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This guide was created to answer some of the questions you may have
about your benefits. Please read it carefully along with any supplemental
materials you receive.

PLEASE NOTE: This booklet provides a summary of
the benefits available, but is not your Summary
Plan Description (SPD). The Company reserves the
right to modify, amend, suspend, or terminate
any plan at any time, and for any reason without
prior notification. The plans described in this
book are governed by insurance contracts
and plan documents, which are available for
examination upon request. We have attempted
to make the explanations of the plans in this
booklet as accurate as possible. However,
should there be a discrepancy between this
booklet and the provisions of the insurance
Human Resources contracts or plan documents, the provisions of
the insurance contracts or plan documents will
govern. In addition, you should not rely on any
oral descriptions of these plans, since the written
descriptions in the insurance contracts or plan
documents will always govern.

Sincerely,



How to Enroll

Open Enrollment Period

HACAP's annual enrollment period will be held
November 6, 2023 through November 17, 2023.
Log on to UKG to review your current benefits, make any

plan changes, or update dependent and/or beneficiary infor-

mation.

Have social security numbers and
birth dates for all dependents
and beneficiaries available prior
to logging on.

Newly Hired/Eligible Employees

New hires and newly eligible employees MUST complete online
enrollment even if choosing to waive coverage in order to provide
beneficiary information for your company-paid life insurance.
Coverage, if elected, will begin on your date of hire, provided you
enroll online within 30 days of your date of hire.

Enrolling In Your Benefits

Please review this guide to gain a full understanding of the plans being

offered. Be sure to log into UKG between November 6™ and November 17t

or within 30 days of becoming eligible, to review your current benefits and

make any changes for the upcoming plan year.

The enrollment process will be broken down into 4 steps:

Your Information

Employee - Verify accuracy of all personal information.

Family - You may add new or edit existing dependent information as nec-
essary. Please remember to include social security numbers for all depen-
dents.

Your Benefits - You will be automatically enrolled in benefits that are
company-paid. These benefits will be checked off as completed. The first
incomplete benefit will open up and guide you through the enrollment
process.

Enroll - You will be asked to assign beneficiaries, confirm other

coverage, do a final review of your elections and confirm.

Complete - After you have made your benefit elections and verified them
for accuracy, click ”"SUBMIT.” You will then have the

option to e-mail and/or print a copy of the Confirmation Statement for
your records.

You can make changes to your selections prior to the enroliment deadline by

logging back into the system and clicking on “REVIEW” to make necessary

changes.



You must notify Human Resources
within 30 days from the life event
status change in order to make a
change in your benefit selections.

Benefit Changes

The benefit elections you make during open enrollment or as a new hire will
remain in effect for the entire plan year. You will not be able to change or
revoke your elections once they have been made unless a life event status
change occurs.

For purposes of health, dental, vision and flexible spending accounts, you
will be deemed to have a life event status change if:

your marital status changes through marriage, the death of your
spouse, divorce, legal separation, or annulment;

your number of dependents changes through birth, adoption,
placement for adoption, or death of a dependent;

you, your spouse or dependents terminate or begin employment;
your dependent is no longer eligible due to attainment of age;

you, your spouse or dependents experience an increase or reduction in
hours of employment (including a switch between part-time and full-time
employment; strike or lock-out; commencement of or return from an
unpaid leave of absence);

gain or loss of eligibility under a plan offered by your employer or
your spouse’s employer;
a change in residence for you, your spouse or your dependent
resulting in a gain or loss of eligibility.
In order to be permitted to make a change of election relating to your
health, dental or vision coverage due to a life event status change, the
change must result in you, your spouse or dependent gaining or losing
eligibility for health, dental or vision coverage under this Plan or a plan
sponsored by another employer by whom you, your spouse or dependent
are employed. The election change must correspond with that gain or loss
of eligibility.
You may also be permitted to change your elections for health coverage

under the following circumstances:

a court order requires that your child receive accident or health
coverage under this plan or a former spouse’s plan;

you, your spouse or dependent become entitled to Medicare or
Medicaid;

you have a Special Enrollment Right;

there is a significant change in the cost or coverage for you or your spouse
attributable to your spouse’s employment.

For purposes of all other benefits under the plan, you will be deemed
to have a life event status change if the change is on account of and

consistent with a change in status, as determined by the plan administrator,
in its discretion, under applicable law and the plan provisions.

%l



Benefit Changes continued...

Event Action Required Results If Action Not Taken

New Hire: Make elections within 30 days of hire date. You and your dependents are not eligible
Documentation is required. until the next annual Open Enrollment.

Marriage: Your new spouse must be added to your elections Your spouse is not eligible until the next
within 30 days of the marriage date. A copy of the annual Open Enrollment period.
marriage certificate must be presented.

Divorce: The former spouse must be removed within 30 days of Benefits are not available for the divorced

the divorce. Proof of the divorce will be required. A
copy of the divorce decree must be presented.

spouse and will be recouped if paid
erroneously.

Birth or adoption of a
child:

The new dependent must be enrolled in your elections
within 30 days of the birth and adoption, even if you
already have family coverage. A copy of the birth
certificate, footprints, or hospital discharge papers
must be presented. Once you receive the child’s Social
Security Number, be sure to contact AssuredPartners
to update your child’s insurance information record.

The new dependent will not be covered
on your health insurance until the next
annual Open Enrollment period.

Death of a spouse or
dependent:

Remove the dependent from your elections within 30
days from the date of death. Death certificate must be
presented.

You could pay a higher premium than
required and you may be overpaying for
coverage.

Your spouse gains or loses
employment that provides
health benefits:

Add or drop health benefits from your elections
within 30 days of the event date. A letter from the
employer or insurance company must be presented.

You need to wait until the next annual
Open Enrollment period to make any
change.

Loss of coverage with a
spouse:

Change your elections within 30 days from the loss of
coverage. A letter from the employer must be
provided.

You will be unable to enroll in the benefits
until the next annual Open Enrollment
period.

Changing from full-time to
part-time employment
(without benefits) or from
part-time to full- time (with
benefits):

Change your elections within 30 days from the
employment status change in order to receive COBRA
information or to enroll in benefits as a full-time
employee. Documentation from the employer must be
provided.

Benefits may not be available to you or
your dependents if you wait to enroll in
COBRA. Full-time employees will have to
wait until the annual Open Enrollment
period.

If you Experience a Life Event Status Change

Log onto UKG to add or drop dependents from your coverage if you experience alife event status change. Y our username and pass-
word will be the same as you used during open enrollment. Click on “Life Events” and a series of easy-to-follow instructions will lead
you through the enrollment process.

You must update your elections within 30 days of your life event status change or you will not be able to make changes until the

next annual open enrollment. If adding or removing dependents, you are required to submit specific documents along with your life

change event. The change will be inactive until proper documentation is received and approved. For assistance processing life event

status changes, you can contact Human Resources.



HACAP 2024 Annual Enroliment Overview

January 1%t marks the anniversary of our employee benefit plans. Shortly, you will be enrolling in our
administration system UKG Ready for the plan effective 1/1/2024-12/31/2024. Please carefully read
the information below for a brief summary of each plan.

Health Insurance:
We are pleased to announce our medical coverage is remaining with Wellmark. The Wellmark Blue
Advantage plans have changed to Wellmark Blue HMO.

Please note: The Wellmark Blue HMO plans will now have a lower $20 copay if you see your
designated PCP. If you have an office visit and see a provider that is not your PCP the copay is
$25. All other visits such as specialists, chiropractors, etc are $25.

2024 Health Costs:

HACAP continues to pay near 80% of the medical premiums - employees pay approximately 20%
Part-time rates are applicable to those in part-time full status positions working 30-34 hours per
week.

2024 Employee Bi-Weekly Deductions (26 times per year)

Employee Employee & Employee & .
Only Spouse Child(ren) Employee & Family
?fj?t.”ﬂf EDrSS.%CytéiLi $83.74 $170.13 $157.35 $414.88
(Part-time Employees) $92.12 $187.14 $173.09 $456.37
?ﬁﬁ??.:l“%ﬁs.iﬂ?'f $75.48 $153.19 $141.70 $373.48
(Part-time Employees) $83.02 $168.51 5155.87 $410.82
fﬁfﬂm E[;?SI%%ZS $94.44 $191.88 177.47 $467.95
(Pl tirme Emploneney $110.96 $233.62 $192.94 $523.69
?g:r(t)?tixggr'r?pl_l'g{/::s $122.05 $256.99 $212.23 $576.06

e If you are an employee who is affected by the summer leave option, you may have the deductions taken out of 19
rather than 26 pay periods. Contact Jim McGoldrick for information (JMcGoldrick@hacap.org).

e HACAP per pay period contribution to HSA accounts: $34.62 for Single/$96.15 for all others.



Dental Insurance:
The dental plan will continue to be offered through Delta Dental. HACAP continues to pay for
preventive services at 100%. Look in the Dental Section on the “To Go” benefit for
more information on the carryover of your unused benefits p.62 of the booklet

Summary of Benefits Dental Insurance

Deductible $25 Single / $75 Family

Calendar Year Benefit $750

Coverage 0% for Preventive Services, 20% Basic Services and 50% for Major Services
Orthodontia Coverage 50% up to $750 Lifetime Benefit for Children under 19

Vision Insurance:
Voluntary vision plan with VSP for 2024.

Summary of Benefits Vision Insurance
Vision Exam Copay $10 copay - Every 12 months
Lenses $25 Copay - Every 12 months
Frames $25 Copay with $130 allowance - every 24 months
Contact Lenses Up to $60 Copay with $130 allowance — every 12 months
Premiums (26 Pay Periods)
Employee Premium $4.44 Pay Period Employee + Spouse $7.10 Pay period
Employee + Child(ren) $7.26 Pay Period Family $11.70 Pay Period

Flexible Spending Accounts (FSA):

This benefit allows you to pay for your out-of-pocket medical, dental and vision expenses and

dependent care expenses with pre-tax dollars, which lowers your tax liability.

¢ Benefit eligible employees will have the opportunity to elect to participate in the Flexible Spending
Account for the plan year beginning January 1, 2024 - December 31, 2024.

e To participate each year in the FSA plans, you must make an annual election. This
election can now be completed in UKG Ready.

e Eligible health care and dependent care reimbursable expenses are available on the iSolved
website, www.isolvedbenefitservices.com/kabel, or by phone at (515) 224-9400.

e Important Note: If you are enrolled in the High Deductible Health Plan/Heath Savings Account, IRS
rules do not allow you or your spouse to have a Medical FSA.

Health Savings Account (HSA)

You may elect to have an HSA with Alliance Select High Deductible Health Plan medical plan. The
HSA is an account that accumulates funds to cover your health care expenses. HACAP makes the
following bi-weekly contributions to a member’s account based on coverage level: $34.62 for single
and $96.15 for all other coverage levels.

Core Benefits (Provided to You at No Cost):
HACAP is pleased to continue to provide both Basic Life/AD&D Insurance and Short-Term Disability in
2024. This important financial protection will continue to be provided at no cost to our employees.

The Hartford is HACAP’s new carrier and will continue to provide the basic life employee benefit in the
amount of $25,000.

You are eligible for STD benefits one year after employment. The benefit is 60% of your salary up
to $1000 per week for 25 weeks with a 7-day elimination period prior to benefits being paid.

~



Optional Benefits (You Decide) offered through The Hartford:

Optional Life Insurance

Employees who want to supplement their group life insurance benefits may purchase additional
coverage. When you enroll yourself and/or your dependents in this benefit, you pay the full cost
through bi-weekly payroll deductions. You may purchase coverage on yourself in the amount of
one to five times your basic annual earnings (to a maximum of $500,000). Coverage is also
available for your spouse and children.

Long-Term Disability (LTD)

You may purchase LTD coverage to provide financial protection in the event you become
disabled from a non-work-related injury or sickness. After you are disabled for 180 days, the
plan pays a monthly benefit of 30% of your insured pre-disability earnings.

Accident Insurance / Critical Illness Insurance

You may purchase Accident Insurance and/or Critical Iliness Insurance plans to provide
additional financial protection in the event you become injured or ill. These plans are
offered through The Hartford.

Questions & Answers

Changes that can be made effective January 1, 2024:

Change medical plans

Enroll or terminate individual and/or dependent coverage in the medical and/or dental plans
Enroll in the Flexible Spending Account Plan

Add or make changes to your Optional Benefits (e.g. Optional Life Insurance)

* & o o

What is the deadline to complete my 2024 Benefits Enroliment?
+ Your enrollment must be completed by November 17, 2024.

Who do I contact with questions?
+ Contact Jason Fisher (jfisher@hacap.org), Keri Burian (kburian@hacap.org), Alivia Klein
(aklein@hacap.org) in Human Resources with any questions you may have.

NOTE: After the Open Enrollment Period, you cannot make changes to your coverage during the year
unless you experience a change in family status, such as:

— Loss or gain of coverage through your spouse

— Loss of eligibility as a covered dependent — no longer eligible for coverage on parent’s plan
— Death of your covered spouse or child

— Birth or adoption of a child, Marriage, divorce, or legal separation

—  Switch from part-time to full-time

You have 30 days from a change in family status to make changes to your current coverage.

The information in this Benefits Summary is presented for illustrative purposes and is based on information provided by the employer.
The text contained in this Summary was taken from various summary plan descriptions and benefit information. While every effort was
taken to accurately report your benefits, discrepancies, or errors are always possible. In case of discrepancy between the Benefits
Summary and the actual plan documents the actual plan documents will prevail. All information is confidential, pursuant to the Health
Insurance Portability and Accountability Act of 1996. If you have any questions about this summary, contact Human Resources.



Om=Line Rnrollment
Novyember ©, 2023 —
Novemmber 17, 2023

Even it you are not going to enroll in
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Know Your
Benelits

Employee’s Guide to Health Plans

Fee-for-service
(FFS)

Definition

Health coverage that
reimburses health care
providers for services for
employees. Tends to be the
most costly for employers.

Primary Care

Physician (PCP)

Not required;
employees can choose
any provider.

Network of
Providers

No network;
employees can choose
any provider.

Referrals

Not required.

Deductibles,
Coinsurance,
Copayments, Claim
Forms

Deductibles and
coinsurance may be
required. Claim forms
may be used.

Health
Maintenance
Organization

(HMO)

Covers services performed
solely by providers in a
network. This tends to be a
low cost system, but is more
restrictive than other plans.

Required; the PCP
coordinates all medical
care and must make
referrals to specialty
providers for
employees.

Services by out-of-
network providers are
not typically covered
under the plan.

Required; PCP
coordinates all medical
care.

May require employee
cost sharing through
deductibles, copays or
coinsurance.

Preferred
Provider
Organization
(PPO)

Has a network of providers,
but also allows use of
medical providers outside of
the plan’s network (typically
with greater employee cost-
sharing). Referrals may not
be required. Is more flexible
than an HMO, but also more
expensive generally.

Not typically required.
Some PPO vendors
offer incentives for
employees to visit a

PCP to coordinate
medical care.

There is a network,
and the plan allows for
use of out-of-network
providers with greater

cost sharing by
employees.

May not be required.

Coinsurance,
deductibles and copays
are the standard;
usually lower when
using in-network
providers.

High
Deductible
Health Plan

(HDHP)

A high deductible health
plan is often paired with a
tax-advantaged account to
pay for medical expenses.

The most prominent options
are health reimbursement
arrangements (HRAs) and

health savings accounts
(HSAs).

Varies by plan type
(e.g., HMO plans
require PCP).

Not required but are
offered to bring
savings to employers
and employees.

Varies by plan type
(e.g., HMO plans
require referrals).

Typically low or no
coinsurance after the
deductible is met.
Deductibles are
substantially higher
than other plans.

This Know Your Benefits article is provided by AssuredPartners Great
Plains, LLC and is to be used for informational purposes only and is not
intended to replace the advice of an insurance professional. © 2008-
2013 Zywave, Inc. All rights reserved.

A

AssuredPar
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Benefits

Know Your

An HSA is a tax-advantaged
account used to pay for
qualified medical expenses.
An HSA must be used in
conjunction with an HDHP.
An advantage of an HSA is
that the funds remaining in
the account at the end of
the plan year are rolled over
into the account for the
next year.

Health Savings
Account (HSA)

N/A

Not required. They

may be used to pay for

any qualified medical
expense.

N/A

N/A

Plan combines elements of
an HMO and PPO. Each time
employees need health
care, they can choose how
it will be received. If an
employee initially sees a
PCP and stays in-network,
then more substantial
benefits will be received
versus not seeing a PCP
first.

Point-of-service
Plan (POS)

Required when
accessing HMO-like
benefits of the plan.

Not required when
accessing PPO-like
benefits of the plan.

Employees must stay
in-network.

Required for the HMO
portion of the plan;
not required for the

PPO portion.

No deductibles;
minimal coinsurance
or co-pays for HMO
portion. Deductibles,

coinsurance and
copays are typical for

the PPO portion—
lower for in-network
providers.

A health reimbursement
arrangement is a program
that allows employers to set
aside an amount of funds to
reimburse participating
employees for medical
expenses. An HRA is often
combined with another
health plan.

Health

Reimburse
Arrangement

(HRA)

May not be required.
Subject to the paired
health plan and
employer.

May not be required.
Subject to the paired
health plan and
employer.

May not be required.
Subject to the paired
health plan and
employer.

N/A

A health flex spending
account is an account set up
through a health plan that
allows employees to
contribute funds that are
not subject to payroll tax.
Any unused funds are lost
after a grace period.
Employers also have the
option of allowing
employees to carry over up

to $500 of unused funds

Health Flex
Spending
Account

(Health FSA)

from one year to the next.

May not be required.
Subject to the paired
health plan.

Subject to the paired
health plan.

May not be required.

May not be required.

Subject to the paired
health plan.

N/A

11



Plan 1 Blue Advantage HMO $950
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Welimark. K51 )

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: Single & Family | Plan Type: HMO

Hawkeye Area Community Action ADV HMO Plan 1

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

Important Questions m Why this Matters:

What is the overall $950 person/$1,900 family per calendar
deductible? year.

Are there services covered | Yes. Well-child care, preventive care

before you meet your from in-network providers, physician

deductible? maternity care, in-network prosthetic
limbs and services subject to
copayments are covered before you
meet your deductible.

Are there other deductibles | No. There are no other deductibles.
for specific services?

What is the out-of-pocket Health: $1,700 person/$3,400 family per

limit for this plan? calendar year. Drug Card: $1,700
person/$3,400 family per calendar year.
The In-Network health and drug card
out-of-pocket maximum amounts
accumulate together.

What is not included in the | Premiums, balance-billed charges, and

out-of-pocket limit? health care this plan doesn’t cover.

Will you pay less if you use | Yes. See www.wellmark.com or call 1-

a network provider? 800-524-9242 for a list of network
providers.

10/04/2022;01/01/2024;HL000558;RL002684;301783-61;301783-62;00017879;N;NGF

Generally, you must pay all 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 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 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 www.healthcare.gov/coverage/preventive-
care-benefits/.

You don’t have to meet deductibles for specific services.

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

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

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

Page 1
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Important Questions Answers Why this Matters:

Do you need a referral to see | No. You can see the specialist you choose without a referral.
a specialist?

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

What You Will Pay | What You Will Pay

: In-Network (IN) Out-of-Network Limitations. Excebti Other Important
(You will pay the (You will pay the
least) most)
$20 designated PCP
copay per provider R . .
: - : plan you must select a designated Primary Care
Eghwxﬁfggs\gs't lojtredtan ggg%%teaof:g:v 'C€ | Not covered Provider. PCP provider types can be found in the What
rov.i_p_yd or per date of You Pay section of your_plan document.
service
If you visit a health $25 copay per Applies to Non-PCP providers. Hearing exams are
care provider’s ol Ly covered according to ACA guidelines.$25 copay per
office or clinic Specialist visit gg?vvii'gg per date of | Not covered provider per date of service for in-network chiropractic
services.
One preventive exam per calendar year. One
- . mammogram per calendar year. Well-child care is covered
—rr)r:(rar:/l?r?ltzl\;% Cc):r?re/ sreening No charge Not covered to age 7. You may have to pay for services that aren't
preventive. Ask your provider if the services needed are
preventive. Then check what your_plan will pay for.
Independent Lab:
$25 copay per For a test in a provider's office or clinic, your cost is
Diagnostic test (x-ray, blood | provider per date of Not covered included in the cost-share listed above. Waive cost-share
work) service on in-network independent lab services for mental health/
If you have a test Facility: 20% substance abuse.
coinsurance
Imaging (CT/PET scans, 0 i For a test in a provider's office or clinic, your cost is
MRIs) 20% coinsurance MU included in the cost-share listed above.

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.

10/04/2022;01/01/2024;HL000558;RL002684;301783-61;301783-62;00017879;N;NGF Page 2
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What You Will Pay | What You Will Pay

In-Network (IN) Out-of-Network
Provider (OON) Provider
(You will pay the (You will pay the

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need

CER) most)
. $10 copay per Drugs listed on Wellmark's Blue Rx Value Plus Drug List
Tier 1 prescription Not covered are covered. Drugs not on this Drug List are not covered.
. 1 copay for 30-day supply.
Tier 2 grzessﬁ%i‘gnper Not covered 2 copays for 90-day supply (maintenance).
If you need drugs to Specialty drugs are covered only when obtained through
treat your illness or | Tigr 3 $50 copay per Not covered the CVS Specialty Pharmacy Program.
condition prescription See wellmark.com/prescriptions for information about
drugs and drug quantities that require prior authorization
More information by Wellmark to be covered by your plan.
about prescription Your_plan includes coverage for certain specialty drugs
drug coverage is at through PrudentRx. If you choose to opt into the
www.wellmark.com/ . $50 copay per PrudentRx program, your deductible and coinsurance will
prescriptions. Specialty drugs prescription Not covered be waived for drugs listed on the PrudentRx drug list.
Information about the PrudentRx program can be found in
your_plan document in these sections: What You Pay,
Details-Covered and Not Covered, Choosing a Provider,
Factors Affecting What You Pay, and the Glossary.
If you have gl?rcggleitr{/fg:n(t?a.rg)] - ambulatory | 540, coinsurance Notcovered |- None------
outpatient surge . .
utpatt urgery Physician/surgeon fees 20% coinsurance Not covered |- None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.

10/04/2022;01/01/2024;HL000558;RL002684;301783-61;301783-62;00017879;N;NGF Page 3
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What You Will Pay | What You Will Pay

Common In-Network (IN) Out-of-Network Limitations, Exceptions, & Other Important

Medical Event Services You May Need Provider (OON) Provider Information
(You will pay the (You will pay the

least) most)
For emergency medical conditions treated out-of-network,
. : it is likely you may not be balance billed pursuant to the
Emergency room care 20% coinsurance 20% coinsurance federal rules developed for implementation of the No
Surprises Act.
For covered non-emergent situations, out-of-network
: ground ambulance services are NOT reimbursed at the in-
:Inynﬂgdr;aeteedmedical EET%W 20% coinsurance 20% coinsurance network level. The member may be balance billed for any
e fransportation out-of-network service as established under the rules
developed for implementation of the No Surprises Act.
$25 copay per
provider per date of
Urgent care service for facility Not covered |- None------
and physician(s)
combined
.. . | Facility fee (e.g., hospital D
If you have a hospital | room) 20% coinsurance | Notcovered |- Nong------
t - :
Sty Physician/surgeon fees 20% coinsurance Not covered |- None------
Office: $25 copay per
provider per date of
If you need mental Outpatient services service Not covered |- None------
health, behavioral Facility: 20%
health, or substance coinsurance
abuse services
Inpatient services 20% coinsurance Not covered |- None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Common
Medical Event

Services You May Need

In-Network (IN)
Provider
(You will pay the

What You Will Pay | What You Will Pay

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

Limitations, Exceptions, & Other Important
Information

least)

most)

Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound). Cost sharing does

Office visits No charge Not covered not apply for preventive services. For any in-network
services that fall outside of routine obstetric care, the
office visit benefits shown above may apply.

If you are pregnant Benefits shown reflect OB/GYN practiti '
I . . practitioner services

Childbirth/delivery professional | \ ) parge Not covered which are typically globally billed at time of delivery for

services : :
pre-natal, post-natal and delivery services.

Childbirth/delivery facility o rninatiranca | Net raverad | Nana.

services 20% coinsurance Not covered None

Home health care 20% coinsurance Not covered |- None------

Office: $25 copay per
provider per date of
Rehabilitation services service Not covered |- None------
Facility: 20%
coinsurance
If you need help Office: $25 copay per
recovering or have provider per date of
other special health | Hapjiitation services service Notcovered |- None------
needs Facility: 20%
coinsurance

Skilled nursing care 20% coinsurance Notcovered |- None------

Durable medical equipment 20% coinsurance Not covered |- None------

: : : Hospice respite care is limited to 15 inpatient and 15

Hospice services 20% coinsurance Not covered outpatient days per lifetime.

$25 copay per 0 N
: ; : ne routine vision exam per calendar year. Must be
i your child needs Children’s eye exam Qs{a?'\\//ilggr per date of | Not covered performed by an in-netwark provider.
dental oreye care | cpijren's glasses Not covered Notcovered |- Nong--—---
Children’s dental check-up Not covered Not covered |- None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Excluded Services & Other Covered Services:

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

* Acupuncture * Hearing aids

* Cosmetic surgery * Long-term care

* Custodial care - in home or facility * Non-emergency care when

* Dental care - Adult traveling outside the U.S.

* Dental check-up * Routine foot care

* Extended home skilled nursing * Some pharmacy drugs are not covered
* Classes * Weight loss programs

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

* Applied Behavior Analysis therapy * Routine eye care - Adult (one vision exam per
* Bariatric surgery calendar year)
* Chiropractic care
* Infertility treatment (excludes some services)
* Private-duty nursing -
short term intermittent home skilled nursing

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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.

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 to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
you can contact: Wellmark at 1-800-524-9242, lowa Insurance Division at 515-654-6600, or Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

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.

Wellmark Health Plan of lowa, Inc. isan independent licensee of the Blue Cross and Blue Shield Association.

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It isnot a contract or policy. It isa general
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. I n the event there are discrepancies between this
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern.
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About These Coverage Examples:

e

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

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

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

Peg is Having a Baby

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

delivery)
m The plan's overall deductible $950
m PCP copayment $20
m Hospital(facility) coinsurance 20%
m Other no charge No Charge

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

m The plan's overall deductible $950
m Specialist copayment $25
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture

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

m The plan's overall deductible $950
m Specialist copayment $25
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

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 $950 Deductibles $50 Deductibles $950
Copayments $0  Copayments $1,100  Copayments $100
Coinsurance $800  Coinsurance $0  Coinsurance $200
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 $1,810 | | The total Joe would pay is $1,170 | | The total Mia would pay is $1,250

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person
or family deductible to maternitv services for the mother and newborn baby.

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

Discrimination is against the law

Welimark. iz

Wellmark provides:

Wellmark Blue Cross and Blue Shield ¢ Free aids and services to people with disabilities so they may communicate effectively

complies with applicable state and

federal civil rights laws and does not

discriminate on the basis of race, color,

national origin, age, disability, sex,

sexual orientation, or gender identity. .

with us, such as:

— Qualified sign language interpreters

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

Free language services to people whose primary language is not English, such as:

— Qualified interpreters
— Information written in other languages

You have the right to get this information and help in your language for free. If you need these services, call 800-524-9242.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o al (TTY: 888-781-4262).

EER: WREAEERE, RINAEBRACREESHEIRS.
800-524-9242 5 (WFE%E%: 888-781-4262),

BRY

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hd tro' ngdn ngi» mién phi co
sén cho quy vi. Xin hay lién hé 800-524-9242 hoadc (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe ostecena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen lhnen kostenlose
sprachliche Assistenzdienste zur Verfligung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).

a1l Qi) Aslacall e salll Bae ucal) ciland Al 555 Lild T yal Al Casats i€ 13 i
(888-781-4262 :aill i)l a2 5| 800-524-9242

%_‘]E’IODLSﬁTWT& WARINND mmﬂmm Z,UONLS‘?JJU&T]‘WUETOﬁUZOEJ£U180“11JUJ°15“1
S s

Lniautoed@enn § 800-524-9242 GadiA. (TTY: 888-781-4262.)

Fol: =01 E AI85tAIlE B2, F& 2101 X[ MHIAE 0|85t
4= U&LICH 800-524-9242'H L= (TTY: 888-781-4262)H 2 2 942t 5
FHAR.

ST T © 3T AT AT et 8, AT e forw Ao | Jard, 7:90%
ITA= 1 800-524-9242 9T HYe 3 AT (TTY: 888-781-4262)1

ATTENTION : si vous parlez francais, des services d’assistance dans votre
langue sont a votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

Tsansu: wnaauya Ine ﬁmmmi‘ms;lmaamummﬁmsuﬂm%u1uﬂﬂ
Aleany finsia 800-524-9242 13 (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

mﬁ%:a}ﬁ@W—@@Sma%lmérﬁ%&n%Sms@10)1100?('9:0’)%610’)(95,(‘010)3)5(\)187&:(\\).3’3f)(\)]ggﬁogl.ab:(y%:aq
Qoo—gJ(}—@JgJ@m@S(TTY:Qom—?QO—gJ@J)o‘)(‘/gﬁ.

BHVMAHME! Ecnu Balu pogHOW A3bIk pyCCKUiA, BaM MOTYT ObITb
npegocTasneHbl 6ecnnartHble nepesBoayeckue yenyru. ObpallanTtecs
800-524-9242 (Tenetann: 888-781-4262).

AT A3 TUATE AT FTergeeg W, TITEHT AT {7: [ Tt AT T
FATEE ITeAed T2, | 800-524-9242 AT (TTY: 888-781-4262) |T FHFTF TR |

0PANN.S- hO9CTF 99974 NP1 /L1 h7H h7A7X=F7F: &S 19:
7% i (1 800-524-9242 0Q.gP (NTTY: 888-781-4262) 8.00-A - 8472, ::

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

YBATA! AKLLO BV pO3MOBNSiETE YKPAiHCLKOKO MOBOLO, A5 BaC AOCTYMHI
6e3KOLUTOBHI MOCNyrM MOBHOI NiATPUMKK. 3aTenedoHyiiTe 3a HOMeEpPoOM
800-524-9242 abo (tenetann: 888-781-4262).

Ge': Diné k’ehji yanitti’go nika bizaad bee aka’ adoowot, t'aa jiik'é,
nahdld. Koji’ hdlne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota
are independent licensees of the Blue Cross and Blue Shield Association.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Welimark. K51 )

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: Single & Family | Plan Type: HMO

Hawkeye Area Community Action ADV HMO Plan 2

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

Important Questions m Why this Matters:

What is the overall $2,000 person/$4,000 family per
deductible? calendar year.

Are there services covered | Yes. Well-child care, preventive care

before you meet your from in-network providers, physician

deductible? maternity care, in-network prosthetic
limbs and services subject to
copayments are covered before you
meet your deductible.

Are there other deductibles | No. There are no other deductibles.
for specific services?

What is the out-of-pocket Health: $4,000 person/$8,000 family per

limit for this plan? calendar year. Drug Card: $4,000
person/$8,000 family per calendar year.
The In-Network health and drug card
out-of-pocket maximum amounts
accumulate together.

What is not included in the | Premiums, balance-billed charges, and

out-of-pocket limit? health care this plan doesn’t cover.

Will you pay less if you use | Yes. See www.wellmark.com or call 1-

a network provider? 800-524-9242 for a list of network
providers.

10/15/2023;01/01/2024;HL000559;RL002686;301783-63;301783-65;00017879;N;NGF

Generally, you must pay all 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 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 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 www.healthcare.gov/coverage/preventive-
care-benefits/.

You don’t have to meet deductibles for specific services.

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

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

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

Page 1
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Important Questions Answers Why this Matters:

Do you need a referral to see | No. You can see the specialist you choose without a referral.
a specialist?

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

What You Will Pay | What You Will Pay

c : In-Network (IN) Out-of-Network Limitations, Excepti Other Important
(You will pay the (You will pay the
least) most)
$20 designated PCP
copay per provider R . .
: - : plan you must select a designated Primary Care
Eghwxﬁfggs\gs't lojtredtan ggg%%teaof:g:v 'C€ | Not covered Provider. PCP provider types can be found in the What
rov.i_p_yd or per date of You Pay section of your_plan document.
service
If you visit a health $50 copay per Applies to Non-PCP providers. Hearing$ exams are
care provider’s ol Ly covered according to ACA guidelines. $25 copay per
office or clinic Specialist visit gg?vvii'gg per date of | Not covered provider per date of service for in-network chiropractic
services.
One preventive exam per calendar year. One
- . mammogram per calendar year. Well-child care is covered
EEVENIT Al SUCnINg) No charge Not covered to age 7. You may have to pay for services that aren't
immunization
preventive. Ask your provider if the services needed are
preventive. Then check what your_plan will pay for.
Independent Lab:
$50 copay per For a test in a provider's office or clinic, your cost is
Diagnostic test (x-ray, blood | provider per date of Not covered included in the cost-share listed above. Waive cost-share
work) service on in-network independent lab services for mental health/
If you have a test Facility: 20% substance abuse.
coinsurance
Imaging (CT/PET scans, 0 i For a test in a provider's office or clinic, your cost is
MRIs) 20% coinsurance MU included in the cost-share listed above.

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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What You Will Pay | What You Will Pay

In-Network (IN) Out-of-Network
Provider (OON) Provider
(You will pay the (You will pay the

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need

CER) most)
. $10 copay per Drugs listed on Wellmark's Blue Rx Value Plus Drug List
Tier 1 prescription Not covered are covered. Drugs not on this Drug List are not covered.
. 1 copay for 30-day supply.
Tier 2 gfé)s%%nper Not covered 2 copays for 90-day supply (maintenance).
If you need drugs to Specialty drugs are covered only when obtained through
treat your illness or | Tigr 3 $60 copay per Not covered the CVS Specialty Pharmacy Program.
condition prescription See wellmark.com/prescriptions for information about
drugs and drug quantities that require prior authorization
More information by Wellmark to be covered by your plan.
about prescription Your_plan includes coverage for certain specialty drugs
drug coverage is at through PrudentRx. If you choose to opt into the
www.wellmark.com/ . $50 copay per PrudentRx program, your deductible and coinsurance will
prescriptions. Specialty drugs prescription Not covered be waived for drugs listed on the PrudentRx drug list.
Information about the PrudentRx program can be found in
your_plan document in these sections: What You Pay,
Details-Covered and Not Covered, Choosing a Provider,
Factors Affecting What You Pay, and the Glossary.
If you have gl?rcggleitr{/fg:n(t?a.rg)] - ambulatory | 540, coinsurance Notcovered |- None------
outpatient surge . .
utpatt urgery Physician/surgeon fees 20% coinsurance Not covered |- None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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What You Will Pay | What You Will Pay

Common In-Network (IN) Out-of-Network Limitations, Exceptions, & Other Important

Medical Event Services You May Need Provider (OON) Provider Information
(You will pay the (You will pay the

least) most)
For emergency medical conditions treated out-of-network,
. : it is likely you may not be balance billed pursuant to the
Emergency room care 20% coinsurance 20% coinsurance federal rules developed for implementation of the No
Surprises Act.
For covered non-emergent situations, out-of-network
: ground ambulance services are NOT reimbursed at the in-
:Inynﬂgdr;aeteedmedical EET%W 20% coinsurance 20% coinsurance network level. The member may be balance billed for any
e fransportation out-of-network service as established under the rules
developed for implementation of the No Surprises Act.
$25 copay per
provider per date of
Urgent care service for facility Not covered |- None------
and physician(s)
combined
.. . | Facility fee (e.g., hospital D
If you have a hospital | room) 20% coinsurance | Notcovered |- Nong------
t - :
Sty Physician/surgeon fees 20% coinsurance Not covered |- None------
Office: $25 copay per
provider per date of
If you need mental Outpatient services service Not covered |- None------
health, behavioral Facility: 20%
health, or substance coinsurance
abuse services
Inpatient services 20% coinsurance Not covered |- None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network (IN)
Provider
(You will pay the

What You Will Pay

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

Limitations, Exceptions, & Other Important
Information

least)

most)

Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound). Cost sharing does

Office visits No charge Not covered not apply for preventive services. For any in-network
services that fall outside of routine obstetric care, the
office visit benefits shown above may apply.

If you are pregnant Benefits shown reflect OB/GYN practit i
I . . practitioner services
chidbirn/aelivery professional | o charge Not covered which are typically globally billed at time of delivery for
pre-natal, post-natal and delivery services.

Childbirth/delivery facility -

A 20% coinsurance Not covered |- None------

Home health care 20% coinsurance Not covered |- None------

Office: $25 PCP/$50
Nr(z)r\]/'idpgrp g—?%t‘epgfr $25 copay per provider per date of service applies to in-
Rehabilitation services Im P Not covered network Physical and Occupational Therapists and
Facility: 20% Speech Language Pathologists.
coinsurance
IrL zggelﬁ:d Qﬂ,':. e Office: $25 PCP/$50
other spegia| health Nr%r\]/'iggp %{(}ﬁ%epgfr $25 copay per provider per date of service applies to in-
needs Habilitation services geer P Not covered network Physical and Occupational Therapists and
Facility: 20% Speech Language Pathologists.
coinsurance

Skilled nursing care 20% coinsurance Not covered |- None------

Durable medical equipment 20% coinsurance Not covered |- None------

lomiites saiiess 0% Gl s Ve Gavered Hospice respite care is limited to 15 inpatient and 15

outpatient days per lifetime.

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at

shcemfinder.wellmark.com.
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What You Will Pay | What You Will Pay

In-Network (IN) Out-of-Network

C . Limitations, Exceptions, & Other Important
Me d?chEovI:ant Services You May Need Provider (OON) Provider mitations X(iﬁFf)oIr?;]astion SHIpOran
(You will pay the (You will pay the
least) most)
$50 copay per 0 o
: ; : ne routine vision exam per calendar year. Must be
I your child needs Children’s eye exam ngc;\\//;g:r per date of | Not covered performed by an in-network provider.

dental or eye care Children’s glasses Not covered Not covered |- None------
Children’s dental check-up Not covered Notcovered |- None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Excluded Services & Other Covered Services:

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

* Acupuncture * Hearing aids

* Cosmetic surgery * Long-term care

* Custodial care - in home or facility * Non-emergency care when

* Dental care - Adult traveling outside the U.S.

* Dental check-up * Routine foot care

* Extended home skilled nursing * Some pharmacy drugs are not covered
* Classes * Weight loss programs

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

* Applied Behavior Analysis therapy * Routine eye care - Adult (one vision exam per
* Bariatric surgery calendar year)
* Chiropractic care
* Infertility treatment (excludes some services)
* Private-duty nursing -
short term intermittent home skilled nursing

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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.

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 to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
you can contact: Wellmark at 1-800-524-9242, lowa Insurance Division at 515-654-6600, or Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

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.

Wellmark Health Plan of lowa, Inc. isan independent licensee of the Blue Cross and Blue Shield Association.

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It isnot a contract or policy. It isa general
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. I n the event there are discrepancies between this
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern.
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About These Coverage Examples:

e

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

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

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

Peg is Having a Baby

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

delivery)
m The plan's overall deductible $2,000
m PCP copayment $20
m Hospital(facility) coinsurance 20%
m Other no charge No Charge

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

m The plan's overall deductible $2,000
m Specialist copayment $50
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture

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

m The plan's overall deductible $2,000
m Specialist copayment $50
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

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 $2,000  Deductibles $50 Deductibles $1,900
Copayments $10  Copayments $1,300  Copayments $300
Coinsurance $1,300  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 $3,370 | | The total Joe would pay is $1,370 | | The total Mia would pay is $2,200

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person
or family deductible to maternitv services for the mother and newborn baby.

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

Discrimination is against the law

Welimark. iz

Wellmark provides:

Wellmark Blue Cross and Blue Shield ¢ Free aids and services to people with disabilities so they may communicate effectively

complies with applicable state and

federal civil rights laws and does not

discriminate on the basis of race, color,

national origin, age, disability, sex,

sexual orientation, or gender identity. .

with us, such as:

— Qualified sign language interpreters

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

Free language services to people whose primary language is not English, such as:

— Qualified interpreters
— Information written in other languages

You have the right to get this information and help in your language for free. If you need these services, call 800-524-9242.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o al (TTY: 888-781-4262).

EER: WREAEERE, RINAEBRACREESHEIRS.
800-524-9242 5 (WFE%E%: 888-781-4262),

BRY

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hd tro' ngdn ngi» mién phi co
sén cho quy vi. Xin hay lién hé 800-524-9242 hoadc (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe ostecena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen lhnen kostenlose
sprachliche Assistenzdienste zur Verfligung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).

a1l Qi) Aslacall e salll Bae ucal) ciland Al 555 Lild T yal Al Casats i€ 13 i
(888-781-4262 :aill i)l a2 5| 800-524-9242

%_‘]E’IODLSﬁTWT& WARINND mmﬂmm Z,UONLS‘?JJU&T]‘WUETOﬁUZOEJ£U180“11JUJ°15“1
S s

Lniautoed@enn § 800-524-9242 GadiA. (TTY: 888-781-4262.)

Fol: =01 E AI85tAIlE B2, F& 2101 X[ MHIAE 0|85t
4= U&LICH 800-524-9242'H L= (TTY: 888-781-4262)H 2 2 942t 5
FHAR.

ST T © 3T AT AT et 8, AT e forw Ao | Jard, 7:90%
ITA= 1 800-524-9242 9T HYe 3 AT (TTY: 888-781-4262)1

ATTENTION : si vous parlez francais, des services d’assistance dans votre
langue sont a votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

Tsansu: wnaauya Ine ﬁmmmi‘ms;lmaamummﬁmsuﬂm%u1uﬂﬂ
Aleany finsia 800-524-9242 13 (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

mﬁ%:a}ﬁ@W—@@Sma%lmérﬁ%&n%Sms@10)1100?('9:0’)%610’)(95,(‘010)3)5(\)187&:(\\).3’3f)(\)]ggﬁogl.ab:(y%:aq
Qoo—gJ(}—@JgJ@m@S(TTY:Qom—?QO—gJ@J)o‘)(‘/gﬁ.

BHVMAHME! Ecnu Balu pogHOW A3bIk pyCCKUiA, BaM MOTYT ObITb
npegocTasneHbl 6ecnnartHble nepesBoayeckue yenyru. ObpallanTtecs
800-524-9242 (Tenetann: 888-781-4262).

AT A3 TUATE AT FTergeeg W, TITEHT AT {7: [ Tt AT T
FATEE ITeAed T2, | 800-524-9242 AT (TTY: 888-781-4262) |T FHFTF TR |

0PANN.S- hO9CTF 99974 NP1 /L1 h7H h7A7X=F7F: &S 19:
7% i (1 800-524-9242 0Q.gP (NTTY: 888-781-4262) 8.00-A - 8472, ::

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

YBATA! AKLLO BV pO3MOBNSiETE YKPAiHCLKOKO MOBOLO, A5 BaC AOCTYMHI
6e3KOLUTOBHI MOCNyrM MOBHOI NiATPUMKK. 3aTenedoHyiiTe 3a HOMeEpPoOM
800-524-9242 abo (tenetann: 888-781-4262).

Ge': Diné k’ehji yanitti’go nika bizaad bee aka’ adoowot, t'aa jiik'é,
nahdld. Koji’ hdlne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota
are independent licensees of the Blue Cross and Blue Shield Association.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Wﬂllmarh@@

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: Single & Family | Plan Type: PPO HDHP

Hawkeye Area Community Action HDHP PPO PLAN 3

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

Important Questions m Why this Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles
for specific services?

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

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

Will you pay less if you use
a network provider?

Do you need a referral to see
a specialist?

In-Network: $2,500 person/$5,000
family per calendar year. Out-of-
Network: $3,500 person/$7,000 family
per calendar year.

Yes. Well-child care and in-network
preventive care are covered before you
meet your deductible.

No. There are no other deductibles.

In-Network: $2,500 person/$5,000
family per calendar year. Out-Of-
Network: $3,500 person/$7,000 family
per calendar year.

Premiums, balance-billed charges, and
health care this plan doesn’t cover.

Yes. See www.wellmark.com or call 1-
800-524-9242 for a list of network

providers.

No.

10/15/2023;01/01/2024;PL000248;RL002683;301783-57;301783-58;00017879;N;NGF

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

This plan covers some items and services even if you haven't yet met the deductible
amount. But a 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 www.healthcare.gov/coverage/preventive-
care-benefits/.

You don’t have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, the overall family out-of-pocket limit must be
met.

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

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

You can see the specialist you choose without a referral.

Page 1
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51

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

What You Will Pay | What You Will Pay

In-Network (IN Out-of-Network P itati i
M e?j‘i):a]PEovlnt Services You May Need Provider( ) (OON) Provider Limitations, Exclﬁ;f)(t)lrcmast,iggnOther Important
(You will pay the (You will pay the
least) most)
Hhr?;xﬁ?r:gs\gs't o itz 0% coinsurance 0% coinsurance | ------ None------
If you visit a health Specialist visit 0% coinsurance 0% coinsurance Hearing exams are covered according to ACA guidelines.
care provider’s One preventive exam per calendar year. One
office or clinic - - mammogram per calendar year. Well-child care is covered
m%/ screening/ No charge 0% coinsurance to age 7. You may have to pay for services that aren't
preventive. Ask your provider if the services needed are
preventive. Then check what your plan will pay for.
\Rfrkg‘OStiC test (x-ray, blood 0% coinsurance 0% coinsurance | ------ None------
If you have a test imagina (CT/PET
,\TF?I%')ng ( scans, 0% coinsurance 0% coinsurance | ------ None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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What You Will Pay | What You Will Pay
Common In-Network (IN) Out-of-Network Limitations, Exceptions, & Other Important

Services You May Need Provider (OON) Provider .
(You will pay the (You will pay the Information
least) most)

Medical Event

Drugs listed on Wellmark's Blue Rx Value Plus Drug List

Tier 1 0% coinsurance Not covered . ;
are covered. Drugs not on this Drug List are not covered.
, o You pay the discounted cost of your prescription drugs
Tier 2 0% coinsurance Not covered until your in-network deductible is met.
Tier 3 0% coinsurance Not covered 30-day supply for prescription drugs.
If you need drugs to 90 day prescription maximum (maintenance).
treat your illness or
condition Specialty drugs are covered only when obtained through
the CVS Specialty Pharmacy Program.
More information See wellmark.com/prescriptions for information about
about prescription drugs and drug quantities that require prior authorization
drug coverage is at by Wellmark to be covered by your plan.
www.wellmark.com/ Specialty drugs 0% coinsurance Not covered Your_plan includes coverage for certain specialty drugs

through PrudentRx. If you choose to opt into the
PrudentRx program, your coinsurance will be waived for
drugs listed on the PrudentRx drug list. Information about
the PrudentRx program can be found in your _plan
document in these sections: What You Pay, Details-
Covered and Not Covered, Choosing a Provider, Factors
Affecting What You Pay, and the Glossary.

prescriptions.

Facility fee (e.g., ambulatory

If you have surgery center) 0% coinsurance 0% coinsurance =~ | == None------
outpatient surge . : :
P gery Physician/surgeon fees 0% coinsurance 0% coinsurance | - None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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What You Will Pay | What You Will Pay

In-Network (IN) Out-of-Network
Provider (OON) Provider
(You will pay the (You will pay the

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need

If you need
immediate medical
attention

Emergency room care

least)

0% coinsurance

most)

0% coinsurance

For emergency medical conditions treated out-of-network,
it is likely you may not be balance billed pursuant to the
federal rules developed for implementation of the No
Surprises Act.

Emergency medical
transportation

0% coinsurance

0% coinsurance

For covered non-emergent situations, out-of-network
ground ambulance services are NOT reimbursed at the in-
network level. The member may be balance billed for any
out-of-network service as established under the rules
developed for implementation of the No Surprises Act.

If you are pregnant

Urgent care 0% coinsurance 0% coinsurance | - None------
If you have a hospital IrzoaocrlTI]l;y [Eef e 0% coinsurance 0% coinsurance | - None------
sta - , ,
y Physician/surgeon fees 0% coinsurance 0% coinsurance | ------ None------
If you need mental Outpatient services 0% coinsurance 0% coinsurance | ------ None------
health, behavioral
hgalth, or substance | |npatient services 0% coinsurance 0% coinsurance | - None------
abuse services
Maternity care may include tests and services described
Office visits 0% coinsurance 0% coinsurance elsewhere in the SBC (i.e. ultrasound). Cost sharing does

not apply for preventive services.

Childbirth/delivery professional
services

0% coinsurance

0% coinsurance

Benefits shown reflect OB/GYN practitioner services
which are typically globally billed at time of delivery for
pre-natal, post-natal and delivery services.

Childbirth/delivery facility
services

0% coinsurance

0% coinsurance

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Common
Medical Event

Services You May Need

Provider

(You will pay the

least)

What You Will Pay | What You Will Pay
In-Network (IN)

Out-of-Network

(OON) Provider

(You will pay the
most)

Limitations, Exceptions, & Other Important
Information

If you need help

recovering or have
other special health

needs

Home health care 0% coinsurance 0% coinsurance | =----- None------
Rehabilitation services 0% coinsurance 0% coinsurance | - None------
Habilitation services 0% coinsurance 0% coinsurance | ------ None------
Skilled nursing care 0% coinsurance 0% coinsurance | ------ None------
Durable medical equipment 0% coinsurance 0% coinsurance | ===--- None------

Hospice services

0% coinsurance

0% coinsurance

Hospice respite care is limited to 15 inpatient and 15
outpatient days per lifetime.

Children’s eye exam

0% coinsurance

0% coinsurance

One routine vision exam per calendar year.

If your child needs

dental or eye care Children’s glasses

Not covered

Not covered

Children’s dental check-up

Not covered

Not covered

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at

shcemfinder.wellmark.com.
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Excluded Services & Other Covered Services:

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

* Acupuncture * Hearing aids

* Cosmetic surgery * Long-term care

* Custodial care - in home or facility * Routine foot care

* Dental care - Adult * Some pharmacy drugs are not covered
* Dental check-up * Weight loss programs

* Extended home skilled nursing

* Glasses

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

* Applied Behavior Analysis therapy short term intermittent home skilled nursing
* Bariatric surgery * Routine eye care - Adult (one exam per calendar
* Chiropractic care year)

* Infertility treatment (excludes some services)
* Most coverage provided outside the U.S.
* Private-duty nursing -

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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.

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 to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
you can contact: Wellmark at 1-800-524-9242, lowa Insurance Division at 515-654-6600, or Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

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.

Wellmark Blue Cross and Blue Shield of lowa is an independent licensee of the Blue Cross and Blue Shield Association.

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It isnot a contract or policy. It isa general
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. I n the event there are discrepancies between this
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern.
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About These Coverage Examples:

e

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

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

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

Peg is Having a Baby

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

delivery)
m The plan's overall deductible $2,500
m PCP coinsurance 0%
m Hospital(facility) coinsurance 0%
m Other coinsurance 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 years of routine in-network care of a well-
controlled condition)

m The plan's overall deductible $2,500
m Specialist coinsurance 0%
m Hospital(facility) coinsurance 0%
m Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture

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

m The plan's overall deductible $2,500
m Specialist coinsurance 0%
m Hospital(facility) coinsurance 0%
m Other coinsurance 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 $2,500  Deductibles $2,500 Deductibles $2,500
Copayments $0  Copayments $0  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 $2,560 The total Joe would pay is $2,520 The total Mia would pay is $2,500

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person
or family deductible to maternitv services for the mother and newborn baby.

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

Discrimination is against the law

Welimark. iz

Wellmark provides:

Wellmark Blue Cross and Blue Shield ¢ Free aids and services to people with disabilities so they may communicate effectively

complies with applicable state and

federal civil rights laws and does not

discriminate on the basis of race, color,

national origin, age, disability, sex,

sexual orientation, or gender identity. .

with us, such as:

— Qualified sign language interpreters

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

Free language services to people whose primary language is not English, such as:

— Qualified interpreters
— Information written in other languages

You have the right to get this information and help in your language for free. If you need these services, call 800-524-9242.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o al (TTY: 888-781-4262).

EER: WREAEERE, RINAEBRACREESHEIRS.
800-524-9242 5 (WFE%E%: 888-781-4262),

BRY

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hd tro' ngdn ngi» mién phi co
sén cho quy vi. Xin hay lién hé 800-524-9242 hoadc (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe ostecena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen lhnen kostenlose
sprachliche Assistenzdienste zur Verfligung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).

a1l Qi) Aslacall e salll Bae ucal) ciland Al 555 Lild T yal Al Casats i€ 13 i
(888-781-4262 :aill i)l a2 5| 800-524-9242

%_‘]E’IODLSﬁTWT& WARINND mmﬂmm Z,UONLS‘?JJU&T]‘WUETOﬁUZOEJ£U180“11JUJ°15“1
S s

Lniautoed@enn § 800-524-9242 GadiA. (TTY: 888-781-4262.)

Fol: =01 E AI85tAIlE B2, F& 2101 X[ MHIAE 0|85t
4= U&LICH 800-524-9242'H L= (TTY: 888-781-4262)H 2 2 942t 5
FHAR.

ST T © 3T AT AT et 8, AT e forw Ao | Jard, 7:90%
ITA= 1 800-524-9242 9T HYe 3 AT (TTY: 888-781-4262)1

ATTENTION : si vous parlez francais, des services d’assistance dans votre
langue sont a votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

Tsansu: wnaauya Ine ﬁmmmi‘ms;lmaamummﬁmsuﬂm%u1uﬂﬂ
Aleany finsia 800-524-9242 13 (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

mﬁ%:a}ﬁ@W—@@Sma%lmérﬁ%&n%Sms@10)1100?('9:0’)%610’)(95,(‘010)3)5(\)187&:(\\).3’3f)(\)]ggﬁogl.ab:(y%:aq
Qoo—gJ(}—@JgJ@m@S(TTY:Qom—?QO—gJ@J)o‘)(‘/gﬁ.

BHVMAHME! Ecnu Balu pogHOW A3bIk pyCCKUiA, BaM MOTYT ObITb
npegocTasneHbl 6ecnnartHble nepesBoayeckue yenyru. ObpallanTtecs
800-524-9242 (Tenetann: 888-781-4262).

AT A3 TUATE AT FTergeeg W, TITEHT AT {7: [ Tt AT T
FATEE ITeAed T2, | 800-524-9242 AT (TTY: 888-781-4262) |T FHFTF TR |

0PANN.S- hO9CTF 99974 NP1 /L1 h7H h7A7X=F7F: &S 19:
7% i (1 800-524-9242 0Q.gP (NTTY: 888-781-4262) 8.00-A - 8472, ::

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

YBATA! AKLLO BV pO3MOBNSiETE YKPAiHCLKOKO MOBOLO, A5 BaC AOCTYMHI
6e3KOLUTOBHI MOCNyrM MOBHOI NiATPUMKK. 3aTenedoHyiiTe 3a HOMeEpPoOM
800-524-9242 abo (tenetann: 888-781-4262).

Ge': Diné k’ehji yanitti’go nika bizaad bee aka’ adoowot, t'aa jiik'é,
nahdld. Koji’ hdlne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota
are independent licensees of the Blue Cross and Blue Shield Association.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Wﬂllmarh@@

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: Single & Family | Plan Type: PPO

Hawkeye Area Community Action PPO Plan 4

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.wellmark.com or call
1-800-524-9242. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-524-9242 to request a copy.

Important Questions m Why this Matters:

What is the overall In-Network: $2,000 person/$6,000

deductible? family per calendar year. Out-of-
Network: $6,000 person/$18,000 family
per calendar year.

Are there services covered | Yes. Well-child care, in-network

before you meet your preventive care, in- -network independent

deductible? labs, in-network prosthetic limbs and

services subject to health or drug card
copayments are covered before you

meet your deductible.
Are there other deductibles | No. There are no other specific
for specific services? deductibles.
What is the out-of-pocket Health In-Network: $6,000 person/
limit for this plan? $12,700 family per calendar year.

Health Out-Of-Network: $12,000
person/$25,400 family per calendar
year. Drug Card: $6,000 person/
$12,700 family per calendar year. The
In-Network health and drug card out-of-
pocket maximum amounts accumulate

together.
What is not included in the | Premiums, balance-billed charges, and
out-of-pocket limit? health care this plan doesn’t cover.

10/15/2023;01/01/2024;PL000249;RL002685;301783-59;301783-60;00017879;N;NGF

Generally, you must pay all 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 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 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 www.healthcare.gov/coverage/preventive-
care-benefits/.

You don’t have to meet deductibles for specific services.

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

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

Page 1
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Important Questions Answers Why this Matters:
Will you pay less if you use | Yes. See www.wellmark.com or call 1- | This plan uses a provider network. You will pay less if you use a provider in the plan’s

a network provider? 800-524-9242 for a list of network network. You will pay the most if you use an out-of-network provider, and you might
providers. receive a bill from a provider for the difference between the provider’s charge and what

your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

Do you need a referral to see | No. You can see the specialist you choose without a referral.
a specialist?

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

&

What You Will Pay | What You Will Pay

Common In-Network (IN) Out-of-Network Limitations, Exceptions, & Other Important

Medical Event Services You May Need Provider (OON) Provider Information
(You will pay the (You will pay the
least) most)

$20 copay per Primary Care Practitioners (PCP) are defined as General

Primary care visit to treat an Ll , and Family Practice, Internal Medicine, OB/GYN,

injury or illness gg?\\/’ii'gg per date of | 50% coinsurance Pediatricians, Nurse Practitioners, Certified Nurse
Midwives and PAs.

Applies to Non-PCP providers. Hearing exams are

- $40 copay per . L
If you visit a health et i . , covered according to ACA guidelines. $20 copay per
care provider’s Specialist visit rsjre?\\//% per date of | 50% coinsurance provider per date of service for in-network chiropractic

services.

One preventive exam per calendar year. One
mammogram per calendar year. Well-child care is covered
No charge 50% coinsurance to age 7. You may have to pay for services that aren't
preventive. Ask your provider if the services needed are
preventive. Then check what your plan will pay for.

Diagnostic test (x-ray, blood 20% coinsurance 50% coinsurance For a test in a provider's office or clinic, your cost is

office or clinic

Preventive care/screening/
immunization

work) included in the cost-share listed above.
It you have a test Imaging (CT/PET scans For a test in a provider's office or clinic, your cost is
MRIs) ’ 20% coinsurance 50% coinsurance included in the cost-share listed above.

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Common
Medical Event

Services You May Need

What You Will Pay | What You Will Pay

In-Network (IN)
Provider
(You will pay the

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

Limitations, Exceptions, & Other Important
Information

If you need drugs to
treat your illness or
condition

More information

about prescription
drug coverage is at
www.wellmark.com/

prescriptions.

CER) most)
, $10 copay per
Tier 1 orescription Not covered
. $40 copay per
Tier 2 orescription Not covered
- $60 copay per
Tier 3 orescription Not covered
Specialty drugs 30% coinsurance up Not covered

to $250

Drugs listed on Wellmark's Blue Rx Value Plus Drug List
are covered. Drugs not on this Drug List are not covered.

1 copay or coinsurance for 30-day supply.
3 copays for 90-day supply (Retail and Mail order
maintenance).

Specialty drugs are covered only when obtained through
the CVS Specialty Pharmacy Program.

See wellmark.com/prescriptions for information about
drugs and drug quantities that require prior authorization
by Wellmark to be covered by your plan.

Your_plan includes coverage for certain specialty drugs
through PrudentRx. If you choose to opt into the
PrudentRx program, your deductible and coinsurance will
be waived for drugs listed on the PrudentRx drug list.
Information about the PrudentRx program can be found in
your_plan document in these sections: What You Pay,
Details-Covered and Not Covered, Choosing a Provider,
Factors Affecting What You Pay, and the Glossary.

If you have
outpatient surgery

Facility fee (e.g., ambulatory

surgery center) 20% coinsurance 50% coinsurance | ------ None------
Physician/surgeon fees 20% coinsurance 50% coinsurance | ------ None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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What You Will Pay | What You Will Pay

: In-Network (IN) Out-of-Network Limitati E - her |
(You will pay the (You will pay the
least) most)
$250 copay for $250 copay for For emergency medical conditions treated out-of-network,
facility and facility and it is likely you may not be balance billed pursuant to the
Emergency room care physician(s) physician(s) federal rules developed for implementation of the No
combined combined Surprises Act.
For covered non-emergent situations, out-of-network
: ground ambulance services are NOT reimbursed at the in-
:Inynﬂgdr;aeteedmedical EET%W 20% coinsurance 20% coinsurance network level. The member may be balance billed for any
ET HATEROTETON out-of-network service as established under the rules
developed for implementation of the No Surprises Act.
$40 copay per
provider per date of $20 co . . ,
- i : pay per provider per date of service on in-network
Urgent care Zﬁggﬁygg::('ls't)y 50% coinsurance services for mental health/substance abuse.
combined
.. . | Facility fee (e.g., hospital D D
If you have a hospital room) 20% coinsurance 50% coinsurance | - None------
t : ; :
Sty Physician/surgeon fees 20% coinsurance 50% coinsurance | ------ None------
Office: $25 copay per
provider per date of
If you need mental Outpatient services service 50% coinsurance | - None------
health, behavioral Facility: 20%
health, or substance coinsurance
abuse services
Inpatient services 20% coinsurance 50% coinsurance | ------ None------

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network (IN)
Provider
(You will pay the

What You Will Pay

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

Limitations, Exceptions, & Other Important
Information

If you are pregnant

Office visits

least)

20% coinsurance

most)

50% coinsurance

Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound). Cost sharing does
not apply for preventive services. For any in-network
services that fall outside of routine obstetric care, the
office visit benefits shown above may apply.

Childbirth/delivery professional
services

20% coinsurance

50% coinsurance

Benefits shown reflect OB/GYN practitioner services
which are typically globally billed at time of delivery for
pre-natal, post-natal and delivery services.

Childbirth/delivery facility
services

20% coinsurance

50% coinsurance

If you need help
recovering or have
other special health
needs

Home health care

20% coinsurance

50% coinsurance

Rehabilitation services

Office: $20 PCP/$40
Non-PCP copay per
provider

Facility: 20%
coinsurance

50% coinsurance

$20 copay per provider per date of service applies to in-
network Physical and Occupational Therapists and
Speech Language Pathologists. Massage therapy is
covered.

Habilitation services

Office: $20 PCP/$40
Non-PCP copay per

provider
Facility: 20%
coinsurance

50% coinsurance

$20 copay per provider per date of service applies to in-
network Physical and Occupational Therapists and
Speech Language Pathologists. Massage therapy is
covered.

Skilled nursing care 20% coinsurance 50% coinsurance | ------ None------
Durable medical equipment 20% coinsurance 50% coinsurance | ------ None------

Hospice services

20% coinsurance

50% coinsurance

Hospice respite care is limited to 15 inpatient and 15
outpatient days per lifetime.

If your child needs
dental or eye care

Children’s eye exam

20% coinsurance

50% coinsurance

One routine vision exam per calendar year.

Children’s glasses

Not covered

Not covered

Children’s dental check-up

Not covered

Not covered

For more information about limitations and exceptions, see your plan document or call Wellmark at 1-800-524-9242. You can find your Coverage Manual at
sbcemfinder.wellmark.com.
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Excluded Services & Other Covered Services:

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

* Bariatric surgery * Hearing aids

* Cosmetic surgery * |nfertility treatment

* Custodial care - in home or facility * Long-term care

* Dental care - Adult * Routine foot care

* Dental check-up * Some pharmacy drugs are not covered
* Extended home skilled nursing * Weight loss programs

* Glasses

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

* Acupuncture (12 visits per calendar year) * Routine eye care - Adult (one exam per calendar
* Applied Behavior Analysis therapy year)
* Chiropractic care
* Most coverage provided outside the U.S.
* Private-duty nursing -
short term intermittent home skilled nursing

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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.

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 to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
you can contact: Wellmark at 1-800-524-9242, lowa Insurance Division at 515-654-6600, or Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

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.

Wellmark Blue Cross and Blue Shield of lowa is an independent licensee of the Blue Cross and Blue Shield Association.

This contains only a partial description of the benefits, limitations, exclusions and other provisions of the health care plan. It isnot a contract or policy. It isa general
overview only. It does not provide all the details of coverage, including benefits, exclusions, and policy limitations. I n the event there are discrepancies between this
document and the Coverage Manual, Certificate, or Policy, the terms and conditions of the Coverage Manual, Certificate, or Policy will govern.
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About These Coverage Examples:

F

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

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

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

Peg is Having a Baby

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

delivery)
m The plan's overall deductible $2,000
m PCP copayment $20
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

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

m The plan's overall deductible $2,000
m Specialist copayment $40
m Hospital(facility) coinsurance 20%
m Other coinsurance 20%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture

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

m The plan's overall deductible $2,000
m Specialist copayment $40
m Hospital(facility) copayment $250
m Other coinsurance 20%

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 $2,000  Deductibles $50 Deductibles $1,700
Copayments $100  Copayments $1,400  Copayments $500
Coinsurance $1,800  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 $3,960 | | The total Joe would pay is $1,470 | | The total Mia would pay is $2,200

The amounts shown in the maternity claim example above are based on amounts using a single per person deductible. Some plans may actually apply a two-person
or family deductible to maternitv services for the mother and newborn baby.

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

Discrimination is against the law

Welimark. iz

Wellmark provides:

Wellmark Blue Cross and Blue Shield ¢ Free aids and services to people with disabilities so they may communicate effectively

complies with applicable state and

federal civil rights laws and does not

discriminate on the basis of race, color,

national origin, age, disability, sex,

sexual orientation, or gender identity. .

with us, such as:

— Qualified sign language interpreters

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

Free language services to people whose primary language is not English, such as:

— Qualified interpreters
— Information written in other languages

You have the right to get this information and help in your language for free. If you need these services, call 800-524-9242.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas
se encuentran disponibles gratuitamente para usted. Comuniquese al
800-524-9242 o al (TTY: 888-781-4262).

EER: WREAEERE, RINAEBRACREESHEIRS.
800-524-9242 5 (WFE%E%: 888-781-4262),

BRY

CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hd tro' ngdn ngi» mién phi co
sén cho quy vi. Xin hay lién hé 800-524-9242 hoadc (TTY: 888-781-4262).

NAPOMENA: Ako govorite hrvatski, dostupna Vam je besplatna podrska
na Vasem jeziku. Kontaktirajte 800-524-9242 ili (tekstualni telefon za
osobe ostecena sluha: 888-781-4262).

ACHTUNG: Wenn Sie deutsch sprechen, stehen lhnen kostenlose
sprachliche Assistenzdienste zur Verfligung. Rufnummer: 800-524-9242
oder (TTY: 888-781-4262).

a1l Qi) Aslacall e salll Bae ucal) ciland Al 555 Lild T yal Al Casats i€ 13 i
(888-781-4262 :aill i)l a2 5| 800-524-9242

%_‘]E’IODLSﬁTWT& WARINND mmﬂmm Z,UONLS‘?JJU&T]‘WUETOﬁUZOEJ£U180“11JUJ°15“1
S s

Lniautoed@enn § 800-524-9242 GadiA. (TTY: 888-781-4262.)

Fol: =01 E AI85tAIlE B2, F& 2101 X[ MHIAE 0|85t
4= U&LICH 800-524-9242'H L= (TTY: 888-781-4262)H 2 2 942t 5
FHAR.

ST T © 3T AT AT et 8, AT e forw Ao | Jard, 7:90%
ITA= 1 800-524-9242 9T HYe 3 AT (TTY: 888-781-4262)1

ATTENTION : si vous parlez francais, des services d’assistance dans votre
langue sont a votre disposition gratuitement. Appelez le 800 524 9242 (ou la
ligne ATS au 888 781 4262).

Geb Acht: Wann du Deitsch schwetze duscht, kannscht du Hilf in dei
eegni Schprooch koschdefrei griege. Ruf 800-524-9242 odder (TTY:
888-781-4262) uff.

Tsansu: wnaauya Ine ﬁmmmi‘ms;lmaamummﬁmsuﬂm%u1uﬂﬂ
Aleany finsia 800-524-9242 13 (TTY: 888-781-4262)

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo,
may makukuha kang mga serbisyong tulong sa wika na walang bayad.
Makipag-ugnayan sa 800-524-9242 o (TTY: 888-781-4262).

mﬁ%:a}ﬁ@W—@@Sma%lmérﬁ%&n%Sms@10)1100?('9:0’)%610’)(95,(‘010)3)5(\)187&:(\\).3’3f)(\)]ggﬁogl.ab:(y%:aq
Qoo—gJ(}—@JgJ@m@S(TTY:Qom—?QO—gJ@J)o‘)(‘/gﬁ.

BHVMAHME! Ecnu Balu pogHOW A3bIk pyCCKUiA, BaM MOTYT ObITb
npegocTasneHbl 6ecnnartHble nepesBoayeckue yenyru. ObpallanTtecs
800-524-9242 (Tenetann: 888-781-4262).

AT A3 TUATE AT FTergeeg W, TITEHT AT {7: [ Tt AT T
FATEE ITeAed T2, | 800-524-9242 AT (TTY: 888-781-4262) |T FHFTF TR |

0PANN.S- hO9CTF 99974 NP1 /L1 h7H h7A7X=F7F: &S 19:
7% i (1 800-524-9242 0Q.gP (NTTY: 888-781-4262) 8.00-A - 8472, ::

HEETINA To a wolwa Fulfulde laabi walliinde dow wolde, naa e njobdi, ene
ngoodi ngam maada. Hebir 800-524-9242 malla (TTY: 888-781-4262).

FUULEFFANNAA: Yo isin Oromiffaa, kan dubbattan taatan, tajaajiloonni
gargaarsa afaanii, kaffaltii malee, isiniif ni jiru. 800-524-9242 yookin (TTY:
888-781-4262) quunnamaa.

YBATA! AKLLO BV pO3MOBNSiETE YKPAiHCLKOKO MOBOLO, A5 BaC AOCTYMHI
6e3KOLUTOBHI MOCNyrM MOBHOI NiATPUMKK. 3aTenedoHyiiTe 3a HOMeEpPoOM
800-524-9242 abo (tenetann: 888-781-4262).

Ge': Diné k’ehji yanitti’go nika bizaad bee aka’ adoowot, t'aa jiik'é,
nahdld. Koji’ hdlne’ 800-524-9242 doodaii’ (TTY: 888-781-4262)

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota
are independent licensees of the Blue Cross and Blue Shield Association.

M-2318376 02/21 A
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Wellmark.

Go MOBILE

Manage your health with the the Wellmark® Blue Cross°® and Blue Shield® app

Get mohile access to your Use these helpful tools on-the-go:

favorite myWellmark’ tools.

CLAIMS — Track the status of claims, along with sort and filter capabilities. Opt-in for
digital Explanation of Benefits (EOB) to get notifications when they’re ready.

) COVERAGE — The app features your personalized health benefits right at your
€ weicome mary fingertips, which include copay and deductible amounts and out-of-pocket maximums.

WA ARE AR BEERCHING HIY 1DERrT
FIND CARE — Find in-network health care providers to help save you money. You can
also access patient reviews and ratings for hospitals and doctors.

FIND COSTS — Use the cost estimator tool to find how much you’ll pay for common
procedures and services.

WELL-BEING SERVICES — Get started on your well-being journey with Blue365®
discounts, blogs and whitepapers through a leading health expert — WebMD®.

VIEW AND EMAIL your ID card from your smartphone.

For illustrative purposes only.




Get the care you need, when you need it.

Wellmark. In addition to finding important information about your health plan
benefits, the Wellmark mobile app can help you get the care you need.

¢ View doctors and hospitals within the Wellmark health plan network.
¢ Find the closest doctor or facility using GPS technology.

e View a map or get driving directions to your doctor or hospital.

¢ Share doctor, dentist, or facility information by text or email, or save

For illustrative purposes only. to your favorites for easy access in the future.

REGISTER
TODAY!

[P

e Connect directly to your health care provider’s office or to a health
professional.

Download the
Wellmark mobile app
at myWellmark.com,
the App Store® or get
it on Google Play™.

Wellmark. @

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc., Wellmark Blue Cross and Blue Shield of South Dakota are
independent licensees of the Blue Cross and Blue Shield Association.
Blue Cross®, Blue Shield® and the Cross® and Shield® symbols, are registered marks of the Blue Cross and Blue Shield Association, an Association of
independent Blue Cross and Blue Shield Plans. myWellmark® is a registered mark of Wellmark, Inc.

App Store is a service mark of Apple Inc., registered in the U.S. and other countries. Google Play and the Google Play logo are trademarks of Google LLC.
Blue365€@ is a discount program available to members who have medical coverage with Wellmark. This is not insurance.
WebMD® is a separate company that provides wellness services on behalf of Wellmark Blue Cross and Blue Shield.
© 2021 Wellmark, Inc.

M-20508 08/21 A

e Get health answers over the phone with one tap on the phone’s screen.
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Wellmark.

Real people.
Real help.
24/].

Life can be stressful and medical

issues pop up at all hours

adding to that worry. Luckily,

there’s BeWell 24/7, a service

exclusively for Wellmark Blue BeWell 24/7

Cross Blue Shield members. 844-84-BeWell

This is real help from real people 24/7.
With BeWell 24/7, you'll be able to:

L

GET ANSWERS TO HEALTH QUESTIONS. Clinically trained nurses can give
advice on treating the common cold, fevers, minor burns and
sprains, and common rashes.

LOCATE IN-NETWORK DOCTORS. Get help finding an in-network doctor
at home or while traveling — saving you time and effort.

FIND THE RIGHT CARE. Locate appropriate, in-network care based on
your symptoms, saving you money on unnecessary appointments
or ER visits.

ACCESS SUPPORT. BeWell 24/7 registered nurses can help answer
questions about medical treatments, surgeries and tests.

NAVIGATE COMPLEX HEALTH ISSUES. BeWell 24/7 nurses can refer
you to Wellmark’s Case Management program to assess your
whole-health situation and develop an individualized care plan.

Get even more answers with
Wellmark.com myWellmark®.



http://Wellmark.com

Wellimark.

» DX

The Privacy Platform

SAFE, SECURE
ANLD Pk

Priceless peace of mind

Join thousands of people around the country who have already chosen IDX Identity for identity

Your Wellmark health protection services.

insurance coverage

keeps you safe, secure With IDX Identity, you can:
and protected from

more than the cost of

health care. Just by

being a member, you O @ @—

and your dependents

have exclusive, free - —
access to identity

protection services Monitor your credit record. Keep track of your online Have access to complete

called IDX™ Identity. activity 24 hours a day, identity recovery if fraudulent
It's just another way you seven days a week. activity is found.

get more as a Wellmark
member.




Enroll in identity protection services today!

Register or sign in to myWellmark® at myWellmark.com to get started.

Identity .
Enroll/Login

1. Select Identity Protection under Do More and click the Enroll/Log in link.

2. Select Enroll Now from the home page.

3. Fill out the Group ID and Subscriber ID (also known as your Wellmark ID
number). Both are found on your Wellmark ID card.

G

4. Enter your personal information and create a username and password.

5. To activate credit monitoring, enter your birth date and
Social Security number.

Rather enroll over the phone?
JUST CALL 866-486-4812 and make sure you have your Wellmark ID card handy.

Wellmark complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
ATENCION: Si habla espafiol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente para usted. Comuniquese al 800-524-9242 o al (TTY: 888-781-4262).
AR NREREBEE , RINTRRNERUESHEIRS. HIRIT 800-524-9242 = (WHELL : 888-781-4262),
ACHTUNG: Wenn Sie deutsch sprechen, stehen lhnen kostenlose sprachliche Assistenzdienste zur Verfligung. Rufnummer: 800-524-9242 oder (TTY: 888-781-4262).

Wellmark. 151§

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc., Wellmark Value Health Plan, Inc. and Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the
Blue Cross and Blue Shield Association. Blue Cross®, Blue Shield® and the Cross® and Shield® symbols, Blue365® and myWellmark® are registered marks and BeWell 24/7°" and Blue®" are service marks of
the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

Blue365®is a discount program available to members who have medical coverage with Wellmark. This is not insurance.

IDX™ Identity is an independent company providing identity protection services on behalf of Wellmark Blue Cross and Blue Shield. Wellmark® is a registered mark of Wellmark, Inc.
M-2018268 10/20 AN-T
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Wellmark. K£1§)

EALT
"MADE EASY 1

Your personal health care information is at your fingertips with myWellmark® — no matter your location — with tools, resources
and insights to help you manage health care spending and live a healthier life.

Use myWellmark to hetter understand and get the most from your health insurance henefits. With myWellmark, you can:

AN Iy N 0 N I N

Estimate your View detailed Track and organize Receive electronic Find a trusted See relevant
cost of care for claims information, your family’s versions of your provider in your information
procedures and including cost medical expenses Explanation of plan’s network related to your
services before breakdown and Benefits (EOB) specific coverage

you go status tracker
Get more from your health plan by registering at myWellmark.com. LEARN MORE ()
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myWellmark streamlines your health insurance
information and makes it easier to find what you

need, when you need it, on any device.

GET THE INFORMATION YOU NEED

Using your specific health plan benefits and a powerful suite of tools,
myWellmark helps you make informed decisions:

e Find an in-network provider near you
e Know what your visits will cost before you go
e See your doctor’s quality score and patient rating

e Read reviews from other patients and leave your own

KEEP TABS ON CLAIMS AND SPENDING

On your personalized myWellmark, you’ll see an at-a-glance overview
of recent claims activity and whether a claim is paid, pending or
denied (and why). Need more details, including your share of the
cost? Just click on any claim.

Your health care — at your fingertips. Get
easy, on-the-go access to tools, resources
and insights that help you manage health
care spending and live a healthier life. It's
all available in the myWellmark mobile app.
The best part? It's free.

WITH THE MOBILE APP, YOU CAN:

Log in securely using fingerprint or facial
recognition technology*

View in-network doctors and hospitals

e Get health answers over the phone with
one tap of a finger

KNOW YOUR BENEFITS INSIDE AND OUT e Connect directly to your provider’s office

When it comes to your coverage and benefits, myWellmark has you

or another health professional

covered. You're able to: ¢ Find the closest doctor or facility, and get

driving directions
Keep track of services you've used <

e View and email your mobile ID card for

Determine potential copay or coinsurance costs for in- and easy, on-the-go access

out-of-network services

See how close you are to meeting your deductible and out-of- If supported by your mobile device.

pocket maximums

Choose how you would like to receive communications and
important documents related to your benefits

Wellmark complies with applicable federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex.

ATENCION: Si habla espafiol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente para usted.
Comuniquese al 800-524-9242 o al (TTY: 888-781-4262).

AR MREEEEE , BT RFENCR MBS DRSS, HIRIT 800-524-9242 = (FTFEET L : 888-781-4262)

ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen kostenlose sprachliche Assistenzdienste zur Verfiigung. Rufnummer:
800-524-9242 oder (TTY: 888-781-4262).

Wellmark. 151§

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa Inc., Wellmark Synergy Health, Inc., Wellmark Value Health Plan, Inc. and Wellmark
Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association.

Blue Cross®, Blue Shield® and the Cross® and Shield® symbols are registered marks of the Blue Cross and Blue Shield Association, an Association of Independent
Blue Cross and Blue Shield Plans. Wellmark® and myWellmark® are registered marks of Wellmark, Inc.

© 2018 Wellmark, Inc.

M-20442 08/18 AN-T
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Guest Membership

Wellmark Heath Plan of lowa has an added benefit for you and your
dependents while away from home for at least 90 consecutive days. We
call this Guest Membership and it includes access to Blue Cross and Blue
Shield participating hospitals, physicians, and other health care providers
from which you can receive covered services. Guest Membership is only
available to members traveling or residing outside Iowa, but still within
the United States.

Guest Membership is a valuable benefit for:

® Dependents attending school out of state, full-time, in an accredited
institution of higher learning

® Members traveling for at least 90 consecutive days

® Family members who reside in another state, but are covered under the
same health plan

To locate a participating physician outside of lowa while on Guest
Membership, please call 800-810-BLUE (2583) or visit the National Doctor
& Hospital Finder at bcbs.com. You'll need to select providers that are
listed within the BlueCard Traditional network on this website.

Here are some more important things to remember about your Guest Membership:

= Whenever you receive services out of state, make sure you visit network providers in order to receive benefits.

® Present your Wellmark ID card upon receiving services.

® Inpatient admissions, home health services, hospice services, private duty nursing, and home infusion therapy must

still be pre-certified by calling the number on your ID card.

m If you change your permanent residence from Iowa, you'll need to contact your employer group and change

health plans.

= You will need to contact Customer Service for address changes or when you return to Iowa.
® Your benefits (non-emergency) are not transferable to any state where you happen to be traveling. They are
approved only for the state where you have signed up for a Guest Membership.

How to request Guest Membership

Notify a Wellmark Health Plan of lowa Customer Service representative if you or your dependent will be living away

from home for at least 90 consecutive days.
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O DELTA DENTAL

Deductibles, Maximums & Eligibility

Delta Dental of lowa
HACAP

Employee Summary of Covered Services and Benefits

Delta Dental Premier®

- Individual Deductible $25
- Family Deductible S75
- Deductible applies to Check-Ups and Teeth Cleaning? No
- Benefit Period Maximum $750
- Eligible children to age 26
- Full-time (unmarried) students eligible to age 26
- Does Individual Deductible apply to Orthodontics? No
- Orthodontic lifetime maximum $750
- Orthodontics: Eligible children to age 19
- Orthodontics: Full-time students eligible to age 19
- Adult Orthodontics No
Benefits
Diagnostic and Preventive Services 0%
(Check-Ups and Teeth Cleaning)
- Dental Cleaning
- Oral Evaluations
- Fluoride Applications
- X-Rays
Routine and Restorative Services 20%
(Cavity Repair and Tooth Extractions)
- Emergency Treatment
- General Anesthesia/Sedation
- Restoration of Decayed or Fractured Teeth
- Limited Occlusal Adjustments
- Routine Oral Surgery
- Sealant Applications
- Space Maintainers
- Posterior Composites w/ Alternate Processing
Root Canals (Endodontic Services) 50%
- Apicoectomy
- Direct Pulp Cap
- Pulpotomy
- Retrograde Fillings
- Root Canal Therapy
Gum and Bone Diseases (Periodontal Services) 50%
- Conservative Procedures (Non-surgical)
- Complex Procedures (Surgical)
- Periodontal Maintenance Therapy
High Cost Restorations (Cast Restorations) 50%
- Cast Restorations
- Crowns
- Inlays
- Onlays
- Post and Cores
- Recementing Crowns/Inlays/Onlays
Dentures and Bridges (Prosthetic Services) 50%
- Bridges
- Dentures
- Repairs and Adjustments
- Recementing of Bridges
- Implants Not Covered
Straighter Teeth (Orthodontics) 50%
Additional Options
-Annual Maximum Carryover - To Go’M Included

This dental plan includes the Annual Maximum Carryover — To Go M for carryover of unused Benefit Period Maximums to the next benefit contract year. Please refer to your dental benefits document for details.

The percentage shown is the coinsurance amount that is the responsibility of the Covered Person.

This is a general description of coverage. It is not a statement of your contract. Actual coverage is subject to terms and conditions specified in the benefits document itself and enrollment regulations in force when the benefits become effective. Certain
exclusions and limitations apply. Please refer to your dental benefits document for details.

2024

Delta Dental of lowa 9000 Northpark Dr, Johnston IA 50131 www.deltadentalia.com



& DELTA DENTAL

Delta Dental
Mobile App

Manage your oral health anytime, anywhere

Your oral health is important to Delta Dental — and to your overall health! We’ve
designed our mobile app to make it easy for you to make the most of your dental
benefits. Maximize your health, wherever you are! Search for a dentist near you, view ID
cards and more, right on your mobile device.

Getting started

The Delta Dental Mobile App is optimized for iOS (Apple) and
Android devices. To download our app on your device, visit
the App Store (Apple) or Google Play (Android) and search
for Delta Dental Mobile App. Or, scan the QR code below. You
will need an internet connection in order to download and use
most features of our free app.

Logging in to view benefits

Delta Dental members can sign in using the username and
password they use to sign in to our website. If you haven’t
registered for an account yet, you can do that within the app.
If you’'ve forgotten your username or password, you can also
retrieve these via the Delta Dental Mobile App.

Regisker

SCAN TO DOWNLOAD
DELTA DENTAL MOBILE APP
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Delta Dental Mobile App features

Sign in to access the full range of tools and resources

Mobile ID card
No need for a paper card. View and share your ID card from your phone, and easily
save it to your device for quick access, including Apple Passbook and Google Wallet.

Find a dentist
O It’s easy to find a dentist near you. Search and compare dental offices to find one
p’ that suits your needs. Save your family’s preferred dentists to your account for easy
access.

Dental Care Cost Estimator

Find out what to expect with our Dental Care Cost Estimator. Our easy to use tool
provides estimated cost ranges on common dental care needs for dentists in your
area, now with the option to select your dentist for tailored cost estimates.

\?f Save your preferred dentist for quick access
U Save your favorite dentists using the Delta Dental Mobile App for quick access to
e contact information making it easy to schedule your routine cleaning.

m Secure access to your benefits

You must sign in each time you access the secure portion of the mobile app. No personal
health information is ever stored on your device. For more details on security, our Privacy
Policy can be viewed by clicking the lock icon on the main menu.

Please note information displayed may vary based on your particular coverage. For more information on your coverage, contact your Delta Dental
company. “Delta Dental” refers to the national network of 39 independent Delta Dental companies that provide dental benefits and is a registered
trademark of Delta Dental Plans Association.

deltadental.com

®
Copyright © 2021 by Delta Dental Plans Association. All rights reserved. A DELTA DENTAL
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DELTA DENTAL TO GOs™

& DELTA DENTAL

RO GO~

Carry Over Your
(. | N sed Benefits

r

-

f"‘"‘
”~

7N

INCREASE YOUR ANNUAL BENEFIT MAXIMUM

To Go™ allows you to carry over a portion of your unused annual maximums from one benefit
period to the next. This benefit offers more flexibility and helps you plan for more extensive
and costly dental treatments in subsequent years.

HOW IT WORKS
For example, if your plan has an annual maximum of $1,500, here is how you can use To Go.

YEAR 1 YEAR 2 YEAR 3

Annual Benefit Maximum $1,500 | Annual Benefit Maximum $1,500 | Annual Benefit Maximum $1,500

Eligible Benefit Used $500 | To Go Benefit from Year 1 $1,000 | To Go Benefit from Year 2 $1,500

Unused Annual Benefit Maximum | $1,000 | Year 2 Annual Benefit Maximum | $2,500 | Year 3 Annual Benefit Maximum | $3,000

To Go - Annual Maximum

Carryover (for use in year 2) $1,000 | Eligible Benefit Used $500 @ Eligible Benefit Used $1,500

Unused Annual Benefit Maximum | $2,000 = Unused Annual Benefit Maximum | $1,500

To Go - Annual Maximum To Go - Annual Maximum

Carryover (for use in year 3) $1500 Carryover (for use in year 4) #1500

QUESTIONS?

If you have any questions about your dental benefits, visit the Delta Dental website at deltadentalia.com
and log into the Member Connection or you can call customer service at 800-544-0718.

To Go Guidelines:

1. Your plan must have coverage for major services, and these services may not be subject to any benefit waiting periods. If you make a change that impacts your benefit
period, your To Go balance may restart. If you are not covered under the plan for the full benefit period, you will receive a pro-rated amount the first year.

2. You must have submitted at least one claim during the benefit plan year.

3. The carryover amount may not exceed the amount of the regular annual maximum and the total combined annual maximum may not exceed twice the regular annual maximum.

* The To Go - Annual Maximum Carryover amount cannot exceed the annual benefit maximum.
Delta Dental of lowa | 9000 Northpark Drive | Johnston, IA 50131 | 800-544-0718 | deltadentalia.com

2659-F10250 01/2021
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A ook
at Your VSP

Vision Coverage

With VSP and Hawkeye Area Community
Action Program, your health comes first.

Enroll in VSP® Vision Care to get access to
savings and personalized vision care from a
VSP network doctor for you and your family.

Value and savings you love.

Save on eyewear and eye care when you see a VSP network
doctor. Plus, take advantage of Exclusive Member Extras which
provide offers from VSP and leading industry brands totaling
over $3,000 in savings.

Provider choices you want.
vsp With thousands of choices, getting the most out of
edge Your benefitsis easy at a VSP Premier Edge™ location.

Shop online and connect your benefits.
Eyeconic® is the preferred VSP online retailer where
eyec-onlc you can shop in-network with your vision benefits.
sacmery S@@ yOUr savings in real time when you shop over
70 brands of contacts, eyeglasses, and sunglasses.

Quality vision care you need.

You’ll get great care from a VSP network doctor, including a
WellVision Exam®. An annual eye exam not only helps you see
well, but helps a doctor detect signs of eye conditions and health
conditions, like diabetes and high blood pressure.

Using your benefit is easy!

Create an account on vsp.com to view your in-network coverage,
find the VSP network doctor who’s right for you, and discover
savings with Exclusive Member Extras. At your appointment, just
tell them you have VSP.

VISION Care

More Ways
to Save

Extra

$20

to spend on
Featured Frame Brands*

bebe CalvinKlein
COLE HAAN @DRAGON
FLEXON LONGCHAMP
V and more

See all brands and offers
at vsp.com/offers.

_I_

Up to

40%

Savings on
lens enhancementsit

Enroll through your employer today.

Contact us: 800.877.7195 or vsp.com
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Your VSP Vision Benefits Summary PROVIDER NETWORK: vSp.

Hawkeye Area Community Action Program and VSP VSP Choice .
provide you with an affordable vision plan. EFFECTIVE DATE: ViSsiONn care

10/16/2023
BENEFIT DESCRIPTION COPAY FREQUENCY
Your Coverage with a VSP Provider
¢ Focuses on your eyes and overall wellness $10
WELLVISION EXAM « Routine retinal screening Up to $39 Every calendar year

¢ Retinal imaging for members with diabetes covered-in-full

* Additional exams and services beyond routine care to treat
immediate issues from pink eye to sudden changes in vision or
to monitor ongoing conditions such as dry eye, diabetic eye

$20 per exam

ESSENTIAL MEDICAL Available as needed

EYE CARE ;i
disease, glaucoma, and more.
¢ Coordination with your medical coverage may apply. Ask your
VSP network doctor for details.
PRESCRIPTION GLASSES $25 See frame and lenses
¢ $150 Featured Frame Brands allowance
¢ $130 frame allowance Included in
FRAME"* * 20% savings on the amount over your allowance Prescription  Every other calendar year
¢ $130 Walmart/Sam's Club frame allowance Glasses
¢ $70 Costco frame allowance
+ Single vision, lined bifocal, and lined trifocal lenses Included in
LENSES + Impact-resistant lenses for dependent children Prescription Every calendar year
Glasses
¢ Standard progressive lenses $0
LENS ENHANCEMENTS ° Premium progressive lenses $95 - $105 Every calendar year
¢ Custom progressive lenses $150 - $175
¢ Average savings of 30% on other lens enhancements
CONTACTS (INSTEAD * $130 allowance for contacts; copay does not apply Up to $60 Every calendar year

OF GLASSES) ¢ Contact lens exam (fitting and evaluation)

Glasses and Sunglasses

* Discover all current eyewear offers and savings at vsp.com/offers.

*« 20% savings on unlimited additional pairs of prescription or non-prescription glasses/sunglasses, including
lens enhancements, from a VSP provider within 12 months of your last WellVision Exam.

Laser Vision Correction
ADDITIONAL SAVINGS + Average of 15% off the regular price; discounts available at contracted facilities.

Exclusive Member Extras for VSP Members

* Contact lens rebates, lens satisfaction guarantees, and more offers at vsp.com/offers.

* Save up to 60% on digital hearing aids with TruHearing®. Visit vsp.com/offers/special-offers/hearing-aids for
details.

¢ Enjoy everyday savings on health, wellness, and more with VSP Simple Values.

YOUR COVERAGE GOES FURTHER IN-NETWORK

With so many in-network choices, VSP makes it easy to get the most out of your benefits. You’ll have access to preferred private practice, retail, and
online in-network choices. Log in to vsp.com to find an in-network provider.

tOnly available to VSP members with applicable plan benefits. Frame brands and promotions are subject to change.

1Savings based on doctor’s retail price and vary by plan and purchase selection; average savings determined after benefits are applied. Ask your VSP network doctor for more details.

+Coverage with a retail chain may be different or not apply.

VSP guarantees member satisfaction from VSP providers only. Coverage information is subject to change. In the event of a conflict between this information and your organization’s contract with VSP, the terms of the contract
will prevail. Based on applicable laws, benefits may vary by location. In the state of Washington, VSP Vision Care, Inc., is the legal name of the corporation through which VSP does business. TruHearing is not available directly
from VSP in the states of California and Washington. Premier Edge is not available for some members in the state of Texas.

To learn about your privacy rights and how your protected health information may be used, see the VSP Notice of Privacy Practices on vsp.com.

©2023 Vision Service Plan. All rights reserved.

VSP, Eyeconic, and WellVision Exam are registered trademarks, and VSP LightCare and VSP Premier Edge are trademarks of Vision Service Plan. Flexon and Dragon are registered

trademarks of Marchon Eyewear, Inc. All other brands or marks are the property of their respective owners. 102898 VCCM Classification: Restricted
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The Hartford Life, Voluntary
Life and Disability Plans



BASIC GROUP TERM LIFE and ACCIDENTAL DEATH &
DISMEMBERMENT INSURANCE BENEFIT HIGHLIGHTS

THE
HARTFORD

Hawkeye Area Community Action Program, Inc.

The group term Life and Accidental Death and Dismemberment (AD&D) insurance
available through your employer gives extra protection that you and your family may
Qﬂ need. Life and AD&D insurance offers financial protection by providing you coverage in
case of an untimely death or an accident that destroys your income-earning ability. Life
benefits are disbursed to your beneficiaries in a lump sum in the event of your death.

More than half of Americans

(53%) expressed a To learn more about Life and AD&D insurance, visit
www.thehartford.com/employee-
heightened need for life benefits/employees

insurance because of

CoVID-19.1

This benefit is paid by HACAP

COVERAGE INFORMATION

APPLICANT @EI[d=Nefo)V/S3¥:Xe]S AD&D COVERAGE
Employee Benefit’ $25,000 AD&D: Included
AD&D BENEFITS — PERCENT OF COVERAGE AMOUNT PER ACCIDENT
Covered accidents or death can occur up to 365 days after the accident. The total benefit for all losses due to the same accident will not exceed
100% of your coverage amount.
LOSS FROM ACCIDENT COVERAGE
Life 100%
Both Hands or Both Feet or Sight of Both Eyes 100%
One Hand and One Foot 100%
Speech and Hearing in Both Ears 100%
Either Hand or Foot and Sight of One Eye 100%
Movement of Both Upper and Lower Limbs (Quadriplegia) 100%
Movement of Both Lower Limbs (Paraplegia) 75%
Movement of Three Limbs (Triplegia) 75%
Movement of the Upper and Lower Limbs of One Side of the Body (Hemiplegia) 50%
Either Hand or Foot 50%
Sight of One Eye 50%
Speech or Hearing in Both Ears 50%
Movement of One Limb (Uniplegia) 25%
Thumb and Index Finger of Either Hand 25%
ASKED & ANSWERED

WHO IS ELIGIBLE?
All eligible employees working 30 hours or more.

255% at age 70 and 70% at age 75
HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. LIFE& ADD BHS_PUBLICATION DATE: 10/13/2023 ALL ACTIVE FULL-TIME EMPLOYEES-
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AM | GUARANTEED COVERAGE?
This insurance is guaranteed issue coverage - it is available without having to provide information about your health.

AD&D is available without having to provide information about your health.

WHEN CAN | ENROLL?
Your employer will automatically enroll you for this coverage. If you have not already done so, you must designate a beneficiary.

WHEN DOES THIS INSURANCE BEGIN?
This insurance will become effective for you on the date you become eligible.

You must be actively at work with your employer on the day your coverage takes effect.

WHEN DOES THIS INSURANCE END?
This insurance will end when you no longer satisfy the applicable eligibility conditions, premium is unpaid, you are no longer actively
working, you leave your employer, or the coverage is no longer offered.

CAN | KEEP THIS INSURANCE IF | LEAVE MY EMPLOYER OR AM NO LONGER A MEMBER OF THIS GROUP?

Yes, you can take this life coverage with you. Coverage may be continued for you under a group portability certificate or an individual
conversion life certificate. The specific terms and qualifying events for conversion and portability are described in the certificate.
Conversion and portability are not available for AD&D coverage.

1LIMRA, Facts About Life 2020: https://www.limra.com/globalassets/limra/newsroom/fact-tank/fact-sheets/liam-facts-2020-final.pdf, as viewed on October 14, 2020.

The Buck’s Got Your Back ©

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting company Hartford Life and Accident Insurance Company. Home Office is
Hartford, CT. All benefits are subject to the terms and conditions of the policy. Policies underwritten by the underwriting company listed above detail exclusions, limitations, reduction of
benefits and terms under which the policies may be continued in force or discontinued. This Benefit Highlights document explains the general purpose of the insurance described, but in
no way changes or affects the policy as actually issued. In the event of a discrepancy between this document and the policy, the terms of the policy apply. Complete details are in the
Certificate of Insurance issued to each insured individual and the Master Policy as issued to the policyholder. Benefits are subject to state availability. © 2020 The Hartford.

The Hartford compensates both internal and external producers, as well as others, for the sale and service of our products. For additional information regarding The Hartford’s
compensation practices, please review our website http://thehartford.com/group-benefits-producer-compensation. Life Form Series includes GBD-1000, GBD-1100, or state equivalent.
5962a and 5962b NS 07/21
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LIMITATIONS & EXCLUSIONS

THE
HARTFORD

This insurance coverage includes certain limitations and exclusions. The certificate details all provisions, limitations, and exclusions for this insurance coverage. A copy of
the certificate can be obtained from your employer.

GROUP LIFE INSURANCE
GENERAL LIMITATIONS AND EXCLUSIONS
+  55%atage 70 and 70% at age 75

«  You must be a citizen or legal resident of the United States, its territories and protectorates.
5962a NS 05/21 Life Form Series includes GBD-1000, GBD-1100, or state equivalent.

GROUP ACCIDENTAL DEATH & DISMEMBERMENT INSURANCE
GENERAL LIMITATIONS AND EXCLUSIONS
«  55%atage 70 and 70% at age 75
. Exclusions: (Applicable to all benefits except the Life Insurance Benefit and the Accelerated Benefit) What is not covered under The Policy?
. The Policy does not cover any loss caused or contributed to by:
. anaphylactic shock;
. any form of auto-erotic asphyxiation;
. failure to wear a Seat Belt while driving or riding as a passenger in a Motor Vehicle;
. intentionally self-inflicted Injury;
. stroke or cerebrovascular accident or event, cardiovascular accident or event, myocardial infarction or heart attack, coronary thrombosis or aneurysm;
. suicide or attempted suicide, whether sane or insane;
. war or act of war, whether declared or not;
. injury sustained while on full-time active duty as a member of the armed forces (land, water, air) of any country or international authority except Reserve or National
Guard Service;
. injury sustained while On any aircraft except a Civil or Public Aircraft, or Military Transport Aircraft;
. injury sustained while On any aircraft:
+ as a pilot, crewmember or student pilot;
+ as a flight instructor or examiner;
« ifitis owned, operated or leased by or on behalf of the Policyholder, or any Employer or organization whose eligible persons are covered under The Policy; or
+ being used for tests, experimental purposes, stunt flying, racing or endurance tests;
. injury sustained while taking drugs, including but not limited to sedatives, narcotics, barbiturates, amphetamines, or hallucinogens, unless as prescribed by or
administered by a Physician
injury sustained while riding or driving in a scheduled race or testing any Motor Vehicle on tracks, speedways or proving grounds;
injury sustained while committing or attempting to commit a felony;
injury sustained while Intoxicated;
injury sustained while driving while Intoxicated;
injury sustained by illegal fireworks or the use of any legal fireworks when not following the manufacturer’s lighting instructions;
driving and violating any applicable cellular device use or distracted driving laws; or
. failure to wear a helmet while On or riding as a passenger On a motorcycle, bicycle, all-terrain vehicle (ATV) or any other type of motor bike.
«  You must be a citizen or legal resident of the United States, its territories and protectorates.
DEFINITIONS
+  Loss means, with regard to hands and feet, actual severance through or above wrist or ankle joints; with regard to sight, speech or hearing, entire and
irrecoverable loss thereof; with regard to thumb and index finger, actual severance through or above the metacarpophalangeal joints; with regard to movement,
complete and irreversible paralysis of such limbs.
«  Injury means bodily injury resulting directly from an accident, independent of all other causes, which occurs while you have coverage.
5962¢ NS 05/21 Accident Form Series includes GBD-1000, GBD-1300, or state equivalent.

The Buck’s Got Your Back ®

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting company Hartford Life and Accident Insurance Company. Home Office is Hartford, CT. All benefits are subject to the
terms and conditions of the policy. Policies underwritten by the underwriting company listed above detail exclusions, limitations, reduction of benefits and terms under which the policies may be continued in force or
discontinued. This Benefit Highlights document explains the general purpose of the insurance described, but in no way changes or affects the policy as actually issued. In the event of a discrepancy between this document
and the policy, the terms of the policy apply. Complete details are in the Certificate of Insurance issued to each insured individual and the Master Policy as issued to the policyholder. Benefits are subject to state availability.
© 2020 The Hartford

HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. LIMITATIONS & EXCLUSIONS_PUBLICATION DATE: 10/13/2023 ALL ACTIVE FULL-TIME
EMPLOYEES- CLASS 3 00159153 PAGE 3 OF 4
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GROUP SHORT-TERM DISABILITY INSURANCE
BENEFIT HIGHLIGHTS e

HARTFORD

Hawkeye Area Community Action Program, Inc.

A disability can happen to anyone. A back injury, pregnancy, or serious iliness can lead to months
without a regular paycheck. If you're unable to work for a short period of time due to a non-work-
related condition, illness or injury, short-term disability insurance offers financial protection by paying
you a portion of your earnings.

Just over 1 in 4 of today’s

20 year-olds will become To learn more about Short-Term Disability insurance, visit

disabled before they retire www.thehartford.com/employee-benefits/employees

(age 67).1

COVERAGE INFORMATION This benefit is paid for by HACAP

BENEFIT SICKNESS BENEFIT INJURY BENEFIT BENEFIT

PERCENTAGE MAXIMUM  MINIMUM STARTS STARTS DURATION
(PERCENT OF YOUR EARNINGS)

60% $1,000 $25 On the 8 day On the 8" day 25 weeks

ASKED & ANSWERED

WHO IS ELIGIBLE?
You are eligible if you are an active full time employee who works at least 30 hours per week on a regularly scheduled basis.

AM | GUARANTEED COVERAGE?
This insurance is guaranteed issue coverage - it is available without having to provide information about your health.

WHEN CAN | ENROLL?
Your employer will automatically enroll you for this coverage.

WHEN DOES THIS INSURANCE BEGIN?
This insurance will become effective on the date you become eligible. You must be actively at work with your employer on the day your
coverage takes effect.

WHEN DOES THIS INSURANCE END?
This insurance will end when you no longer satisfy the applicable eligibility conditions, premium is unpaid, you leave your employer, or the
coverage is no longer offered.

WHAT DOES IT MEAN TO BE DISABLED?
Disability is defined in The Hartford’s certificate with your employer.

Due to accidental bodily injury, sickness, mental illness, substance abuse or pregnancy you are unable to perform the essential duties of your
occupation, and as a result, you are earning 20% or less of your pre-disability weekly earnings or you are able to perform some, but not all, of
the essential duties of your occupation and as a result, you are earning more than 20% but less than 80% of your pre-disability weekly
earnings.

Pre-disability earnings is your regular monthly rate of pay, not counting commissions, bonuses, overtime pay or any other fringe benefit or extra
compensation.

HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. NCSTD BHS_PUBLICATION DATE: 10/13/2023 00159122 PAGE 1 OF 18

70


https://www.thehartford.com/employee-benefits
https://www.thehartford.com/employee-benefits/employees

1U.S. Social Security Administration Fact Sheet. Web. 14 October 2020 https://www.ssa.gov/news/press/factsheets/basicfact-alt.pdf

The Buck’s Got Your Back ®

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting company Hartford Life and Accident Insurance Company. Home Office is Hartford, CT. All benefits are subject to the
terms and conditions of the policy. Policies underwritten by the underwriting company listed above detail exclusions, limitations, reduction of benefits and terms under which the policies may be continued in force or
discontinued. This Benefit Highlights document explains the general purpose of the insurance described, but in no way changes or affects the policy as actually issued. In the event of a discrepancy between this document
and the policy, the terms of the policy apply. Complete details are in the Certificate of Insurance issued to each insured individual and the Master Policy as issued to the policyholder. Benefits are subject to state availability. ©

2020 The Hartford.
The Hartford compensates both internal and external producers, as well as others, for the sale and service of our products. For additional information regarding Hartford's compensation practices, please review our website

http://thehartford.com/group-benefits-producer-compensation. Disability Form Series includes GBD-1000, GBD-1200, or state equivalent.
5962e NS 05/21

HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. NCSTD BHS_PUBLICATION DATE: 10/13/2023 00159122 PAGE 2 OF 18
71



GROUP VOLUNTARY LONG-TERM DISABILITY INSURANCE
BENEFIT HIGHLIGHTS

THE
HARTFORD

More than 1 in 4 adults in Hawkeye Area Community Action Program, Inc.
A disability can happen to anyone. Long-term disability insurance helps protect your
the U.S. has some type paycheck if you’re unable to work for a long period of time after a serious condition, injury

of disability." or sickness.
—
To learn more about Long-Term Disability insurance, visit
www.thehartford.com/employee-benefits/employees
e

COVERAGE INFORMATION

BENEFIT MINIMUM BENEFIT
BASED ON MONTHLY
PERCENTAGE |AXIMUM  INCOME LOSS BEFORE STARTS BENEFIT DURATION

(PERCENT OF YOUR THE DEDUCTION OF (ELIMINATION
EARNINGS) OTHER INCOME BENEFITS) PERIOD)

Disabled before: Age 63
60% $3.000 The greater of $100 or 10% of | After 180 days Benefit duration: As long as you are disabled
o ’ the benefit disabled Benefit duration maximum: The greater of your Social Security
Normal Retirement Age or 3.5 years

ASKED & ANSWERED
WHO IS ELIGIBLE?
You are eligible if you are an active full time employee who works at least 30 hours per week on a regularly scheduled basis.

AM | GUARANTEED COVERAGE?
If you elect coverage during your scheduled enrollment period or if this is the first time you are eligible to elect coverage, evidence of
insurability is not required.

Outside your scheduled enroliment period and during a family status change period, evidence of insurability is required to elect coverage for
the first time.

This coverage is subject to a pre-existing condition exclusion, which is detailed on the Limitations & Exclusions sheet. Please refer to the
Limitations & Exclusions sheet provided with this benefit highlights sheet for more information on limitations and exclusions, such as pre-
existing conditions.

WHEN CAN | ENROLL?
You may enroll during any scheduled enrollment period, within 31 days of the date you have a change in family status, or within 31 days of
the completion of any eligibility waiting period established by your employer.

WHEN DOES THIS INSURANCE BEGIN?

Subject to any eligibility waiting period established by your employer, insurance will become effective in accordance with the terms of the
certificate (usually the first day of the month following the date you elect coverage).

You must be actively at work with your employer on the day your coverage takes effect.

WHEN DOES THIS INSURANCE END?

This insurance will end when you no longer satisfy the applicable eligibility conditions, premium is unpaid, you leave your employer, or the
coverage is no longer offered.

HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. LTD BHS_PUBLICATION DATE: 10/13/2023 00159122 PAGE 3 OF 18
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WHAT DOES IT MEAN TO BE DISABLED?

Disability is defined in The Hartford’s certificate with your employer.

Typically, disability means that you cannot perform one or more of the essential duties of your occupation due to injury, sickness, pregnancy
or other medical condition covered by the insurance, and as a result, your current monthly earnings are less than 80% of your pre-disability
earnings. Once you have been disabled for 2 years following the elimination period, you must be prevented from performing one or more of
the essential duties of any occupation and as a result, your current monthly earnings are less than or equal to 60% of your pre-disability
earnings.

Pre-disability earnings is your regular monthly rate of pay, not counting commissions, bonuses, overtime pay or any other fringe benefit or
extra compensation.

'Center for Disease Control and Prevention “Disability Impacts All of Us,” September 2020: https://www.cdc.gov/ncbddd/disabilityandhealth/infographic-disability-impacts-all.html, as viewed
on 10/14/2020

The Buck’s Got Your Back ®

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting company Hartford Life and Accident Insurance Company. Home Office is
Hartford, CT. All benefits are subject to the terms and conditions of the policy. Policies underwritten by the underwriting company listed above detail exclusions, limitations,
reduction of benefits and terms under which the policies may be continued in force or discontinued. This Benefit Highlights document explains the general purpose of the insurance
described, but in no way changes or affects the policy as actually issued. In the event of a discrepancy between this document and the policy, the terms of the policy apply.
Complete details are in the Certificate of Insurance issued to each insured individual and the Master Policy as issued to the policyholder. Benefits are subject to state availability. ©
2020 The Hartford.

The Hartford compensates both internal and external producers, as well as others, for the sale and service of our products. For additional information regarding Hartford’s
compensation practices, please review our website http://thehartford.com/group-benefits-producer-compensation. Disability Form Series includes GBD-1000, GBD-1200, or state
equivalent.

5962d NS 05/21
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VOLUNTARY GROUP TERM LIFE and ACCIDENTAL DEATH &

DISMEMBERMENT INSURANCE BENEFIT HIGHLIGHTS

Qoﬂ

Hawkeye Area Community Action Program, Inc.

The group term Life and Accidental Death and Dismemberment (AD&D) insurance
available through your employer is a smart, affordable way to purchase the extra
protection that you and your family may need. Life and AD&D insurance offers financial
protection by providing you coverage in case of an untimely death or an accident that
destroys your income-earning ability. Life benefits are disbursed to your beneficiaries in a

lump sum in the event of your death.

More than half of Americans

(53%) expressed a

heightened need for life

insurance because of

COVID-19.1

COVERAGE INFORMATION

APPLICANT

LIFE COVERAGE

Benefit”: Increments of $10,000

To learn more about Life and AD&D insurance, visit
www.thehartford.com/employee-benefits/employees

AD&D COVERAGE

THE
HARTFORD

Employee Maximum: the lesser of 5x earnings or $500,000 ADBD: Included
BenefitZ: Increments of $5,000. .

Spouse Maximum: the lesser of 100% of your supplemental coverage or $100,000 ADAD: Included

Child(ren) ﬂ%ﬂ?ﬂtu,i?cg%”%%tg of $2,000 ADBD: Included

AD&D BENEFITS — PERCENT OF COVERAGE AMOUNT PER ACCIDENT

Covered accidents or death can occur up to 365 days after the accident. The total benefit for all losses due to the same accident will not exceed
100% of your coverage amount.

LOSS FROM ACCIDENT

COVERAGE

Life 100%
Both Hands or Both Feet or Sight of Both Eyes 100%
One Hand and One Foot 100%
Speech and Hearing in Both Ears 100%
Either Hand or Foot and Sight of One Eye 100%
Movement of Both Upper and Lower Limbs (Quadriplegia) 100%
Movement of Both Lower Limbs (Paraplegia) 75%
Movement of Three Limbs (Triplegia) 75%
Movement of the Upper and Lower Limbs of One Side of the Body (Hemiplegia) 50%
Either Hand or Foot 50%
Sight of One Eye 50%
Speech or Hearing in Both Ears 50%
Movement of One Limb (Uniplegia) 25%
Thumb and Index Finger of Either Hand 25%

355% at age 70 and 70% at age 75

HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. SUPP LIFE& ADD BHS_PUBLICATION DATE:

10/13/2023 00159122

PAGE 5 OF 18
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ASKED & ANSWERED

WHO IS ELIGIBLE?
You are eligible if you are an active full time employee who works at least 30 hours per week on a regularly scheduled basis.

Your spouse and child(ren) are also eligible for coverage. Any child(ren) must be under age 26.

CAN | INSURE MY DOMESTIC OR CIVIL UNION PARTNER?
Yes. Any reference to “spouse” in this document includes your domestic partner, civil union partner or equivalent, as recognized and
allowed by applicable law.

AM | GUARANTEED COVERAGE?

If you enroll during your annual enrollment period or are newly eligible and elect an amount that exceeds the guaranteed issue amount
of $200,000, you will need to provide evidence of insurability that is satisfactory to The Hartford before the excess can become
effective. If you enroll after your annual or initial enrollment period, evidence of insurability will be required for all coverage amounts.

If you enroll during your annual enrollment period or are newly eligible and elect an amount that exceeds the guaranteed issue amount
of $50,000, your spouse will need to provide evidence of insurability that is satisfactory to The Hartford before the excess can become
effective. If you enroll after your annual or initial enrollment period, evidence of insurability will be required for all coverage amounts.

This insurance is guaranteed issue coverage — it is available without having to provide information about your child(ren)’s health.
ADA&D is available without having to provide information about your or your family’s health.

WHEN CAN | ENROLL?
You may enroll during any scheduled enroliment period within 31 days of the date you have a change in family status, or within 31
days of the completion of any eligibility waiting period established by your employer.

WHEN DOES THIS INSURANCE BEGIN?
Subject to any eligibility waiting period established by your employer, insurance will become effective in accordance with the terms of
the certificate (usually the first day of the month following the date you elect coverage).

You must be actively at work with your employer on the day your coverage takes effect.

Your spouse and child(ren) must be performing normal activities and not be confined (at home or in a hospital/care facility), unless
already insured with the prior carrier.

WHEN DOES THIS INSURANCE END?
This insurance will end when you (or your dependent(s)) no longer satisfy the applicable eligibility conditions, premium is unpaid, or
the coverage is no longer offered.

CAN | KEEP THIS INSURANCE IF | LEAVE MY EMPLOYER OR AM NO LONGER A MEMBER OF THIS GROUP?

Yes, you can take this life coverage with you. Coverage may be continued for you and your dependent(s) under a group portability
certificate or an individual conversion life certificate. Your spouse may also continue insurance in certain circumstances. The specific
terms and qualifying events for conversion and portability are described in the certificate.Conversion and portability are not available
for AD&D coverage.

LIMRA, Facts About Life 2020: https://www.limra.com/globalassets/limra/newsroom/fact-tank/fact-sheets/liam-facts-2020-final.pdf, as viewed on October 14, 2020.

The Buck’s Got Your Back ®

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting company Hartford Life and Accident Insurance Company. Home Office is Hartford, CT. All benefits are
subject to the terms and conditions of the policy. Policies underwritten by the underwriting company listed above detail exclusions, limitations, reduction of benefits and terms under which the policies may be
continued in force or discontinued. This Benefit Highlights document explains the general purpose of the insurance described, but in no way changes or affects the policy as actually issued. In the event of a
discrepancy between this document and the policy, the terms of the policy apply. Complete details are in the Certificate of Insurance issued to each insured individual and the Master Policy as issued to the
policyholder. Benefits are subject to state availability. © 2020 The Hartford.

The Hartford compensates both internal and external producers, as well as others, for the sale and service of our products. For additional information regarding The Hartford’'s compensation practices, please
review our website http://thehartford.com/group-benefits-producer-compensation. Life Form Series includes GBD-1000, GBD-1100, or state equivalent.

5962a and 5962b NS 07/21
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GROUP VOLUNTARY ACCIDENT INSURANCE BENEFIT HIGHLIGHTS

THE
HARTFORD

Hawkeye Area Community Action Program, Inc.

With Accident insurance, you'll receive payment(s) associated with a covered injury and
related services. You can use the payment in any way you choose — from expenses not
covered by your major medical plan to day-to-day costs of living such as the mortgage or
your utility bills.

Nearly 3 million
To learn more about Accident insurance, visit
www.thehartford.com/employee-

emergenc
9 y benefits/employees

department visits
every year are
caused by youth
sports.!

COVERAGE INFORMATION

You have a choice of two accident plans, which allows you the flexibility to enroll for the coverage that best meets your needs. This
insurance provides benefits when injuries, medical treatment and/or services occur as the result of a covered accident. Unless otherwise
noted, the benefit amounts payable under each plan are the same for you and your dependent(s).

PLAN INFORMATION OPTION 1 OPTION 2
On and off-job (24 On and off-job (24
Coverage Type h ourJ ( h ourJ (
BENEFITS OPTION 1 OPTION 2
EMERGENCY, HOSPITAL & TREATMENT CARE
Accident Follow-Up Up to 3 visits per accident $75 $100
Accident Prevention Benefit Once per year for each covered person $50 $50
Acupuncture/Chiropractic Care/PT Up to 10 visits each per accident Up to $50 Up to $75
Ambulance - Air Once per accident $1,500 $2,000
Ambulance — Ground Once per accident $500 $750
Blood/PlasmalPlatelets Once per accident $200 $300
Child Care Up to 30 days per accident while insured is confined $25 $35
Daily Hospital Confinement Up to 365 days per lifetime $200 $400
Daily ICU Confinement Up to 30 days per accident $400 $600
Diagnostic Exam Once per accident $200 $300
Emergency Dental Once per accident Up to $300 Up to $450
Emergency Room Once per accident $150 $200
Hospital Admission Once per accident $1,000 $1,500
Initial Physician Office Visit Once per accident $150 $200
Lodging Up to 30 nights per lifetime $125 $150
Medical Appliance Once per accident $100 $200
Rehabilitation Facility Up to 15 days per lifetime $150 $300
Transportation Up to 3 trips per accident $400 $600
Urgent Care Once per accident $150 $200
X-ray Once per accident $100 $150
SPECIFIED INJURY & SURGERY
Abdominal/Thoracic Surgery Once per accident $2,000 $3,000
Arthroscopic Surgery Once per accident $250 $500
Burn Once per accident Up to $10,000 Up to $15,000
Burn - Skin Graft Once per accident for third degree burn(s) 50% of burn benefit |  50% of burn benefit
Concussion Up to 3 per year $150 $200
Dislocation Once per joint per lifetime Up to $4,000 Up to $8,000
HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. ACCIDENT BHS_PUBLICATION DATE: 10/13/2023 00159122 PAGE 7 OF 18
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Eye Injury Once per accident Up to $500 Up to $750
Fracture Once per bone per accident Up to $8,000 Up to $10,000
Hernia Repair Once per accident $200 $400
Joint Replacement Once per accident $2,000 $4,000
Knee Cartilage Once per accident Up to $1,000 Up to $2,000
Laceration Once per accident Up to $250 Up to $500
Ruptured Disc Once per accident $1,000 $2,000
Tendon/Ligament/Rotator Cuff Once per accident Up to $1,500 Up to $2,000
CATASTROPHIC OPTION 1 OPTION 2
Accidental Death Within 90 days; Spouse @ 50% and child @ 25% $50,000 $75,000
Common Carrier Death Within 90 days 15 tibrgﬁzfﬁeath 2 times death benefit
Coma Once per accident Up to $10,000 Up to $15,000
Home Health Care Up to 30 days per accident $50 $75
Paralysis Once per accident Up to $50,000 Up to $75,000
Prosthesis Once per accident Up to $2,000 Up to $3,000
FEATURES OPTION 1 OPTION 2
Ability Assist® EAP? — 24/7/365 access to help for financial, legal or emotional issues Included Included
HealthChampionS¥3 — Administrative & clinical support following serious illness or injury Included Included

ASKED & ANSWERED

WHO IS ELIGIBLE?

You are eligible for this insurance if you are an active full-time employee who works at least 30 hours per week on a regularly scheduled
basis.

Your spouse and child(ren) are also eligible for coverage. Any child(ren) must be under age 26.

CAN | INSURE MY DOMESTIC OR CIVIL UNION PARTNER?
Yes. Any reference to “spouse” in this document includes your domestic partner, civil union partner or equivalent, as recognized and allowed
by applicable law.

AM | GUARANTEED COVERAGE?

This insurance is guaranteed issue coverage — it is available without having to provide information about your or your family’s health. All you
have to do is elect the coverage to become insured.

WHEN CAN | ENROLL?

You may enroll during any scheduled enroliment period, or within 31 days of completion of any eligibility waiting period established by your
employer.

WHEN DOES THIS INSURANCE BEGIN?
Subject to any eligibility waiting period established by your employer, insurance will become effective in accordance with the terms of the
certificate (usually the first day of the month following the date you elect coverage).

You must be actively at work with your employer on the day your coverage takes effect. Your spouse and child(ren) must be performing
normal activities and not be confined (at home or in a hospital/care facility), unless already insured with the prior carrier.

WHEN DOES THIS INSURANCE END?
This insurance will end when you or your dependents no longer satisfy the applicable eligibility conditions, premium is unpaid, you are no
longer actively working, you leave your employer, or the coverage is no longer offered.

CAN | KEEP THIS INSURANCE IF | LEAVE MY EMPLOYER OR AM NO LONGER A MEMBER OF THIS GROUP?

Yes, you can take this coverage with you. Coverage may be continued for you and your dependent(s) under a group portability policy. Your
spouse may also continue insurance in certain circumstances. The specific terms and qualifying events for portability are described in the
certificate.

'National Health Statistics Reports, November 2019. CDC/National Center for Health Statistics: https://www.cdc.gov/inchs/data/nhsr/nhsr133-508.pdf, as viewed as of 10/14/2020
2AbilityAssist® services are offered through The Hartford by ComPsych®. ComPsych is not affiliated with The Hartford and is not a provider of insurance services. The Hartford is not
responsible and assumes no liability for the goods and services provided by ComPsych and reserves the right to discontinue any of these services at any time. Ability Assist is a registered
trademark of The Hartford. Services may not be available in all states. Visit https://www.thehartford.com/employee-benefits/value-added-services for more information.

3HealthChampion services are provided through The Hartford by ComPsych®. ComPsych is not affiliated with The Hartford and is not a provider of insurance services. The Hartford doesn’t
provide basic hospital, basic medical, or major medical insurance. HealthChampion specialists are only available during business hours. Inquiries outside of this timeframe can either request a
call-back the next day or schedule an appointment. The Hartford is not responsible and assumes no liability for the goods and services provided by ComPsych and reserves the right to
discontinue any of these services at any time. Health Champion is a service mark of ComPsych. Services may not be available in all states.

Visit https://www.thehartford.com/employee-benefits/value-added-services for more information
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The Buck’s Got Your Back ©

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting company Hartford Life and Accident Insurance Company. Home Office is Hartford, CT. All benefits are subject to
the terms and conditions of the policy. Policies underwritten by the underwriting company listed above detail exclusions, limitations, reduction of benefits and terms under which the policies may be continued in force or
discontinued. This Benefit Highlights document explains the general purpose of the insurance described, but in no way changes or affects the policy as actually issued. In the event of a discrepancy between this document

and the policy, the terms of the policy apply. Complete details are in the Certificate of Insurance issued to each insured individual and the Master Policy as issued to the policyholder. Benefits are subject to state
availability. © 2020 The Hartford.

The Hartford compensates both internal and external producers, as well as others, for the sale and service of our products. For additional information regarding Hartford’s compensation practices, please review our
website http://thehartford.com/group-benefits-producer-compensation. Accident Form Series includes GBD-2000, GBD-2300, or state equivalent. 5962g NS 08/21

HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. ACCIDENT BHS_PUBLICATION DATE: 10/13/2023 00159122 PAGE 9 OF 18

78



GROUP CRITICAL ILLNESS INSURANCE BENEFIT HIGHLIGHTS

Underwritten by Hartford Life and Accident Insurance Company

For Employee of:

HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. THE
(Policyholder) HARTFORD

Facing a serious illness at any age can be challenging — physically,
emotionally and financially. Primary health insurance may pick up some
www.thehartford.com/ y y . ¥ . v P P
employee-benefits/ or most of the tab, but can still leave medical and other recovery
employees expenses that add up quickly. Critical lliness insurance can provide a
lump-sum cash benefit upon diagnosis of a covered illness that can be
used however you choose.

CLASS & POLICY INFORMATION

Eligible Class(es): All Eligible Employees
Policy Situs/Issue State: lowa
Policy Effective Date: January 1, 2024 Policy Anniversary: January 1

To learn more, visit:

ELIGIBILITY & ENROLLMENT INFORMATION (Additional conditions may apply as described in the Certificate.)

To be eligible for coverage, an Employee must be performing the normal duties of their
Employee regular job for the policyholder for 30 or more hours each week and be receiving

compensation from the policyholder for work performed.
Dependent(s) must be able to perform normal and customary activities and not be

Dependent(s) confined (at home or in any medical facility) to be eligible for coverage. In addition,

Dependent Child(ren) must be under age 26, unless otherwise allowed by the policy.
An Employee may enroll for coverage for the Employee and any Dependent(s) within 31

days following the day the Employee or Dependent(s) first become(s) eligible for coverage
New Hire Enrollment under the Policy. If an Employee does not elect coverage during the Employee’s or
Dependent's initial enroliment period, future enrollment may only occur as provided in

the Changes in Coverage provision of the Certificate.
An Employee may enroll for coverage for the Employee and any Dependent(s) within an

Ongoing Enroliment Annual Enrollment Period specified by the Policyholder.

COVERAGE ELECTION & AMOUNT(S)

In order to be insured under the Policy an Employee must elect coverage for themself and any Dependent(s). The Employee is
required to pay premium for the coverage elected. Payment of premium does not guarantee eligibility for coverage.

Any amount of insurance for a Spouse/Partner or Dependent Child(ren) will be rounded to the next higher multiple of $1,000, if not
already an even multiple of $1,000. All Coverage Amount(s) are Guaranteed Issue.

Employee Choice of $10,000; $20,000; or $30,000
Spouse/Partner 50% of the Employee’s elected Coverage Amount
Dependent Child(ren) 50% of the Employee’s elected Coverage Amount (per child)

CRITICAL ILLNESS BENEFITS

All Critical lliness Benefits are subject to all of the applicable Definitions, Additional Requirements, maximumes, limitations,
Exclusions and other provisions of the Policy. The amounts shown below may be adjusted or reduced based on other benefits
payable or previously paid under the Policy.

All Initial Occurrence Benefit Amounts are a percentage of the applicable Coverage Amount in effect for a Covered Person at the
time of Diagnosis of a Critical lliness, unless otherwise stated as a specific dollar amount. All Reoccurrence Benefit Amounts are a
percentage of the Initial Occurrence Benefit Amount for the applicable Critical lliness that is payable or was previously paid under
the Policy for a Covered Person. All Category Benefit Maximums are a percentage of the applicable Coverage Amount in effect for a
Covered Person at the time of Diagnosis of a Critical IlIness.

Initial Occurrence Reoccurrence

CANCER & BENIGN TUMOR CATEGORY Benefit Amount:  Benefit Amount:

Cancer (Invasive) 100% 100%
Carcinoma in Situ (Non-Invasive) 25% 100%
Skin Cancer $250 None
Group Critical lliness Insurance Benefit Highlights Page 11 of 18 Publication Date: 10/13/2023
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Bone Marrow Failure

Benign Brain or Spinal Cord (Intradural) Tumor
e Early Diagnosis

e Advanced Diagnosis

HEART & VASCULAR CATEGORY

Heart Attack (Myocardial Infarction)
e ST-Segment Elevation Myocardial Infarction (STEMI)

* Non-ST Segment Elevation Myocardial Infarction (NSTEMI)
Coronary Artery Disease

e Minor Diagnosis

e Major Diagnosis

Stroke

e Mild Stroke

e Moderate Stroke

e Severe Stroke
Aneurysm

e Abdominal Aortic Aneurysm or Thoracic Aortic Aneurysm
- Major Diagnosis

MAJOR ORGAN CATEGORY

Major Organ Failure

NEUROLOGICAL CONDITIONS CATEGORY

Dementia

e Advanced Diagnosis
Parkinson’s Disease

e Advanced Diagnosis
Amyotrophic Lateral Sclerosis (ALS)

¢ Advanced Diagnosis
Multiple Sclerosis (MS)

e Advanced Diagnosis
Neurological Conditions Category Benefit Maximum: 100%

INFECTIOUS CONDITIONS CATEGORY

Severe Infectious Disease
e Major Diagnosis

FUNCTIONAL LOSS & CATASTROPHIC CONDITIONS CATEGORY

Coma

Loss of Hearing

Loss of Sight

Loss of Speech
Permanent Paralysis

CHILD CONDITIONS CATEGORY

Cerebral Palsy

e Early Diagnosis

¢ Advanced Diagnosis
Congenital Heart Defect

Congenital Metabolic Disorder
Genetic Disorder
Structural Congenital Defect

25%

10%
50%

Initial Occurrence
Benefit Amount:

100%
25%

10%
100%

10%
25%
100%

100%

Initial Occurrence
Benefit Amount:

100%

Initial Occurrence
Benefit Amount:

100%
100%
100%

100%

Initial Occurrence
Benefit Amount:

25%

Initial Occurrence
Benefit Amount:

100%
50%
100%
50%
100%

Initial Occurrence
Benefit Amount:

10%
100%
100%

100%
100%
100%

Critical llinesses included in the Child Conditions Category must be Diagnosed during Childhood.

Group Critical lliness Insurance Benefit Highlights
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None

None
None

Reoccurrence
Benefit Amount:

100%
100%

100%
100%

100%
100%
100%

100%

Reoccurrence
Benefit Amount:

100%

Reoccurrence
Benefit Amount:

None
None
None

None

Reoccurrence
Benefit Amount:

None

Reoccurrence
Benefit Amount:

100%
None
None
None
None

Reoccurrence
Benefit Amount:

None
None
None

None
None
None
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ADDITIONAL BENEFITS

All Additional Benefits are subject to the applicable Definitions, Exclusions and other provisions of the Policy. The amounts and
maximums shown below may be adjusted or reduced based on other benefits payable or previously paid under the Policy, as
described in the Additional Benefit(s) and General Limitations & Exclusions sections of this Certificate.

Benefit: Benefit Amount: Benefit Maximum:

Health Screenin S50 Once per Policy Year
g p y

GENERAL LIMITATIONS & EXCLUSIONS

The limitations and exclusions included below apply to all benefits included in the Certificate unless otherwise noted below.
Please note that certain Critical lllness Benefits and Additional Benefits may have additional limitations or requirements
presented in the benefit provisions and definitions of the Certificate. All limitations and exclusions are fully described in the
Certificate.

Unless otherwise stated in the Certificate, We will not pay benefits for any Critical Iliness included in the Policy if a Covered

Person was Diagnosed with such illness or condition prior to the Covered Person’s effective date under the Policy.
Once a Critical lllness is Diagnosed for which a benefit is payable for a Covered Person, in

Initial Occurrence Benefit Separation | order for an Initial Occurrence Benefit to be payable for any other Critical Iliness, an
Period Initial Occurrence Benefit Separation Period of 30 days must be satisfied. This limitation

is fully described in the Certificate.
Once a Critical Iliness is Diagnosed for which a benefit is payable for a Covered Person, in

order for a Reoccurrence Benefit to be payable for that same Critical Illness, a

Reoccurrence Benefit Separation Period of 180 days must be satisfied.
Each Covered Person may receive multiple payments for Critical Illness Benefits under

this Certificate until the Policy Benefit Maximum of 500% is reached. Any payments
received by a Covered Person for any Additional Benefit(s) do not count toward this

maximum. This limitation is fully described in the Certificate.
Exclusions No benefits are payable under the Policy for any Critical Iliness that results from, is

caused by or that takes place during a Covered Person’s:

¢ intentional self-inflicted illness or Injury

e voluntarily taking or using any drug, narcotic, medication or sedative, unless it is:
- taken or used as prescribed by a Physician, or
- taken according to package directions, for any over-the-counter drug, medication or
sedative

e voluntary commission of or attempt to commit a felony , voluntary participation in
illegal activities (except for misdemeanor violations), or voluntary engagement in an
illegal occupation

e incarceration or imprisonment in any type of penal or detention facility

¢ active duty service or training in the military (naval force, air force or National
Guard/Reserves or equivalent) for service/training extending beyond 31 days of any
state, country or international organization, unless specifically allowed by a provision
of this Certificate

¢ involvement in any declared or undeclared war or act of war (not including acts of
terrorism), while serving in the military or an auxiliary unit attached to the military, or
working in an area of war whether voluntarily or as required by an employer

Reoccurrence Benefit Separation
Period

Policy Benefit Maximum

In addition, no benefits are payable under the Policy for any Critical lliness that results
from or is caused by a Covered Person’s Substance Use Disorder.

In addition, no benefits are payable under the Policy for any Critical lliness for which
Diagnosis is made outside the United States or Canada, unless the Diagnosis is confirmed
in the United States. The date of Diagnosis in such circumstances is the date the
Diagnosis was originally made outside the United States or Canada.

FEATURES

You may be able to continue insurance for You and Your Dependent(s) in certain
circumstances when You are no longer Actively at Work, with payment of premium and
subject to certain conditions. The available continuation option(s) are described in the

Certificate.
You or an insured Spouse/Partner, in certain circumstances, may continue coverage

under the Policy when insurance would otherwise end under the Termination of
Coverage provision, with payment of premium and subject to certain conditions. This
provision is fully described in the Certificate.

Continuation of Coverage

Extended Continuation

Group Critical lliness Insurance Benefit Highlights Page 13 of 18 Publication Date: 10/13/2023
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Ability Assist® EAP? 24/7/365 access to help for financial, legal or emotional issues
HealthChampion$M1 Administrative and clinical support following serious illness or injury

COVERAGE EFFECTIVE DATE (WHEN COVERAGE BEGINS)

In no event will Dependent insurance become effective before an Employee becomes insured. Additional eligibility conditions may

apply as described in the Certificate.
Coverage will start on the later to occur of:

e the first day of the month on or next following the date an Employee or Dependent
New Hires becomes eligible , if enrolled for coverage on or before that date, or
e the first day of the month on or next following the date an Employee or Dependent is

enrolled for coverage
Coverage will start on:

Annual Enrollment e the Policy Anniversary on or next following the last day of an Annual Enroliment
Period, if an Employee or Dependent is enrolled during an Annual Enrollment Period

TERMINATION OF COVERAGE (WHEN COVERAGE ENDS)

Coverage for an Employee and any Dependent(s) will end on the last day of the month during which an Employee is no longer
eligible for insurance under any provision of the Policy. Coverage for a Dependent will also end on the last day of the month during
which a Dependent no longer satisfies the definition of Spouse/Partner or Dependent Child(ren). Additional circumstances under
which coverage will end are described in the Certificate. Termination of coverage has no effect on benefits payable for a Critical
Iliness that is Diagnosed or Treatment that is received while a Covered Person was insured under the Policy.

HOW TO OBTAIN A COPY OF THE CERTIFICATE

The Certificate will become available after the enrollment period is complete and the terms of insurance under the Policy are
finalized between the Policyholder and Us. The Policyholder should provide you with access to (or a copy of) the Certificate at that
time. If You do not receive what you need from the Policyholder at that time, you may then contact Us at 800-523-2233 (toll-free).

The premium rate structure for this insurance is comprised of attained age rates per $1,000 dollars of insurance for the Employee
and Spouse/Partner, with specified age bands. You are responsible for the payment of premiums for insurance under the Policy if
you elect coverage. Payment of premium does not guarantee eligibility for insurance.

Premiums will be automatically deducted from your paychecks by the Policyholder, then remitted to Us as authorized by you
during the enrollment process. Please contact the Policyholder for information regarding your paycheck deductions.

Additional considerations for premium payment may apply when insurance is continued under any continuation option, as
described in the Certificate. Premiums for this coverage are subject to change in accordance with the provisions of the Policy.
Contact the Policyholder or your benefits administrator for additional information on the current premium structure for the Policy.

NOTICES

NOTICE TO BUYER: This is a Critical lliness insurance policy. The policy provides limited benefits payable ONLY when certain losses
occur as a result of diagnosis of covered specified diseases. Benefits are supplemental and are not intended to cover all medical
expenses. The policy does not constitute comprehensive health insurance coverage and does not satisfy the minimum coverage
requirements of the Affordable Care Act. You should not enroll for this insurance unless you are already covered by
comprehensive health insurance coverage. Persons covered under Medicaid or an equivalent state or Title XIX program should not
enroll for this insurance.

This benefit summary provides a very brief summary of the terms and conditions of the Policy. For a complete description refer to
the appropriate section of the Certificate or Policy (available as noted above). In the event of a discrepancy between this
document and the Policy, the terms of the Policy apply. The capitalization of a term not normally capitalized according to the rules
of standard punctuation, indicates a word or phrase that is a defined term in the Certificate or refers to a specific provision
contained within the Certificate or Policy. A person is not entitled to insurance because they received this benefit summary. A
person is only entitled to insurance if they are eligible and insured in accordance with the terms of the Policy.

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting company Hartford Life and Accident Insurance Company.
Home Office is Hartford, CT. All benefits are subject to the terms and conditions of the policy. Policies underwritten by the underwriting company listed above

detail exclusions, limitations, reduction of benefits and terms under which the policies may be continued in force or discontinued. Benefits are subject to state
availability. © 2022 The Hartford.

THIS POLICY PROVIDES LIMITED BENEFITS FOR SPECIFIED DISEASES ONLY. This limited benefit plan (1) does not constitute major medical coverage, and (2) does
not satisfy the individual mandate of the Affordable Care Act (ACA) because the coverage does not meet the requirements of minimum essential coverage. In New
York: This policy provides limited benefits health insurance only. It does NOT provide basic hospital, basic medical or major medical insurance as defined by the
New York State Department of Financial Services.

Critical lliness Form Series includes GBD-3600, GBD-3700 or state equivalent.

1Ability Assist® and HealthChampion® are offered through The Hartford by ComPsych®. ComPsych is not affiliated with The Hartford and is not a provider of
insurance services. The Hartford is not responsible and assumes no liability for the goods and services provided by ComPsych.

Group Critical lliness Insurance Benefit Highlights Page 14 of 18 Publication Date: 10/13/2023
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LIMITATIONS & EXCLUSIONS

THE
HARTFORD

This insurance coverage includes certain limitations and exclusions. The certificate details all provisions, limitations, and exclusions for this insurance coverage. A copy of
the certificate can be obtained from your employer.

GROUP LIFE INSURANCE
GENERAL LIMITATIONS AND EXCLUSIONS
«  55% atage 70 and 70% at age 75
«  Asupplemental or voluntary life benefit will not be paid if death occurs by suicide within two years (or as allowed by state law) of purchasing this coverage.
«  You and your dependent(s) must be citizens or legal residents of the United States, its territories and protectorates.
DEPENDENT LIMITATIONS AND EXCLUSIONS
+  Coverage may only be elected for dependents when you elect and are approved for coverage for yourself.
«  Coverage may not be elected for a dependent who has employee coverage under this certificate.
«  Coverage may not be elected for a dependent who is in active full-time military service.
«  Child(ren) may only be covered as a dependent of one employee.

« Infants may receive a reduced benefit prior to the age of six months.
5962a NS 05/21 Life Form Series includes GBD-1000, GBD-1100, or state equivalent

GROUP ACCIDENTAL DEATH & DISMEMBERMENT INSURANCE
GENERAL LIMITATIONS AND EXCLUSIONS
«  55% atage 70 and 70% at age 75
. Exclusions: (Applicable to all benefits except the Life Insurance Benefit and the Accelerated Benefit) What is not covered under The Policy?
. The Policy does not cover any loss caused or contributed to by:
. anaphylactic shock;
. any form of auto-erotic asphyxiation;
. failure to wear a Seat Belt while driving or riding as a passenger in a Motor Vehicle;
. intentionally self-inflicted Injury;
. stroke or cerebrovascular accident or event, cardiovascular accident or event, myocardial infarction or heart attack, coronary thrombosis or aneurysm;
. suicide or attempted suicide, whether sane or insane;
. war or act of war, whether declared or not;
. injury sustained while on full-time active duty as a member of the armed forces (land, water, air) of any country or international authority except Reserve or National
Guard Service;
. injury sustained while On any aircraft except a Civil or Public Aircraft, or Military Transport Aircraft;
. injury sustained while On any aircraft:
+ as a pilot, crewmember or student pilot;
+ as a flight instructor or examiner;
+ ifitis owned, operated or leased by or on behalf of the Policyholder, or any Employer or organization whose eligible persons are covered under The Policy; or
+ being used for tests, experimental purposes, stunt flying, racing or endurance tests;
. injury sustained while taking drugs, including but not limited to sedatives, narcotics, barbiturates, amphetamines, or hallucinogens, unless as prescribed by or
administered by a Physician
injury sustained while riding or driving in a scheduled race or testing any Motor Vehicle on tracks, speedways or proving grounds;
injury sustained while committing or attempting to commit a felony;
injury sustained while Intoxicated;
injury sustained while driving while Intoxicated;
injury sustained by illegal fireworks or the use of any legal fireworks when not following the manufacturer’s lighting instructions;
driving and violating any applicable cellular device use or distracted driving laws; or
failure to wear a helmet while On or riding as a passenger On a motorcycle, bicycle, all-terrain vehicle (ATV) or any other type of motor bike.
+  You and your dependent(s) must be citizens or legal residents of the United States, its territories and protectorates.
DEPENDENT LIMITATIONS AND EXCLUSIONS
«  Coverage may only be elected for dependents when you elect and are approved for coverage for yourself.
«  Coverage may not be elected for a dependent who has employee coverage under this certificate.
«  Child(ren) may only be covered as a dependent of one employee.
DEFINITIONS
«  Loss means, with regard to hands and feet, actual severance through or above wrist or ankle joints; with regard to sight, speech or hearing, entire and
irrecoverable loss thereof; with regard to thumb and index finger, actual severance through or above the metacarpophalangeal joints; with regard to movement,
complete and irreversible paralysis of such limbs.
+  Injury means bodily injury resulting directly from an accident, independent of all other causes, which occurs while you or your dependent(s) have coverage.
5962¢ NS 05/21 Accident Form Series includes GBD-1000, GBD-1300, or state equivalent.

GROUP SHORT TERM DISABILITY INSURANCE
LIMITATIONS AND EXCLUSIONS

GENERAL EXCLUSIONS
*  You must be under the regular care of a physician to receive benefits.
*  You cannot receive disability insurance benefit payments for disabilities that are caused or contributed to by:
« War or act of war (declared or not)
«  The commission of, or attempt to commit a felony

HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. LIMITATIONS & EXCLUSIONS_PUBLICATION DATE: 10/13/2023 00159122 PAGE 15 OF 18
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«  Anintentionally self-inflicted injury
*  Your being engaged in an illegal occupation
«  Sickness or injury for which workers' compensation benefits are paid, or may be paid, if duly claimed
«  Sickness or injury sustained as a result of doing any work for pay or profit for another employer, including self-employment
*  You have already satisfied the pre-existing condition requirement of your previous insurer
OFFSETS

+  Your benefit payments will be reduced by other income you receive or are eligible to receive due to your disability, such as:
«  Social Security disability insurance (please see next section for exceptions)
¢« Other employer-based insurance coverage you may have
*  Unemployment benefits
«  Settlements or judgments for income loss
«  Retirement benefits that your employer fully or partially pays for (such as a pension plan)

*  Your benefit payments will not be reduced by certain kinds of other income, such as:
«  Retirement benefits if you were already receiving them before you became disabled
«  Retirement benefits that are funded by your after-tax contributions your personal savings, investments, IRAs or Keoghs profit-sharing
*  Most personal disability policies
«  Social Security cost-of-living increases

This example is for purposes of illustrating the effect of the benefit reductions and is not intended to reflect the situation of a particular claimant under the Policy:

Insured’s weekly [Pre-Disability Earnings/Basic weekly Pay] $1,000
Short term disability benefits percentage x 60%

Unreduced maximum benefit $600

Less Social Security disability benefit per week - $300

Less state disability income benefit per week - $100

Total amount of short term disability benefit per week $200

THIS POLICY PROVIDES LIMITED BENEFITS.

This limited benefit plan (1) does not constitute major medical coverage, and (2) does not satisfy the individual mandate of the Affordable Care Act (ACA) because the
coverage does not meet the requirements of minimum essential coverage.

In New York: This Disability policy provides disability income insurance only. It does NOT provide basic hospital, basic medical or major medical insurance as defined by the

New York State Department of Financial Services.
5962e NS 05/21 Disability Form Series includes GBD-1000, GBD-1200, or state equivalent

GROUP LONG TERM DISABILITY INSURANCE
LIMITATIONS AND EXCLUSIONS

GENERAL EXCLUSIONS
*  You must be under the regular care of a physician to receive benefits.
«  You cannot receive disability insurance benefit payments for disabilities that are caused or contributed to by:
« War or act of war (declared or not)
. The commission of, or attempt to commit a felony
«  Anintentionally self-inflicted injury
*  Your being engaged in an illegal occupation
PRE-EXISTING CONDITIONS
«  Your insurance excludes the benefits you can receive for pre-existing conditions. In general, if you were diagnosed or received care for a condition before the
effective date of your certificate, you will be covered for a disability due to that condition only if:
*  You have not received treatment for your condition for 3 months before the effective date of your insurance, or
*  You have been insured under this coverage for 12 months prior to your disability commencing, so you can receive benefits even if you're receiving
treatment, or
*  You have already satisfied the pre-existing condition requirement of your previous insurer
LIMITATIONS
. Mental lliness and Substance Abuse Limitation. If you are disabled because of Mental lliness or because of alcoholism or the use of narcotics, sedatives,
stimulants, hallucinogens or other similar substance, benefits will be payable for a maximum of 24 months in your lifetime, unless at the end of that 24 months, you
are confined to a hospital or other place licensed to provide medical care for your disability.
OFFSETS
«  Your benefit payments will be reduced by other income you receive or are eligible to receive due to your disability, such as:
«  Social Security disability insurance (please see next section for exceptions)
*  Workers' compensation
¢« Other employer-based insurance coverage you may have
*  Unemployment benefits
+  Settlements or judgments for income loss
«  Retirement benefits that your employer fully or partially pays for (such as a pension plan)
*  Your benefit payments will not be reduced by certain kinds of other income, such as:
«  Retirement benefits if you were already receiving them before you became disabled
«  Retirement benefits that are funded by your after-tax contributions your personal savings, investments, IRAs or Keoghs profit-sharing
*  Most personal disability policies
«  Social Security cost-of-living increases
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This example is for purposes of illustrating the effect of the benefit reductions and is not intended to reflect the situation of a particular claimant under the Policy:

Insured’s monthly [Pre-Disability Earnings/Basic Monthly Pay] $3,000
Long term disability benefits percentage x 60%

Unreduced maximum benefit $1,800

Less Social Security disability benefit per month - $900

Less state disability income benefit per month - $300

Total amount of long term disability benefit per month $600

THIS POLICY PROVIDES LIMITED BENEFITS.

This limited benefit plan (1) does not constitute major medical coverage, and (2) does not satisfy the individual mandate of the Affordable Care Act (ACA) because the
coverage does not meet the requirements of minimum essential coverage.

In New York: This Disability policy provides disability income insurance only. It does NOT provide basic hospital, basic medical or major medical insurance as defined by the
New York State Department of Financial Services.

5962d NS 05/21 Disability Form Series includes GBD-1000, GBD-1200, or state equivalent.

GROUP ACCIDENT INSURANCE
LIMITATIONS AND EXCLUSIONS

The benefits payable are based on the insurance in effect on the date of the covered accident, subject to the definitions, limitations, exclusions and other provisions of the
policy.

You and your dependent(s) must be citizens or legal residents of the United States, its territories and protectorates.

This insurance does not provide benefits for any loss that results from or is caused by:

«  Suicide or attempted suicide, whether sane or insane, or intentionally self-inflicted injury

. War or act of war, whether declared or undeclared, or a nuclear, chemical, biological, or radiological event

«  Acovered person's participation in a felony, riot or insurrection

«  Acovered person's service in the armed forces or units auxiliary to it

«  Acovered person's taking drugs, unless as prescribed by or administered by a physician, or being intoxicated as defined by the jurisdiction in which the cause of
loss was incurred

«  Acovered person’s sickness or bacterial infection

«  Acovered person’s participation in bungee jumping or hang gliding

«  Acovered person’s participation or competition in semi-professional or professional sports

«  Cosmetic surgery or any other elective procedure that is not medically necessary

. While a covered person is on any aircraft: as a pilot, crewmember or student pilot; as a flight instructor or examiner; if it is owned, operated or leased by or on
behalf of the policyholder, or any employer or organization whose eligible persons are covered under the policy; or being used for tests, experimental purposes,
stunt flying,racing or endurance tests

«  Operating, learning to operate, serving as a crew member of or jumping or falling from any aircraft

* Riding in or driving any motor-driven vehicle in a race, stunt show or speed test

All exclusions may not be applicable, or may be adjusted, as required by state regulations in the situs state of a group.

NOTICES
THIS ISALIMITED ACCIDENT ONLY BENEFIT POLICY

THIS POLICY IS A LIMITED ACCIDENT ONLY BENEFIT POLICY.

This limited benefit plan (1) does not constitute major medical coverage, and (2) does not satisfy the individual mandate of the Affordable Care Act (ACA) because the
coverage does not meet the requirements of minimum essential coverage. In New York: This Accident policy provides ACCIDENT insurance only. It does NOT provide basic
hospital, basic medical or major medical insurance as defined by the New York State Department of Financial Services. IMPORTANT NOTICE—THIS POLICY DOES NOT

PROVIDE COVERAGE FOR SICKNESS.
5962g NS 05/21 Accident Form Series includes GBD-2000, GBD-2300, or state equivalent

The Buck’s Got Your Back ®

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting company Hartford Life and Accident Insurance Company. Home Office is Hartford, CT. All benefits are subject to the
terms and conditions of the policy. Policies underwritten by the underwriting company listed above detail exclusions, limitations, reduction of benefits and terms under which the policies may be continued in force or
discontinued. This Benefit Highlights document explains the general purpose of the insurance described, but in no way changes or affects the policy as actually issued. In the event of a discrepancy between this document
and the policy, the terms of the policy apply. Complete details are in the Certificate of Insurance issued to each insured individual and the Master Policy as issued to the policyholder. Benefits are subject to state availability.
© 2020 The Hartford
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HOW TO SUBMIT A CLAIM FOR

CRITICAL ILLNESS, ACCIDENT AND
HOSPITAL INDEMNITY INSURANCE

Experiencing an illness, accident and/or a hospital stay can be challenging. Now you need to file a claim, and the process
may seem overwhelming. But The Hartford is here to make this as easy as possible.

REFERENCE THE ACTION STEPS AND RESOURCES BELOW TO HELP YOU WITH YOUR CLAIM.

acton

When should a
claim be filed?

Who can file a
claim and how?

Critical lliness’
« After a physician has diagnosed you or a covered dependent with a covered illness.

« After you or a covered dependent have undergone a health screening and are eligible for a wellness or
health screening benefit.

Accident
« After you or your covered dependents receive services performed as a result of an accident.

* After you or a covered dependent have undergone a health screening and are eligible for a wellness or
health screening benefit.

Hospital Indemnity
« After you or a covered dependent have had a hospital stay as the result of a covered illness or injury.

« After you or a covered dependent receive services performed as a result of a covered illness or injury
(if included in the policy).

« After you or your dependent have undergone a health screening and are eligible for a wellness or health
screening benefit.

Anyone insured under the policy, or an authorized representative, can file a claim at any time, from anywhere.
You can file your claim in different ways depending on what’s most convenient to you:

1. ONLINE

« Visit the Supplemental Insurance Claims Portal at TheHartford.com/benefits/myclaim.

» Register for access if you have not done so already. (Please note: We must have current eligibility from your
benefits administrator for you and any dependents to be eligible to register on the portal.)

* Log in to the portal.
* Click on “Complete Your Claim Form Online” under the Quick Links section.
» Follow the prompts to complete and submit a claim.

2. FILE A CLAIM OVER THE PHONE

(Applicable to Health Screening Benefit/Accident Protection Benefit Only)

* File your claim by calling 866-547-4205.

» Available Monday through Friday, 8:00 a.m. - 6:00 p.m. EST.

3. SUBMIT A CLAIM VIA MAIL OR FAX

» Download a claim form at TheHartford.com/benefits/myclaim.

* Complete the form and mail or fax it to: The Hartford Supplemental Insurance Benefit Department
P.O. Box 99906
Grapevine, TX 76099
Fax Number: 469-417-1952

For assistance filing your claim, call 866-547-4205.

THE
HARTFORD
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What information ¢ The form will ask you to provide some information about you, and if you're filing the claim for a
will you need to dependent, their information as well.

provide when * Then, select which type of claim you're filing. Continue through the form, only filling out the relevant
submitting your sections.

claim?

* In the Benefit Information section, check off each box that applies to the event or services you
received as a result of your covered illness and/or accident and/or hospital stay.

¢ Be sure you sign the Authorization to Obtain and Disclose Information (which helps us obtain
information for the claim from medical providers, if needed) and sign the claim form itself.

In addition to filling out the form, you’ll also need to provide supporting documentation to prove the
claim. Examples of documents include: ER, urgent care, physician visit or hospital discharge papers;
exam, lab or test results/reports; physician notes; Explanation of Benefits (EOBs) from your health
insurance provider; itemized medical or hospital bills; or medical records.

Please call us for guidance with your claim submission - we’re happy to help you understand

how to complete the claim successfully. By thoroughly completing the form and gathering your
documentation, we’ll be able to better serve you and ensure your claim is processed as quickly as
possible.

We may also need to work with medical providers to fully prove your claim, but we’ll let you know
during the claims process if this is necessary.

What happens After you submit your claim, our dedicated claims team will review the claim and contact you with
next? any questions or to request additional information needed for your claim. Our goal is to ensure you
receive all benefits you’re entitled to, as quickly as possible.

We will review your total voluntary benefits coverage with The Hartford to determine if you might
be eligible for additional benefits based on other insurance policies you’ve purchased. If you are
filing a Critical lliness claim and forgot to tell us about a hospital stay for a Hospital Indemnity claim,
for example, we’ve got you covered.

Once the claim has been approved, the standard turnaround time for benefits to be paid is between
3-10 business days.? Standard mail times will apply (if applicable).

In the meantime, if you filed your claim online, you can use the site to monitor your claim status and
access additional claims-related information at TheHartford.com/benefits/myclaim. For all claims,
you are welcome to call 866-547-4205 for claims status or questions.

TO GET STARTED,
visit TheHartford.com/benefits/myclaim
Or contact our Customer Service Center at 866-547-4205 for assistance. THE

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting company Hartford Life and Accident Insurance Company. Home Office is Hartford, CT. All
benefits are subject to the terms and conditions of the policy. Policies underwritten by the underwriting company listed above detail exclusions, limitations, reduction of benefits and terms under
which the policies may be continued in force or discontinued. © 2021 The Hartford.

THESE POLICIES PROVIDE LIMITED BENEFITS. These limited benefit plans (1) do not constitute major medical coverage, and (2) do not satisfy the individual mandate of the Affordahle Care Act (ACA)
because the coverage does not meet the requirements of minimum essential coverage. In New York: The Hospital Indemnity and Critical lllness policies provide limited henefits health insurance
only. The Accident policy provides ACCIDENT insurance only. IMPORTANT NOTICE — THE ACCIDENT POLICY DOES NOT PROVIDE COVERAGE FOR SICKNESS. These policies do NOT provide basic hospital, basic
medical or major medical insurance as defined by the New York State Department of Financial Services.

(ritical lllness Form Series includes GBD-2600, GBD-2700, or state equivalent. Accident Form Series includes GBD-2000, GBD-2300, or state equivalent. Hospital Indemnity

Form Series includes GBD-2800, GBD-2900, or state equivalent.

 (ritical lliness is referred to as “Specified Disease” in New York.

“Based on average claims turnaround time.

5704 06/21
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ADDITIONAL SERVICES

THE
HARTFORD

Hawkeye Area Community Action Program, Inc.

If you are enrolled in insurance coverage with The Hartford, you may also be eligible to receive additional services. These services help with
challenges that come before and after a claim. Be sure to read the information provided below; The Hartford wants to be there when you need
us.

SERVICES AVAILABLE
COVERAGE ENROLLED N

Ability Assist Counseling Services

Accident Health Champion

Critical lliness ﬁggllt%ﬁg;;s;;gﬁnselmg Services

Short Term Disability ﬁgﬁfg\ﬁﬂ;ﬁ‘;”s‘*“”g Services
Ability Assist Counseling Services

Long Term Disability Health Champion

Travel Assistance and ID Theft Protection Services
Ability Assist Counseling Services

Health Champion

Life Beneficiary Assist Counseling Services
EstateGuidance Will Services

Funeral Concierge Services

Travel Assistance and ID Theft Protection Services

ASKED & ANSWERED

WHAT IS ABILITY ASSIST COUNSELING SERVICES?

Ability Assist®! Counseling Services provides access to Master’s degree clinicians for 24/7 assistance if you're enrolled in coverage. This
includes 3 face-to-face visits per occurrence per year for emotional concerns and unlimited phone consultations for financial, legal, and work-
life concerns.

For more information on Ability Assist® Counseling Services:
Call 1-800-964-3577

Visit www.guidanceresources.com

Company name: Abili Company ID: HLF902

WHAT IS BENEFICIARY ASSIST COUNSELING SERVICES?

Beneficiary Assist®? Counseling Services offers compassionate expertise to help you, your beneficiaries (those you name in your policy)
and immediate family members cope with emotional, financial and legal issues that arise after a loss. Includes unlimited phone contact with
professionals, as well as five face-to-face sessions* available for up to one year.

For more information on Beneficiary Assist® Counseling Services, call 1-800-411-7239.

*California residents are limited to three prepaid behavioral health counseling sessions in any six-month period. Except for acute
emergencies and other special circumstances, additional sessions for California employees are available on a fee-for-service basis.

WHAT IS ESTATEGUIDANCE WILL SERVICES?
EstateGuidance®? Will Services helps you protect your family’s future by creating a customized and legally binding online will. Online
support is also available from licensed attorneys, if needed.

For more information on EstateGuidance® Will Services:
www.estateguidance.com Use Code: WILLHLF

WHAT IS FUNERAL CONCIERGE SERVICES?

Funeral Concierge Services* provides a suite of online tools to guide you through key decisions before a loss, including help comparing
funeral-related costs. After a loss, this service includes family advocacy and professional negotiation of funeral prices with local providers—
often resulting in significant financial savings. In addition, Express Pay is a service that delivers proceeds in as little as 48 hours, allowing
beneficiaries to use proceeds immediately for funeral expenses.

For more information on Funeral Concierge Services:
Call 1-866-854-5429 or visit www.everestfuneral.com/hartford Use Code: HFEVLC

HAWKEYE AREA COMMUNITY ACTION PROGRAM, INC. ADDITIONAL SERVICES BHS_PUBLICATION DATE: 10/13/2023 00159122
PAGE 1 OF 2
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WHAT IS HEALTHCHAMPION?

HealthChampionSMs offers unlimited access to benefit specialists and nurses for administrative and clinical support to address medical care
and insurance claims concerns if you're enrolled in coverage. Service includes: claims and billing support, explanation of benefits, cost
estimates and fee negotiation, information related to conditions and available treatments, and support to help prepare for medical visits.

For more information on HealthChampionSM Services
Call 1-800-964-3577

Visit www.guidanceresources.com

Company name: Abili Company ID: HLF902

WHAT IS TRAVEL ASSISTANCE AND IDENTITY THEFT SUPPORT SERVICES?

Travel Assistance® is available when traveling more than 100 miles from home and for 90 days or less. Services include but are not limited to:

» Medical assistance, including worldwide medical referrals, medical monitoring, prescription transfer, replacement of medical devices and
corrective lenses.

« Emergency transports, medical repatriations and evacuations and repatriations of mortal remains.

* Pre-trip information, lost luggage/document assistance and legal referrals.

Identity Theft Support Services® provide 24/7/365 assistance including education on how to prevent theft and guidance on what to do if a theft
occurs. Caseworkers help review credit information, and if a theft has occurred, will notify major credit bureaus, assist with completing an
identity theft affidavit, help with replacing credit/debit cards and more.

For more information on Travel Assistance or Identity Theft Support Services:
» Call from U.S. and Canada: 800-243-6108 (toll-free)
+ Call from Outside U.S.: 202-828-5885
* Or email: assist@imglobal.com

In the event of a life-threatening travel emergency, call local emergency authorities first for immediate assistance before contacting our Travel
Assistance partner.

"AbilityAssist® services are offered through The Hartford by ComPsych®. ComPsych is not affiliated with The Hartford and is not a provider of insurance services. The Hartford is not responsible
and assumes no liability for the goods and services provided by ComPsych and reserves the right to discontinue any of these services at any time. Services may not be available in all states. Visit
https://www.thehartford.com/employee-benefits/value-added-services for more information.

2BeneficiaryAssist® services are offered through The Hartford by ComPsych®. ComPsych is not affiliated with The Hartford and is not a provider of insurance services. The Hartford is not
responsible and assumes no liability for the goods and services provided by ComPsych and reserves the right to discontinue any of these services at any time. Services may not be available in all
states. Visit https://www.thehartford.com/employee-benefits/value-added-services for more information.

3Estate Guidance® services are provided through The Hartford by ComPsych®. A simple will does not cover printing or certain other features. These features are available at an additional cost to
you. ComPsych is not affiliated with The Hartford and is not a provider of insurance services. The Hartford is not responsible and assumes no liability for the goods and services provided by
ComPsych and reserves the right to discontinue any of these services at any time. Estate Guidance is a registered trademark of ComPsych. Services may not be available in all states. Visit
https://www.thehartford.com/employee-benefits/value-added-services for more information.

“Funeral Concierge services is offered through Everest Funeral Package, LLC (Everest). Everest and the Everest logo are service marks of Everest Funeral Package, LLC. Everest is not affiliated
with The Hartford and is not a provider of insurance services. Everest and its affiliates have no affiliation with Everest ReGroup, Ltd., Everest Reinsurance Company or any of their affiliates. The
Hartford is not responsible and assumes no liability for the services provided by Everest Funeral Package, LLC as described in these materials and reserves the right to discontinue any of these
services at any time. Services may not be available in all states. Visit https://www.thehartford.com/employee-benefits/value-added-services for more information.

HealthChampion®" services are provided through The Hartford by ComPsych®. ComPsych is not affiliated with The Hartford and is not a provider of insurance services. The Hartford doesn’t
provide basic hospital, basic medical, or major medical insurance. HealthChampion specialists are only available during business hours. Inquiries outside of this timeframe can either request a call-
back the next day or schedule an appointment. The Hartford is not responsible and assumes no liability for the goods and services provided by ComPsych and reserves the right to discontinue any
of these services at any time. Health Champion is a service mark of ComPsych. Services may not be available in all states.

Visit https://www.thehartford.com/employee-benefits/value-added-services for more information.

6Travel Assistance and Identity Theft Support services are offered through a vendor which is not affiliated with The Hartford. These services are not insurance. The Hartford is not responsible and
assumes no liability for the goods and services described in these materials and reserves the right to discontinue any of these services at any time. Services may not be available in all states.
Visit https://www.thehartford.com/employee-benefits/value-added-services for more information.

The Buck’s Got Your Back ®

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting company Hartford Life and Accident Insurance Company. Home Office is Hartford, CT. © 2020 The Hartford.

This Benefit Highlights Sheet is an overview of the non-insurance services being offered and is provided for illustrative purposes only and is not a contract. It in no way changes or affects the services as actually provided.
Only the Service Provider can fully describe all of the provisions, terms, conditions, limitations and exclusions of your non-insurance service coverage.

5962a NS 05/21
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Flexible Spending
Account



1solved

Flexible Spending Accounts.

Are you hesitant to sign up for the company FSA? Now is the time to take

Flexible. Simple. Hassle-free. M =

advantage of savings and benefits that come along with an FSA.

To find resources, answers to questions, and lists of qualified expenses,
visit the isolved Benefit Services FSA Resource Center at:

isolvedbenefitservices.com/wdm/resources

Higher Take-Home Pay

Higher take-home pay is one of the most appealing benefits of enrolling in an FSA. Learn
more about an FSA and what is covered. You might be surprised to see how many items
you're already buying are eligible under an FSA.

Auto Approval... Now that’s something to flip over

Auto-approval (adjudication) on 93% of claims paid on the debit card. This means that you
don’t have to spend a lot of time submitting receipts, since the system will automatically
approve payment for the items.

Easy FSA access any way you look at it

iFLEXWDM Mobile App allows access to your account balance. See how much you have
to spend on qualified health or dependent care expenses at time of purchase. Also,
submit claims for reimbursement and upload receipts using the camera on your mobile
device.

Lighten your childcare expenses!

FSA Dependent Care can save you up to 30% on eligible child-care expenses, such as
day-care, in-home care, nursery school, pre-school, and other qualifying care for
dependents under age 13. A Dependent Care FSA also can cover adult relatives unable to
provide their own care.

Transforming employee experience for a better today and a better tomorrow.

copyright 2020 « www.isolvedbenefitservices.com/wdm 0’ SOIved
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Jsolvedenefit Services

Flexible Spending Account

Using a Flexible Spending Account (FSA) is a great way to
stretch your benefit dollars. You use pre-tax dollars in your FS4 ta
reimburse yourself for eligible out-of-pocket medical and dependent
care expenses. That means you can enjoy tax savings with the
convenience of a prepaid benefits card. And that makes real sense.

WHAT IS AN FSA?

With an FSA, you elect to have your annual contribution (up to the annual limit set by the IRS)
deducted from your paycheck each pay period in equal installments throughout the year. The
amount of your pay that goes into an FSA will not count as taxable income, so you will have
immediate tax savings. FSA dollars can be used during the plan year to pay for qualified expenses
and services. Please check with your employer to see what plans are offered.

2 & ¥

A Health FSA allows A Dependent Care FSA A Limited Purpose Health FSA is compatible with
reimbursement of allows reimbursement of aHealth Savings Account (HSA). A limited FSA
qualifying out-of-pocket dependent care expenses, only allows reimbursement for preventive care,
medical expenses. such as day care, incurred vision and dental expenses, keeping the

by eligible dependents. employee eligible to contribute to an HSA.
With all FSA account types, you'll receive access to a secure, easy-to- Throughout the year, you'll likely
use web portal where you can track your account balance, view your find yourself with expenses for

yourself and your family that
insurance won’t cover. By taking
advantage of a health care FSA,
you can actually reduce your
taxable income and reduce your
out-of-pocket expenses when you
use your FSA to pay for health

investment accounts and submit requests for reimbursements.

In addition, your plan might offer a convenient prepaid
benefits card to make it easy to pay for eligible services
and products. When you use the card, payments are
automatically withdrawn from your account, so there are no out-of-

pocket costs and you likely won’t have to submit receipts to verify the care services and products you'd
purchase. Just swipe the card and go. It’s that easy! purchase anyway.
.ISOIved Benef|t SerV|CeS coprrighl https://www.isolvedbenefitservices.com/wdm
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Isan FSA right for me? An FSA is a great way to pay for
expenses with pre-tax dollars. A Health Care FSA could save
you money if you or your dependents:

» Have out-of-pocket expenses like co-pays, coinsurance, or
deductibles for health, prescription, dental or vision plans

* Have a health condition that requires the purchase of
prescription medications on an ongoing basis

» Wear glasses or contact lenses or are planning LASIK
surgery

* Need orthodontia care, such as braces, or have dental
expenses not covered by your insurance

A Dependent Care FSA provides pre-tax reimbursement of
out-of-pocket expenses related to dependent care. This
benefit may make sense if you (and your spouse, if married)
are working or in school, and:

* Your dependent children under age 13 attend day care,
after-school care or summer day camp

* You provide care for a person of any age who you claimas a
dependent on your federal income tax return and who is
mentally or physically incapable of caring for himself or
herself

An FSAis agreat way to pay for
expenses with pre-tax dollars.

Enjoy significant tax savings with pre-tax
contributions and tax-free distributions
used for qualified plan expenses

Quickly and easily access funds using the
prepaid benefits card at point of sale, or
request to have funds directly deposited
to your bank account via online or mobile

app

Reduce filing hassles and paperwork by
using your prepaid benefits card

Enjoy secure access to accounts using a
convenient Consumer Portal available
24]/71365

Manage your FSA “on the go” with an easy-
to-use mobile app

File claims easily online (when required) and
let the system determine approval based on
eligibility and availability of funds

Stay up to date on balances and action
required with automated email alert and
convenient portal and mobile home page
messages

Get one-click answers to benefits questions

With the convenience of a mobile device, you can see your available
balance anywhere, anytime as well as file claims and upload receipts.

PLAN AHEAD Before you enroll, you must first decide how much
you want to contribute to your account(s). You will want to spend
some time estimating your anticipated eligible medical and
dependent care expenses for the calendar year.

@ As of October 31, 2013 the US Treasury Department

modified its Health Flexible Spending Account (FSA)

Use-or-Lose rule to allow up to a $550 carryover of
Health FSA funds. The carryover option is based solely on your
employer’s plan design. Not every company allows a carryover.
Some employer plans may establish a lower maximum limit than
$550, but it must be uniformly applied to all eligible participants.
The carryover is applicable only to Health FSAs (not to Dependent
Care FSAs). Any unused amount above the carryover limit is subject
to forfeiture and cannot be cashed out or transferred to other
taxable or nontaxable benefits (e.g., HSAs).

flexteamkb@infinisource.
comor 515-224-9400

For questions, contact us at:

Jsolvedenefit Services

https://www.isolvedbenefitservices.com/wdm
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The KBSFlex App

You have your phone with you all the time. Why not use the KBSFlex
App to review your account information, take a photo of the receipt
and submit the claim right away?

The KBSFlex App connects you with the details

Quickly check available balances 24/7
Access account details
View charts summarizing account(s)

Click to call or email Customer Service

Provides additional time-saving options

View claims requiring receipts

Submit medical FSA and HRA claims

Take a picture of a receipt to submit for a claim
View HSA transaction details

Using Expense Tracker, enter medical expense information
and support documentation to store for later use in paying
claims via your health benefits website

Report alost or stolen debit card

Simply login to the app using your same health benefits website
username and password (or follow alternative instructions if
provided to you)

Follow these steps to download the KBSFlex App

1.

2. Once installed, enter the Username and Password to log into your

Visit the iTunes App Store or the Android Market to download the
isolved app on your iPhone, iPad or Android.

account at www.isolvedbenefitservices.com/kabel
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The KBSFlex mobile app is available for
free on Google Play and the App Store.

Transforming employee experience for a better today and a better tomorrow.

copyright 2020 « www.isolvedbenefitservices.com/wdm
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Know Your Elig

Jsolvedenefit Services
ible

and Ineligible Expenses

Eligible Expenses

Baby/Child to age 13

- Lactation consultant

- Lead-based paint removal*

- Special formula*

- Tuition: special school/teacher
for disability or learning disability
- Well baby/well child care

Dental

- Dental x-rays

- Dentures and bridges

- Exams and teeth cleaning
- Extractions and fillings

- Oral surgery

- Orthodontia

- Periodontal services

Eyes

- Eye exams

- Eyeglasses and contact lenses
- Laser eye surgeries

- Prescription sunglasses

- Radial keratotomy

Hearing
- Hearing aids and batteries
- Hearing exams

Lab Exams/Tests

- Blood tests and Metabolism tests
- Body scans

- Cardiograms

- Laboratory fees

- X-rays

Medications

- Insulin

-OTC drugs

- Prescription drugs

Medical Equipment/Supplies

- Air purification equipment*

- Arches and other orthotic inserts
- Contraceptive devices

- Crutches, walkers, wheel chairs
- Exercise equipment*

- Hospital beds*

- Mattresses*

- Medic alert bracelet or necklace
- Nebulizers

- Orthopedic shoes*

- Oxygen

- Post-mastectomy clothing

- Prosthetics

- Syringes

- Wigs*

Obstetrics

- Doulas*

- Lamaze class

- OB/GYN exams

- OB/GYN prepaid maternity fees
(reimbursable after date of birth)
- Pre- and post-natal treatments

Practitioners

- Allergist

- Chiropracter

- Christian Science Practitioner
- Dermatologist

- Homeopath

- Naturopath*

- Osteopath

- Physician

- Psychiatrist or Psychologist

Therapy

- Alcohol and Drug addiction

- Counseling (must be treating a
medical condition)

- Exercise programs*

- Hypnosis*

- Massage*

- Occupational

- Physical

-Smoking cessation programs
- Speech

- Weight loss programs

Medical Procedures/Services
- Acupuncture

- Alcohol and drug/substance
abuse (inpatient treatment and
outpatient care)

- Ambulance

- Fertility enhancement and
treatment

- Hair loss treatment*

- Hospital services

- Immunization

- In vitro fertilization

- Personal trainers*

- Physical examination (not
employment-related)

- Reconstructive surgery (due to
a congenital defect, accident or
medical treatment)

- Service animals

- Sterilization/sterilization reversal
- Transplants (including organ
donor)

- Transportation*

This listis not meant to be all-inclusive, as other expenses not specifically mentioned may also qualify. Also, expenses
marked with an asterisk (*) are “potentially eligible expenses” that require a note of medical necessity from your health
care provider to qualify for reimbursement. For additional information, check your Summary Plan Document or contact

isolved Benefit Services.
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Jsolvedenefit Services

Over-the-Counter (OTC) Medicines, purchased on or after January 1, 2020, were reinstated with the passage
of the CARES Act (COVID-3 Stimulus Bill) for HSAs, FSAs and Archer MSAs (unless your plan excludes OTC
items). OTC items can be purchased with funds from eligible accounts without needing a prescription.
Additionally, the bill expanded OTC items to include menstrual care products.

Eligible Over-the-Counter Items
Note: Product categories are listed in bold face; common examples of products are listed in regular face.

The following is a high-level list of over-the-counter (OTC) items that are not medicine or
drugs and are eligible for purchase with Health Care FSA dollars. You can use your benefits

card for these items:

Antiseptics, wound cleaners
Alcohol, peroxide, Epsom salt

Baby electrolytes
Pedialyte, Enfalyte

Denture adhesives, repair
and cleansers
PoliGrip, Benzodent, Efferdent

Diabetes testing and aids
Insulin, Ascencia, One Touch,

Diabetic Tussin, insulin syringes,

glucose products

Sunscreen (SPF 15 and over)

Ineligible Expenses

Diagnostic products
Thermometers, blood pressure
monitors, cholesterol testing

Elastics/athletic treatments
ACE, Futuro, elastic bandages,
braces, hot/cold therapy,

orthopedic supports, rib belts

Eye care
Contact lens care

Family planning
Pregnancy and ovulation kits

Note: This list is not meant to be all-inclusive

First aid dressings and supplies
Band Aid, 3M Nexcare,
non-sport tapes

Hearing aid/medical batteries

Incontinence products
Attends, Depend, GoodNites for
juvenile incontinence

Feminine hygiene products
Sanitary pads, tampons, panty
liners

The IRS does not allow the following expenses to be reimbursed the FSA, as they are not
prescribed by a physician for a specific ailment.

Contact lens or eyeglass
insurance

Cosmetic surgery/procedures

Electrolysis

Marriage or career counseling

Swimming lessons

Sunscreen
(SPF less than 15 needs RX)

O, OO0 00 OO
o0 OO0 OO O
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-]SOIVEd Benefit Sery|Ces  FLEXPLAN REIMBURSEMENT FORM

This form is for requesting a reimbursement.

If you are submitting documentation from a debit card
transaction, please utilize the documentation submission form.

1454 30th St., Suite 105, West Des Moines, IA 50266 | Ph. 515-224-9400 or 800-300-9691 | Fax515-224-9256 | www.isolvedbenefitservices.com/wdm

Company Name (Employer) Date

Employee Name Social Security Number Phone Number

EMPLOYEE MUST SIGN FORM BELOW BEFORE ANY PAYMENT WILL BE ISSUED

Dependent Care Expense Claims (Attach a receipt from your provider)

Name of Dependent Period Covered Name Address &Tax Payer ID of Provider Amount
To From

Total

Provider Signature

NOTE: The total amount claimed under the Plan for any coverage period must not exceed the lesser of your earned income for the Plan Year or the earned
income of your spouse. (If your spouse is either a full-time student or is incapable of taking care of himself or herself, then he or she is deemed to have monthly
earnings of $200 if there is one (1) child or dependent, or $400 if there are two (2) or more.) No payment may be made under the Plan if the service provider is
your dependent for federal income tax purpose or is your child or stepchild and is under age 19.

Medical Expense Claims (Attach appropriate receipt(s) and submit with claim form)

Dateof Name of Description of Person for Whom
Expense  Service Provider Expense Expense Incurred Amount

Individual Insurance Premiums (Attach appropriate receipt(s) and submit with claim form)

Name of Insurance Provider Insured Name Type of Insurance Date(s) of Coverage Amount

Total
Read Carefully:1authorize the above expenses to be reimbursed from my Health FSA Account. To the best of my knowledge, my statements on the Form are true
and complete. | certify all of the following: Either I, my Spouse or my Dependent has received the services described above on the dates indicated, and the
expenses qualify as valid Medical Care Expenses under Code 213 (d), as further defined in the Health FSA Plan document (the”Plan”). These Expenses have not
previously been submitted for reimbursement under the Plan. They have not been reimbursed under this Plan or any other Plan, and | will not seek reimbursement
for them under the major medical plan or any other health plan. These expenses are for medical care excluding cosmetic purposes, are not incurred for general
health purposes and do not constitute toiletries. | understand that the expenses reimbursed may not be used to claim any federal income tax deduction or credit.
lalso understand that | may be asked to provide further details about some expenses (e.g., a statement from a medical practitioner that the expense is to treat a
specific medical condition or a more detailed certification from me).

Signature Date
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The Hawkeye Area Community Action Program, inc. Welfare Benefit Plan

& DISCLOSURES

O

Notice of HIPAA Special
Enrollment Rights

If you chose to decline enrollment
for yourself or your dependents
(including your spouse) because
of other health insurance or group
health plan coverage, you may be
able to enroll yourself and your
dependents in this plan if you or
your dependents lose eligibility for
that other coverage (or if the em-
ployer stops contributing toward
your or your dependents' other
coverage). However, you must
request enrollment within 30 days
after you or your dependents’
other coverage ends (or after the
employer stops contributing to-
ward the other coverage).

You may also be able to enroll in
this plan if coverage is lost under a

for the 2024 Plan Year

Medicaid plan or CHIP, or due to a
determination of eligibility for a
premium assistance subsidy under
Medicaid or CHIP. In these events
you must request enrollment
within 60 days of the date of a de-
termination of eligibility for pre-
mium assistance or the date the
Medicaid or CHIP coverage ends.

Additionally, if you have a new de-
pendent as a result of marriage,
birth, adoption, or placement for
adoption, you may be able to en-
roll yourself and your dependents.
However, you must request enroll-
ment within 30 days after the
marriage, birth, adoption, or place-
ment for adoption.

Please note that in such cases en-
rollment is not automatic, and
therefore following the enrollment

NOTICE: If you or your dependents have Medicare
or will become eligible for Medicare in the next 12

months, please see the Notice of Creditable Cov-
erage on Page 6 for important information!

process in its entirety is required,
even if it does not change your
election tier. So for example, you
must formally enroll your newborn
child onto the plan within 30 days
of the date of birth even if you al-
ready have family coverage and
your premiums would not change
as a result. Failing to enroll a de-
pendent would result in that de-
pendent not having coverage even
though the coverage for the rest of
the family would continue.

Finally, please be advised that this
plan reserves the right to require a
written reason for declining the of-
fer of coverage. When an enroll-
ment/waiver form is provided for
this purpose, a signed and dated
letter waiving the coverage and
specifying the specific reason for

All questions should be directed to:

Jason Fisher

Human Resources Director
(319) 393-7811
JFisher@hacap.org
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declining the coverage may be ac-
cepted by the Plan Administrators.

To request special enrollment or

obtain more information, contact
Jason Fisher at (319) 393-7811
or JFisher@hacap.org.

Privacy Policy Notice
of Availability

Our Flexible Spending Arrangement
(FSA) supplemental health plan main-
tains a HIPAA Notice of Privacy Prac-
tices (NPP) that provides information
to individuals whose protected
health information (PHI) will be used
or maintained by the Plan. If you
would like a copy of the Plan's Notice
of Privacy Practices, please contact
Jason Fisher at (319) 393-7811. Itis
also available for download at [insert
link to the plan’s NPP].

Newborns’ and Mothers’
Health Protection Act
Notice

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

Note that more generous lengths
of stay may apply under certain
state laws, when applicable. In
such cases, please refer to plan
documents for a description of
these richer guidelines.

Women’s Health and
Cancer Rights Act Notice

If you are going to have (or have had)
a mastectomy, you may be entitled
to health care benefits under the
Women’s Health and Cancer Rights
Act of 1998 (WHCRA). For individuals
receiving mastectomy-related bene-
fits, coverage will be provided in a
manner determined in consultation
with the attending physician and the
patient, for:

e All stages of reconstruction of
the breast on which the mastec-
tomy was performed;

e Surgery and reconstruction of
the other breast to produce a
symmetrical appearance;

e Prostheses; and

e Treatment of physical complica-
tions of the mastectomy, includ-
ing lymphedema.

Any benefits payable will be subject
to the same deductibles, coinsur-
ance and other provisions applicable
to other surgical and medical bene-
fits provided under the plan. Please
see your Summary of Benefits and
Coverage (SBC) or other plan materi-
als for your medical and surgical de-
ductible and coinsurance infor-
mation.

To request more information on
WHCRA benefits, please contact Ja-
son Fisher at (319) 393-7811 or
JFisher@hacap.org.

Michelle’s Law Notice

Health plans which extend cover-
age to full-time students age 26 or
older are required to comply with
Michelle’s Law, an amendment to
ERISA allowing students to take up
to 12 months medical leave of ab-
sence without causing a reduction
in their health care coverage.

This means that coverage for de-
pendent children age 26 or older
cannot be immediately terminated
due to loss of student status
caused by a medically necessary
leave of absence protected under
Michelle’s Law. Instead, any such
termination of coverage will not oc-
cur before the date that is the ear-
lier of:

e 12 months (one year) after
the first day of the medically
necessary leave of absence, or

e The date on which such cover-
age would otherwise termi-
nate under the terms of the
plan (see ERISA §714(b)).

A medically necessary leave of ab-
sence generally means a leave of
absence from or other change in
enrollment status in a postsecond-
ary educational institution that be-
gins while the child is suffering
from a serious illness or injury; is
medically necessary; and causes
the child to lose student status for
purposes of coverage under the
terms of the plan or coverage. Cer-
tification by a treating physician
stating that the dependent child is
suffering from a serious illness or
injury and that the leave of ab-
sence (or other change of enroll-
ment) is medically necessary may
be requested in certain circum-
stances, however.
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Please see plan materials for details
pertaining to eligibility for full-time
students age 26 or older. Addi-
tional information about protec-
tions afforded under Michelle’s
Law can be found at
https://www.law.cornell.edu/us-
code/text/29/1185c.

Tobacco Surcharge
Alternative Standard
Disclosure

If it is unreasonably difficult due to a
medical condition for you to cease
using tobacco (or other nicotine
products), or if it is medically inadvis-
able for you to attempt to cease us-
ing tobacco (or other nicotine prod-
ucts), please contact Jason Fisher at
(319) 393-7811 or JFisher@hacap.org
and we will work with you to develop
another way to qualify for the re-
ward.

Notice of Patient
Protections and Selection
of Providers

Designation of Primary Care Pro-
viders

If the health plan in which you are
enrolled (or are enrolling) requires
the designation of a primary care
provider (or “PCP”), please note that
you have the right to designate any
primary care provider who partici-
pates in the plan’s provider network
and who is available to accept you or
your family members. For children,
you may designate a pediatrician as
the primary care provider.

For information on how to select a
primary care provider as well as a list
of the participating primary care

providers, contact the plan’s in-
surer/TPA listed on your ID Card and
other plan materials.

Direct Access to Obstetrics or Gy-
necological Specialists

If the health plan in which you are
enrolled (or are enrolling) requires
referrals to see specialists, you do
not need prior authorization to ob-
tain direct access to obstetrical or gy-
necological care from a health care
professional in the network who spe-
cializes in obstetrics or gynecology.
Please note, however, that the health
care professional may be required to
comply with certain procedures, in-
cluding obtaining prior authorization
for certain services, following a pre-
approved treatment plan, or proce-
dures for making referrals, if applica-
ble.

For a list of participating health care
professionals who specialize in ob-
stetrics or gynecology, contact the
plan’s insurer/TPA listed on your ID
Card and other plan materials.

General Notice of COBRA
Continuation Coverage
Rights

This notice has important infor-
mation about your right to COBRA
continuation coverage, which is a
temporary extension of coverage un-
der the Plan. This notice explains
COBRA continuation coverage, when
it may become available to you and
your family, and what you need to
do to protect your right to get it.
When you become eligible for CO-
BRA, you may also become eligible
for other coverage options that may
cost less than COBRA continuation
coverage.

The right to COBRA continuation cov-
erage was created by a federal law,
the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA).
COBRA continuation coverage can
become available to you and other
members of your family when group
health coverage would otherwise
end. For more information about
your rights and obligations under the
Plan and under federal law, you
should review the Plan’s Summary
Plan Description or contact the Plan
Administrator.

You may have other options availa-
ble to you when you lose group
health coverage. For example, you
may be eligible to buy an individual
plan through the Health Insurance
Marketplace. By enrolling in cover-
age through the Marketplace, you
may qualify for lower costs on your
monthly premiums and lower out-of-
pocket costs. Additionally, you may
qualify for a 30-day special enroll-
ment period for another group health
plan for which you are eligible (such
as a spouse’s plan), even if that plan
generally doesn’t accept late enrol-
lees.

What is COBRA continuation cover-
age?

COBRA continuation coverage is a
continuation of Plan coverage when
it would otherwise end because of a
life event. This is also called a “quali-
fying event.” Specific qualifying
events are listed later in this notice.
After a qualifying event, COBRA con-
tinuation coverage must be offered
to each person who is a “qualified
beneficiary.” You, your spouse, and
your dependent children could be-
come qualified beneficiaries if cover-
age under the Plan is lost because of
the qualifying event. Under the Plan,

Page 3
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qualified beneficiaries who elect CO-
BRA continuation coverage must pay
for COBRA continuation coverage.

If you’re an employee, you’ll become
a qualified beneficiary if you lose
your coverage under the Plan be-
cause of the following qualifying
events:

e Your hours of employment are

reduced, or
e Your employment ends for any

reason other than your gross
misconduct.

If you’re the spouse of an employee,
you’ll become a qualified beneficiary
if you lose your coverage under the
Plan because of the following qualify-
ing events:

e Death of your spouse;

e Your spouse’s hours of employ-
ment are reduced;

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

e Your spouse becomes entitled
to Medicare benefits (under
Part A, Part B, or both); or

e You become divorced or legally
separated from your spouse.

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

e Death of parent-employee;

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

e The parent-employee’s em-
ployment ends for any rea-
son other than his or her
gross misconduct;

e The parent-employee be-
comes entitled to Medicare
benefits (Part A, Part B, or
both);

e The parents become divorced
or legally separated; or
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e The child stops being eligible
for coverage under the Plan
as a “dependent child.”

When is COBRA continuation cover-
age available?

The Plan will offer COBRA continua-
tion coverage to qualified beneficiar-
ies only after the Plan Administrator
has been notified that a qualifying
event has occurred. The employer
must notify the Plan Administrator of
the following qualifying events:

e The end of employment or re-
duction of hours of employ-
ment;

e Death of the employee; or

e The employee’s becoming enti-
tled to Medicare benefits (un-
der Part A, Part B, or both).

For all other qualifying events (di-
vorce or legal separation of the em-
ployee and spouse or a dependent
child’s losing eligibility for coverage
as a dependent child), you must no-
tify the Plan Administrator within 60
days after the qualifying event oc-
curs. You must provide this notice
to the person listed at the front of
this booklet.

How is COBRA continuation cover-
age provided?

Once the Plan Administrator receives
notice that a qualifying event has oc-
curred, COBRA continuation coverage
will be offered to each of the quali-
fied beneficiaries. Each qualified
beneficiary will have an independent
right to elect COBRA continuation
coverage. Covered employees may
elect COBRA continuation coverage
on behalf of their spouses, and par-
ents may elect COBRA continuation
coverage on behalf of their children.

COBRA continuation coverage is a
temporary continuation of coverage
that generally lasts for 18 months
due to employment termination or
reduction of hours of work. Certain
qualifying events, or a second

qualifying event during the initial pe-
riod of coverage, may permit a bene-
ficiary to receive a maximum of 36
months of coverage.

There are also ways in which this 18-
month period of COBRA continuation
coverage can be extended:

Disability extension of 18-month pe-
riod of COBRA continuation cover-
age

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

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

If your family experiences another
qualifying event during the 18
months of COBRA continuation cov-
erage, the spouse and dependent
children in your family can get up to
18 additional months of COBRA con-
tinuation coverage, for a maximum of
36 months, if the Plan is properly no-
tified about the second qualifying
event. This extension may be availa-
ble to the spouse and any dependent
children getting COBRA continuation
coverage if the employee or former
employee dies; becomes entitled to
Medicare benefits (under Part A, Part
B, or both); gets divorced or legally
separated; or if the dependent child
stops being eligible under the Plan as
a dependent child. This extension is
only available if the second qualifying
event would have caused the spouse
or dependent child to lose coverage
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under the Plan had the first qualifying
event not occurred.

Are there other coverage options
besides COBRA Continuation Cover-
age?

Yes. Instead of enrolling in COBRA
continuation coverage, there may be
other coverage options for you and
your family through the Health Insur-
ance Marketplace, Medicaid, or other
group health plan coverage options
(such as a spouse’s plan) through
what is called a “special enrollment
period.” Some of these options may
cost less than COBRA continuation
coverage. You can learn more about
many of these options at
www.healthcare.gov.

Can | enroll in Medicare instead of
COBRA after my group health plan
coverage ends?
In general, if you don’t enroll in Med-
icare Part A or B when you are first
eligible because you are still em-
ployed, after the Medicare initial en-
rollment period, you have an 8-
month special enrollment period to
sign up for Medicare Part A or B, be-
ginning on the earlier of
e The month after your em-
ployment ends; or
e The month after group
health plan coverage based
on current employment
ends.

If you don’t enroll in Medicare and
elect COBRA continuation coverage
instead, you may have to pay a Part
B late enrollment penalty and you
may have a gap in coverage if you
decide you want Part B later. If you
elect COBRA continuation coverage
and later enroll in Medicare Part A or
B before the COBRA continuation
coverage ends, the Plan may termi-
nate your continuation coverage.
However, if Medicare Part Aor B is
effective on or before the date of the
COBRA election, COBRA coverage
may not be discontinued on account
of Medicare entitlement, even if you
enroll in the other part of Medicare
after the date of the election of CO-
BRA coverage.

If you are enrolled in both COBRA
continuation coverage and Medicare,
Medicare will generally pay first (pri-
mary payer) and COBRA continuation
coverage will pay second. Certain
plans may pay as if secondary to
Medicare, even if you are not en-
rolled in Medicare.

For more information visit
https://www.medicare.gov/medi-

care-and-you.

If you have questions

Questions concerning your Plan or
your COBRA continuation coverage
rights can be directed to Jason
Fisher at (319) 393-7811 or
JFisher@hacap.org. For more infor-
mation about your rights under the
Employee Retirement Income

Security Act (ERISA), including CO-
BRA, the Patient Protection and Af-
fordable Care Act, and other laws af-
fecting group health plans, contact
the nearest Regional or District Office
of the U.S. Department of Labor’s
Employee Benefits Security Admin-
istration (EBSA) in your area or visit
www.dol.gov/ebsa.

For more information about the Mar-
ketplace, visit www.healthcare.gov.

Keep your Plan informed of address
changes

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

State Individual Coverage
Mandate Reminder

Some places such as California,
Massachusetts, New Jersey, Rhode
Island, Vermont, and the District of
Columbia impose tax penalties on
residents who fail to maintain a
specified level of medical and pre-
scription drug coverage. As needed,
please contact your state and local
governments to learn more about
what rules may apply to you and
your family.

Page 5
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NOTE: THE PRIMARY INSURED IS RESPONSIBLE FOR PROVIDING THIS NOTICE TO ALL
MEDICARE ELIGIBLE FAMILY MEMBERS (or those about to become Medicare Eligible)!

Notice of Creditable Coverage for the 2024 Plan Year

We have determined that the prescription drug coverage provided under the Hawkeye Area Community Action
Program, Inc. Welfare Benefit Plan is expected to pay out, on average, the same or more than what the standard
Medicare prescription drug coverage will pay. This is known as “creditable coverage” as defined by the Medi-
care Modernization Act (MMA).

Why This is Important

When someone first becomes eligible to enroll in a government-sponsored Medicare “Part D” prescription drug
plan, enrollment is considered timely if completed by the end of his or her “Initial Enrollment Period” which
ends 3 months after the month in which he or she turned age 65.

Unfortunately, if you choose not to enroll in Medicare Part D during your Initial Enrollment Period, when you
finally do enroll you may be subject to a late enrollment penalty added to your monthly Medicare Part D pre-
mium. Specifically, the extra cost, if any, increases based on the number of full, uncovered months during which
you went without either Medicare Part D or else without “creditable” prescription drug coverage from another
source (such as ours).

It is important for those eligible for both Medicare and our group health plan to look ahead and weigh the costs
and benefits of the various options on a regular, if not annual, basis. Based on individual facts and circum-
stances some choose to elect Medicare only, some choose to elect coverage under the group health plan only,
while some choose to enroll in both coverages. When both are elected, please note that benefits coordinate
according to the Medicare Secondary Payer Rules. That is, one plan or the other would reduce payment in order
to prevent you from being reimbursed the full amount from both sources. Your age, the reason for your Medi-
care eligibility and other factors determine which plan is primary (pays first, generally without reductions) versus
secondary (pays second, generally with reductions).

Eligible individuals can enroll in a Medicare Part D prescription drug plan during Medicare’s “Annual Coordinated
Election Period” (a.k.a. “Open Enrollment Period”) running from Oct. 15 through Dec. 7 of each year, as well dur-
ing what is known as a “Medicare Special Enrollment Period” (which is triggered by certain qualifying events,
such as the loss of employer/union-sponsored group health coverage). Those who miss these opportunities are
generally unable to enroll in a Medicare Part D plan until another enroliment period becomes available. Fi-
nally, please be cautioned that even if you elect our coverage you could be subject to a payment of higher Part D
premiums if you subsequently experience a break in coverage of 63 continuous days or longer before enrolling
in the Medicare Part D plan. Carefully coordinating your transition between plans is therefore essential.

If you are unsure as to whether or when you will become eligible for Medicare, or if you have questions about
how to get help to pay for it, please call the Social Security Administration at (800) 772-1213 or visit socialsecu-
rity.gov. Specific questions about our prescription drug coverage should be directed to the customer service
number on your ID card, if enrolled, or to Jason Fisher at (319) 393-7811 or JFisher@hacap.org.

Page 6
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Notice of Premium Assistance Under Medicaid and the

Children’s Health Insurance Program (CHIP)

Premium Assistance Under Medicaid and the

Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or
CHIP and you're eligible for health coverage from
your employer, your state may have a premium as-
sistance program that can help pay for coverage, us-
ing funds from their Medicaid or CHIP programs. If
you or your children aren’t eligible for Medicaid or
CHIP, you won’t be eligible for these premium assis-
tance programs but you may be able to buy individ-
ual insurance coverage through the Health Insur-
ance Marketplace. For more information, visit
www.healthcare.gov.

If you or your dependents are already enrolled in

Medicaid or CHIP and you live in a State listed be-
low, contact your State Medicaid or CHIP office to
find out if premium assistance is available.

If you or your dependents are NOT currently en-
rolled in Medicaid or CHIP, and you think you or any

of your dependents might be eligible for either of
these programs, contact your State Medicaid or
CHIP office or dial 1-877-KIDS NOW or www.in-
surekidsnow.gov to find out how to apply. If you
qualify, ask your state if it has a program that might
help you pay the premiums for an employer-spon-
sored plan.

If you or your dependents are eligible for premium
assistance under Medicaid or CHIP, as well as eligi-
ble under your employer plan, your employer must
allow you to enroll in your employer plan if you
aren’t already enrolled. This is called a “special en-
rollment” opportunity, and you must request cov-
erage within 60 days of being determined eligible
for premium assistance. If you have questions
about enrolling in your employer plan, contact the
Department of Labor at www.askebsa.dol.gov or
call 1-866-444-EBSA (3272).

Page 7
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If you live in one of the following states, you may be eligible for assistance from Medicaid in paying for your

employer health plan premiums. The following list of states is current as of Jul. 31, 2023. Contact your State

for more information on eligibility —

ALABAMA | Medicaid
Website: http://myalhipp.com/
Phone: 1-855-692-5447

ALASKA | Medicaid

The AK Health Insurance Premium
Payment Program

Website: http://myakhipp.com/
Phone: 1-866-251-4861

Email:

CustomerService@ MyAKHIPP.com
Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/
default.aspx

ARKANSAS | Medicaid

Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-
7447)

CALIFORNIA | Medicaid

Website:

Health Insurance Premium Payment
(HIPP) Program
http://dhcs.ca.gov/hipp

Phone: 916-445-8322

Fax: 916-440-5676

Email: hipp@dhcs.ca.gov

COLORADO | Health First Colorado
(Colorado’s Medicaid Program) &
Child Health Plan Plus (CHP+)
Health First Colorado Website:
https://www healthfirstcolorado.com/
Health First Colorado Member Con-
tact Center: 1-800-221-3943/ State
Relay 711

CHP+: https://hcpf.colo-
rado.gov/child-health-plan-plus
CHP+ Customer Service: 1-800-359-
1991/ State Relay 711

Health Insurance Buy-In Program
(HIBI): https://www.mycohibi.com/
HIBI Customer Service: 1-855-692-
6442
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FLORIDA | Medicaid

Website:
https://www.flmedicaidtplrecov-
ery.com/flmedicaidtplrecov-
ery.com/hipp/index.html

Phone: 1-877-357-3268

GEORGIA | Medicaid

GA HIPP Website: https://medi-
caid.georgia.gov/health-insurance-
premium-payment-program-hipp
Phone: 678-564-1162, Press 1

GA CHIPRA Website:
https://medicaid.georgia.gov/pro-
grams/third-party-liability/childrens-
health-insurance-program-reauthori-
zation- act-2009-chipra

Phone: 678-564-1162, Press 2

INDIANA | Medicaid

Healthy Indiana Plan for low-income
adults 19-64

Website: http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479

All other Medicaid

Website: https://www.in.gov/medi-
caid/

Phone: 1-800-457-4584

IOWA — Medicaid and CHIP (Hawki)
Medicaid Website:
https://dhs.iowa.gov/ime/members
Medicaid Phone: 1-800-338-8366
Hawki Website:
http://dhs.iowa.gov/Hawki

Hawki Phone: 1-800-257-8563
HIPP Website:
https://dhs.iowa.gov/ime/mem-
bers/medicaid-a-to-z/hipp

HIPP Phone: 1-888-346-9562

KANSAS | Medicaid

Website: https://www.kan-
care.ks.gov/

Phone: 1-800-792-4884
HIPAA Phone: 1-800-967-4660

KENTUCKY | Medicaid

Kentucky Integrated Health Insurance
Premium Payment Program (KI-HIPP)
Website: https://chfs.ky.gov/agen-
cies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@ky.gov
KCHIP Website: https://kid-
shealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718

Kentucky Medicaid Website:
https://chfs.ky.gov/agencies/dms

LOUISIANA | Medicaid

Website: www.medicaid.la.gov or
www.ldh.la.gov/lahipp

Phone: 1-888-342-6207 (Medicaid
hotline) or 1-855-618-

5488 (LaHIPP)

MAINE | Medicaid

Enrollment Website:
https://www.mymaineconnec-
tion.gov/benefits/s/?language=en_US
Phone: 1-800-442-6003

TTY: Maine relay 711

Private Health Insurance Premium
Webpage:
https://www.maine.gov/dhhs/ofi/ap-
plications-forms

Phone: 1-800-977-6740

TTY: Maine relay 711

MASSACHUSETTS | Medicaid and
CHIP

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

TTY: 711

Email:
masspremassistance@accenture.com

MINNESOTA | Medicaid

Website: https://mn.gov/dhs/people-
we-serve/children-and-fami-
lies/health-care/health-care-pro-
grams/programs-and-services/other-
insurance.jsp

Phone: 1-800-657-3739
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MISSOURI | Medicaid
Website: http://www.dss.mo.gov/
mhd/participants/pages/hipp.htm
Phone: 573-751-2005

MONTANA | Medicaid

Website: http://dphhs.mt.gov/Mon-
tanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084

Email: HHSHIPPProgram@mt.gov

NEBRASKA | Medicaid

Website: http://www.ACCESSNe-
braska.ne.gov

Phone: 1-855-632-7633

Lincoln: 402-473-7000

Omaha: 402-595-1178

NEVADA | Medicaid

Medicaid Website:
https://dhcfp.nv.gov

Medicaid Phone: 1-800-992-0900

NEW HAMPSHIRE | Medicaid
Website:
https://www.dhhs.nh.gov/programs-
services/medicaid/health-insurance-pre-
mium-program

Phone: 603-271-5218

Toll free number for the HIPP pro-
gram: 1-800-852-3345, ext. 5218

NEW JERSEY | Medicaid and CHIP
Medicaid Website:
http://www.state.nj.us/human-
services/dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamily
care.org/ index.html

CHIP Phone: 1-800-701-0710

NEW YORK | Medicaid

Website:
https://www.health.ny.gov/health_ca
re/medicaid/

Phone: 1-800-541-2831

NORTH CAROLINA | Medicaid
Website: https://medi-
caid.ncdhhs.gov/

Phone: 919-855-4100

NORTH DAKOTA | Medicaid
Website:
https://www.hhs.nd.gov/healthcare
Phone: 1-844-854-4825

OKLAHOMA | Medicaid and CHIP
Website: http://www.insureokla-

homa.org
Phone: 1-888-365-3742

OREGON | Medicaid

Website: http://healthcare.ore-
gon.gov/Pages/index.aspx
Phone: 1-800-699-9075

PENNSYLVANIA | Medicaid and CHIP
Website:
https://www.dhs.pa.gov/Services/As-
sistance/Pages/HIPP-Program.aspx
Phone: 1-800-692-7462

CHIP Website:
https://www.dhs.pa.gov/CHIP/Pages/
CHIP.aspx

CHIP Phone: 1-800-986-KIDS (5437)

RHODE ISLAND | Medicaid and CHIP
Website: http://www.eohhs.ri.gov/
Phone: 855-697-4347, or 401-462-
0311 (Direct Rite Share Line)

SOUTH CAROLINA | Medicaid
Website: https://www.scdhhs.gov
Phone: 1-888-549-0820

SOUTH DAKOTA | Medicaid
Website: http://dss.sd.gov
Phone: 1-888-828-0059

TEXAS | Medicaid

Website:
https://www.hhs.texas.gov/ser-
vices/financial/health-insurance-pre-
mium-payment-hipp-program
Phone: 1-800-440-0493

UTAH | Medicaid and CHIP
Medicaid Website: https://medi-
caid.utah.gov/

CHIP Website:
http://health.utah.gov/chip
Phone: 1-877-543-7669

VERMONT | Medicaid

Website: https://dvha.ver-
mont.gov/members/medicaid/hipp-
program

Phone: 1-800-250-8427

VIRGINIA | Medicaid and CHIP
Website: https://coverva.dmas.vir-
ginia.gov/learn/premium-assis-
tance/famis-select
https://coverva.dmas.vir-
ginia.gov/learn/premium-assis-
tance/health-insurance-premium-pay-
ment-hipp-programs

Medicaid/CHIP Phone: 1-800-432-
5924

WASHINGTON | Medicaid
Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022

WEST VIRGINIA | Medicaid and CHIP
Website: https://dhhr.wv.gov.bms/
http://mywvhipp.com/

Medicaid Phone: 304-558-1700

CHIP Toll-free phone: 1-855-
MyWVHIPP (1-855-699-8447)

WISCONSIN | Medicaid and CHIP
Website:
https://www.dhs.wisconsin.gov/badg-
ercareplus/p-10095.htm

Phone: 1-800-362-3002

WYOMING | Medicaid

Website:
https://health.wyo.gov/healthcare-
fin/medicaid/programs-and-eligibility/
Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since Jul. 31, 2023, or for more information on spe-

cial enrollment rights, contact either:

U.S. Department of Labor
Employee Benefits Security Administration

www.dol.gov/agencies/ebsa

1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov

1-877-267-2323, Menu Option 4, Ext. 61565
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