ShieldHOTELS

Shield Hotels 2024-2025 Insurance Plan Premiums

66 Greenfield LLC Plan

Total Annual
Plan

Cost
HMO Blue New England Basic Saver
Individual $6,736.80

Employee + Spouse $13,473.60
Employee + Children $12,463.08
Family $19,199.88

HMO Blue New England 1000 with Copay
Individual S 10,419.36

Employee + Spouse $ 20,838.72
Employee + Children $ 19,275.72
Family S 29,695.08
Dental Blue 100-80-50

Individual $471.24
Family $1,154.52

Blue 20/20 Insight Standard Vision

Individual $88.80
Employee + Spouse $150.96
Employee + Children $155.40

Family $244.32

Total
Monthly Cost

$561.40
$1,122.80
$1,038.59
$1,599.99

$  868.28
$ 1,736.56
$ 1,606.31
$ 2,474.59

$39.27
$96.21

$7.40
$12.58
$12.95
$20.36

Employee Bi- Employer Bi-

Weekly

wvr N N n

$86.49
$345.60
$306.73
$565.84

200.37
601.12
541.00
941.75

$18.12
$44.40

$3.42
$5.81
$5.98
$9.40

Weekly
Contribution Contribution

v N n n

$172.62
$172.62
$172.62
$172.62

200.37
200.37
200.37
200.37

$0.00
$0.00

$0.00
$0.00
$0.00
$0.00

Total Bi-
Weekly Cost

S
S
S
S

$259.11
$518.22
$479.35
$738.46

400.74
801.49
741.37
1,142.12

$18.12
$44.40

$3.42
$5.81
$5.98
$9.40



+V

MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
HMO Blue New England Basic Saver

Coverage Period: on or after 01/01/2024
Coverage for: Individual and Family | Plan Type: HMO

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

the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only

a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see bluecrossma.org/coverage-info. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can

view the Glossary at bluecrossma.org/shcglossary or call 1-800-262-BLUE (2583) to request a copy.

What is the overall

Important Questions m Why This Matters:

$3,350 member / $6,550 family.

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

deductible? individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.
. This plan covers some items and services even if you haven't yet met the deductible amount. But a
Are there services , . . . : . ,
Yes. Preventive care, prenatal copayment or coinsurance may apply. For example, this plan covers certain preventive services without
EOEEL [T P e d tive d t sharing and bef t your deductible. See a list of d f ices at
your deductible? care, and preventive drugs. cost sharing and before you meet your deductible. See a list of covered preventive services a

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

Are there other
deductibles for specific
services?

Yes. For pediatric essential dental,
$50 member (no more than $150
for three or more eligible members
per family). There are no other
specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount before this plan
begins to pay for these services.

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

For medical and prescription drug
benefits, $7,100 member / $14,200
family; and for pediatric essential
dental, $350 member (no more
than $700 for two or more eligible
members per family).

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

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

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

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

Will you pay less if you
use a network provider?

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

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

providers.

with your provider before you get services.
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Important Questions Why This Matters:

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

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

What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least most

Common Medical Event Services You May Need

Deductible applies first; copayment
waived for services at a limited
services clinic; cost share waived for
Primary care visit to treat an injury or illness $45 / visit Not covered the first two diabetic PCP and / or
specialist visits per calendar year; a
telehealth cost share may be
applicable

Deductible applies first; cost share
waived for the first two diabetic PCP
and / or specialist visits per calendar
year; limited to 12 acupuncture visits

per calendar year; a telehealth cost

share may be applicable

GYN exam limited to one exam per
calendar year; a telehealth cost share
may be applicable. You may have to
Preventive care/screening/immunization No charge Not covered pay for services that aren't preventive.

Ask your provider if the services
needed are preventive. Then check
what your plan will pay for.

$75/ visit; $75 /
Specialist visit chiropractor visit; $75 Not covered
[ acupuncture visit

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

$125 for x-rays and
$75 for lab tests for Deductible applies first; copayment
: : hospitals; $25 for x- applies per category of test / day; pre-
If you have a test Diagnostic test (x-ray, blood work) rays and $15 for lab Not covered authorization required for certain
tests for other services

providers
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

Imaging (CT/PET scans, MRIs)

least

$1,000 for hospitals;
$750 for other

providers

most

Not covered

Deductible applies first; copayment
applies per category of test / day; pre-
authorization required for certain
services

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
bluecrossma.org/medicatio
n

Generic drugs

$10 / retail supply or
$20 / mail service
supply for low-cost

generic drugs; $45 /

retail supply or $90 /

mail service supply
for other generic

drugs

Not covered

Preferred brand drugs

Non-preferred brand drugs

$175/ retail supply or
$350 / mail service
supply
$250 / retail supply or
$750 / mail service

supply

Not covered

Not covered

Deductible applies first except for
preventive drugs; up to 30-day retail
(90-day mail service) supply; cost
share may be waived or reduced for
certain covered drugs and supplies;
pre-authorization required for certain
drugs

Specialty drugs

$10/ retail supply for
specialty preferred
generic drugs; $45 /
retail supply for
specialty non-
preferred generic
drugs; 50%
coinsurance / retail
supply for specialty
preferred brand
drugs; 50%
coinsurance / retail
supply for specialty
non-preferred brand
drugs; not covered /
mail service supply

Not covered

Deductible applies first; up to 30-day
retail supply; when obtained from a
designated specialty pharmacy; cost
share may be waived or reduced for
certain covered drugs and supplies;
specialty preferred brand drug
coinsurance limited to $350 per
supply; specialty non-preferred brand
drug coinsurance limited to $500 per
supply; pre-authorization required for
certain drugs
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

least)

most)

Deductible applies first; pre-

Facility fee (e.g., ambulatory surgery center) $1,000 / admission Not covered authorization required for certain
If you have outpatient services
surgery Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization required for certain
services
Deductible applies first; copayment
Emergency room care $1,500 / visit $1,500 / visit waived if admitted or for observation
stay
If you need immediate Emergency medical transportation No charge No charge Deductible applies first
medical attention Deductible applies first; out-of-
. . network coverage limited to out of
Urgent care $75  visit $75  visit service area; a telehealth cost share
may be applicable
Deductible applies first; pre-
Facility fee (e.g., hospital room) $1,500 / admission Not covered authorization / authorization required
If you have a hospital sta for certain services
y P y Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization / authorization required
for certain services
Deductible applies first; a telehealth
Outpatient services $45 / visit Not covered COSIEIEIE it 02 Ealelales Bt

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

authorization required for certain
services

Deductible applies first; pre-

Inpatient services $1,500 / admission Not covered authorization / authorization required
for certain services
Office visits No charge Not covered Deductible applies first except for
Childbirth/delivery professional services No charge Not covered prenatal care; cost sharing does not
apply for preventive services;
If you are pregnant maternity care may include tests and
Childbirth/delivery facility services $1,500 / admission Not covered services described elsewhere in the

SBC (i.e. ultrasound); a telehealth
cost share may be applicable
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What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)

Common Medical Event Services You May Need

Deductible applies first; pre-

Home health care No charge Not covered o )
_ authorization required
Deductible applies first; limited to 60
outpatient visits per calendar year
$85 / visit for (other than for autism, home health

care, and speech therapy); limited to
Not covered 60 days per calendar year for
inpatient admissions; a telehealth cost
share may be applicable; pre-
authorization required for certain
services

Deductible applies first; limited to 60
visits per calendar year (other than for

outpatient services;
$1,500 / admission
for inpatient services

Rehabilitation services

If you need help recovering autism, home health care, and speech
or have other special health therapy); copayment and coverage
needs Habilitation services $85 / visit Not covered limits waived for early intervention

services for eligible children; a
telehealth cost share may be
applicable; pre-authorization may be
required for certain services
Deductible applies first; limited to 100
Skilled nursing care $1,500 / admission Not covered days per calendar year; pre-
authorization required
Deductible applies first; cost share
Durable medical equipment 20% coinsurance Not covered waived for one breast pump per birth,
including supplies
Deductible applies first; pre-
Hospice services No charge Not covered authorization required for certain
services
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What You Will Pay

Common Medical Event Services You May Need In-Network Out-of-Network e
(You will pay the (You will pay the Important Information
least) most)
Limited to one exam every 12 months
Children’s eye exam No charge Not covered until the end of the month a member

turns age 19

Deductible applies first; limited to one
If your child needs dental set of prescription lenses and / or
Children’s glasses 35% coinsurance Not covered frames or contact lenses per calendar
or eye care .
year until the end of the month a
member turns age 19
Limited to twice per calendar year
Not covered until the end of the month a member
turns age 19

Children’s dental check-up No charge

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

e Cosmetic surgery e Long-term care e Private-duty nursing
e Dental care (Adult) o Non-emergency care when traveling outside the
U.sS.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortion e Hearing aids ($2,000 per ear every 36 months) ¢ Routine foot care (only for patients with systemic
e Acupuncture (12 visits per calendar year) e Infertility treatment circulatory disease)
e Bariatric surgery e Routine eye care - adult (one exam every 24 o Weight loss programs ($150 per calendar year per
e Chiropractic care months) policy)
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Your Rights to Continue Coverage:

If you have Individual health insurance:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the Massachusetts Division of Insurance
at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more information about possibly buying individual coverage
through the state marketplace, please contact the Massachusetts Health Connector at www.mahealthconnector.org. For more information on your rights to continue
coverage, you can contact the Member Service number listed on your ID card or call 1-800-262-BLUE (2583).

OR

If you have Group health coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and Human Services at 1-877-267-2323
x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can contact the Massachusetts Division
of Insurance at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more information about possibly buying
individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident, contact the Massachusetts Health
Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your plan sponsor. (A plan sponsor is
usually the member’s employer or organization that provides group health coverage to the member.)

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, call
1-800-472-2689 or contact your plan sponsor. (A plan sponsor is usually the member's employer or organization that provides group health coverage to the member.)
You may also contact The Office of Patient Protection at 1-800-436-7757 or www.mass.gov/hpc/opp.

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

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

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. It is a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

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

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

Peg is Having a Baby

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

m The plan’s overall deductible $3,350
mDelivery fee copay $0
mFacility fee copay $1,500
mDiagnostic tests copay $15

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

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

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

m The plan’s overall deductible $3,350
m Specialist visit copay $75
m Primary care visit copay $45
mDiagnostic tests copay $15

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow-up

care)
mThe plan’s overall deductible $3,350
m Specialist visit copay $75
mEmergency room copay $1,500
mAmbulance services copay $0

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

Diagnostic test (x-ray)

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

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

Cost sharing Cost sharing Cost sharing
Deductibles $3,350 Deductibles $3,350 Deductibles $2,800
Copayments $1,600 Copayments $1,400 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $5,010 The total Joe would pay is $4,770 The total Mia would pay is $2,800
The plan would be responsible for the other costs of these EXAMPLE covered services. 002284203 80-0295561-1-24 (9/23)

© Registered Marks of the Blue Cross and Blue Shield Association. © 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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* ' MCC COMPLIANCE

MASSACHUSETTS

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001652563 55-0647 (6/23)



+V

MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
HMO Blue New England $1000 Deductible with Copayment

Coverage Period: on or after 01/01/2024
Coverage for: Individual and Family | Plan Type: HMO

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

the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only

a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, see bluecrossma.org/coverage-info. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can

view the Glossary at bluecrossma.org/shcglossary or call 1-800-262-BLUE (2583) to request a copy.

What is the overall

Important Questions m Why This Matters:

$1,000 member / $2,000 family.

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

covered before you meet
your deductible?

care, prescription drugs, most
office visits, and mental health
visits.

deductible? individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.
. Yes. Preventive care, prenatal This plan covers some items and services even if you haven’t yet met the deductible amount. But a
Are there services

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

Are there other
deductibles for specific
services?

Yes. For pediatric essential dental,
$50 member (no more than $150
for three or more eligible members
per family). There are no other
specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount before this plan
begins to pay for these services.

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

For medical and prescription drug
benefits, $8,750 member / $17,500
family; and for pediatric essential
dental, $350 member (no more
than $700 for two or more eligible
members per family).

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

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

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

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

Will you pay less if you
use a network provider?

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

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

roviders.

with your provider before you get services.
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Important Questions

Why This Matters:

Do you need a referral to

Yes This plan will pay some or all of the costs to see a specialist for covered services but only if you have a
see a specialist? '

referral before you see the specialist.

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

What You Will Pay
Services You May Need In-Network Out-of-Network

Common Medical Event Limitations, Exceptions, & Other

(You will pay the (You will pay the Important Information
least most
Cost share waived for services at a
limited services clinic; cost share
Primary care visit to treat an injury or illness $25 / visit Not covered walved for the first two diabstic PGP

and / or specialist visits per calendar
year; a telehealth cost share may be
applicable
Cost share waived for the first two
$50 / visit: $50 / diabetic PCP and / o.r §Q(_aC|aI|st visits
- s . A per calendar year; limited to 12
If you visit a health care Specialist visit chiropractor visit; $50 Not covered L lend ,
rovider’s office or clinic | acupuncture visit acupuncture visits per calendar year;
providers a telehealth cost share may be
applicable
GYN exam limited to one exam per
calendar year; a telehealth cost share

Preventive care/screening/immunization

may be applicable. You may have to
No charge Not covered pay for services that aren't preventive.
Ask your provider if the services
needed are preventive. Then check
what your plan will pay for.
$80 for x-rays and Deductible applies first; copayment
. , $40 for lab tests for applies per category of test / day; pre-
Diagnostic test (x-ray, blood work) hospitals; no charge Not covered authorization required for certain
oo e G for other providers | se.rwce.:s
. Deductible applies first; copayment
$350 for hospitals; applies per category of test / day; pre-
Imaging (CT/PET scans, MRIs) $100 for other Not covered PPIieS per category | Y, D&
. authorization required for certain
providers services
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What You Will Pay

In-Network Out-of-Network
(You will pay the (You will pay the

Limitations, Exceptions, & Other
Important Information

Common Medical Event

Services You May Need

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
bluecrossma.org/medicatio

Generic drugs

least)

$10 / retail supply or
$20 / mail service
supply for low-cost

generic drugs; $45 /

retail supply or $90 /

mail service supply
for other generic

drugs

most)

Not covered

Preferred brand drugs

Non-preferred brand drugs

$100 / retail supply or
$200 / mail service

supply

- $225/ retail supply or |

$675 / mail service
supply

Not covered

Not covered

Up to 30-day retail (90-day mail
service) supply; cost share may be
waived or reduced for certain covered
drugs and supplies; pre-authorization
required for certain drugs

n

Specialty drugs

$10 / retail supply for
specialty preferred
generic drugs; $45 /
retail supply for
specialty non-
preferred generic
drugs; 50%
coinsurance / retail
supply for specialty
preferred brand
drugs; 50%
coinsurance / retail
supply for specialty
non-preferred brand
drugs; not covered /
mail service supply

Not covered

Up to 30-day retail supply; when
obtained from a designated specialty
pharmacy; cost share may be waived
or reduced for certain covered drugs

and supplies; specialty preferred

brand drug coinsurance limited to
$350 per supply; specialty non-
preferred brand drug coinsurance
limited to $500 per supply; pre-
authorization required for certain
drugs
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Common Medical Event

Services You May Need

In-Network

(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

least)

most)

Deductible applies first; pre-

Facility fee (e.g., ambulatory surgery center) $250 / admission Not covered authorization required for certain
If you have outpatient services
surgery Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization required for certain
services
Deductible applies first; copayment
Emergency room care $250 / visit $250 / visit waived if admitted or for observation
stay
If you need immediate : : . "
medical attention Emergency medical transportation No charge No charge Deductible applles. f|rI3t
Out-of-network coverage limited to out
Urgent care $50 / visit $50 / visit of service area; a telehealth cost
share may be applicable
Deductible applies first; pre-
Facility fee (e.g., hospital room) $550 / admission Not covered authorization / authorization required
If you have a hospital sta for certan services
y P y Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization / authorization required
for certain services
A telehealth cost share may be
i i 25/ visi N licable; pre-authorizati i
If you need mental health, Outpatient services $25 / visit ot covered applicable; pre aqt orlzqtlon required
. for certain services
behavioral health, or Deductible applies first; pre-
Substance abuse services Inpatient services $550 / admission Not covered authorization /authorization required
for certain services
Office visits No charge Not covered Deductible applies first except for
Childbirth/delivery professional services No charge Not covered prenatal care; cost sharing does not
apply for preventive services;
If you are pregnant maternity care may include tests and
Childbirth/delivery facility services $550 / admission Not covered services described elsewhere in the

SBC (i.e. ultrasound); a telehealth
cost share may be applicable
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What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)

Common Medical Event Services You May Need

Deductible applies first; pre-

Home health care No charge Not covered = )
authorization required
Deductible applies first; limited to 60
outpatient visits per calendar year
. other than for autism, home hea
$50 / visit for gl T Jor ST, O 2RI
. o care, and speech therapy); limited to
outpatient services;

Rehabilitation services Not covered 60 days per calendar year for
inpatient admissions; a telehealth cost
share may be applicable; pre-
authorization required for certain

services

Deductible applies first; limited to 60
visits per calendar year (other than for

$550 / admission for
inpatient services

If you need help recovering autism, home health care, and speech
or have other special health therapy); cost share and coverage
needs Habilitation services $50 / visit Not covered limits waived for early intervention

services for eligible children; a
telehealth cost share may be
applicable; pre-authorization may be
required for certain services
Deductible applies first; limited to 100
Skilled nursing care $550 / admission Not covered days per calendar year; pre-
authorization required
Deductible applies first; cost share
Durable medical equipment 20% coinsurance Not covered waived for one breast pump per birth,
including supplies
Deductible applies first; pre-
Hospice services No charge Not covered authorization required for certain
services
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What You Will Pay

Common Medical Event Services You May Need In-Network Out-of-Network i ST e 5 0L
(You will pay the (You will pay the Important Information
least) most)
Limited to one exam every 12 months
Children’s eye exam No charge Not covered until the end of the month a member

turns age 19

Deductible applies first; limited to one
If your child needs dental set of prescription lenses and / or
Children’s glasses 35% coinsurance Not covered frames or contact lenses per calendar
or eye care .
year until the end of the month a
member turns age 19
Limited to twice per calendar year
Not covered until the end of the month a member
turns age 19

Children’s dental check-up No charge

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

e Cosmetic surgery e Long-term care e Private-duty nursing
e Dental care (Adult) o Non-emergency care when traveling outside the
U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Abortion e Hearing aids ($2,000 per ear every 36 months) ¢ Routine foot care (only for patients with systemic
e Acupuncture (12 visits per calendar year) e Infertility treatment circulatory disease)
e Bariatric surgery e Routine eye care - adult (one exam every 24 o Weight loss programs ($150 per calendar year per
e Chiropractic care months) policy)
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Your Rights to Continue Coverage:

If you have Individual health insurance:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the Massachusetts Division of Insurance
at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more information about possibly buying individual coverage
through the state marketplace, please contact the Massachusetts Health Connector at www.mahealthconnector.org. For more information on your rights to continue
coverage, you can contact the Member Service number listed on your ID card or call 1-800-262-BLUE (2583).

OR

If you have Group health coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and Human Services at 1-877-267-2323
x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can contact the Massachusetts Division
of Insurance at 1-877-563-4467 or www.mass.gov/doi. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more information about possibly buying
individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident, contact the Massachusetts Health
Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your plan sponsor. (A plan sponsor is
usually the member’s employer or organization that provides group health coverage to the member.)

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, call
1-800-472-2689 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)
You may also contact The Office of Patient Protection at 1-800-436-7757 or www.mass.gov/hpc/opp.

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

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

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. Itis a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

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

Page 7 of 8



About these Coverage Examples:

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

Peg is Having a Baby

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

m The plan’s overall deductible $1,000
mDelivery fee copay $0
mFacility fee copay $550
mDiagnostic tests copay $0

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

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

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

m The plan’s overall deductible $1,000
m Specialist visit copay $50
mPrimary care visit copay $25
mDiagnostic tests copay $0

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow-up

care)
mThe plan’s overall deductible $1,000
m Specialist visit copay $50
mEmergency room copay $250
mAmbulance services copay $0

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

Diagnostic test (x-ray)

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

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

Cost sharing Cost sharing Cost sharing
Deductibles $1,000 Deductibles $100 Deductibles $1,000
Copayments $600 Copayments $2,400 Copayments $500
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $1,660 The total Joe would pay is $2,520 The total Mia would pay is $1,500
The plan would be responsible for the other costs of these EXAMPLE covered services. 002283401 80-02725G1-1-24 (9/23)

® Registered Marks of the Blue Cross and Blue Shield Association. © 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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* ' MCC COMPLIANCE

MASSACHUSETTS

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001652563 55-0647 (6/23)



*@ ' SUMMARY OF BENEFITS
MASSACHUSETTS

DENTAL BLUE
PEDIATRIC + ADULT 2

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

o 3

+V
MYBLUE

MASSACHUSETTS

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD
Sign in

Download the app, or create an account at bluecrossma.org.

This policy includes coverage of pediatric dental services as required
under the federal Patient Protection and Affordable Care Act.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Your Benefits

The dental benefits your plan covers are subject to the calendar-year deductible
and coinsurance (if applicable), and out-of-pocket maximum amounts shown
below. The calendar year begins on January 1and ends on December 31 of

each year. The chart below shows the percentage of costs your plan will pay for
covered dental services. Many covered services have specific time limits.

Your Out-of-Pocket Maximum

Your out-of-pocket maximum is the most you could pay during a calendar year
for deductible and coinsurance for covered services in this portion of the plan.
The out-of-pocket maximum is $350 per member (or $700 for two or more
members). Costs that do not count towards your out-of-pocket maximum are
premiums, any balance-billed charges, all dental services for members who are
not eligible for pediatric essential dental benefits, and all services that this policy

PEDIATRIC ESSENTIAL DENTAL BENEFITS

When Coverage Begins

You are covered, without a waiting period, from the date you enroll in the plan.
Dental benefits in this portion of the plan are provided for members until the end
of the calendar month in which they turn age 19.

Orthodontic Benefits

Orthodontic benefits are available on or after your effective date. Coverage

is only provided for medically necessary orthodontic care and requires prior
authorization before services are provided. Orthodontic benefits are calculated
using the allowed charge for the orthodontic procedure. You may be responsible
for the coinsurance, and any difference between the Blue Cross Blue Shield
payment and the dentist’s actual charge. Please see your plan description (and
riders, if any) for exact coverage details.

does not cover.

Preventive Benefit Group
No Deductible

Full Coverage

Basic Benefit Group

Major Benefit Group

$50 Per Member/$150 Per Family Calendar-Year Deductible

80% Coverage

50% Coverage

$350 Per Member ($700 for Two or More Members) Calendar-Year Out-of-Pocket Maximum

Oral Exams

+ One complete initial oral exam per provider or
location (includes initial history and charting of
teeth and supporting structures)

« Periodic or routine oral exams; twice in a
calendar year

+ Oral exams for a member under age three; twice in
a calendar year

+ Limited oral exams; twice in a calendar year

X-rays

+ Single tooth X-rays, as needed

+ Bitewing X-rays; twice in a calendar year

* Full mouth X-rays; once in three calendar years per
provider or location

» Panoramic X-rays; once in three calendar years per
provider or location

Routine Dental Care

» Routine cleaning, minor scaling, and polishing of the
teeth; twice in a calendar year

Fluoride treatments; once in 90 days

Sealants; once per tooth in three years per provider
or location (sealants over restored tooth surfaces
not covered)

Space maintainers

Fillings

+ Amalgam (silver) fillings; one filling per tooth surface
in 12 months

+ Composite resin (white) fillings; one filling per tooth
surface in 12 months

Root Canal Treatment

* Root canals on permanent teeth; once per tooth
Vital pulpotomy

Retreatment of prior root canal on permanent teeth;
once per tooth in 24 months

Root end surgery on permanent teeth; once

per tooth

Crowns
* Prefabricated stainless steel crowns; once per tooth
(primary and permanent)

Gum Treatment

* Periodontal scaling and root planing; once per
quadrant in 24 months

* Periodontal surgery; once per quadrant in
36 months

Prosthetic Maintenance

* Repair of partial or complete dentures and bridges;
once in 12 months

Reline or rebase partial or complete dentures; once
in 24 months

Recementing of crowns, inlays, onlays, and fixed
bridgework; once per tooth

Oral Surgery

+ Simple tooth extractions; once per tooth

 Erupted or exposed root removal; once per tooth

+ Surgical extractions; once per tooth (approval
required for complete, boney impactions)

+ Other necessary oral surgery

Other Necessary Services
+ Dental care to relieve pain (palliative care)
+ General anesthesia for covered oral surgery

Crowns

* Resin crowns; once per tooth in 60 months

« Porcelain/ceramic crowns; once per tooth in
60 months

« Porcelain fused to metal/high noble crowns; once
per tooth in 60 months

Tooth Replacement

* Removable complete or partial dentures, including
services to fabricate, measure, fit, and adjust them;
once in 60 months

« Fixed prosthetics, only if there is no other less
expensive adequate dental service; once in
60 months

Implants

« Single tooth dental endosteal implants for members
age 16 and older when the implant replaces
permanent teeth through second molars; once per
tooth in 60 months

Other Necessary Services

* Occlusal guards when necessary; once in a
calendar year

« Fabrication of an athletic mouth guard

Orthodontic Benefit Group

No deductible

Coverage is only provided for medically necessary
orthodontic care and requires prior authorization
before services are provided.

After prior authorization, you have:

50% coverage

* Braces for a member who has a severe and
handicapping malocclusion

* Related orthodontic services for a member
who qualifies




DENTAL BENEFITS FOR MEMBERS AGE 19 AND OLDER

Your Benefits

The dental benefits your plan covers are subject to the calendar-year deductible
and coinsurance (if applicable), and benefit maximum amounts shown below.
The calendar year begins on January 1and ends on December 31 of each year.
The chart below shows the percentage of costs your plan will pay for covered
dental services. Many covered services have specific time limits.

Your Benefit Maximum

Your benefit maximum is the most your plan will pay for covered services during
a calendar year in this portion of the plan. Once your plan has paid the benefit
maximum of $1,000 per member, no additional dental benefits will be provided

When Coverage Begins

You are covered, without a waiting period, from the date you enroll in the plan.
Dental benefits in this portion of the plan are provided for members who are age
19 and older and who are not eligible for pediatric essential dental benefits.

Accumulated Maximum Rollover Benefits

This portion of the dental plan includes an Accumulated Maximum Rollover
Benefit. This rollover benefit allows you to roll over a certain dollar amount of
your unused annual dental benefits for use in the future. There are limits and
restrictions on this benefit. Refer to the Accumulated Dental Maximum Rollover
brochure for further information.

during that calendar year. When this happens, you must pay your the allowed
charge for any services you receive for the rest of the calendar year.

Preventive Benefit Group
No Deductible

Full Coverage

Oral Exams

+ Complete initial oral exam (includes initial history
and charting of teeth and supporting structures);
once in 60 months per provider or location

« Periodic or routine oral exams; twice in a
calendar year

« Limited oral exams; twice in a calendar year

X-rays

+ Single tooth X-rays, as needed

« Bitewing X-rays; once in 6 months

* Full mouth X-rays; once in 60 months per provider
or location

» Panoramic X-rays; once in 60 months per provider
or location

Routine Dental Care

* Routine cleaning, scaling, and polishing of the teeth;
twice in a calendar year

« Periodontal cleanings; once every 3 months after
active periodontal treatment, not to exceed twice
in 12 months if combined with routine cleanings

Basic Benefit Group

Major Benefit Group

$50 Per Member/$150 Per Family Calendar-Year Deductible

80% Coverage

$1,000 Per Member Calendar-Year Benefit Maximum

Fillings

+ Amalgam (silver) fillings; one filling per tooth surface
in 12 months

+ Composite resin (white) fillings; one filling per tooth
surface in 12 months

« Temporary fillings; one filling per tooth

Root Canal Treatment

» Root canals on permanent teeth; once per tooth

« Vital pulpotomy

+ Retreatment of prior root canal on permanent teeth;
once per tooth in 24 months

Root end surgery on permanent teeth; once

per tooth

Gum Treatment

+ Periodontal scaling and root planing; once per
quadrant in 24 months

+ Periodontal surgery; once per quadrant in
36 months

Prosthetic Maintenance

* Repair of partial or complete dentures and bridges;
once in 12 months

Reline or rebase partial or complete dentures; once
in 36 months

Recementing of crowns, inlays, onlays, and fixed
bridgework; once per tooth

Oral Surgery

« Simple tooth extractions; once per tooth

+ Erupted or exposed root removal; once per tooth

+ Surgical extractions; once per tooth (approval
required for complete, boney impactions)

» Other necessary oral surgery

Other Necessary Services
+ Dental care to relieve pain (palliative care)
+ General anesthesia for covered oral surgery

50% Coverage

Crowns

« Crowns; once per tooth in 60 months

« Replacement of crowns; once in 60 months

* Metallic, porcelain, and composite resin inlays or
onlays; once per tooth in 60 months

* Replacement of metallic, porcelain, or composite
resin inlays or onlays; once per tooth in 60 months

« Post and core buildup in addition to crown

Tooth Replacement

Removable complete or partial dentures, including
services to fabricate, measure, fit, and adjust them;
once in 60 months

Fixed bridges and crowns (when part of a bridge),
including services to fabricate, measure, fit, and
adjust them; once per tooth in 60 months
Replacement of denture and bridges, but only when
they are installed at least 60 months after the initial
placement and only if the existing appliance cannot
be made serviceable

Temporary partial dentures to replace any of the
six upper or lower front teeth, but only if they are
installed immediately after the loss of teeth and
during the period of healing

Implants

« Single tooth dental endosteal implants when the
implant replaces permanent teeth through second
molars; once per tooth in 60 months




WELCOME TO DENTAL BLUE,

A COMPREHENSIVE DENTAL PLAN PROVIDING BROAD NETWORK ACCESS TO MEET YOUR DENTAL CARE NEEDS.

Your Dentist

Dental Blue offers an extensive network of dentists. Over 90 percent of dentists
in Massachusetts and Rhode Island participate with Blue Cross Blue Shield

of Massachusetts. Dental Blue members also have access to participating
dentists nationwide.

If you would like help choosing a dentist, or already have a dentist and you want to
know if they participate with your plan, you can call the dentist, look at the current
dental provider directory, or call Member Service at the toll-free phone number
shown on your Dental Blue ID card. You can also access the online dental provider
directory at bluecrossma.org.

Pre-Treatment Estimates and Prior Authorizations

If your dentist expects that your treatment will involve covered services that

will cost more than $250, Blue Cross Blue Shield recommends that your dentist
send a copy of the “treatment plan” to Blue Cross Blue Shield before services are
provided. A treatment plan is a detailed description of the procedures that the
dentist plans to perform and includes an estimate of the charge for each service.

Once the treatment plan is reviewed, you and your dentist will be notified of the
benefits available.

If your dentist has determined you will need a service that requires prior
authorization, they must request approval for those services to be covered before
services are provided. Prior authorization services that are done without obtaining
approval may not be covered.

You will be responsible for all charges for services that are not approved or are
done without prior authorization.

Multi-Stage Procedures

Your dental plan provides benefits for multi-stage procedures (procedures that
require more than one visit, such as crowns, dentures, and root canals) as long

as you are enrolled in the plan on the date that the multi-stage procedure is
completed. A participating dentist will send a claim for a multi-stage procedure to
Blue Cross Blue Shield only after the completion date of the procedure.

You will be responsible for all charges for multi-stage procedures if your plan has
been cancelled before the completion date of the procedure.

Dependent Benefits

This plan covers dependents until the end of the calendar month in which
they turn age 26, regardless of their financial dependency, student status, or
employment status. See your plan description (and riders, if any) for exact
coverage details.

Enhanced Dental Benefits

Enhanced Dental Benefits for certain dental care services are available for
members who have been diagnosed with qualifying conditions. To learn more
about specific conditions included in this benefit, review your plan description
(and riders, if any) on MyBlue at bluecrossma.org.

How Dentists Are Paid - Participating Dentists

Dentists that participate with Blue Cross Blue Shield of Massachusetts, Blue Cross
Blue Shield of Rhode Island, or participating out-of-area dentists accept the lesser
of either the dentist’s actual charge or the allowed charge as payment in full for
covered services. You pay only your deductible and coinsurance (if applicable),
and any allowed charges beyond your calendar-year benefit maximum.

In Massachusetts, benefits are usually only provided when covered services
are received from a participating dentist. The exceptions are described in your
plan description.

How Dentists Are Paid -Non-participating Dentists Outside

of Massachusetts

Benefits for covered services by a non-participating dentist outside of
Massachusetts are provided based on the dentist’s actual charge or the
allowed charge, whichever is less. The allowed charge is based on a schedule
of charges. You may be responsible for any difference between the dentist's
actual charge or the allowed charge, whichever is less. You are also responsible
for your deductible and coinsurance (if applicable), and charges beyond your
calendar-year benefit maximum.

Supplemental Coverage - Non-participating Dentists Inside

of Massachusetts

Your plan includes supplemental coverage to provide benefits for covered
services received in Massachusetts from non-participating dentists. You may

be responsible for the deductible and coinsurance (if applicable), any difference
between the maximum allowance and the dentist’s actual charge, and all charges
beyond your calendar-year benefit maximum. See your plan sponsor for details
and claim filing information.

If You Have to File a Claim

Participating dentists will send claims directly to Blue Cross Blue Shield. All
you have to do is show them your Dental Blue ID card. The payment will be
sent directly to your dentist when claims are received within one year of the
completed service.

If you receive care from a non-participating dentist, you may have to submit the
claim yourself. Before submitting your claim, get an Attending Dentist's Statement
form from Member Service. After your dentist fills out the form, send it and your
original itemized bills to Blue Cross Blue Shield of Massachusetts, P. O. Box 986030,
Boston, MA 02298. All member-submitted claims must be submitted within two
years of the date of service.

If you have a grievance, see your plan description for instructions on how to file
a grievance.

Other Information

Coordination of benefits applies to plan members who are covered by another
plan for health care expenses. Coordination of benefits ensures that payments
from other insurance or health care plans do not exceed the total charges billed
for covered services.

Your plan description has a subrogation clause, which means that Blue Cross
Blue Shield can recover payments if a member has already been paid for the

same claim by a third party.

QUESTIONS?

For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-262-BLUE (2583),
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summarize the benefits of your dental plan. Your plan description and riders define the full terms and conditions in greater detail. Should any questions arise
concerning benefits, the plan description and riders will govern. For a complete list of limitations and exclusions, refer to your plan description and riders.

© Registered Marks of the Blue Cross and Blue Shield Association. © 2022 Blue Cross and Blue Shield of Massachusetts, Inc. Printed at Blue Cross and Blue Shield of Massachusetts, Inc.

001549417

55-0110SG1-1-22 (04/22)



¥

MASSACHUSETTS

DENTAL BLUE® ACCUMULATED
MAXIMUM ROLLOVER

At Blue Cross Blue Shield of Massachusetts, we know that oral health is a critical part of overall
health. That's why we offer a dental benefit that will allow you to roll over a portion of your unused
dental benefits from year to year.

HOW MAXIMUM ROLLOVER WORKS

Beginning 60 days after the last day of your benefit period, doesn’t pay out more claims dollars on your behalf than the
your rollover amount will be added to your maximum benefit amount in the second column, your benefit maximum for the
amount, increasing it for you to use that year and beyond next year will increase by the amount in the third column.

(see below for amounts and maximums). And, your rollover amount keeps growing and is available
There is no cost to you. You don’t need to do anything. for you to use as long as your employer offers this rollover

To figure out the amount of benefit dollars that are eligible benefit.* The last column will show you the total amount of

to roll over, just use the chart below. Start by searching for additional benefit dollars you can earn. It's one more way we're
your benefit period maximum in the first column. If Blue Cross working to improve health care for all our members.

You can accumulate benefit dollars to help offset higher out-of-pocket costs for complex procedures.
This benefit applies to you automatically if:
e You receive at least one service during the benefit period e You don’'t exceed the claim payment threshold in the

¢ You remain a member of the plan throughout the benefit period benefit period

If your dental plan’s And if your total claims We'll roll over this .
. . . . However, rollover totals will
annual maximum benefit don't exceed this amount amount for you to use be cabped at this amount:*
amount is: for the benefit period:* next year and beyond:* PP ’
$500-$749 $200 $150 $500
$750-$999 $300 $200 $500
$1,000-$1,249 $500 $350 $1,000
$1,250-$1,499 $600 $450 $1,250
$1,500-$1,999 $700 $500 $1,250
$2,000-$2,499 $800 $600 $1,500
$2,500-$2,999 $900 $700 $1,500
$3,000 or more $1,000 $750 $1,500

*This is not a flexible spending account (FSA). The amount reflects your benefit maximum for a given year.

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual
orientation, or gender identity.

ATTENTIQN: If you don't speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCION: Si habla espariol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Liame al nimero de Servicio al Cliente que figura en su tarjeta de identificacién (TTY: 711).
ATENGAOQ: Se fala portugués, sao-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do nimero no seu cartao ID (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association. 000668960 50-0010 (12/20)

®” Registered Marks and TM Trademarks are the property of their respective owners. © 2020 Blue Cross and Blue Shield of Massachusetts, Inc,, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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MASSACHUSETTS

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity. It does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.
e —

BLUE CROSS BLUE SHIELD
OF MASSACHUSETTS PROVIDES:

* Free aids and services to people with
disabilities to communicate effectively
with us, such as qualified sign language
interpreters and written information in other
formats (large print or other formats).

* Free language services to people whose
primary language is not English, such as
qualified interpreters and information written
in other languages.

If you need these services, call Member Service
at the number on your ID card.

If you believe that Blue Cross Blue Shield

of Massachusetts has failed to provide
these services or discriminated in another
way on the basis of race, color, national
origin, age, disability, sex, sexual orientation,
or gender identity, you can file a grievance
with the Civil Rights Coordinator by mail

at Civil Rights Coordinator, Blue Cross

Blue Shield of Massachusetts,

One Enterprise Drive, Quincy, MA 02171-2126;
phone at 1-800-472-2689 (TTY: 711),

fax at 1-617-246-3616; or email at
civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

You can also file a civil rights complaint

with the U.S. Department of Health and

Human Services, Office for Civil Rights,

online at ocrportal.hhs.gov; by mail at U.S.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 20201; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2022 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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* ' TRANSLATION RESOURCES
MASSACHUSETTS

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espafiol: ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al numero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-Ine disponibilizados gratuitamente
senvicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, atravées do ndmero Nno
seu cartéo ID (TTY: 711).

Chinese/BfERX: /T2 MNEEHHL, HATAIEEERFIRMES RS . B%RITE D * L8
SHBERS RRSEE (TTY S5 711) o

Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang
disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantititkasyon w lan (Sevis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi noi Tiéng Viét, cac dich vu hd trg ngdn nglr dugc cung cdp cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo so6 trén thé ID cla quy vi (TTY: 711).
Russian/Pyccknin: BHIMAHWE: ecnu Bbl roBopuTe no-pycckiu, Bbl MOXKeTe BOCNOMNb30BaTbCA OeCnnaTHbIMU

yCnyramm nepeBoaumKa. [No3BoHUTe B OTAEN OOCNYXMBAHWA KIIMEHTOB MO HOMEPY, YKazaHHOMY B Baluel
naeHTMPUKaLUMoHHOW KapTe (Tenetann: 711).

Arabic/ ,::

sl jlaz) sk Bl e ssoobl 031 e clacyl Sloasy Jasl el deutlly Blows &gl Basludl Sloas 351 oy yll dilll oy S 13) ol

(711 TTY (Sl uall gail

Mon-Khmer, Cambodian/igi: MitjS&nnis LUfU’S ISHASunwmen g
[ﬁjﬁﬁgw“ﬁﬁﬂﬁﬁﬁﬁ[i‘j nmmnmsmﬁﬂijgn"} Y g i85 [ﬁfgﬁ[ﬁjﬁ UTIRAMEINS
[M[ﬂ?ﬁ%ﬁﬂNgﬁWgSiﬁﬁﬁgﬁ (TTY: 711)7
French/Francais: ATTENTION : si vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numeéro indiqué sur votre carte d’assuré
(TTY : 711).
Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa
(TTY: 711).
Korean/é*ioi: o et=01E AtEStAlE 8%, U0 A|# MEIAZE FE2 0|35t
USUCEH #Mste] ID ZH=0 U= MStHSITY: 711)E AFESH0 2|3 A A0l M2tetd
Greek/EAANVIKA: [TPOXOXH: Eav pindte EAANVIKG, SiatiBevTal yia oag urnpeoieg YAwooIKA¢ BoriBelag,

dwpeav. Kahéate Tnv Ymnpeoia E¢umnpetnong Mehwv otov aplBuod tng kaptag pérouc oag (ID Card)
(TTY:711).

+

>
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Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogg bezptatnie skorzystac z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/f&: &ara & afe 3mg R g &, aF YT §8™dr J4am, 39 & Qv e
3y | TEET QaTHT F HUF WS, FE W /U 30 A T Fred Y @Laas.: 711),

Guijarati/aevaidl: 2l Ul 671 dH ASHRUAL BlAAL G, dl dHel AMISIA ASAAL QAL (AL et Guasy 69,
A1zl w518 Uz wilel vz uz Member Service A s1d 531 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Japanese/BAEE: HHISHE HAEZPELICESHITENDSEB ) VARZA VAT —ERET
MAWERITEY, DA—RNICGRHOEZESZFERAL AV /N\——EREXTEERETZEN
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche
UnterstUtzung zur Verflgung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711).

Persian/ .\

Sbs ) 0y 0 gotie I Lt b3S o8 et s GIK0) Sse 0 (G5 SeS leds ol )b Lot (35 S oo
(TTY: 711) 5,80 (led cliac) Sleasr (23 | ags

Lao/w9979290: 2001{F19: 1)9c39cH1WIF290L0, TNIOINWgoecTiDdIVWIZI ILIoS

VIO, ?mtmcdwu:)mDazmanmm)‘)@czn?mozaueﬂvuoaagmw (TTY: 711),

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’go saad bee yat’i> éi

t’a4jiik’e bee nikd’a’doowotgo éi nd’ahoot’1i’. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bikd’igiiji’

béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2022 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
000489691 55-1493 (6/21)



= Exam-Plus Standard Vision Plan:
BIUGZO/ 20 Insight Network

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

Additional

Vision care service In-network Out-of-network
member cost reimbursement’

Comprehensive eye exam $10 copay up to $50 in-network savings
Contact lens fit and follow-up? and discounts
- Standard up to $40 n/a
* Premium 10% off retail price n/a
Retinal imaging up to $39 n/a [y a completg
Enhanced Diabetes Eye Care Benefit® 40 0 slecond pair of
For members diagnosed with Paid in full: up to two OFF | 9glasses
type 1 or type 2 diabetes diabetic eye exams and n/a

diagnostic testing every

12 months .
0 non-prescription
Frames $130 allowance, then up to $74 0

Y sunglasses
additional 20% off balance OFF

Standard plastic lenses

* Single vision $25 copay up to $42 L

* Bifocall $25 copay up to $78 retaltl) price

* Trifocal $25 copay up to $130 0 or 5% qff

* Lenticular $25 copay up to $130 /[] prpmo’uonal

» Standard progressive lens $90 copay up to $140 OFF BLCS for Iaser

* Premium progressive lens vision correction
tier 1-tier 3 $110-$135 copay up to $196 through U.S.
tier 4 $90 copay, then 80% up to $196 Laser Network

of charge less $120
allowance Customer service:

Lens options? 1-855-875-6948

* UV treatment $156 n/a o . .

+ Tint (solid and gradient) $15 n/a o locate ,Zn In-networ

+ Standard plastic scratch coating $15 n/a provider, visit "

« Standard polycarbonate $40 n/a blue2020ma.com:

+ Standard polycarbonate for covered Paid in full up to $26 *Registration not reqired to search for providers.
dependents under age 19

« Standard anti-reflective coating $45 n/a

* Premium anti-reflective coating $57-$68 n/a

* Photochromic/Transitions® plastic $75 n/a .
* Polarized 20% off retalil price n/a Save on hea_rlng exams
+ Other add-ons 20% off retail price n/a and hearing aids

Contact lenses* ; :

» Conventional $130 allowance, then up to $104 Offer.ed by Amplifon Hearing,
additional 15% off balance an independent company.

* Disposable $130 allowance up to $104 To learn more about the

* Medically necessary Paid in full up to $210 savings available, visit

Frequency amplifonusa.com/blue2020.

* Exam once every 12 months

* Lenses for frames or one order of contact lenses once every 12 months Call 1-866-921-5367

« Frames once every 24 months to get started.

Choose from thousands of independent and retail providers including:
LENSCRAFTERS' PEARLE COVISION™ (® oPTICAL

For costs and further details of the coverage, including exclusions, please refer to your member booklet.

1. Your actual expenses for covered services may exceed the stated out-of-network amount.
2. Indicates a service that is a discounted arrangement as part of your vision plan.

3. Consult with your eye care provider.

4. Discount applies to materials only and not fittings for contact lenses.

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Llame al
not discriminate on the basis of race, color, national origin, age, disability, sex, sexual orientation, or ndmero de EyeMed Network/Servicio al Paciente que figura en su tarjeta de identificacién (TTY: 711).
gender idenity. ATENGAO: Se vocé nio fala inglés, sdo-lhe disponibilizados gratuitamente servicos de assisténcia
ATTENTION: If you don't speak English, language assistance services, free of charge, are available to de idiomas. Telefone para a EyeMed Network/Servigos ao Paciente usando o niimero no seu cartdo de

you. Call the EyeMed Network/Patient Services number on your ID card (TTY: 711). ID (TTY: 711). eYe

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
®’ Registered Marks and ™ Service Marks are property of their respective owners.© 2020 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
000275841 55-0883 (01/20)



Health Insurance Marketplace Coverage o fooroved
Options and Your Health Coverage OMB No. 1210-0149

(expires 12-31-2026)
|

PART A: General Information

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

What is the Health Insurance Marketplace?

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

Can | Save Money on my Health Insurance Premiums in the
Marketplace?

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

Does Employment-Based Health Coverage Affect Eligibility for
Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain minimum value
standards, you will not be eligible for a tax credit, or advance payment of the tax credit, for your Marketplace coverage and may wish to
enroll in your employment-based health plan. However, you may be eligible for a tax credit, and advance payments of the credit that lowers
your monthly premium, or a reduction in certain cost-sharing, if your employer does not offer coverage to you at all or does not offer
coverage that is considered affordable for you or meet minimum value standards. If your share of the premium cost of all plans offered to
you through your employment is more than 9.12%z of your annual household income, or if the coverage through your employment does not
meet the "minimum value" standard set by the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit,
if you do not enroll in the employment-based health coverage. For family members of the employee, coverage is considered affordable if the
employee’s cost of premiums for the lowest-cost plan that would cover all family members does not exceed 9.12% of the employee’s
household income.12

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

* Indexed annually; see https://www.irs.gov/pub/irs-drop/rp-22-34.pdf for 2023.
An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by
the plan is no less than 6o percent of such costs. For purposes of eligibility for the premium tax credit, to meet the “minimum value standard,” the health plan must also provide

substantial coverage of both inpatient hospital services and physician services.



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

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

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

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or
Children’s Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of the
nationwide COVID-1g public health emergency, state Medicaid and CHIP agencies generally have not terminated the enrollment
of any Medicaid or CHIP beneficiary who was enrolled on or after March 18, 2020, through March 31, 2023. As state Medicaid and
CHIP agencies resume regular eligibility and enrollment practices, many individuals may no longer be eligible for Medicaid or
CHIP coverage starting as early as March 31, 2023. The U.S. Department of Health and Human Services is offering a temporary
Marketplace Special Enroliment period to allow these individuals to enroll in Marketplace coverage.

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update an
existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of Medicaid or
CHIP coverage within the same time period, are eligible for a 60-day Special Enrollment Period. That means that if you lose
Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, you may be able to enroll in Marketplace coverage
within 6o days of when you lost Medicaid or CHIP coverage. In addition, if you or your family members are enrolled in Medicaid
or CHIP coverage, it is important to make sure that your contact information is up to date to make sure you get any information
about changes to your eligibility. To learn more, visit HealthCare.gov or call the Marketplace Call Center at 1-800-318-2596. TTY
users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance Coverage?

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

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace or
applying directly through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-medicaid-chip/ for
more details.

How Can | Get More Information?

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

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



PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an application
for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to correspond to

the Marketplace application.

3. Employer name

66 Greenfield LLC & Westfield Barnes LLC

4. Employer Identification Number (EIN)

5. Employer address 6. Employer phone number
63 Myron Street
7. City 8. State 9. ZIP code
West Springfield MA 01089

10. Who can we contact about employee health coverage at this job?
Danielle Michael

11. Phone number (if different from above) 12. Email address

shield@shieldhotels.com

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

All employees who work an average of 30 or more hours per week.

D Some employees. Eligible emplovees

« With respect to dependents:
We do offer coverage. Eligible dependents

Spouse and Dependent Children of an employee who works an average of 30 or more hours per week.

|:| We do not offer coverage.

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended

to be affordable, based on employee wages.

** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will use your household income, along with other
factors, to determine whether you may be eligible for a premium discount. If, for example, your wages

vary from week to week (perhaps you are an hourly employee or you work on a commission basis), if you

are newly employed mid-year, or if you have other income losses, you may still qualify for a premium

discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process.
Here's the employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax

credit to lower your monthly premiums.



The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is
optional for employers but will help ensure employees understand their coverage choices.

13.

Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in

the next 3 months?

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

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

14. Does the employer offer a health plan that meets the minimum value standard*?
Yes (Go to question 15) [] No (STOP and return form to employee)
15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include

family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she

received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs. . .

a. How much would the employee have to pay in premiums for this plan? ¢ /A ERis not an applicable large Employer.

b. How often? [_] Weekly  [] Every 2 weeks [J Twice a month [ Monthly []Quarterly [] Yearly

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

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

Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often? [ JWeekly []Every 2 weeks ] Twice a month [ Monthly [JQuarterly [ Yearly

B Employer won't offer health coverage

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

the plan is no less than 6o percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)




