatient Therapy and Manipulative
Treatment

Manipulative treatment services
Other rehabilitation services

Limited to 20 visits of Manipulative Treatments per year.

Limited to 30 combined visits of physical therapy, occupational
therapy, speech therapy, cardiac therapy, post cochlear
therapy, cognitive therapy and pulmonary therapy per year.

Limits are combined with Habilitative Services - Outpatient.

Surgery - Outpatient’
Therapeutic Treatments - Outpatient’

Therapeutic treatments include, but are not limited to dialysis,
intravenous chemotherapy, intravenous infusion, medical
education services and radiation oncology.

Supplies and Services

Diabetes Self-Management ltems'

Diabetes Self-Management and Training/Diabetic Eye
Exams/Foot Care'

Durable Medical Equipment (DME), Orthotics and Supplies?

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

What You Pay for Services

Network

No copay* 50%*
No copay* 50%*
No copay* 50%*
No copay* 50%*
No copay* 50%*
No copay* 50%*
No copay* 50%*
No copay* 50%*
No copay* 50%*
No copay* 50%*
No copay* 50%*

The amount you pay is based on where the covered health care service is provided under
Durable Medical Equipment (DME), Orthotics and Supplies or in the Prescription Drug Benefits

Section.

Out-of-Network

The amount you pay is based on where the covered health care service is provided.

No copay* 50%*

'JJ UnitedHealthcare'
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What You Pay for Services

Copays ($) and Coinsurance (%) for Network Out-of-Network
Covered Health Care Services

Enteral Nutrition No copay* 50%*

Hearing Aids No copay* 50%*

Limited to $5,000 every 36 months ages 18 and over.
Limited to 1 Bone Anchored Hearing Aid per lifetime.

Limited to 1 hearing aid per ear every 36 months under the

age of 18.

Limited to a single purchase per hearing impaired ear every 36

months.

Ostomy Supplies No copay* 50%*
Pharmaceutical Products - Outpatient No copay* 50%*

Depending on the pharmaceutical product prior authorization
may be required.

This includes medications given at a doctor's office, or in a
covered person's home.

Prosthetic Devices' No copay* 50%*
Pregnancy
Pregnancy - Maternity Services' The amount you pay is based on where the covered health care service is provided except that

an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is
the same as the mother's length of stay.

Mental Health Care & Substance Related and
Addictive Disorder Services

Inpatient No copay* 50%*
OQutpatient No copay* 50%*
Partial Hospitalization No copay* 50%*

Limited to 60 days combined for residential treatment facility
and skilled nursing facility per year.

Other Services
Cellular and Gene Therapy The amount you pay is based on where the covered health care service is provided.

For Network Benefits, Cellular or Gene Therapy services must
be received from a Designated Provider.

Clinical Trials? The amount you pay is based on where the covered health care service is provided.

Gender Dysphoria’ The amount you pay is based on where the covered health care service is provided or in the
Prescription Drug Benefits Section.

Hospice Care! No copay* 50%*
Reconstructive Procedures? The amount you pay is based on where the covered health care service is provided.
Transplantation Services No copay* Not covered

Coverage is only available when services are performed at a
Centers of Excellence facility, except for cornea transplants.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.
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Here’s an example of how the plan’s costs come into play.

1

You're responsible for paying 100% of
your covered health services until you

reach your deductible, which is the amounts, excluding copays) for

amount you pay before your health covered health care services with

plan pays a portion. you—this is your coinsurance. *
YOU PAY 20%*

YOU PAY 100%

At the start of 2 Once you reach
your plan year...

your deductible...

receive the service.

‘our coinsurance may val service. This example is for illustrative purposes only.
Y Th le is for illustrati I

Your health plan starts to share a
percentage of costs (the allowed

YOUR PLAN PAYS 80%

Along the way, you may also be required to pay a fixed amount (for example,
$15)—or copay—for covered health care services, such as seeing a provider
or purchasing a prescription. You pay 100% of the copay, usually when you

3 When you reach your
out-of-pocket limit...

Your plan covers your costs (the allowed
amount) at 100%. Your out-of-pocket
limit is the most you'll pay for covered
health services in a plan year—copays
and coinsurance count toward this.

YOUR PLAN PAYS 100%

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

« Go to welcometouhc.com > Benefits > Find a Doctor or Facility.

« Choose Search for a health plan.

« Choose Choice Plus to view providers in the health plan’s network.

Manage your meds.

Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help
you save money.

« Go to welcometouhc.com > Benefits > Pharmacy Benefits.

« Select to view the medications that are
covered under your plan.

Access your plan online.

With myuhc.com®, you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.

When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video
chat with a doctor 24/7, access your health plan ID card and more.

Good stuff
that’s good
to know.

| dig it!

lJJ UnitedHealthcare'
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Other important information about your benefits.
Medical Exclusions

Services your plan generally does NOT cover. It is recommended that you review your SPD for an exact description of the services and supplies
that are covered, those which are excluded or limited, and other terms and conditions of coverage.

* Bariatric Surgery

* Cosmetic Surgery

¢ Dental Care (Adult)

e Infertility Treatment

e Long-Term Care

* Non-emergency care when traveling outside the U.S.
* Private-Duty Nursing

* Routine Eye Care (Adult)

* Routine Foot Care

* Weight Loss Programs

Outpatient Prescription Drug Benefits

For Prescription Drug Products dispensed at an In-Network Retail Pharmacy, you are responsible for paying the lowest of the following: 1) The
applicable Copayment and/or Coinsurance; 2) The In- Network Retail Pharmacy Usual and Customary Charge for the Prescription Drug Product;
and 3) The Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from an In-Network Mail Order Pharmacy,
you are responsible for paying the lower of the following: 1) The applicable Copayment and/or Coinsurance; and 2) The Prescription Drug Charge
for that Prescription Drug Product. For an out-of-Network Retail Pharmacy, your reimbursement is based on the Out-of-Network Reimbursement
Rate, and you are responsible for the difference between the Out-of-Network Reimbursement Rate and the out-of-Network Pharmacy’s Usual and
Customary Charge.

See the Copayment and/or Coinsurance stated in the Benefit Information table for amounts. We will not reimburse you for any non-covered drug
product.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject
to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription
Drug Product, unless adjusted based on the drug manufacturer’s packaging size, or based on supply limits, or as allowed under the Smart Fill
Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, an out-of-Network
Pharmacy, a mail order Network Pharmacy or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In
order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a
Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization
from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the
definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven Service. We may also require you to obtain
prior authorization from us or our designee so we can determine whether the Prescription Drug Product, in accordance with our approved
guidelines, was prescribed by a Specialist.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an arrangement to provide
those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to obtain your Prescription Drug Product from
the Designated Pharmacy, the Prescription Drug Product is not eligible for benefits .

Certain Preventative Care Medications may be covered at zero costshare. You can get more information by contacting us at myuhc.com or the
telephone number on your ID card.

Benefits are provided for certain Prescription Drug Products dispensed by an In-Network Mail Order Pharmacy . The Outpatient Prescription Drug
Schedule of Benefits will tell you how In-Network Mail Order Pharmacy supply limits apply. Please contact us at myuhc.com or the telephone
number on your ID card to find out if Benefits are provided for your Prescription Drug Product and for information on how to obtain your
Prescription Drug Product through an In-Network Mail Order Pharmacy .

'JJJ UnitedHealthcare’ 7



Other important information about your benefits.
Pharmacy Exclusions

The following exclusions apply. In addition see your SPD for additional exclusions and limitations that may apply.

'JJ UnitedHealthcare'
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UnitedHealthcare does not treat members differently because
of sex, age, race, color, disability or national origin.

If you think you weren’t treated fairly because of your sex, age, race, color,
disability or national origin, you can send a complaint to the Civil Rights
Coordinator:

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608, Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out about
it. A decision will be sent to you within 30 days. If you disagree with the
decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone
number listed on your ID card, TTY 711, Monday through Friday, 8 a.m.
to 8 p.m. You can also file a complaint with the U.S. Dept. of Health and
Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at:
http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services,
200 Independence Avenue, SW Room 509F, HHH Building Washington,
D.C. 20201

We provide free services to help you communicate with us such as letters
in others languages or large print. You can also ask for an interpreter. To
ask for help, please call the toll-free member phone number listed on your
health plan ID card.

ATTENTION: If you speak English, language assistance services, free of
charge, are available to you. Please call the toll-free phone number listed
on your identification card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia
de idiomas, sin cargo, a su disposicion. Llame al nimero de teléfono
gratuito que aparece en su tarjeta de identificacion.

TR | MBI (Chinese) B B AT HEE S HER
% - BRI ER RSN E N AR ATERE -

XIN LUU Y: N&u quy vi néi tiéng Viét (Vietnamese), quy vi sé duoc cung
cap dich vy tro gitip vé ngdn ngit mién phi. Vui long goi s6 dién thoai
mién phi & mat sau thé hoi vién cta quy vi.

F2l: 3t=10{(Korean)E At StAl= 49 A0 X[ MHIAE
E2 0|3sta &= AUAFHCL Hotel AES e 7IME £ =
o HetiHs 2 2ot AIL.

[t

o]

oo

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha
kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-
free na numero ng telepono na nasa iyong identification card.

BHUMAHUE: 6ecruiaTHbie YCITyTH NIEPEBOAA AOCTYIIHBI IS
JIIozIeH, el poiHOM s3bIK siBisgeTcs pycckuii (Russian). [To3BonuTe
o OecIulaTHOMY HOMepy TeiedoHa, yka3aHHOMY Ha Ballei
HUACHTH()UKAIIMOHHON KapTe.
SOge: INpEg L\QCA& U&J%‘Lﬁz (Arabic)c <l tde‘ﬁa ‘d(au.u‘&ds Ud&j«jz
\Jectoéz eklllcg Jdal. %5‘){6 IJlsald oG 1Jslca U?Gbé \J?JJE idtf c._\l:ﬂéi
U@g B ‘dt\ua'é ey

Administrative services provided by United HealthCare Services, Inc. or their affiliates, and UnitedHealthcare Service LLC in NY. Stop-loss
insurance is underwritten by UnitedHealthcare Insurance Company or their affiliates, including UnitedHealthcare Life Insurance Company

in NJ, and UnitedHealthcare Insurance Company of New York in NY.
B2C EI1670806.1 4/23 © 2023 United HealthCare Services, Inc. All Rights Reserved. 22-1665601

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab
benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide
linguistique vous sont proposés gratuitement. Veuillez appeler le
numeéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe
ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer telefonu
podany na karcie identyfikacyjnej.

ATENCAQ: Se vocé fala portugués (Portuguese), contate o servico
de assisténcia de idiomas gratuito. Ligue gratuitamente para o niumero
encontrado no seu cartao de identificagao.

ATTENZIONE: in caso la lingua parlata sia I'italiano (ltalian), sono
disponibili servizi di assistenza linguistica gratuiti. Per favore chiamate
il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die geblhrenfreie Rufnummer auf der Rickseite Ihres
Mitgliedsausweises an.

SEEHIE | HASEE (Japanese) 2SN 5154 ~ BRIOEEXEY
—ERXRZEZIFAVWLLETET - BREERERGECREHSn TSI
— AL VILICHBFES S -

DR 53 B sk 4 Hl ) el lexs il (Farsi) (ol Led 0y R) s 55
80 il 20 48 Lad (i S (555 48 GG il o jladi b Wl a3l e L

G & Fer 9 gAY (Hindi) Seld §, 3T9eT ST Weraar
qaTt, ATR[AS 3TATY g1 HIAT 39 Tgaled IR W gAlagy
TTeT-Her TR W Hel M|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais
lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas teev
muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

MPOZOXH : Av piddte EAAnvika (Greek), umtdpyxel Swpedv BorBela otn
YAwooa oag. MNapakadeiote va kKaAéoete To Swpedv aplBuo mou Ba
Bpeite otnv K&pta TAUTOTNTAG LEAOUG.

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti
baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga
nakalista ayan iti identification card mo.

DIii BAA’AKONINIZIN: Diné (Navajo) bizaad bee yanitti’go, saad bee
aka’anida’awo’igii, t’aa jiik’eh, bee nd’ahoot’i’. T’aa shoodi ninaaltsoos
nith’izi bee nééhozinigii bine’d¢¢’ t’aa jiik’ehgo béésh bee hane’i
bika’igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada
taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan

wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga
agoonsiga.

opesldl (Gujarati): €124 AU 51 8 AYsyRic]] elietdl &l ofl U
IS HEERU Acll clell YAl YRAYA 8, 40l §3] MRl U S]
51551 YAMUR AUl A HISHL 2let-§3] HoR GUR sl §RU.
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UnitedHealthcare Level Funded | Texas | Choice | HE500025B

Choice plan details, all in
one place.

Use this benefit summary to learn more about this plan’s benefits, ways
you can get help managing costs and how you may get more out of this
health plan.

Check out what’s included in the plan

Network coverage only
You can usually save money when you receive care for covered health care services from J
network providers.

Network and out-of-network benefits
You may receive care and services from network and out-of-network providers and
facilities — but staying in the network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

8D

Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.

)
3

Preventive care covered at 100%
There is no additional cost to you for seeing a network provider for preventive care. J

Qe

Pharmacy benefits
With this plan, you have coverage that helps pay for prescription drugs and medications.

[L=TH

Tier 1 providers

Using Tier 1 providers may bring you the greatest value from your health care benefits.
These PCPs and medical specialists meet national standard benchmarks for quality care
and cost savings.

Freestanding centers
You may pay less when you use certain freestanding centers — health care facilities that
do not bill for services as part of a hospital, such as MRI or surgery centers.

Health savings account (HSA)
With an HSA, you’ve got a personal bank account that lets you put money aside, tax-free. J
Use it to save and pay for qualified medical expenses.

@ | Qe | B

This Benefit Summary is to highlight your Benefits. Don’t use this document to understand your exact coverage. If this Benefit Summary conflicts
with the Summary Plan Description (SPD), that document governs. Review your SPD for an exact description of the services and supplies that are
and are not covered, those which are excluded or limited, and other terms and conditions of coverage.
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Here's a more in-depth look at how Choice works.
Medical Benefits

In Network
Annual Medical Deductible
Individual $5,000
Family $10,000

All individual deductible amounts will count toward the family deductible, but an individual will not have to pay more than the individual deductible amount.
*After the Annual Medical Deductible has been met.

You're responsible for paying 100% of your medical expenses until you reach your deductible. For certain covered services, you may be required to pay a fixed dollar
amount - your copay.

Annual Out-of-Pocket Limit
Individual $5,000
Family $10,000

All individual out-of-pocket maximum amounts will count toward the family out-of-pocket maximum, but an individual will not have to pay more than the individual
out-of-pocket maximum amount.

Once you’ve met your deductible, you start sharing costs with your plan - coinsurance. You continue paying a portion of the expense until you reach your out-of-
pocket limit. From there, your plan pays 100% of allowed amounts for the rest of the plan year.

What You Pay for Services

Copays ($) and Coinsurance (%) for
Covered Health Care Services

Preventive Care Services
Preventive Care Services No copay

Certain preventive care services are provided as specified by
the Patient Protection and Affordable Care Act (ACA), with no
cost-sharing to you. These services are based on your age,
gender and other health factors. UnitedHealthcare also covers
other routine services that may require a copay, co-insurance
or deductible.

Includes services such as Routine Wellness Checkups,
Immunizations, Breast Pumps, Mammography and Colorectal
Cancer Screenings.

Office Services - Sickness & Injury
Primary Care Physician No copay*

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

Specialist No copay*

Additional copays, deductible, or co-insurance may apply
when you receive other services at your physician’s office. For
example, surgery and lab work.

Telehealth is covered at the same cost share as in the office.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

'JJ UnitedHealthcare'
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Copays ($) and Coinsurance (%) for
Covered Health Care Services

*

Urgent Care Center Services No copay

Additional copays, deductible, or co-insurance may apply
when you receive other services at the urgent care facility. For
example, surgery and lab work.

*

Virtual Care Services No copay

Benefits are available only when services are delivered through
a Designated Virtual Network Provider. You can find a
Designated Virtual Visit Network Provider by contacting us at
myuhc.com® or the telephone number on your ID card. Access
to Virtual Visits and prescription services may not be available
in all states or for all groups.

Emergency Care
Ambulance Services - Emergency Ambulance

*

Air Ambulance No copay

Ground Ambulance No copay

Ambulance Services - Non-Emergency Ambulance

Air Ambulance No copay*
Ground Ambulance No copay*
Dental Services - Accident Only No copay*
Emergency Health Care Services - Outpatient’ No copay*

Notification is required if it results in confinement to an Out-of-
Network Hospital.

Inpatient Care

What You Pay for Services

Habilitative Services - Inpatient The amount you pay is based on where the covered health care service is provided.
Hospital - Inpatient Stay No copay*

Skilled Nursing Facility/Inpatient Rehabilitation Facility No copay*

Services

Limited to 60 days per year.

Outpatient Care
Acupuncture Services No copay*

Limited to 10 treatments per year.

Habilitative Services - Outpatient
Manipulative treatment services No copay*
Other habilitative services No copay*

Limits will be the same as, and combined with those stated
under Rehabilitation Services - Outpatient Therapy and
Manipulative Treatment.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

lJJ UnitedHealthcare'
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What You Pay for Services

Copays ($) and Coinsurance (%) for
Covered Health Care Services

Home Health Care No copay*

Limited to 30 visits per year.

One visit equals up to four hours of skilled care services. This
visit limit does not include any service which is billed only for
the administration of intravenous infusion.

Lab, X-Ray and Diagnostic - Outpatient - Lab Testing No copay*
Limited to 18 Definitive Drug Tests per year.

Limited to 18 Presumptive Drug Tests per year.

Lab, X-Ray and Diagnostic - Outpatient - X-Ray and other No copay*
Diagnostic Testing

Major Diagnostic and Imaging - Outpatient No copay*
Physician Fees for Surgical and Medical Services No copay*

Rehabilitation Services - Outpatient Therapy and Manipulative

Treatment
Manipulative treatment services No copay*
Other rehabilitation services No copay*

Limited to 20 visits of Manipulative Treatments per year.

Limited to 30 combined visits of physical therapy, occupational
therapy, speech therapy, cardiac therapy, post cochlear
therapy, cognitive therapy and pulmonary therapy per year.

Limits are combined with Habilitative Services - Outpatient.

Surgery - Outpatient No copay*
Therapeutic Treatments - Outpatient No copay*

Therapeutic treatments include, but are not limited to dialysis,
intravenous chemotherapy, intravenous infusion, medical
education services and radiation oncology.

Supplies and Services

Diabetes Self-Management Items The amount you pay is based on where the covered health care service is provided under
Durable Medical Equipment (DME), Orthotics and Supplies or in the Prescription Drug Benefits
Section.

Diabetes Self-Management and Training/Diabetic Eye The amount you pay is based on where the covered health care service is provided.

Exams/Foot Care
Durable Medical Equipment (DME), Orthotics and Supplies No copay*

Enteral Nutrition No copay*

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.
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Copays ($) and Coinsurance (%) for
Covered Health Care Services

Hearing Aids
Limited to $5,000 every 36 months ages 18 and over.
Limited to 1 Bone Anchored Hearing Aid per lifetime.

Limited to 1 hearing aid per ear every 36 months under the
age of 18.

Limited to a single purchase per hearing impaired ear every 36
months.

Ostomy Supplies
Pharmaceutical Products - Outpatient

Depending on the pharmaceutical product prior authorization
may be required.

This includes medications given at a doctors office, or in a
covered person's home.

Prosthetic Devices
Pregnancy

Pregnancy - Maternity Services

Mental Health Care & Substance Related and
Addictive Disorder Services

Inpatient
Outpatient
Partial Hospitalization

Limited to 60 days combined for residential treatment facility
and skilled nursing facility per year.

Other Services
Cellular and Gene Therapy

Cellular or Gene Therapy services must be received from a
Designated Provider.

Clinical Trials

Gender Dysphoria

Hospice Care
Reconstructive Procedures
Transplantation Services

Coverage is only available when services are performed at a
Centers of Excellence facility, except for cornea transplants.

*After the Annual Medical Deductible has been met.
Prior Authorization may be Required. Refer to SPD.

What You Pay for Services

No copay*

No copay*

No copay*

No copay*

The amount you pay is based on where the covered health care service is provided except that
an Annual Deductible will not apply for a newborn child whose length of stay in the Hospital is
the same as the mother's length of stay.

*

No copay

No copay

No copay*

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided.

The amount you pay is based on where the covered health care service is provided or in the
Prescription Drug Benefits Section.

No copay*
The amount you pay is based on where the covered health care service is provided.

No copay*

lJJ UnitedHealthcare’ 5



Here’s an example of how the plan’s costs come into play.

1

You're responsible for paying 100% of
your covered health services until you

reach your deductible, which is the amounts, excluding copays) for

amount you pay before your health covered health care services with

plan pays a portion. you—this is your coinsurance. *
YOU PAY 20%*

YOU PAY 100%

At the start of 2 Once you reach
your plan year...

your deductible...

receive the service.

‘our coinsurance may val service. This example is for illustrative purposes only.
Y Th le is for illustrati I

Your health plan starts to share a
percentage of costs (the allowed

YOUR PLAN PAYS 80%

Along the way, you may also be required to pay a fixed amount (for example,
$15)—or copay—for covered health care services, such as seeing a provider
or purchasing a prescription. You pay 100% of the copay, usually when you

3 When you reach your
out-of-pocket limit...

Your plan covers your costs (the allowed
amount) at 100%. Your out-of-pocket
limit is the most you'll pay for covered
health services in a plan year—copays
and coinsurance count toward this.

YOUR PLAN PAYS 100%

More ways to help manage your health plan and stay in the loop.

Search the network to find doctors.
You can go to providers in and out of our network — but when
you stay in network, you’ll likely pay less for care. To get started:

« Go to welcometouhc.com > Benefits > Find a Doctor or Facility.

« Choose Search for a health plan.

« Choose Choice to view providers in the health plan’s network.

Manage your meds.

Look up your prescriptions using the Prescription Drug List (PDL).
It places medications in tiers that represent what you’ll pay, which
may make it easier for you and your doctor to find options to help
you save money.

« Go to welcometouhc.com > Benefits > Pharmacy Benefits.

« Select to view the medications that are
covered under your plan.

Access your plan online.

With myuhc.com®, you’ve got a personalized health hub to help
you find a doctor, manage your claims, estimate costs and more.

Get on-the-go access.

When you’re out and about, the UnitedHealthcare® app puts your
health plan at your fingertips. Download to find nearby care, video
chat with a doctor 24/7, access your health plan ID card and more.

Good stuff
that’s good
to know.

| dig it!

lJJ UnitedHealthcare'
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Other important information about your benefits.
Medical Exclusions

Services your plan generally does NOT cover. It is recommended that you review your SPD for an exact description of the services and supplies
that are covered, those which are excluded or limited, and other terms and conditions of coverage.

* Bariatric Surgery

* Cosmetic Surgery

¢ Dental Care (Adult)

e Infertility Treatment

e Long-Term Care

* Non-emergency care when traveling outside the U.S.
* Private-Duty Nursing

* Routine Eye Care (Adult)

* Routine Foot Care

* Weight Loss Programs

Outpatient Prescription Drug Benefits

For Prescription Drug Products dispensed at an In-Network Retail Pharmacy, you are responsible for paying the lowest of the following: 1) The
applicable Copayment and/or Coinsurance; 2) The In- Network Retail Pharmacy Usual and Customary Charge for the Prescription Drug Product;
and 3) The Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug Products from an In-Network Mail Order Pharmacy,
you are responsible for paying the lower of the following: 1) The applicable Copayment and/or Coinsurance; and 2) The Prescription Drug Charge
for that Prescription Drug Product. For an out-of-Network Retail Pharmacy, your reimbursement is based on the Out-of-Network Reimbursement
Rate, and you are responsible for the difference between the Out-of-Network Reimbursement Rate and the out-of-Network Pharmacy’s Usual and
Customary Charge.

See the Copayment and/or Coinsurance stated in the Benefit Information table for amounts. We will not reimburse you for any non-covered drug
product.

For a single Copayment and/or Coinsurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject
to additional supply limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription
Drug Product, unless adjusted based on the drug manufacturer’s packaging size, or based on supply limits, or as allowed under the Smart Fill
Program. Supply limits apply to Specialty Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, an out-of-Network
Pharmacy, a mail order Network Pharmacy or a Designated Pharmacy.

Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In
order to receive Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a
Prescription Drug Product is subject to step therapy requirements by contacting us at myuhc.com or the telephone number on your ID card.

Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization
from us or our designee to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the
definition of a Covered Health Care Service and is not an Experimental or Investigational or Unproven Service. We may also require you to obtain
prior authorization from us or our designee so we can determine whether the Prescription Drug Product, in accordance with our approved
guidelines, was prescribed by a Specialist.

If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an arrangement to provide
those Prescription Drug Products. If you are directed to a Designated Pharmacy and you choose not to obtain your Prescription Drug Product from
the Designated Pharmacy, the Prescription Drug Product is not eligible for benefits .

Certain Preventative Care Medications may be covered at zero costshare. You can get more information by contacting us at myuhc.com or the
telephone number on your ID card.

Benefits are provided for certain Prescription Drug Products dispensed by an In-Network Mail Order Pharmacy . The Outpatient Prescription Drug
Schedule of Benefits will tell you how In-Network Mail Order Pharmacy supply limits apply. Please contact us at myuhc.com or the telephone
number on your ID card to find out if Benefits are provided for your Prescription Drug Product and for information on how to obtain your
Prescription Drug Product through an In-Network Mail Order Pharmacy .
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Other important information about your benefits.
Pharmacy Exclusions

The following exclusions apply. In addition see your SPD for additional exclusions and limitations that may apply.

'JJ UnitedHealthcare'
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UnitedHealthcare does not treat members differently because
of sex, age, race, color, disability or national origin.

If you think you weren’t treated fairly because of your sex, age, race, color,
disability or national origin, you can send a complaint to the Civil Rights
Coordinator:

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608, Salt Lake City, UT 84130

You must send the complaint within 60 days of when you found out about
it. A decision will be sent to you within 30 days. If you disagree with the
decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone
number listed on your ID card, TTY 711, Monday through Friday, 8 a.m.
to 8 p.m. You can also file a complaint with the U.S. Dept. of Health and
Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at:
http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services,
200 Independence Avenue, SW Room 509F, HHH Building Washington,
D.C. 20201

We provide free services to help you communicate with us such as letters
in others languages or large print. You can also ask for an interpreter. To
ask for help, please call the toll-free member phone number listed on your
health plan ID card.

ATTENTION: If you speak English, language assistance services, free of
charge, are available to you. Please call the toll-free phone number listed
on your identification card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia
de idiomas, sin cargo, a su disposicion. Llame al nimero de teléfono
gratuito que aparece en su tarjeta de identificacion.

TR | MBI (Chinese) B B AT HEE S HER
% - BRI ER RSN E N AR ATERE -

XIN LUU Y: N&u quy vi néi tiéng Viét (Vietnamese), quy vi sé duoc cung
cap dich vy tro gitip vé ngdn ngit mién phi. Vui long goi s6 dién thoai
mién phi & mat sau thé hoi vién cta quy vi.

F2l: 3t=10{(Korean)E At StAl= 49 A0 X[ MHIAE
E2 0|3sta &= AUAFHCL Hotel AES e 7IME £ =
o HetiHs 2 2ot AIL.

[t

o]

oo

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha
kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-
free na numero ng telepono na nasa iyong identification card.

BHUMAHUE: 6ecruiaTHbie YCITyTH NIEPEBOAA AOCTYIIHBI IS
JIIozIeH, el poiHOM s3bIK siBisgeTcs pycckuii (Russian). [To3BonuTe
o OecIulaTHOMY HOMepy TeiedoHa, yka3aHHOMY Ha Ballei
HUACHTH()UKAIIMOHHON KapTe.
SOge: INpEg L\QCA& U&J%‘Lﬁz (Arabic)c <l tde‘ﬁa ‘d(au.u‘&ds Ud&j«jz
\Jectoéz eklllcg Jdal. %5‘){6 IJlsald oG 1Jslca U?Gbé \J?JJE idtf c._\l:ﬂéi
U@g B ‘dt\ua'é ey

Administrative services provided by United HealthCare Services, Inc. or their affiliates, and UnitedHealthcare Service LLC in NY. Stop-loss
insurance is underwritten by UnitedHealthcare Insurance Company or their affiliates, including UnitedHealthcare Life Insurance Company

in NJ, and UnitedHealthcare Insurance Company of New York in NY.
B2C EI1670806.1 4/23 © 2023 United HealthCare Services, Inc. All Rights Reserved. 22-1665601

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab
benefisye sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo
gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide
linguistique vous sont proposés gratuitement. Veuillez appeler le
numeéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe
ustugi ttumacza. Prosimy zadzwoni¢ pod bezptatny numer telefonu
podany na karcie identyfikacyjnej.

ATENCAQ: Se vocé fala portugués (Portuguese), contate o servico
de assisténcia de idiomas gratuito. Ligue gratuitamente para o niumero
encontrado no seu cartao de identificagao.

ATTENZIONE: in caso la lingua parlata sia I'italiano (ltalian), sono
disponibili servizi di assistenza linguistica gratuiti. Per favore chiamate
il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte
rufen Sie die geblhrenfreie Rufnummer auf der Rickseite Ihres
Mitgliedsausweises an.

SEEHIE | HASEE (Japanese) 2SN 5154 ~ BRIOEEXEY
—ERXRZEZIFAVWLLETET - BREERERGECREHSn TSI
— AL VILICHBFES S -

DR 53 B sk 4 Hl ) el lexs il (Farsi) (ol Led 0y R) s 55
80 il 20 48 Lad (i S (555 48 GG il o jladi b Wl a3l e L

G & Fer 9 gAY (Hindi) Seld §, 3T9eT ST Weraar
qaTt, ATR[AS 3TATY g1 HIAT 39 Tgaled IR W gAlagy
TTeT-Her TR W Hel M|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais
lus pub dawb rau koj. Thov hu rau tus xov tooj hu deb dawb uas teev
muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

MPOZOXH : Av piddte EAAnvika (Greek), umtdpyxel Swpedv BorBela otn
YAwooa oag. MNapakadeiote va kKaAéoete To Swpedv aplBuo mou Ba
Bpeite otnv K&pta TAUTOTNTAG LEAOUG.

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti
baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga
nakalista ayan iti identification card mo.

DIii BAA’AKONINIZIN: Diné (Navajo) bizaad bee yanitti’go, saad bee
aka’anida’awo’igii, t’aa jiik’eh, bee nd’ahoot’i’. T’aa shoodi ninaaltsoos
nith’izi bee nééhozinigii bine’d¢¢’ t’aa jiik’ehgo béésh bee hane’i
bika’igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada
taageerada lugadda, oo bilaash ah, ayaad heli kartaa. Fadlan

wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga
agoonsiga.

opesldl (Gujarati): €124 AU 51 8 AYsyRic]] elietdl &l ofl U
IS HEERU Acll clell YAl YRAYA 8, 40l §3] MRl U S]
51551 YAMUR AUl A HISHL 2let-§3] HoR GUR sl §RU.
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Humana Dental Traditional Plus 14 TEXAS
TX Trad+ O1K U&C 100/80/50
TALENTCARE LLC

In-network dentist Out-of-network dentist
U&C 90

Deductible Individual: Family: Individual: Family:
(excludes orthodontia services) $50 $150 $50 $150

Deductible applies to all services excluding preventive services.

Annual maximum

. . $1,500 + extended annual maximum (see section below)
(excludes orthodontia services)

Preventive services 100% no deductible 100% no deductible
Routine oral examinations (2 per year)

Bitewing x-rays (2 films under age 10,
up to 4 films ages 10 and older)

Panoramic x-rays (1 per 5 years
combined, Panorex and Full Mouth X-rays
share the same frequency; ages 6+)

Routine cleanings (2 per year)

Fluoride treatment (1 per year, through
age 14)

Sealants (permanent molars, through
age 14)

Space maintainers (primary teeth,
through age 14)

Oral Cancer Screening (1 per year, ages
40 and older)

Basic services 80% after deductible 80% after deductible
Emergency care for pain relief

Amalgam fillings (1 per tooth every 2
years, composite for anterior/front teeth)

Oral surgery (including extractions of
impacted teeth)

General anesthesia?
Stainless steel crowns

Harmful habit appliances for children
(1 per lifetime, through age 14)

Major services 50% after deductible 50% after deductible
Crowns (1 per tooth every 5 years)

Inlays/onlays (1 per tooth every 5 years)

Bridges (1 every 5 years)

Dentures (1 every 5 years)

Denture relines/rebases (1 every 3
years, following 6 months of denture use)

Denture repair and adjustments
(following 6 months of denture use)

1 Only covered in conjunction with covered oral surgical procedures. Other restrictions may apply.
Page 1 of 4 866-427-7478 | Humana.com



Humana Dental Traditional Plus 14 TEXAS
TX Trad+ O1K U&C 100/80/50

TALENTCARE LLC
In-network dentist Out-of-network dentist
U&C 90

Periodontics (periodontal cleanings 4
per year, scaling/root planing and
surgery 1 per quadrant every 3 years)

Endodontics (root canals 1 per tooth
per lifetime and 1 re-treatment)

Extended Annual Max 30% 30%

Additional coverage for preventive,
basic, and major services after the
annual maximum is met (excludes
orthodontia)

Orthodontia services Adult/Child orthodontia - Plan pays 50 percent (no deductible) of the covered
orthodontia services, up to: $1,000 lifetime orthodontia maximum.

Humana will reimburse out-of-network claims based on internal and external data (including FairHealth industry
benchmarks) to establish reimbursement limits by geographic region. Out of network dentists may bill members for charges
above the amount covered by the dental plan.

Waiting periods

Initial enrollment, 12 months* 24 months*
open enrollment, enrolled

and timely add-on employees

Initial enrollment, 10 or more No No No 12 months*
open enrollment, enrolled (No waiting period for
and timely add-on employees employer-sponsored)

2 Late applicant enrollment will have the following waiting periods: 12 months basic & major services, 12 months
orthodontia (24 months for 2-9 enrolled employees.)

* Waiting periods do not apply to endodontic services unless a late applicant.

* Waiting periods may be decreased or waived based on the number of months the member had dental insurance
immediately before their effective date. Members must have prior orthodontic insurance to reduce or waive the
orthodontic waiting period.

Questions? Register today!

Visit Humana.com or call 866-427-7478 Register or sign in to MyHumana at Humana.com
Monday - Saturday, 8 a.m. - 11 p.m., and to view your coverage details, ID cards, manage
Sunday, 11 a.m. - 8 p.m., Eastern time. claims, find a dentist and more!

Find a dentist at Humana.com/findadentist.

Page 2 of 4 866-427-7478 | Humana.com



TX Trad+ O1K U&C 100/80/50

Humana Dental Traditional Plus 14 TEXAS
@ TALENTCARE LLC

Missing tooth clause:
See plan document for more details.

Insured by Humana Insurance Company.
This is not a complete disclosure of plan qualifications and limitations. Your agents will provide you with specific limitations
and exclusions as contained in the Regulatory and Technical Information Guide. Please review this information before

applying for coverage. The amount of benefits provided depends upon the plan selected. Premiums will vary according to
the selection made.

Page 3 of 4 866-427-7478 | Humana.com



Important
At Humana, it is important you are treated fairly.
Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status, religion,
or language. Discrimination is against the law. Humana and its subsidiaries comply with applicable Federal Civil
Rights laws. If you believe that you have been discriminated against by Humana or its subsidiaries, there are
ways to get help.
* You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 877-320-1235 or if you use a TTY, call 711.
* You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through their Complaint Portal, available at https://ocrportal.hhs.gov/
ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services, 200 Independence Avenue, SW,
Room 509F, HHH Building, Washington, DC 20201, 800-368-1019, 800-537-7697 (TDD). Complaint forms
are available at https://www.hhs.gov/ocr/office/file/index.html.

+ California residents: You may also call California Department of Insurance toll-free hotline number:
800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids
and services are necessary to ensure an equal opportunity to participate.

Language assistance services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Espaiol (Spanish): Llame al niUmero arriba indicado para recibir servicios gratuitos de asistencia linguistica.
R (Chinese): BT LHMNEFERIBAI A ERSEEZSRIRT -
Tiéng Viét (Vietnamese): Xin goi so dién thoai trén day dé nhan dugc cac dich vu hé trg ngén ngtr mién phi.
ot=0] (Korean): = A0 X|@ MH|AS HOoqH 2|9 HS E HalStHA|L .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong
sa wika nang walang bayad.
Pyccknia (Russian): [To3BoHMUTE MO HOMEpPY, yKa3aHHOMY Bbille, YTObbI NONYyUNTb 6ecnnaTHble
ycnyru nepesoja.
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sevis éd pou lang ki gratis.
Francais (French): Appelez le numéro ci-dessus pour recevoir gratuitement des services d'aide linguistique.
Polski (Polish): Aby skorzystac z bezptatnej pomocy jezykowej, prosze zadzwoni¢ pod wyzej podany numer.
Portugués (Portuguese): Ligue para o numero acima indicado para receber servigos linguisticos, gratis.
Italiano (Italian): Chiamare il numero sopra per ricevere servizi di assistenza linguistica gratuiti.
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche
Hilfsdienstleistungen zu erhalten.
BAZE (Japanese): BHOEZBIZET — L AZTELDHR L. LEEDE SETHERILEL,
)8 (Farsi)

A0Sy el 398 olat b Baly Oysay b OMLgud cdliys glp
Diné Bizaad (Navajo): Wodahi béésh bee hani’i bee wolta’igii bich’{’ hodiilnih éi bee t’aa jiik'eh saad
bee aka'anida’awo’déé nika’adoowot.
4 s2ll (Arabic) :




Humana Vision 130 TEXAS
TALENTCARE LLC

Services In-network provider Out-of-network provider
(Member cost) (Reimbursement)

Exam with dilation as necessary $10 Up to $30

Retinal imaging*! Up to $39 Not covered

Contact lens exam?

Standard contact lens fit and follow-up* = Up to $40 Not covered

Premium contact lens fit and follow-up* = 10% off retail Not covered

Frames3 $130 allowance, $65 allowance

20% off balance over $130

Standard plastic lenses

Single vision $15 Up to $25
Bifocal $15 Up to $40
Trifocal $15 Up to $60
Lenticular $15 Up to $100
Lens options*
UV coating* $15 Not covered
Tint (solid and gradient)* $15 Not covered
Standard scratch-resistance* 515 Not covered
Standard polycarbonate - Adults* 540 Not covered
Standard polycarbonate - Children <19* 340 Not covered
Standard anti-reflective coating* >45 Not covered
Premium anti-reflective coating*
. Tier 1 $57 Not covered
. Tier 2 $68 Not covered
. Tier 3 20% off retail Not covered
Standard progressive (add-on to bifocal) >15 Up to 540
Premium progressive*
. $110 Not covered
» Tier 1
i $120 Not covered
* Tier 2
) $135 Not covered
» Tier 3
— $90 copay, 80% of charge less $120  Not covered
* Tier
allowance
Photochromatic / Plastic transitions* 37 Not covered
20% off retail Not covered

Polarized*

* This service is not a covered benefit under your insurance policy. However, this service may be available to members from participating providers at the
discounted rate shown. Members should confirm pricing with their provider.

TXHLJ4AUEN 06/24 Page 1 of 5 877-398-2980 | Humana.com



Humana Vision 130 TEXAS
TALENTCARE LLC

Services In-network provider Out-of-network provider
(Member cost) (Reimbursement)

Contact lenses?
(applies to materials only)

Conventional $130 allowance, $104 allowance

15% off balance over $130
Disposable $130 allowance $104 allowance

$0 $200 allowance
Medically necessary
Frequency
Examination Once every 12 months Once every 12 months
Lenses or contact lenses Once every 12 months Once every 12 months
Frame Once every 24 months Once every 24 months

Diabetic eye care: Care and
testing for diabetic members

Examination $0 Up to $77
* Up to (2) services per year
Retinal imaging S0 Up to $50
* Up to (2) services per year
Extended Ophthalmoscopy S0 Up to $15
* Up to (2) services per year
Gonioscopy S0 Up to $15
* Up to (2) services per year
Scanning laser $0 Up to $33

* Up to (2) services per year

'Member costs may exceed $39 with certain providers. Members may contact their participating provider to determine what costs or discounts are available.

2Standard contact lens exam fit and follow up costs and premium contact lens exam discounts up to 10% may vary by participating provider. Members may
contact their participating provider to determine what costs or discounts are available.

®Discounts may be available on all frames except when prohibited by the manufacturer.
“Lens option costs may vary by provider. Members may contact their participating provider to determine if listed costs are available.
5Plan covers contact lenses or lenses for frames, but not both.

Additional plan discounts

* Member may receive a 20% discount on items not covered by the plan at network providers. Members may contact their
participating provider to determine what costs or discounts are available. Discount does not apply to EyeMed Provider's
professional services, or contact lenses. Plan discounts cannot be combined with any other discounts or promotional offers.
Services or materials provided by any other group benefit plan providing vision care may not be covered. Certain brand
name vision materials may not be eligible for a discount if the manufacturer imposes a no-discount practice. Frame, Lens, &
Lens Option discounts apply only when purchasing a complete pair of eyeglasses. If purchased separately, members may
receive 20% off the retail price.

* Members may also receive 15% off retail price or 5% off promotional price for Lasik or PRK from the US Laser Network,
owned and operated by LCA Vision. Since Lasik or PRK vision correction is an elective procedure, performed by specialty
trained providers, this discount may not always be available from a provider in your immediate location.

TXHLJ4AUEN 06/24 Page 2 of 5 877-398-2980 | Humana.com



Humana Vision 130 TEXAS
TALENTCARE LLC

Questions? Register today!

Visit Humana.com or call 877-398-2980 Register or sign in to MyHumana at Humana.com
Monday - Saturday, 8 a.m. - 11 p.m., and to view your coverage details, ID cards, manage
Sunday, 11 a.m. - 8 p.m., Eastern time. claims, find a vision provider and more!

Find a vision provider at Humana.com/find-care.

TXHLJ4AUEN 06/24 Page 3 of 5 877-398-2980 | Humana.com



Humana Vision 130
IO TALENTCARE LLC

Limitations and exclusions (all services):

In addition to the limitations and exclusions listed in your

"Vision Benefits" section, this policy does not provide

benefits for the following:

1. Any expenses incurred while you qualify for any
worker's compensation or occupational disease act or
law, whether or not you applied for coverage.

2. Services:

* That are free or that you would not be required to pay
for if you did not have this insurance, unless charges
are received from and reimbursable to the U.S.
government or any of its agencies as required by law;

« Furnished by, or payable under, any plan or law
through any government or any political subdivision
(this does not include Medicare or Medicaid); or

* Furnished by any U.S. government-owned or
operated hospital/institution/agency for any service
connected with sickness or bodily injury.

3. Any loss caused or contributed by:

» War or any act of war, whether declared or not;

+ Any act of international armed conflict- or

 Any conflict involving armed forces of any

international authority.

Any expense arising from the completion of forms.

Your failure to keep an appointment.

Any hospital, surgical or treatment facility, or for

services of an anesthesiologist or anesthetist.

7. Prescription drugs or pre-medications, whether
dispensed or prescribed.

8. Any service not specifically listed in the Schedule of
Benefits.

9. Any service that we determine:

« Is not a visual necessity;

« Does not offer a favorable prognosis;

* Does not have uniform professional endorsement; or

* Is deemed to be experimental or investigational in
nature.

10. Orthoptic or vision training.

11. Subnormal vision aids and associated testing.

12. Aniseikonic lenses.

13. Any service we consider cosmetic.

14. Any expense incurred before your effective date or
after the date your coverage under this policy
terminates.

15. Services provided by someone who ordinarily lives in
your home or who is a family member.

16. Charges exceeding the reimbursement limit for the
service.

Humana.
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TEXAS

17. Treatment resulting from any intentionally self-inflicted
injury or bodily illness.

18. Plano lenses.

19. Medical or surgical treatment of eye, eyes, or
supporting structures.

20. Replacement of lenses or frames furnished under this
plan which are lost or broken, unless otherwise
available under the plan.

21. Any examination or material required by an Employer
as a condition of employment.

22. Non-prescription sunglasses.

23. Two pair of glasses in lieu of bifocals.

24. Services or materials provided by any other group
benefit plans providing vision care.

25. Certain name brands when manufacturer imposes no
discount.

26. Corrective vision treatment of an experimental nature.

27. Solutions and/or cleaning products for glasses or
contact lenses.

28. Pathological treatment.

29. Non-prescription items.

30. Costs associated with securing materials.

31. Pre- and Post-operative services.

32. Orthokeratology.

33. Routine maintenance of materials.

34. Refitting or change in lens design after initial fitting,
unless specifically allowed elsewhere in the certificate.

35. Artistically painted lenses.

Insured by Humana Insurance Company.

This communication provides a general description of
certain identified insurance or non-insurance benefits
provided under one or more of our insurance benefit plans.
Our insurance benefit plans have exclusions and limitations
and terms under which the coverage may be continued in
force or discontinued. For costs and complete details of the
coverage, refer to the plan document or call or write your
Humana insurance agent or the company. In the event of
any disagreement between this communication and the
plan document, the plan document will control.

NOTICE: Your actual expenses for covered services may
exceed the stated cost or reimbursement amount because
actual provider charges may not be used to determine
insurer and member payment obligations.

Policy Number: TX-70148-01 9/15 et.al.



Important
At Humana, it is important you are treated fairly.
Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status, religion,
or language. Discrimination is against the law. Humana and its subsidiaries comply with applicable Federal Civil
Rights laws. If you believe that you have been discriminated against by Humana or its subsidiaries, there are
ways to get help.
* You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 877-320-1235 or if you use a TTY, call 711.
* You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through their Complaint Portal, available at https://ocrportal.hhs.gov/
ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services, 200 Independence Avenue, SW,
Room 509F, HHH Building, Washington, DC 20201, 800-368-1019, 800-537-7697 (TDD). Complaint forms
are available at https://www.hhs.gov/ocr/office/file/index.html.

+ California residents: You may also call California Department of Insurance toll-free hotline number:
800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids
and services are necessary to ensure an equal opportunity to participate.

Language assistance services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Espaiol (Spanish): Llame al niUmero arriba indicado para recibir servicios gratuitos de asistencia linguistica.
R (Chinese): BT LHMNEFERIBAI A ERSEEZSRIRT -
Tiéng Viét (Vietnamese): Xin goi so dién thoai trén day dé nhan dugc cac dich vu hé trg ngén ngtr mién phi.
ot=0] (Korean): = A0 X|@ MH|AS HOoqH 2|9 HS E HalStHA|L .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong
sa wika nang walang bayad.
Pyccknia (Russian): [To3BoHMUTE MO HOMEpPY, yKa3aHHOMY Bbille, YTObbI NONYyUNTb 6ecnnaTHble
ycnyru nepesoja.
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sevis éd pou lang ki gratis.
Francais (French): Appelez le numéro ci-dessus pour recevoir gratuitement des services d'aide linguistique.
Polski (Polish): Aby skorzystac z bezptatnej pomocy jezykowej, prosze zadzwoni¢ pod wyzej podany numer.
Portugués (Portuguese): Ligue para o numero acima indicado para receber servigos linguisticos, gratis.
Italiano (Italian): Chiamare il numero sopra per ricevere servizi di assistenza linguistica gratuiti.
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche
Hilfsdienstleistungen zu erhalten.
BAZE (Japanese): BHOEZBIZET — L AZTELDHR L. LEEDE SETHERILEL,
)8 (Farsi)

A0Sy el 398 olat b Baly Oysay b OMLgud cdliys glp
Diné Bizaad (Navajo): Wodahi béésh bee hani’i bee wolta’igii bich’{’ hodiilnih éi bee t’aa jiik'eh saad
bee aka'anida’awo’déé nika’adoowot.
4 s2ll (Arabic) :




Humana Basic Life TEXAS
TALENTCARE LLC

Coverage Loss Benefit
Life insurance Death Your beneficiary will receive $25,000.
Accelerated. Terminal illness with a life-expectancy 50 percent of the life benefit amount to a
death benefit of 24 months or less. maximum benefit of $250,000. The final life
benefit amount will be reduced by the amount
of the accelerated death benefit paid (may vary
by state).
Dependent Death of spouse. No dependent coverage selected.
insurance Death of dependent child (Some limitations No dependent coverage selected.
apply. No benefit for birth through 14 days.
Reduced benefit for age 15 days to 6 months).
Accidental death << of Life / Dicmemberme Benefit: Non commo Benefit: Comma
or bodily injury Arrer Aeeiee ArTer Aeeiee
(AD&D) Loss of life 100% 200%
Loss of both hands 100% 200%
Loss of both limbs 100% 200%
Loss of both legs 100% 200%
Loss of both feet 100% 200%
Loss of sight in both eyes 100% 200%
Loss of one hand and one foot 100% 200%
Loss of one hand or one foot and sight of 100% 200%
one eye
Quadriplegia 100% 200%
Paraplegia 50% 100%
Hemiplegia 50% 100%
Loss of one hand 50% 100%
Loss of one arm 50% 100%
Loss of one leg 50% 100%
Loss of one foot 50% 100%
Loss of sight of one eye 50% 100%
*Reimbursement percentages for each benefit based on principle amount.

'The total benefit for all losses resulting from the same accident will be limited to the one type of loss which provides the
greatest benefit. This is in addition to the life benefit amount.

TXHLJ7TEN 06/24 Page 1 of 4 866-427-7478 | Humana.com



Humana Basic Life
TALENTCARE LLC

AD&D includes the following benefits:

TEXAS

Seat belt-airbag
helmet benefit

Death as the result of an auto accident while

properly using a seat belt, or wearing a
properly fitted and fastened motorcycle
helmet in a motorcycle accident.

Amount of your accidental death benefit
increases by 10 percent, but not less than
$1,000 or more than $10,000. In addition, we
will increase your accidental death benefit by 5
percent, to a maximum of $5,000 but no less
than $500, for a properly functioning airbag.

Education benefit

Death as the result of an accident.

Actual expense to a maximum of $5,000 or 5
percent of death benefit. Payable up to four
years for employee's dependent children or until
age 25. Dependent must be a full-time student
beyond 12th grade at a college, university or
vocational school on the date of the employee's
death or within 365 days after the death.

Childcare benefit

Death as the result of an accident.

Actual expense to a maximum of $5,000 or 5
percent of death benefit. For a dependent in a
licensed childcare center up to four consecutive
years after the employee's death, or until the
child's 13th birthday.

Coma benefit

Employee is in a coma caused by a
body injury, the coma begins within 365
days after the accident; and the person
remains in a coma for more than 31
consecutive days.

One time payment of 5 percent of the
employee's benefit, subject to a maximum of
$5,000.

Repatriation
benefit

Death as the result of an accident.

Actual expenses to a maximum of $5,000 if
employee dies as a result of an accidental death
at least 150 miles from his/her principal place of
resident, and there are expenses for preparing
and transporting the employee's body to a
mortuary.

Spouse training
benefit

Death as the result of an accident.

Actual expense to a maximum of $5,000 or 5
percent of death benefit for one year after the
employee's death. Survivor must be enrolled as
a student in an accredited school on the date of
the employee's death or within 365 days after
the death.

TXHLJ7TEN 06/24
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Humana Basic Life TEXAS

TALENTCARE LLC

Age reduction schedule

Beginning at age 65 (or age 70 in schedule three), Al Schedule two

employee life coverage will reduce based on the benefit 65 35 t

amount in force on the employee's 64th birthday (or age percen

69 in schedule three). Spouse benefits reduce based on 70 50 percent
spouse's age.

75

80 No further reduction

85+

Eligibility to participate
Active, full-time employees are eligible for coverage.

Waiver of premium

If you are totally disabled for at least six consecutive months prior to age 60, you can continue life insurance coverage and
waive the premium. Waiver ends at age 65 or 70 (see certificate for benefit details).

Conversion privilege
If your employment ends, you may be eligible to convert your coverage to an individual whole life insurance policy.

Questions?

Visit Humana.com or call
866-427-7478, Monday - Friday,
8 a.m. - 6 p.m., Eastern time.

Insured by Humana Insurance Company.

This is not a complete disclosure of plan qualifications and limitations. Please review your Certificate of Insurance for a
complete list of benefits. The Certificate of Insurance is the document upon which eligibility and benefit payment will be
determined. Your agent/broker will provide you with specific limitations and exclusions as contained in the Regulatory and
Technical Information Guide. Please review this information before applying for coverage.

Policy Number: TX-70050-07 EM POLICY 5/06 et.al.,
ICC22-GN-70050-07 EM POLICY et.al.

TXHLJ7TEN 06/24
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Important
At Humana, it is important you are treated fairly.
Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status, religion,
or language. Discrimination is against the law. Humana and its subsidiaries comply with applicable Federal Civil
Rights laws. If you believe that you have been discriminated against by Humana or its subsidiaries, there are
ways to get help.
* You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 877-320-1235 or if you use a TTY, call 711.
* You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through their Complaint Portal, available at https://ocrportal.hhs.gov/
ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services, 200 Independence Avenue, SW,
Room 509F, HHH Building, Washington, DC 20201, 800-368-1019, 800-537-7697 (TDD). Complaint forms
are available at https://www.hhs.gov/ocr/office/file/index.html.

+ California residents: You may also call California Department of Insurance toll-free hotline number:
800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids
and services are necessary to ensure an equal opportunity to participate.

Language assistance services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Espaiol (Spanish): Llame al niUmero arriba indicado para recibir servicios gratuitos de asistencia linguistica.
R (Chinese): BT LHMNEFERIBAI A ERSEEZSRIRT -
Tiéng Viét (Vietnamese): Xin goi so dién thoai trén day dé nhan dugc cac dich vu hé trg ngén ngtr mién phi.
ot=0] (Korean): = A0 X|@ MH|AS HOoqH 2|9 HS E HalStHA|L .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong
sa wika nang walang bayad.
Pyccknia (Russian): [To3BoHMUTE MO HOMEpPY, yKa3aHHOMY Bbille, YTObbI NONYyUNTb 6ecnnaTHble
ycnyru nepesoja.
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sevis éd pou lang ki gratis.
Francais (French): Appelez le numéro ci-dessus pour recevoir gratuitement des services d'aide linguistique.
Polski (Polish): Aby skorzystac z bezptatnej pomocy jezykowej, prosze zadzwoni¢ pod wyzej podany numer.
Portugués (Portuguese): Ligue para o numero acima indicado para receber servigos linguisticos, gratis.
Italiano (Italian): Chiamare il numero sopra per ricevere servizi di assistenza linguistica gratuiti.
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche
Hilfsdienstleistungen zu erhalten.
BAZE (Japanese): BHOEZBIZET — L AZTELDHR L. LEEDE SETHERILEL,
)8 (Farsi)

A0Sy el 398 olat b Baly Oysay b OMLgud cdliys glp
Diné Bizaad (Navajo): Wodahi béésh bee hani’i bee wolta’igii bich’{’ hodiilnih éi bee t’aa jiik'eh saad
bee aka'anida’awo’déé nika’adoowot.
4 s2ll (Arabic) :
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