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Dear Emplovee:

Welcome to yvour FCE 2026 emplovee benefits plan!

This enrollment kit includes your Summary Plan Description (SPD), enrollment forms
and additional information that describes the benefits available under vour emplover-
sponsored Health and Welfare Plan.

The web enrollment process:

* allows vou to enroll vourself and any eligible dependents into the plan.

* allows yvou to specify those eligible dependents vou wish to cover under vour
plan. The monthly cost of dependent coverage 1s specified on this form.

® allows vou to specify beneficiaries for your life coverage and when an eligible
person desires to convert group life msurance to an indrvidual policy.

® specifies the conditions under which vou may elect to waive the medical

benefits under the present Plan. The form must be signed. dated. and submitted
with vour evidence of current participation in another emplover-sponsored
group medical plan.

Should you have any questions pertaining to the information provided within this
document, please do not hesitate to call our Member Services Department:

FCE Benefit Administrators. Inc.
4615 Walzem Road. Suite 300
San Antonio, T2{ 78218-1610

(800) 298-7269
www feebenefit. com
Sincerely,
Your Member Services Team

FCE Benefit Administrators, Inc.
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MOBILE

NEW &
IMPROVED =
MOBILE APP o

—

A NEW
WAY T0
ENROLL

Available in the App Store

L
. App Store

¥ Google Play

Enroliment Summary

EITECTIV 1 = !
>ast Per Pay Period: S8.39

Core Benefits - Electing Medical

Making

Enrollment T irae
EASY, T
SECURE, & .
CONVENIENT! e

Cigna Major Medical - HSA Base
[AFPRGS)
e

walurmi: Mik E L
Voluntary Benefits - Electing Medical

Plan fama: CIGHA Oertad - Buy-up - YVountary
Leyal: Employes Dnly

WHAT'S NEW?

ELECT COVERAGE

Waive or elect medical
coverage or declare a
gualifying life event

B

SELECT PLANS

View & select benefit

Dental, Vision, etc.

plans, such as Medical,

REVIEW PLANS

Review plans and
receive benefit
confirmation
statements via emall



FC=| WEBENROLLMENT
2eRRs FOR HEALTH BENEFITS IS HERE!

As anemployee covered by FCE, you may

PREPARE FOR enroll through FCE Benefit Administrators’
Web Enroliment! online Web Enrollment System.

Through the FCE Online system, you can:

For access, select login at hitps://portal feebenefits.com

and enter the following:

] Username Enrollin Review Plan
e YourUsername is the first letter of your legal Benefits Options

first name and your last name;
{For Ex, John Smith would be jsmith)

gl

Password
2 The passwords for each member is six characters Upload
® andinclude: Documents

» (Capitalize first letter of first name
* Lower case first letter of last name
» Lastfourof digits of social security number

(For Ex, John Smith with an SSN of 123-45-6783
would be Js6789)

) e FCE Customer Care is available
FC* WWW.FC 1S.COM e ey Vel oS
WENBTITS [B:00am - 7pm .':‘-T:T:' g -

I
o
m
=
™
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FCt DISCLOSURE

BENEFITS

This presentation is for informational purposes.
In the event there is a variance between this
Presentation and the Plan Documents, the Plan
Documents will have final Authority.

For an Electronic copy of the Summary Plan
Description (SPD) follow the link below:

SPD

[f you would like a printed copy of the SPD
please contact FCE Benefit Administrators:

800-298-7269
CBRESupport@fcebenefit.com

Revised March 2021
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Getting Answersto

Know who to call, when
you need help.

BENEFIT & INSURANCE /SERVICE PROVIDER CONTACT INFORMATION

Major Medical Health
Calvo's SelectCare

Pharmacy

Calvo's SelectCare 671-477-9808

www.calvos.net

Dental Insurance
Calvo's SelectCare

Short Term Disability
FCE claim form

800-298-7269 — FCE Customer Service
M-F 7:30am-7pm CST

Supplemental Vision CBRESupport@fcebenefit.com

FCE

Life & AD&D
RSL
800-351-7500

Voluntary Long-Term Disability www.reliancestandard.com
RSL
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Qualified Life Events

A Qualified Life Event (QLE) 1s & personal change in
status which may allow the employee to change
benefit elections mid-year. Examples of qualifying
events include:

» Change In legal marital status, such as marriage,
divorce, legal separation, annulment or death of a
Spouse;

* Change in the number of Dependents, such as
birth, adoption, award of legal guardianship,
placement for adoption and death;

+ Change in Dependent's employment status which
results in a change in eligibility, such as changing
from part-time to fulktime employment, termination
or new employment, a strike or lockout,
commencement or return from unpaid leave;

» Dependent satisfies or ceases o satisfy eligibility
requirement, as in marriage or divorce.

Qualified
Dependent Types

» |egally Married Spouse
(opposite or same sex)

+ Common Law Spouse

» Child(ren} - natural, step,
adopted. foster, legal
guardianship arrangement,
court- ordered

s Child(ren) with disabilities who
have reached or are over age 26

Employees are required to provide notice to FCE no later than 30 days from your QLE date.
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If you have other employer-
sponsored group medical coverage,
you have the option to waive
medical benefits under your plan.
"Other employer-sponsored group
medical plan” means currently
active medical benefits to which
you are entitled because:

* You are a dependent on your spouse’s
or domestic partner's employer-
sponsored group plan;

» You are covered under a retiree plan
through a previous employer; or,

= You are covered under another plan
through another current employer.

You may only waive medical coverage as a new hire or
during an Open Enrollment Period_ In addition, your
waiver will not affect the Plan’s responsibility to

provide you with certain core benefits under the Plan.
These benefits are specified on the Schedule of

Benefits for the Waived Medical option.

If you elect to waive medical benefits, you must
complete the online Waiver of Medical Benefits option
on the FCE enrollment portal and provide evidence of
your other coverage. “Evidence” means a photocopy of
both sides of the |1D card issued to you as a participant
in the other plan. Failure to provide evidence to FCE
by the provided deadline will nullify your election to
walve and will result in your automatic enrollment in
employee-only medical benefits under the plan. Your
election to waive will also be nullified 1If your other
coverage is not eligible, for example if it is an individual
plan. If this happens, you cannot make changes to your
benefit elections until the next open enrollment.




Are you Waiving Medical Benefits and
need Proof of your Tricare Coverage?

Get Proof of TRICARE Coverage
The "Praof of Insurance” feature on milCannect lets you generate, save, and print an Eligibility Letter that provides
proof of current health care coverage under TRICARE.

* Sponsors can access Eligibility Letters for themselves and for their eligible family members
* Family members can access anly their own Eligibility Letters.

Online Request
* loginto milConnect.

= Click on the “Obtain proof of health coverage” button.
= Or click on Correspondence/Doctumentation and choose "Proof of Coverage.”
= Your coverage letter will be generated and available for download.

The letter will only reflect current TRICARE eligibility for all family members selected.

Written Request

You can mail or fax a written request to the DMDC Support Office. Include the following information on your
reguest:

Spansor's name and Social Security number

MName of all family members to be included on the letter
Name and address of the person the request should be sent to
Signature of the requestor

 rel il i v

Fax the request to 1-800-336-4416 (Primary) or 1-502-335-9980 (Alternate), or mail it to the Defense Manpower
Data Center at the following address:

DMDC Support Office

400 Gigling Road
Seaside, CA 93955

Far the most up to date information please visit Get Proof of TRICARE Coverage | TRICARE.
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CBRE Government & Defense Services Exempt Plan
Preferred Provider - Employee Health and Weilfare Plan - Effective 01/01/2026

EMIPLOYEE PLAN INCLUDES :
Employee loyee
LIFE INSURANCE BENEFITS (RSL}
Employes Life Insurance Benefiis $50.000 £50,000
Employee Accadental Death & Dismemberment $50.000 £50,000
SUPPLEMENTAL VISION CARE (FCE)
Vision Examination {Onece in Every Calendar Year) §75 NiA
Frame & Lens Materials {Gnce in Every Two Calendar Years) §150
DENTAL BENEFITS (SelectCare)
Catendar Year Maximum for Preventive, Basic, Major 52 000
Calendar Year Deductble for Basic and Major 550
Percent Paid for Preveniive Services 100% NiA
Fercent Paid for Basic Services BO0%
Percent Paid for Major Services 50%%
Elective Dependent coverage avalablie
WEEKLY DISABILITY (Awvailable to Employees Only)
Paid from Sth Day of Accident or Sickness
Maximum Weekly Benefit {up to 26 Weeks of Disabiity) 5500 5500
Fercent of Base Weekly Earnings ) E6% BE%
Long-Term Disability (Available to Employees Only; RSL) Voluntary
Paid from 81st Day of Accident or Sickness
Maamum Monthly Benefit %5,000
Percent of Base Monthly Earmings 50%
PPO Network SelectCare
Maior Medical Coverane (Vision Benefit Included in Medical) See attached SelectCare Benefit Summaries NiA
COVERAGE EFFECTIVEITERMINATION
Coverage Effective First of the Month Following Date of Hire
Cowverage Termination End of Month of Termination of Employment

Life insurance coverage is undenwritten by Heliance Standard Life Insurance Company (RSL).
Important: This is a highlight sheet. The actual benefits, terms, and conditions are specified in the policy, schedule of benefits, and evidence of coverage.

{C) FCE Bensft Administeions. inC.
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FCE

Exempt Plan Rate Summary BENEFITS
CBRE Government & Defense Services Exempt Plan
Effective: 01/01/2026

1|BASE PLAN Sclect Care Major Medical Cost (SG-T0 §524.43

Plan Cost’ Monthiy rates Weekly rates
E Single $0.00 $0.00
& | Couple $450.11 $103.87
i Farmnily $975.57 §225.20
2| MID PLAN Select Care Major Medical Cost (SC-30) $577.99

Plan Cost Maonthiy rates Weekly rates
E Single $53.56 §12.36
8| Couple $554.14 §127.38
i Family $1,142.73 $263.74
3|BUY-UP PLAN Select Cara Major Madical Cost (SC-10) $649.06

Plan Cost™ Monthly rates Weekly rates
E Single $124.53 $28.76
& |Couple $690.10 §159.25
i Family £1,364.18 §314.84
5_IA1-WEH Plan (No Major Medical Coverage) $38.20

an Gost Monthly rafes Weekly rates

Single $38.20 $3.82
6| Volun L -Term Dizabili Per 3100 of Coverad Payroli (Monthly)

|Age Group Employee Only

18-24 50.086

2529 50.135

30-34 50.244

35-39 50.391
5 40-44 50,675
B|45-49 50.882
= 51.245

55.50 51,608

60-64 51.241

65-60 50.833

TO+ 50.609

* Inclitdes employer subsidy of $524.43 permonth for each fier

- This i5 @ §ene/el SUMmMESy of your Densfis, A MOME comgiste oescrhption of your Densflis 0o the fems unoer which they a8 provideo, ciuging IMEStons end SxTivsons, Sre coafaned in the
Summary Pian Descristion {5P0) ¥ there 508 sy (USCAEpanciss fatasen e INfrmanon confamad in this highiights of pian benafiis and the Drovisions of the SFD the SPO 3 the controiing suthordy
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About Your Vision Plan Benefits

Did you know that

some health conditions, like glaucoma
and diabetes, can be identified during
vision exams?

Open Access Plan

Your Vision benefits are provided
through an open access plan, you can
use your vision benefits through any
licensed provider willing to file claims
with the plan.

COVERED SERVICES INCLUDE:

* $75 Benefit for Routine Eye Examinations Once
every Calendar Year

» $150 Benefit every 2 Calendar Years for One pair

of eyeglass lenses and frames or one pair of
contact lenses

For full details please review your Summary Plan
Description (SPD).

Use Any Licensed Provider

Simply have your provider call FCE to verify your benefits
at the number on your ID card, FCE 800-298-7269



reliancematrix

A MEMBER OF THE TOKIO MARINE GROUP

Travel Assistance

Joncal

Emergency help while you are traveling

sure, we all expect our trips to go off without a hitch

and moest times they do. Howevar, if you experience an
emergency when traveling — no matter how big or how
small — you have around-the-clock access to On Call
International’s 24-hour, toll-free travel assistance services.
Whether you need help with an illness or injury, lost
passport, missing luggage or even a prescription refill,
you can rest assured you (and your covered dependents)
have access to a personal travel emergency companion
anytime you're more than 100 miles away from home.

24-Hour Travel Assistance

On Call International provided through
Reliance Matrix

In the LS., toll free
(800) 456-3893

Worldwide, collect

(603) 328-1966

Go to http/fwww.att.com/esupport/ftraveler.
jsp?group=tips for complete dialing instructions. It

the US, find the access code from the country you
will be visiting, and note it on the front of the cut-
out card so you will have the information readily
available in case of an emergency. (ATET provides
English-speaking operators and the ability to place
collect calls to On Call, whereas local providers

is recommended that you do this prior to departing

fiold

TO REACH ON CALL VIA INTERNATIONAL CALLING:

Travel assistance services are provided by On

may encountar difficulty placing collect calls to
the US).

How your Travel Assistance services work

Using your travel emergency services is a cinch! Just
contact On Call International directly at (603) 328-1966
anytime you need assistance while traveling. On Call's
Global Response Center is open 24 hours a day, 365 days
a year and can provide the following services through
your group coverage with Reliance Matrix. The following
is an outline of the On Call emergency travel assistance
service program. For a complete description of all services
and the program terms and limitations, please request a
Description of Covered Services from your employer.

Travel Assistance Services administered by
AsncalL

reliancematrix

[-[é] RMIENES GF THE TOKND MARIRT CATDR

For ermergency medical, legal and travel assistance
imformation and referral service 24 hours a day, 365 days
a vear, call the numbers below. To pliace a collect call, dial
the INTERNATIONAL COUNTRY CODE:

followed by On Call’s collect call number

Call Imernational {On Call) under the terms and
conditions of a service agreement with Reliance
Matrix. On Call International is not affiliated with
Reliance Matrix or with ATST.




Covered services

When traveling more than 100 miles from home or in a foreign country. On Call offers you and your dependents the
following services:

Inoculation reguirements information = Consulate/embassy referral
Pre-trip assistance Passport/visa requirements = Health hazard advisory
Currency exchange rates = Weather information
Emergency evacuation = Return of dependent children
Emergency medical Medically necessary repatriation = Return of vehicle
transportation® Visit by family member or friend = Return of mortal remain
i Return of traveling companicn
Urgent message relay = Recovery of lost or stolen luggage/
Emerge sonal : . . :
i e per Interpretation/translation services personal possessions
assistance services : ;
Emergency travel arrangements = |egal assistance and/or bail bond
Medical assi Medical referrals for local s Prescripti ist d la
mistines edical referrals for loca escription assistance and eye glasses
! physicians/dentists replacement
services ; e
Medical case monitoring = Convalescence arrangements

*The services listed above are subject to a maximum combined single limit of 5250,000. Return of vehicle is subject to 52,500 maximum.

On Call Imermational is not affiliated with Reliance Matrix. Reliance Matrix is not responsible for the comtent of the On Call travel assistance services, and 1s
not responsible for, and cannot be held lizble for, any services provided or not provided by On Call

On Call is not responsible for the unavailability or results of any medical, legal or transportation services. You are responsible for obtaining all services not
directly provided by On Call and for the expenses associated with them.

For more information, visit reliancematrix.com.

(jz) reliancematrix L ON CAL

A MEMBER OF THE TOKIZ® MARINE GROQUP [NTERNATIONAL

Retiance Matrix is 2 branding name. Reliance Standard Life Insurance Company (Home Office Schaumburg, IL) is Bcensad in all states (except Now York),
the District of Columbia, Pueno Rico, the U S Virgin lslands and Guam. First Reliance Standard Life Insurance Company (Homea Office New York, NY) is
licensed in New York and Delaware. Standard Security Life Insurance Company of New York (Home Office New York, NY) s licensed in all states. Absence
services are provided by Matrix Absence Management, Inc. Product features and availabifity may vary by state. RS-2410 {09/22)



Voluntary Disability Income

Protection Insurance

Great news! Your employer is offering you the opportunity to purchase disability income
protection insurance at group rates from Reliance Standard, a trusted group benefits carrier.

* Matoral Ssfery Council imjury Factz 2005 Edivor. ¥ Councd for Cisabilay Awcar

Educztor 2008

498

Americans

become disabled every
ten minutes*

1in4
of today’s 20-year-olds

will become disabled
before they retire =

1in5
workers can expect to be

disabled for at least a year
before the age of 65°

RELIANCE STANDARD

A MEMBER ©F THE TOKIDO MARIME GROUP

Even though no one likes to think about getting sick or sustaming an

injury. aimost everyone makes sure to get medical insurance—just
in case. But medical insurance is only designed to cover all or most

of the healthcare costs an iliness or injury brings—what happens

to your paycheck if you've exhausted your paid time off? If your
paycheck were te stop for a penod of ume, how would that affect
you and your family? If you've never thought about the possibility,

now is 2 good time

“That will never happen tome.”

Disability is moare common than mott pecple realize: Accidental injuries
are a major cause of disabilities. but common chronic health
conditions can alzo limit your ability to work. In fact. approximatsty
907% of disabilites are caused by illneszes rather than accidents®

“Idon’'t need it."

Just like medical insurance acts a8 3 safety net for you in the svent

that you become ill or injured, disability insurance iz ancther level
of protection; it will help provide for you financially in the event that
you cannot work due to injury or illness,

H
!

Chasteliny Z=tsvce 2013

[

www.reliancestandard com

¥ Life gndg Heslth (rsuanoe Foundston for



YOUR CHAMNCES OF
Very few people hesitate to insure ascets ke ther home orcar, but BECOMING DISABLED
“1 hm«Eﬂﬂ'ﬂgh mary fail to protect therr most valugble asset of &l themselves INCREASE WITH AGE*
Drizability income protection insurance will help protect your

. financial zecurity in the event that you cannot wc_lﬂ':_ ‘I'hE chance . ll%

of poverty jumps from 9% for pecple without a disability 1o 27% for
those with s severs dizabiling ® Ages 18—44

Disability insurance covers you when workers' compensation
“There's m doesn't. Waorkers' compensation only applies 1o injuries sustained . 23%
while an employee iz at work. Statstics show that there are
workers' almost twice as many off-the-jobinjuries as on-the-job injuries Apesa0a
numpensatlon." and wwice as many work days lost due 1o off-the-job injuries as
on-the-job injuries.® Partial dizabilities may also be covered.

51%

“Ican't pay Your employer has made it possible for you o purchase this Ages b5 and above
anotherbill coverage at.group rates. You pay for your coverage through
EFerp'lnnuth.“ cenvenient payroll deduction.

OIﬂ‘j mlﬂ You cannot be turned down Tor this insurance, 3= long a5 you
“Ib: - II::' ~ s e UNEXPECTED ILLNESSES
pproved. AND INJURIES CAUSE-

W Evidence of Insurability reguirements are waived for employees 350 om
w now: who enrall during your employer's approved enrcllment period. 3
personal bankruptcies
‘each year,” and nearly
I you agree that you and your loved ones can benefit from thiz

impartant coverage, it's easy to get started. Simply review the 500 sl
accompanying materials and complete the Reliance Standard o ﬁ

enrollment form supplied by your employer. If you have of all mortgage foreclosures 2
“Whatdol guestons or reguire an enrcliment form, pleass contact your
do mow?” Benefits Administrator.

Additonal information to aid you in your disability income
protection insurance purchase decision cam be found online
at www.RelianceStandard .comi/voluntarydisability,

You are buying Disability insurance from Rebance Standard
Why Reliance e Y ; "
Life Insurance Company. a natonal insurer in business for

Standard? evesaCentury;

RELIANCE STANDARD
A MEMBER OF THE TOKID MARINE GROUP www.reliancestandard com

e & Centas ﬁ:; Dissass Tontrol and Prevernan, Morbidisy and Morslisy Weekly Repors 2008 ° U3 Cargus Buresu, 2005, ¥ "liness =nd Inwry-ss Sonrioumors
o Bsrnkruptoy,” Hesith Afaire Febrdary 28455 *Hesith ARaie The Dol -':_. Journaiof the Health Bphere. Febrisry 2005 * Netonst Bafety Couneil injury Fsote
2008 Edition

This infonmaton m not 30 irsarance policy 2rd doss not desanbe tha entire plan, For more detziled mformator, you must ask your empigyer’s Hdman
Resources bereft mansger. Trere 58 detssled description of the plars provEioni limasticns snd axolusoni in the Cerdfosts of nsusnos whichis issued it
o 3fpar your spoliestion s orocessed

The g«labilty of the pascnben groducts. penefn-and festurss may vary by e




2026 Open Enroliment
for IBEW Members

Scan the QR to view
and download

your Virtual
Enrollment Packet




Welcome to Calvo's SelectCare
DENTAL Plan...... Affordable dental
coverage availlable as an option
exclusively to members of SelectCare’s
medical plans.

To participate in Calvo's
SelectCare DENTAL Plan, you musi
be a member of a Calvo's SelectCare
medical plan, and you must camy both
medical and dental coverage
throughout your palicy year.

This schedule is provided as a
handy summary of your dental care
coverage. Please consult your policy
for a full and detalled descripticn of
terms and limitations that may apply.

Calvo's SelectCare provides
coverage for all of the dental services
listed here. These are vyour dental
benefits. Calvo's SelectCare pays the
porticn noted on the right, and you pay
the remaining amount ¥ a dental
service is not listed here, @ is an
exclusion, and you are responsible for
all related charges.

You may select our dentist from
among those in our network of
participating providers. A list of
participating denfisis can be found in
vour provider directory or by calling
Calvo's Insurance.

If you choose to see a dentist who is
not a participating provider, you maybe
responsible for a larger share of your
expenses than you are when you
choose a participating provider.

In general, your denfist will ask you
to pay only vour share of the charges at
the time you receive dental care He'
she will then forward a bill fo
SelectCare for the remaining amount,
and we will pay the remaining amount
of eligible charges for covered services
directiy to your dentist.

However, occasicnally, a dentist
prefers that you pay in full for dental
care at the time vou receive it. When
that is the case, simply submit a claim
for reimbursement fo our SelectCare
Oifice, and we will reimburse vou for all
the covered expenses. Be sure fo
provide us with a copy of your receipis
and deniist's bill which lists all ihe
services you received and the price of
each.

We want vou to keep your healthy smile
by making good use of your dental
plan. Whenever you have a guestion
of concemn about Your coverage,
please call or come see us at our
Calvo's SelectCare Office. We're
ready to helpl

UE.05.07

Deductible
Coverage Maximums
* Per member per plan year

Schedule of Benefits

Diagnostic & Preventive Care
* Caries Suscepfibility Test
* Exams (Once every & months)

¢ Fluoride Treatment
{For children age 15 & under, once a year)

* Prophylaxis (Cleaning of ieeth once every st months )

e Sealants
{For permanent molars of children age 15 & under)

# Space maintainers
(For children age 15 & under, includes adjustments
within & months of instaliation)

* Study Models

& Treatment Plan

¢ 3 ray (Bite Wing)

* ¥-rays (Full Mouth, once every 3 years)

100% of
Covered Charges

60% of
UCR Charges

Basic & Restorative Care
General Services
* Emergency Care (During office hours)
* Roufine Fillings {Silver & composile resin)
& Additional Toolh Surface (Mext to filfing)
Oiral Surgery
& Simple Exdractions
* Complicated Extraclions
* |mpactions
Periodontal Care
* Pericdonial Prophylaxis
(Cleaning once every & months)
o Perodontal Treatment
{And freatment of olher gum diseases)
Endodontic Care

¢ Pulp Treaiment
* Root Canal

80% of
Covered Charges

60% of
UCR Charges

Major & Replacement Care

Fixed Prosthetica

* Crowmns

* Gold Inlays & Onlays

* Bridges (Fixed)

+ Heplacement of Crown Restoration
{Once every 5 years)

Removable Prosthetics

* Full Dentures (Once every S years)

* Parlial Metal Dentures (Once every 5 years)

* Each Additional Tooth

* Helines (Single)

¢ Denfure Repair

* Partial Repair (Plastic or Metal)

* Bndges (Removable)

50% of
Covered Charges

5% of
UCR Charges

Sedation or General Anesthezia when required by
Dentist

80°% of Covered Charges

B0% of
UCR Charges

Additional Coverage / Condiions ! Limitations

* Mone



Terms:
® Unused balances are not ransferable to the following year.

* Payment of benafits is based on “UCR" - 4the Usual, Customary and Reascnable charge of the geographical lecation where the dental
senvice was rendered.

Dental Exclusions:

Any dental service which is NOT specified as covered i3 excluded.

Calve’s SelectCare Dental Plan doez NOT cover the following dental services and conditions. You are responsible for all related
charges for:

* A crown, cast restoralion, denture or fixed bridge or addition of teeth o one, if work imvolves a replacement or modification of a crown, cast
restoration, denture or bridge installed less than S years ago, or one that replaces a tooth that was missing before the date the patient became
a member under the plan (including previcusly extracied or mizsing teeth. )

& A prosthetic or other appliance,; or modification of one, where an impression was made before the palient was covered.

® Al surgical procedures except for surgical extrachions or feeth and periodontal surgeries performed by 3 dentist

® Any over the counter drugs or medicine.

® Any senvice for which a3 member receved benefils under any other coverage.

* Any senvice unless required and rendered in accordance with accepled siandards of dental practice.

® Charges incurred while confined as an inpatient in a hospital unless such charges would have been covered had freatment been rendered in a
dental office.

* Dental work done after coverage ends However, 2ny applicable Work-in progress as defined above will be covered. The member must
receive or compleie any Work-in progress within 30 days afier coverage ends.

® Dental impiants or tooth preparation for over denlures.

* Dental work for cosmetic purposes.

* Experimental procedures.

* Excessive charges-any difference bebween your denfist's bill and the amouni aflovwed by the plan.

® Fluoride varnish.

® |ntentionally-inflicted injury.

* Mew denture or bridgework, if the existing denture or bridgework can be made senviceable.

* Orthodontia and related dental services (freafment and appliances for straightening irregularly placed feeth)

* Panoramic x-ray or full moulh x-ray if provided less than 3 years from the coversd person's last panoramic x-ray or full mouth x-ray.

* Pt and fissure sealants for patients age 16 and up.

* Precizion attachmenis or siress breskers.

® Prosthodonfic services or devices {including crowns and bridges) staried pror to membership in SetectCare Dental Plan

® Rebasing or relining of 3 denlure less than & months afier the first piacement, and not more than one rebasing or relining in any 2 year period.
* Replacement of existing dentures; crowns or fixed bridgework if the existing dentures, crowns or fixed bridgework can be made serviceable,
* Replacement of lost or stolen appliance, or replacement of any appliance damaged while nof in the mouth.

* Root canal therapy. if the pulp chamber was openad before the patient was covered.

® Services or appliances to change the vertical dimension or to restore or mainkain the occlusion, including bul not Amited 1o equilibrium, full
mouth rehabilitation and restoration for matalignment of teeth.

* Senvices paid for by Workers' Compensation

* Services refated lo ThMJ (temporomandibular foint syndrome) or craniomandibular disorders. myofunctional therapy or the correclion or harmiul
habits

® Spare or duplicate prosthefic devices.

* Surgical graffing procedures.

* Treatment and/or removal of oral tumors.

& Wark in progress prior to the effective date of coverage

GUAM Office SAIPAN Office: PALAL Office :

Phona: (E71) 4778808 Phong (§70) 234-5500 10 Phons: (GED) 435-T222 / T444

Fax: (BT} 4774141 Fax: (370} 234-5503 Fan: [GB0) 488-7333

Location:  Comer of R 4 & Chalan Santo Papa Locaton:  Oleai Center Bldg., San Jose Locaton: JR Professional Building, Suike 2

Maik: PO Box FJ Mai: P, Box 500035 Mad PO Box 10248
Hagatna, Guam 85832 Chalan Kanoa, Saipan MP B3950 Horor, Palau 85840

Hours: 8:30 a.m. - 5:00 p.m. Monday-Friday Hours: 8:30: a.m. - 5:00 p.m. Monday-Friday Howrs 8:30 a.m_ - 5:00 p.m. Monday-Frday
and 830 am. - 1:30 p.m. Saturday and 8:30 am. -11:00 am. Saturday
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Welcome to Calva's SelectCare!

Wiz ae commiled t0 providing  comprebeneive -and
Jfftardabie haaih pans to the communities we sanve. SsoiCae
I= agministered iy CaD's NsUrENGe, Guams skdest and Engest
frEurance operation.

Thie Schecile of Benehls 16 3 sUmmary of your health care
o umger yaur plan. Please raad e carefuly 25 ot 3l
5 SE pEns 2 he same For 3 compests ang detaied
description of il the benefiz, Amitslions. tarme and procedurss,
pizaee refar 1o your polcy confract. Ths k& n whh your
SITEIIayEr.

W2 also Ivll2 you 1o comeult r kamber Handbook and
Provider Directary for general g INeE on how 10 use your plan
and far information about goctors, hoepilais and. olher medical
providers which 3re svalabke 10 you 3E 3 MEmMbar UG YO
SeiectCare plan.

Wiz want you %o t3ke full agvantage of your heafth cars
coverage and £y healty, &0 please o3l of came sa2 uE 7 Yo
nave any questiang.

Calvo's SelectCare Office
Corner of Rl £ 3nd Chalan Sanko Fapa
D0 BaxFd, Ha.gau'a Suam 56870

Phons: (671} 477-5608
Fax {aT1) 4?'-‘-41-*1
Open 530 am - 5:00.pm Monday-Frigs
mus..,nam-m%m Samiday Y

#E omislnd Provigers outside of Guam, CAMI and
Mizronesis are grouped nio 4 categories Actess bo offeland
providerE | fimAsd DMLY ta dhe ¢ ie€) Bsted on this
Beneduie of Benefis. Fisaga chack Yoo Hangoook and
Parlicipatng Proviger DFECony f0F 3 MOre pstalied axplanaton
The abbreviation:s) isted mean e folowing:

1} COE-Phi Centers of Excatence in the Fhillppines,

7} COEAUS: Cenlers of Exgellence i the Unhed Staies
Maini=ng.

3y Hawal: Particlpstieg Provicers n Hawal

=‘3 OPP. Dther Pankipating Provicers.  Oft-siand providers
I Asia and the UE Inciuding Bz US PPC nabwork of
UnkatHzamncars.

Services cutelde of ihe allowable Locebion Cafegorss will
= treated a8 Non-Participating.

¥ UCR Charges are the "Usual, Customary, and Reasanable”
m;wmamm;mﬁeurmmhm?ngﬂpm
arsa where It was rendered not exceening the amount orln
lis] Medicare far a bie E2nvice of & thair
g o mmmwnﬁmmﬂngnmpumMFm
pased or Madicare's 'I:rlagmals ralzled Group” (DRG] charges
pammmeuparunpau oepias, O rgesarﬂmaﬂdm
I.lﬂ?gemu:liaaal&‘-'-'me mwﬂ:.is I moet cument
Gook putllshed by Thomson H='aJ'I!:1t'.a|=I oF  piher
ap-prcgrtaiepdtmaum Pre3se 682 your Member Handboak for
3 mone oetaiisd explanation.

Medical Exclusions

Thie following medes eervicas and cond@ons ars NOT covarsa

by Caivo's SofectCam You are regpaneibie Tor all related

ohames

~ All bensils and. services M3t are niot speciiied 35 covered In
Ihis Hamdbook, the ancloesd Schedule of Serefie o e

agresmenl

» All EBrvizes prior to 3 member's siar date of coversge or e
3 members end dale of oaverage.

» Medical condiions which are notad 38 exclussd from your

= ANy pormlon of Smoexpemes. charge of fe@ Ihat excsads Mz
Usual, Custornary, and Ressonable (LCR] axpense

« Any-sanice, which In the Judgment of Calvo's SalectCsna |8 pat
medically necessany nor required

* Al SMiUErcs Eervice.

» Abfare umiess epecificsily cowarad ungsr yoor plan.

~ Allergy testing and treatment unfess specifically covered under
your pian.

= Amyotrophic Lateral Sclenels (ALS).and condiiions reiied 1o
ALS

» Senafts wil not be pald 1 any materst etalement made in an
appEcation for cowarsge. In any enmilment of dJepandards ar if
any claim far benefks k& fEee, 500 T the pien pays any beneis
priz 1o leaming of any euch f3lse ElEisment, hie Subscrber
AqreeE D remburee the pan for such pEyment

« Siofesdback and other gaf-Care or 6&if-heip framing

= ANl ood producie excapt for whole Hood and packed rad cals

- Care 1o which 3 member & anified for by reacon of past o
pressr millary outy.

~ Care provided by local and fegerad QOvermmEnt agencles of
programs winoo cost 0 3 menmier.

» Care and serices for 2 condtion for which 3 member &
afigile for baneffs under nabions| healn Insurance, social
secuMty, workers' compensation or siher simiEar law.

» Care and sanvices NormEky covered by Medicans for which 3
memb=2r |6 efigitie and eniied 1 at ne cosl, but Fas dedined
o enroil

SC-70 Phil Plan (G79.20.21.03) Schedule of Benefits

IBEW 1260 Welfare Plan

January 1, 2026

What Calvo's SelectCare Covers. When You Gato | When You Go To

Participating Mon-Participating
Your Benefits Providers Providers
Dedustible per Individual Member None §1,000
Deductible per Family Nane §2,000
Out-of-Pocket Maximums
Medical
= Par Individual member per policy year 83,000 Mo Maimun
« Par Family per pulicy ye=ar 56,000 Mo Manfmiarm
Preseription Drugs
» Per Individual member per palicy year 53,000 b Mesimim
« Par Family par pallcy year £3,000 W Masimium
Coverage Maximums
» Individus! membear fotal Annual Madmum Unlimited
Off-island Providers for Services Outside of .
Guam, CNMI & Micronesia A et

Refuires o Referal fram youe Celor and
Approval in advance fram Calwo's SelactCam

Accidental Death & Dismemberment Insurance 55,000 Benseiit

Hospitalization & Inpatient Benefits - Plegse chack your
Bemboer Handbook for a more detailed sxplanateon of tha

coverags providsd

+ Guam, CHNM| & Micronesia ** T0°% of Coversd Charges  60% of UCR Charges*
= Gentars of Excellance in the Philippines™ 100% of Covered Charges  60% of UCR Charges *
»  Hawail = Mot Covared Nal Coverad

» Centers of Exgefisnce in the U5 Mainland ** Wed Covered Mol Crverad

«  Other Participating Providers {off-lsland)* Mot Covered Naol Coverad

«  Siilled Mursing Facility

; : _ .
Liitad bo 3 ki 5L 0 i e year T0% of Coverad Charges  60% of UCR Charges

Physician Care & Outpatient Banefits

. Offiee visitz, which incledes Primany and Spaclalist Cars,
Laboratory and X-Ray Semvices
+ Al applicable iocations other than the Phiiippines** £25 Co-Payment 0% of UCR Charges *
« Fhiippines™ _00% of Cavered Charges | B40% of UCH Chames ®

Prescription Drugs (a-separate Out-of-Pocke! Maximum applies)

Limitzd to generic drugs only unleas otherwise apecified by
your doctor, Musl be part, of the currept drug formukary,

«_Formulary Generic Druds (per prestription und) __ $10CoPayment B0% of AWP *

« Fomulary Brand Mams Drugs (per prescription unil) $25 Co-Paymenl 8055 of AP 4

+  Mor-formulaty Brand Name Dnags (per presoriplion unit) Mot Covensd Mol Coversd

«  Madl Drder Drugs (Excliding Mer-Foemulary ar Spactally Dems) &0 Co-payment Not Coverad
Pragerplion Drugs acquired in the Philippines 0% of AWP*

«  Limited lo 8 30 day supply, Co-nsurance doss not apply
toowandz your Ou-of-Pocket Maximum

. ‘Specially Drugs {per prescrplion unit) Bl af AP with & maximum Nt Covexedd
|Pre-Carbfication Riquired) oS4l eirinsurance par il =

Preventive Services & Wall-baby Care [ur st up o age ol 2 -
Lirmited 1o o ssvice peit Plan Yaar— Dulpatient Dy
Duediciibie v Sio-payments o nal apply % thi el

Covered in accordance with the U5, Preventive Sanvices Tash
Force Guidelines with recosmmandation of Grades A or B,
Inchuding Racommeandad Immurnizations.

Trealed as-a Fadticipating Provider

= Guam, CNM| & Micronesia * 100%: of Coversd Charges Mol Coyered
« Centars of Excelancs 0 the Philipplnss™* 100% of Soversd Charges Nal Coversrl
« Hawaii and Other Padicipating Prowdars (off-isiand)”” Mel Crvered: Nal Coversd

Additiongl Coverage | Conditions / Limitations

Yision Covarage which includes Eye Exam, Eyedlassasd
»  Lenses; Contact Lenses. Limited Madmum $150 par Policy S0 Co-Payment Mol Coverad
Yaar

« Mong



Medical Excluslons [continusd)

= Cara ar senioss fumished by members of your immedisie famify or
nousehoid, Except when fumisned by 3 Guly Bosreed medical
pracioner amgloyed by 3 haalh care providar.
= Charges that wowld have nat been made If no- coverage exsied or
charges ™3t 3 mambar i not required to pay.
= CHIErgas far ofgan tansplaet in which the member 16 the donar.
= Chronic brain . syndrome of cusidial care recuiling Wom senile
geferoation
= Care which |6 primanly for reel cuFes, custofial dommicilany or
comwalescent care
= Chronic - Orthopedic Condons aor Deformities unisee spacifically
couEred under your pian.
- Cireumcision of agulle for cosmefic ar raligious purposss.
- Damages ar any expensas dus n the negligence of pines wrongiul
act or ameshon of 3ny physician, hospiial, hospiial employes or
other provides, ar for ary 3ot ar oemiesian of any member.
= Danial care Including Sy irestment In connscion with  moum
condiions due io abecess, periodonial or peraplca dieeses, of
Fveiving 3ny of the teath, thelr ELETDUndnGg SeEue of Glrcre, the
alvealar process, of girgival tesue or any dental care or reatmant
ordinarnly performed by 3 demtist Thile exclusion does nat Spply:
« Taaral eurgery due %o sccidenta Wnjury io your natural testh or
=i Treaimerd of accidantsl injuriee = Imisd 1o restment that
will -allesiate acule symplams and does nat indlude ary defnfive
reElovative treatment such S8 Crowms and bridopework, demtures,
amaigam ar 2cmyile rastaratione.

« It coverage |s -prosided by an- accompanying SehectCare Denfal
Aan.

~ Elechve cosmelic SUOery o procedures, Indiuding the reatmest for
3CrE

« Emergancy trestment provited oulsids e eervice area IF e need
for the cars couwd have been foreszen Detors departing Ihe sarvice
ares.

= Expenments# medical, swrgical and oier healll. care procemurze
ard sendices relaled therstn, Srocedurss and eandoes nol coversd
oy Medizare are consigsrad exparmental

~ Eye refrachons and the purchase or ffing of eyeglssses. This

=xcligion  dose ol Spply f cowersge & provided by an

accomparying SeleciCare Vislon Flan o wiless  specifically

COVEMad under your plan.

ision carecton procedures indudng but mot Bmited to the vee of

surgery, i3eers. radiodrequency or implanis.

+ Fartitty and inferdiity procaoures, Indudng anmcal insemingtion, n
-virn feriilza®ar and emoryo fransfers, reversal of lsiization, and
traatment or correcon af miediify.

 Gagfie bypass, Elapiing, oF reversal; surgical corvection of obeelly.

Haarng alds or headng 3ld evalustions sxcepl 35 mandated by

law.

Hyperbanc Oxygen (HEO) treatment wilece spacically coversd by

i parn.

. ﬁl&?ﬂt exnegt for cardisc pacamakers and Draast peosineds i
accordance wih WH.C R A of 1583,

« Injuries sueElained in the commission of an [lkiegal act Including, but
nod fimited fo drunk diiving.

» Injuries Eustained while parfcipaling In hazarsous epans such 3
Oft0ad raning and exyoiving

~ Injurles or Iinesses due io-acte of war, dedared ar tndeciared

« Seit-inficiad injuries or 1Bness whils §ane or Insane inchiding injury
ar liness due to attempied suicile.

» Interrupted pregnancy  (nom-medically necessary)
threatening abortione wnlses medically necessary.

~ Medical eendces provided  fhrough & tSisphone conference or
int=niea during which the member & nod Eesn for restmeant

= Masal reconstuction excapt 1o camect a coformity due to
« AcCidental Infury, which occumed wifiin S0 days of he date of

EUTHRIY. OF
= Trie removal ar reatment of cancar of the nose.

» Man-emergency ground ambulance senice.

= Mon-megical expensee INcuding, tut nat mikad 1o, IMNg expenses,
elatadocal taxes, raneportstion, notel roome. financs o interest
==

~ Pereonal comfort Beme such &5, bid not Emited o, jelephane,
television, guest waye, slecincal power, watsr and  disposal
GyELEmE, bathe and poote or thek Inetallation

- Mar-medical treatment of obeslty {e.0. camps, diefary o exercke
couneedng far wakgi controf).

~ Orthopadic and extemal proethelic devices including. but not Irmited
o Iniraoguiar lenses, arifcal joims and Bmbs.

~ Drihotic suppliss and onhopedic appliarcse except for plasier ard
Nberglaee CIELE.

« Over-the-coumer druge for which 3 prescoripBon from 3 Hoeneed
prysiclan 5 not raquired undar ULS. Fadaral law.

- Physical exams Tequired for insurance, schooling, govemment

kc=nelng, eports, af Tor obiaming o copdnuing empiayment

Long-term physical Therapy and renabditation.

» Expiudad Pre-axeling canditione, If you balong &0 grocg wWith under
20 empioyess. Some pre-smstng condiione, whish are approved
for coverage, may not be covered wnill your policy has been in
Toece for 18 monthe.

- Temporomandista  (Ew] Joint Disormer (TMJ) and redated
OlEE3ERE.

» Transeemual surgery and relsted sarviose.

« Treoiment, &2nicas and supplles redaled 1o sexal dyefuncion.

« Traatment, sarvizss and suppliss relsisd to slsening Seonders.

= Tregtment of end-siage renal dis2ase, and hemodiatyels.

» Trearnent refsted to Tuberouloss.

« Fgboils Sungery

.

man e

What Calvo's SelectCare Covess .

Your Benefits

Airfare Benefit
For members who meet guafying condidions, Cahm's

When You Ga to

When You Go To

Non-Participating
Providers

ZeleciCars provides roundtnp alifare. Regquires phor Covared Mok Cowered
approval by the Plan
AlcoholiSubstance Abuse Treatment
Lirmied fo-an annoal masmum ol 58,000 T0% of Coversd Charges hot Covensd
Blood
vils Hock iﬁuﬁiﬁ oo ol iohar T0%of Covered Chamges Mok Covered
Limited to an annual mazimum of: 510,000
Breast Reconstructive Surgery
Coverags is imited to the requirements of the 1998
\ifamen's Health and Cancer Rights Acl Pleass refer o T of Covered Charges Mgt Croversd
your Member Handbook for delails.
Chirepractic [ Acupuncture Care Nt O
Limited ta at antilial mExiim {for both) of: %300 0ol Coyaend-CHarges
Chrenle Orthepedic Condltlons :
Lirmited to an annusal maximom of. 52,000 70% of Covered Charges Mot Covered
Congenital Abnormalities and Complications of Mewbarn
Limited ta an annual magmum af: $20,000 T0% of Coverad Charges Wit Cowarad
Additional $30,000 at & Canter of Exdellancs
Diagnastic Testing - Pre-Certification Requlred
All Dingnostic. Tests require Pre-Carlification by the Plan.
Inclusive af tiw fallowing: MR, CT scan, and ot diagnosiic T0'% of Govered Chargas Mot Covered
procedures (Limited tane test per vear per anatomical
region; Muckear Medicine Tesfing; Audiological Testng,
Durable Medical E t (DM
: UL L) 70 of Govered Charges ot Cavend
Pre-Certificabion Reguired
Emergency | Urgent Care Benefits
o Umgant Care Center T0% of Goverad Charges Mot Cowered
. ];E:ﬂml Emergency Room, physician services, [ahoratory, 70% of Coverad Chares Mot Coversd
= ﬁrTF{gm Ambulante Services (ground transportation 70% of Covared Chargss Mot Covensd
Won-Emergency Treatment in-a Hospite! Emergency Boom
Co-nsurance does nol apply o your Out-of-Pocket Maximum i, O i
Home Health Care T0% of Coverad Charmges Pl Coverad
Hospice Care - Limited o daity maximum of . 5150 Tl of Covared Chasges Mot Coverad
Injections (other than Recommendsad Immunizations) T0% of Coverad Chamgas et Covesed
Maternity Care
+ Pre-natsi \isils & Rouline Labs jper USPSTF guidelines)  100% of Covered Charges 70% of UCR Charges *
i :;rsé[{;: Uhm?;;ﬁguhsaq;mm Ullrasmmds are mad 70% of Co Chargss 70% of UCR Charges *
s . As per Hospitalzation &
+ Delivery at a Hospital pﬁhﬂm Banefis Mot Gowerad
o Delivery al a Birhing Ceniar T of !}wa-rad chargn‘.s Mot Cowesad
Mental Health Outpatient Care ;
Groups under 50 Erployess ars limited to 100vsits per year, T0% of Coverad Changes Mot Covered
Limiled to snannual maxemem of: 525,000
Organ Transplants :
Limited 530 mriowcal maikmien 50,000 T0% of Covered Chames Mot Covarad
Outpatient Surgery (Pre-Cerifizalion Required)
Imctudirg Tubsl Ligation and Vaseckanmy
» Al applicatde lncations othar than the Philippines™ T of Covered Chaiges ool Cowerad
+ Phiippines® 100% of Covered Chemges Witk Crwerad
Physical Therapy (Pre-Cerification required for ower 3 visils)
Limited toa maximum of 20 visits par year
= All applicais localions ctiver than ths Phillppines™ % of Covered Charges it Covearad
« Philippiies* 105%, of Coverad Charges Fot Cowverad
Radlation and Chemotherapy (Pre-Canification Reguired) ;
T0% of Covered Charges ot Coversd
Limited b an asnual maximum (far bath) of: NIA e
Speech Thorapy
Limited o $20 per sach 2-hour max. session and limited o a .
max, of 20 sessions per year. Max, of 100 sessions T of Covered Chares Mot Coversd
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Welcome to Calva's SelectCare!

Wiz ae commiied t0 providing  comprebeneive -and
Jfftardabie heaih pans to the communities we sanve. SsoiCae
I= aminisiered iy CaD's NsUrENGe, GuUams skdest 3nd Emgest
frEurance operation

Thie Schecile of Benehls 16 3 sUmmary of your health care
COVErRNE Lnger your plan. Plesce raad thke carefuly 2= not 3l
Selectlare plans are the same For 3 compisie and detslied
description of il the benefiz, Amitslions. tarme and procedures,
pizaes refar 1o your polcy canfract. Ths & normally whh your
SITEIIayEr.

Wiz diso invlle you 1o consull your Mamber Handboaok and
Provider Directory for general guiteiings on how 1o use your plan
and for information about goclors, hoepilais and. olher medical
providers which 3re svalanke 10 you 38 3 MEmMbar LG YO
SeiectCare plan.

Wiz want you %o t3ke full agvantage of your heafth cars
coverage and £y healtiy, &0 please o3l of came sa2 uE 7 Yo
nave SNy questiang

Calvo's SelectCare Office
Corner of F1. 4 and Chalan Sants Fapga
2.0 Sax FJ, Hagatna, Guam S5510
Bhone: (§71) 477-0508
Fax {B71) 477-4141
Open 830 am - 5:00 pm Monday-Frigs

PE;I.'.S:BD am - 1'3%';"1 Satuiday Y

#E omslnd Provigers outside of Guam, CAMI and
Mizronesia =re grouped Nl 4 calegories Access o off-eland
PrOVidere I= lmAzd OMLY b0 dhe calegonyies) Gsted on this
Echeduls of SENSRE. Pieaga checit yoor MEmDST Hanmoook and
Parlicipatng Proviger DFECony f0F 3 MOre pstalied axplanaton
The abbreviation:s) isted mean e folowing:

1} COE-PhE Centers of Excalence In the PRlppINES,

7} COE-US: Cemiers of Excallence i tha Linhsd Stizs
Mairi=ng

Hawall : Particioating Provigers 0 Hawall

PP Other Pankipating Provicers.  Of-sland providers

In Asia and he LS neiuding 2 LIS PO natwork of

UnEagHeancare

Services cutelde of ihe allowabtle Locebion Cafegores will
= treated a8 Non-Participating.

(]

* uow Charges 3re the "Usual, Customary, and Reasanable’
charges of 3 ger for 3 sanice ar su n-the aphic
areargmge nﬂmﬁa&l Aot m&aﬁ}lﬁ% ST uﬁngrri‘y
paid by Medicare for 3 comparable sendce of supply &0 ihelr
particigaing provider. Mon-participating hospital chargee will be
pased on Medicare’s “THagnoels Ralsled Group” (DRG] charges
pald ko thedr participsting hospias, Greg chargee ar2 basad an
Average Wihoiesale Price (AWS) as 16l on” the moet curren
Red Gook puobllshed by Thomeon Healhcare oF Diher
approprate pubiication. PrE3se see your Member Handbodk for
3 mone cetaiisd explanation

Medical Exclusions

The follicwing medics esnvicas and cand@ons ars NOT covarad

oy Calvos Seecilare You are respanelbie for 30 reisted

chames

~ Al bengefts and services Mat are miot specifi=d 35 covered In
this Handbook. the encioesd Schedule of Senefe of M2
agresmenl

» All EBrvizes prior to 3 member's siar date of coversge or e
3 member's end dale of coverage.

= Medical condiions which 3F2 noted 35 exclused from your

. ,El:"}mp:lnm of 3n expenes. chargs of fe2 Ihat excsads Mz
Usual, Custornary, and Ressonable (LCR] axpense

» Ary sanice, whizh In the judgment of Calvo's S=iectCars s nat
medically necessany nor required

* Ak 3MiuErca gervics

» Abfare umiess epecificsily cowarad ungsr yoor plan.

~ Allergy testing and treatment unfess specifically covered under
your péan

= Amypotrophic Lateral Sclenels (ALS).and condiiions reigied 1o
ALS

» Senafts wil not be pald 1 any materst etalement made in an
appEcation for cowarsge. In any enmilment of depandards ar if
any claim far benefks & fEee, 500 T the pien pays any beneis
prir {0 leaming of any Euch f3lse slEtoment, e Subsorber
AqreeE D remburee the pan for such pEyment

« Siofesdback and other gaf-Care or 6&if-heip framing

= ANl g producie excapt for whole Hood and packed rad cals

- Care 1o which a3 member & anified for by reacon of past or
preser millary outy.

~ Care provided by local and fegerad govermment agencles of
programs wihoo cost 0 3 menber

» Care and serices for 2 condtion for which 3 member &
afigile for bansffs under nabionsl healn Insurance, social
secuMty, workers' compensation or siher simiEar law.

» Care and senices normaky covered by Mediars for which 3
memb=2r |6 efigitie and eniied 17 at ne cosl, but Fas dedined
1 enroll

SC-80 Plan (G83.20.53.03)

What Calvo's SelectCare Covers...

Your Benefits

Schedule of Benefits

IBEW 1260 Welfare Plan
January 1, 2026

When You Go To
Nan-Participating
Providers

When You Go to
Participafing
Providers

Deductible per Individual Member 5500
Doductible par Family Wong 51,500
Cut-of-Pocket Maximums

Medical

s Par Individual member per policy yesr 53,000 e Maaimium
« Bar Family perpoliey year £8,000 Ny B
Prescription Drugs

« Bar Individual membear per policy yesr E3.000 He Maimum
« Par Family per palicy year 59000 Mo Masimuim

Coverage Maximums
« [Individual member tofal Annisl Maximum

Uniited

Off-island Providers for Services Dutside of

Guam, CNM & Micronesia
Reduiraz & Rederal ram your Dectar and
Aaproval in advancs fom Calve's SefactCans

Ave=ss s Limited I
COE-Phil, COE-US, Hawali

Accidental Death & Dismemberment Insurance 5,000 Benel

Hospitalization & Inpatient Benafits - Please chack your

Member Handbook fora more detailed explanation of the

aoverans providad.

« Guam, CHNMI & Micronesia * R of Covered Charges  70% of UCR Changss *
« Canters of Excellanca in the Philippines™ 100% of Covered Chargas-  T0% of UCR Chargas*

« Hawail ™ B of Coverad Charges 709 of UCR Charges *
«_Centers of Excafience in the U.S. Mainiand ** 8% of Coversd Charges _ 70% of UCR Chargas *
« Ditiver Participating Providers {off-iziand)™ Mat Covered ‘Mot Covernd:

s S NoeG reallly BO% of Coverad Charges  T0% of UCR Charges *

Lirriitad to @ meaximim of G0 days par year

Physician Care & Qutpatient Benefits
Cfice visits, which Includes Primary and Spaciaist Cars,
* Laboratory and X-Ray Setvices

0 f.ll applicable locations other than the Philippines™
s Philippines™

ban b bt

—— it

Prescription Drugs (2 separate Cut-of-Pocket Magmum appliss)

Limited to genarc diegs only unless otherwise speclfied by
your doctor, Must be part of the cument drsg formutsry,

= Fomulary Genenc Drugs (per prescription unif) $10 Co-Payment 80% of AWP*
o Formulany Brand Manms Dnigs (per presoiptian uni) 520 Co-FPayment B0 of AP
« Mon-formulary Brand Name Orags (per praseription unit) Mt Coverad Mt Covrered
«  Mail Order Drugs (Exstuding Maon-Formulary ar Spacially Drags) 50 Co-paymuant Mot Coverad
Prestriplion Drugs acquired in the Phikppines B0% of AWE*
+  Limiled 1o & 30 day supply; Co-insurance doss not apphy iR
lowards vour Out-of-Pocket Maximan dioiet fe a Faieiiing Booeier
A% of e
« Specialy Drigs (Pre-Cerificstion Raquirsd) with @ i of $400 Mot Converad
co-msUance par il
Prevantive Services & Well-baby Cane (o chidren upio age a1 2 -
Limitad o orve senvics par Flan Year— Ouipatient Cinky
Deduetide and Co-payinends da not apply b T beel
Covemrad B accodancs with the LS. Preventive Services Task
Force Guidelines with recommendsation of Grades A or B, Inciuding
Recommeanded Immunizations
» Guam. CHMI & Micronesia ™ 1004 of Covered Clames Miat Crvatiad
« Centers of Excelince in the Philppines™ 100% of Cowered Charges hlat Coversd
« Hawsii and Other Parficipating Providers [off-island)™ Mot Coversd Mot Convered
Additional Coverage | Conditions / Limitations
‘figian coverage which includes Eye Exam, Eyaglasses &
+ Lanses, Contact Lenses, Limited maximum 3150 per 80 Co-payment Mot Coverad

memtier par Policy Year.,




Medical Excluslons [continusd)

= Cara ar senioss fumished by members of your immedisie famify or
nousehoid, Except when fumisned by 3 Guly Bosreed medical
[praciioner amgioyed by @ haalth care provider.

= Charges that wowld have nat been made If no- coverage exsied or
charges ™3t 3 mambar i not required to pay.

= CHIErgas far ofgan tansplaet in which the member 16 the donar.

= Chronic brain syndrome of cusiodial care recufing fom senile
deferioration

= Care which |6 primanly for reel cuFes, custofial dommicilany or
corwalescent care

= Chronic - Orthopedic Condons aor Deformities unisee spacifically
couered under your

+ Cirrumcision of 3oulls for cosmens ar raligioue purposss.

- Damages ar any expensas dus n the negligence of pines wrongiul
act or ameshon of 3ny physician, hospiial, hospiial employes or
other provides, ar for ary 3ot ar oemiesian of any member.

= Danial care induding amy fresiment in connecon with moum
condiions due io abecess, periodonial or peraplca dieeses, of
Fveiving 3ny of the teath, thelr ELETDUndnGg SeEue of Glrcre, the
alvealar process, of girgival tesue or any dental care or reatmant
ordinarnly performed by 3 demtist Thile exclusion does nat Spply:

« Taaral eurgery due %o sccidenta Wnjury io your natural testh or
=i Treaimerd of accidantsl injuriee = Imisd 1o restment that
will -allesiate acule symplams and does nat indlude ary defnfive
reElovative treatment such S8 Crowms and bridopework, demtures,
amaigam ar 2cmyile rastaratione.

« It coverage |s -prosided by an- accompanying SehectCare Denfal
=ian.

~ Elechve cosmelic SUOery o procedures, Indiuding the reatmest for
3CrE

« Emergancy trestment provited oulsids e eervice area IF e need
for the cars couwd have been foreszen Detors departing Ihe sarvice
ares.

= Expenments# medical, swrgical and oier healll. care procemurze
ard sendices relaled therstn, Srocedurss and eandoes nol coversd
oy Medizare are consigsrad exparmental

~ Eye refrachons and the purchase or ffing of eyeglssses. This
=xcligion  dose ol Spply f cowersge & provided by an
accomparying SeleciCare Vislon Flan o wiless  specifically
COvErad under your plan

= Wision camection pracedures inoudng but not Bmited to the wee of
surgery, i3eers. radiodrequency or implanis.

+ Fartitty and inferdiity procaoures, Indudng anmcal insemingtion, n
-virn feriilza®ar and emoryo fransfers, reversal of lsiization, and
traatment or correcon af miediify.

 Gagfie bypass, Elapiing, oF reversal; surgical corvection of obeelly.

Haarng alds or headng 3ld evalustions sxcepl 35 mandated by

law.

= Hypertane Oxygen (HEO) reatment wiless specifically covered by
oL pHan.

« Implanis, xcegt for l:*.armaa: pacamaksrs and praast peosinegs i
accordance wih WH.C R A of 1583,

» Infuries sustained in The commission of an (liegal acl Incuging, but
nod imited o drunk diving

» Injuries Eustained while parfcipaling In hazarsous epans such 3
Oft0ad raning and exyoiving

~ Injurles or Iinesses due io-acte of war, dedared ar tndeciared

Sei-inficisd injuries or IBness while sane or Insans iInchiding injury

ar liness due to attempied suicile.

» Interrupted pregnancy  (nom-medically necessary)
threatening aoortione wnlses medically necessary

~ Medical eendces provided  fhrough & tSisphone conference or
int=niea during which the member & nod Eesn for restmeant

= Masal reconstuction excapt 1o camect a coformity due to
« AcCidental Infury, which occumed wifiin S0 days of he date of

EUTHRIY. OF

= Thie removal ar reatment of cancar of the nose.

» Man-emergency ground ambulance senice.

= Mon-megical expensee INcuding, tut nat mikad 1o, IMNg expenses,
slatadocal taxes, raneportstion, notel roome. finance o ntenest
==

~ Pereonal comfort Beme such &5, bid not Emited o, jelephane,
Ielevision, guest waye, slecincal powsr, watsr and  disposal
GYELEME, Dathe and poote or thek Inetallation

- Mar-medical treatment of obeslty {e.0. camps, diefary o exercke
couneedng far wakgi controf)

~ Orthopadic and extemal proethelic devices including. but not Irmited
iz Inirsoguiar lenesas, arifcial joims and Bmbs.

~ Drihotic suppliss and onhopedic appliarcse except for plasier ard
Nberglaee CIELE.

« Over-the-coumer druge for which 3 prescoripBon from 3 Hoeneed
prysiclan 5 not raquired undar ULS. Fadaral law.

- Physical exams Tequired for insurance, schooling, govemment
kc=nelng, eports, af Tor obiaming o copdnuing empiayment

= Long-tenm physicatl therapy and renabiitsiion

» Expiudad Pre-axeling canditione, If you balong &0 grocg wWith under
20 empioyess. Some pre-smstng condiione, whish are approved
for coverage, may not be covered wnill your policy has been in
Toece for 18 monthe.

- Temporomandista  (Ew] Joint Disormer (TMJ) and redated
OlEE3ERE

» Transeemual surgery and relsted sarviose.

- Treatment, senvices and supplies refaied 10 sexual dysfunetion.

» Treatment, sarviese and supplies refai=d to sleeping fisonders.

= Tregtment of end-siage renal dis2ase, and hemodiatyels.

» Trearnent refsted to Tuberouloss.

= Fobolle Sungery

.

.

mon e

What Calva's SelectCare Covers.__

Your Benefits

Airfare Benefit
For members whao meet qualifying conditions, Calvo's

When You Go to

Participating
Providers

When You Go To
MNon-Participating
Providers

SeleciCare providas roundtrip airfars. Requites prios Conerad Tt Coverad
Epperaval by the Plan
AleoholiSubstance Abuze Traatment A% of Covenyd Charges st G
Lirriesd fo an annual medmum o $8,000
Blood
Plan covers the cosl, storage and administration of onty ; : :
while binod and packed red calis, 80% of Covered Charges 0% of UCR Charges *
Braast Reconstructiva Surgery
Converage is fmited fo the requirements of the 1958
Vifomen's Health and Cancer Righte Act. Pleasa refer o B of Covared Chames. T0%0 of UCR Charges ™
your Membser Handbook for detadls,
Chiropractic [ Acupuncture Care : =
. 80% of Covesed Thamges T0% of UCR Chages ©
Limited to an annual maximum (for both) of;  £300 hﬁg
Chronic Orthopedic Conditions : ; .
80% of Covared Charges  70% of UCR Charmges *
Limited lo an gnnual maximum of; §2,000 ' S
Congenital Diseases Coverage a0 of 'FE'I’H: GtUCR G =
Limited to an asnusl mexdmum of:  $15,000 - i
Diagnostic Testing - Pre-Certification Required
All Diggnostic Tests require Pre-Cerlification by the Fian i - .
Inctusive of e following: MR CT scan, and other dagnostc B0 uf Covered Charges 70% of UCR Charges *
procedures (Limited 1o one test per vear per anatormical
regian); Muckar Medicing Tesling: Audiologicsl Tasting,
dical [ O
Durabls -"B ical Equipment {DME) 0% af Cowered Cf Mol Coiarad
Pra-Cerfifcabtion Reqguirad
Emergency | Urgent Care Benafits
N Lf!‘gan[ Em Cunter _%_n!w_rfm_t_ﬂhwgm T0% of UCR Chmgés‘
: :I:-.:':ﬂtﬂl Emmgm‘my Room, phvaician services, lshomatory, B o £ s H% o s
; EHT:}EQEI'I'?;}' Ambularce Senices (ground transpartation B 2 o 70% of UCR Charges *
Nun-Emamoncy Treatment in a Hospital Emae‘gem:g Rl _a_l‘.:-":; ﬁwamgm Mt Coarnd
Home Health Care 80% of Covered Charges.  70% of UCR Charges *
Hosplee Care - Limited to daily maximum of,  $50 80% of Coweted Chamges.  70% of UGR Charges =
Injections (ihsr than Recommended Immunizations) B0% of Covesed Gharges.  70% of UCR Charges*
Maternity Care
+  Preenatal Visils & Routine Labs (per USPSTF quidelines) 100% of Covared Charges  T0% of LICR Ciares *
First OB Uirsacung {subsequant Ultrasounds are freated
' ae Disgnoshis Testing above) $10 Co-Payment Tt ot LICR Charges ©
+ Delivery at & Hospital As ﬁéﬁ?ﬁ'ﬁf’?ﬂ" % 70% uf UCR Charges *
~ Dalivery ata Birhing Canter " B0% of Covened Charges  70% of UCR Charges *
Mental Health Qutpatiant Care
Groups undsr 50 Employees ars lmited bo 10 wsits per yaar. B of Covered Chamges it T
Limited bo an annual maomum of. 525,000
Qrgan Transplants
8% of Coverad Tharges Mok Cowenad
Limited {0 an anniesd maximam of. $50,000 = =
Quipatient Surgery (Pre-Cedification Requined)
Incudirg Tubad Ligation and Vasectamy
« Al appllcabna I_ucauuns aifrear than tlm F"nlllpq:lmas“ B al'Cumd Uﬂ'gas__ T0% of UCR Brwuuu
] Phlluppmes” 0% of Coversd Charmges 705 i UCR Ch E:rramm
Physical Therapy (Pre-Cerfication required for over 3 visils)
Limited fo-a maximum of 20 visits per year
« Al appllcah!a loeations otrar than tha Philippines™ Bﬂ%at&nw&d dm:gus 70% of UCR Charmas *
+ Philippines™ 100% of Coverad Dwgﬁ. T0% of UCR Charges™
=Y B oalion Requi
R.n.vm.atlun and Chemuotherapy I: re-Cesiification Ragquired} 8% of ch 70% i UCR & A
Limited ta an annual meaedrmurm (far bolh) of: NIA
Speach Therapy
Limited to 520 per sach 2-hour may, session and imisd to & »
max. of 20 sessions par year. Max. of 100 sedsions B0% of Conered Changs et Covrnad



Lare'

Welcome to Calva's SelectCare!

Wiz ae commiied t0 providing  comprefeneive -and
Jfftardabie heaih pans to the communities we sanve. SsoiCae
I= adminisiered by CalD's NsUrENGe, Guams skdest 3nd Emgest
frEurance operation

Thie Schacile of Benehls 16 3 sUmmary of Your health care
COVErR0E Lnger your plan. Plesce raad thke carefuly 2= not 3l
Selectlare plans are the same For 3 compisie and detslied
description of il the benefiz, Amitslions. tarme and procedures,
pizaee refar 1o your polcy canfract. Ths & normally whh your
SITEIIayEr.

Wiz aiso invlle you 1o consull your Mamber Handboaok and
Provider Directory for general guiteiings on how 1o use your plan
and for information about goclors, hoepilais and. olher medical
providers which 3re svalabke 10 you 3E 3 MEmMbar LG YO
SeiectCare plan.

Wie want you %o t3ke full agvantage of your heafth cars
coverage and £y heally, &0 please o3l or came sa2 uE 7 Yo
nave any questiang

Calvo's SelectCare Office
Corner of F1. 4 and Chalan Sants Fapga
2.0 Sax FJ, Hagatna, Guam S5510
Bhone: (§71) 477-0508
Fax {B71) 477-4141
Open 830 am - 5:00 pm Monday-Frigs

PE;II.'. 5:30 am- 1'.‘1%';"1 Satuiday Y

#E omslnd Provigers outside of Guam, CAMI and
Mizronesia =re grouped Nl 4 calegories Access o off-eland
PrOVIdEre [= lmAzd OMLY b0 the calegonies) Gsted on this
Beneduie of Benefis. Fisaga chack Yoo Hangoook and
Parlicipatng Proviger DFECony f0F 3 MOre pstalied axplanaton
The abbreviation:s) isted mean e folowing:

1} COE-PhE Centers of Excatence in the Phillppines,

3} COEAS: Cenlers of Expellence i the Unhed Steizs
Mani=g

3) Hawal: Partioipaing Provicers I Hawal

:\ OFF Other Paniopating Frovioes. Of-sland provides
I Azia and fhe LS Inciuding Mz US PRO nabwork of
Unei-eamcare.

Services cutelde of ihe allowable Locebion Caiegores will
= treated a8 Non-Participating.

¥ UCR Charges are the "Usual, Customary, and Reasanable”
charges of 3 provicer for 3 sandce ar supply in-the %engraphc
arsa where It was rendered not exceening the amount ordnarky
paid by Medicare for 3 comparable senice Of & o ihak
parficigaing providar. Mon-participating hospital chargee will be
pased or Medicare’s “THagnoels Ratsled Group” (DRG] charges
pald ko thelr participsting hosplas, Greg chargee ar2 basad an
Average Wihoiesale Price (AWS) 2= Il on” the moet curran
Red Gook published by Thomson Healhcare of Diher
approprate pubiication. PrE3se see your Member Handbodk for
3 mone cetaiisd explanation

Medical Exclusions

The follicwing medics esnvicas and cond@ons ars NOT covarad

oy Calvos Seecilare You are respanelbie for 30 reisted

chames

« Al bengfts and services Mat are miot specifi=d 35 covered In
this Handbook. the enciossd Schedule of Senefe of M2
agresmenl

» All EBrvizes prior to 3 member's siar date of coversge or e
3 member's end dale of coverage.

= Medical condiions which 3F2 noted 35 exclused from your

-ﬁu'}mp:nmmsnaxpasa charge o feo Ihal excsans Mg
Usual, Custornary, and Ressonable (LCR] axpense

» Ary sanice, whizh In the judgment of Calvo's S=iectCars s nat
medically necessany nor required

* Ak 3MiuErca gervics

» Abfare umiess epecificsily cowarad ungsr yoor plan.

~ Allergy testing and treatment unfess specifically covered under
your pian.

= Amypotrophic Lateral Sclenels (ALS).and condiiions reigied 1o
ALS

» Senafts wil not be pald 1 any materst etalement made in an
appEcation for cowarsge. In any enmilment of depandards ar if
any claim far benefks & fEee, 500 T the pien pays any beneis
prir {0 leaming of any Euch f3lse slEtoment, e Subsorber
AqreeE D remburee the pan for such pEyment

« Siofesdback and other gaf-Care or 6&if-heip framing

= ANl g producie excapt for whole Hood and packed rad cals

- Care 1o which 3 member & anified for by reacon of past or
preser millary outy.

~ Care provided by local and fegerad QovermmEent agencles of
programs wihoo cost 0 3 menber

» Care and serices for 2 condtion for which 3 member &
afigile for bansffs under nabionsl healn Insurance, social
secuMty, workers' compensation or siher simiEar law.

» Care and senices normaky coversd by Mediars foe which 3
memb=2r |6 efigitie and eniied 17 at ne cosl, but ras dedined
T enroil

Deductible per Individual Member

Schedule of Benefits
IBEW 1260 Welfare Plan
January 1, 2026

Nove  gs00

Deductible per Family

Mone 571,500

Cut-of-Pocket Maximums
Medical

s« Par Individual member perpolicy year
« Per Family pes policy yesr
Prescription Drugs

» Par Individual member per policy year
« Pur Famlly pacpolicy year

§2.500 Mo Masimum
7,500 Mo Maximum

52,500 Nay Maxirmum
51,500 Mo kfaximum

Covarage Maximums
« [Individual member folal Annual Maximum

UnEmitad

Ofi-island Providers for Services Outside of
Guarm, CNMI & Microenesla
FReguires a Faferi rom your Declar and
Agpproval in advance from Caho's Semclang

Artessis Limited fo:
COE-Phil, COE-US, Hawaii

Accidental Death & Dismemberment Insurance

Hospitalization & Inpatient Benefits - Please check your
Mamber Handbeok for 2 mare defalad explanation of the

novErage providad

+ Guam, CHM| & Micronesia =

#5000 Banefiy

100% of Coverad Charges ; 1
afar 2 §100 Co-Payment 107 91 WCR Charges

« Centersof Exceliance in the Philippinas™

100% of Coveéred Chagas:  T0% of UCR Chargaz™

« Hawall ™

100% of Covered Charges ;
afier a 5100 Co-Payment 70% of UCR Charges*

« Centars of Excellencs in the U5 Mairland **

100% of Covered Chames - : .
after a 5100 Co-Payment 0% of UCR Charges

+ Other Partiuipaling Providers (afi-stand]™

Mot Coversd Mot Covered

« Shilled Muming Facility
Limitad] to & sarmum of 80 days per year

160% of Covered Charges —
after a 5100 CoPaymant 0+ of UCR Chages

Physician Care & Outpatient Benefils

Cifice visits, which Includes Primary and Speciaist Care,

* Laboratary and X-Ray Serdces

« Al applicable locationa other than he Philippineg*®

$10 Co-Payment T0% of UCR Charges *

+ Philippines™

100% of Cavered Charges  70% of UCR Chargas ™

Preseviption Drugs (a3 separate Out-ol-Pocket Maximum applles)
Limited to generic drugs only unless ofherwise specified by

your-dockor. Must be part of the cusrent drag formulany,

« Formulgry Genens Dnigs (per prescrplion unit) 35 Co-Payment BO% of AP -
» Fommulary Brand Mame Drugs (par presorplion unil) 510 Co-Payment Bl% of AP *
» MNos-fanmutary Brand Name Drugs {per prescription unit) Mol Coversd Nt Covared
« Mail Qrder Drugs (Exatding Man-Formutary ar Specaity Drugs) 50 Co-paymant Mot Coverad
Prescrplion Drugs acquired m the Philippines B0%% of AVE*
o Limited 1o a 30 day supply; Co-insurance doss nof apply s
towards your Qut-of-Pockel Makinwum TR £ e AT A
Speciaity Drugs {par prescription umit) BE% of AWPT with & masarmum NBL "
[Pra-Cerfication Required) af $250 eo-insurmnce per il b >
Pravantive Services & Well-baby Care [for shiden up o age &8 2 -
Limited io ore sdnice per Plon Year— Outpatient Unky
Deducible sl Cospaymenits do nal Apply 40 this benal@
Covared in accomiance with the LS. Preventive. Sevices Task
Force Guidelines with recommendation of Grades & or B, Inchuding
Recommendad Immunizations,
« Guam, CHM| & Micronesia ™ 100% of Coverad Chames Mot Coveired
« Centars of Excelience in the Philippines 100%; of Crvered Ghames Mot Cavered
« Hawall and Other Parfidpating Providars (off-slandg)™ Mot Coverad Mol Covared
Additional Coverage | Conditions | Limitations
Wislan caverage which Includes Eye Exam, Eyegiagses &
s Lengas, Confact Lenses. Limited maximum $150 par memiber 30 Co-Paymant Mot Cinvered

per Poiley Yaar,




Medical Excluslons [continusd)

= Cara ar senioss fumished by members of your immedisie famify or
nousehoid, Except when fumisned by 3 Guly Bosreed medical
[praciioner amgioyed by @ haalth care provider.

= Charges that wowld have nat been made If no- coverage exsied or
charges ™3t 3 mambar i not required to pay.

= CHIErgas far ofgan tansplaet in which the member 16 the donar.

= Chronic brain syndrome of cusiodial care recufing fom senile
deferioration

= Care which |6 primanly for reel cuFes, custofial dommicilany or
corwalescent care

= Chronic - Orthopedic Condons aor Deformities unisee spacifically
couered under your pamn.

- Cireumcision of agulle for cosmefic ar raligious purposss.

- Damages ar any expensas dus n the negligence of pines wrongiul
act or ameshon of 3ny physician, hospiial, hospiial employes or
other provides, ar for ary 3ot ar oemiesian of any member.

= Danial care induding amy fresiment in connecon with moum
condiions due io abecess, periodonial or peraplca dieeses, of
Fveiving 3ny of the teath, thelr ELETDUndnGg SeEue of Glrcre, the
alvealar process, of girgival tesue or any dental care or reatmant
ordinarnly performed by 3 demtist Thile exclusion does nat Spply:

« Taaral eurgery due %o sccidenta Wnjury io your natural testh or
=i Treaimerd of accidantsl injuriee = Imisd 1o restment that
will -allesiate acule symplams and does nat indlude ary defnfive
reElovative treatment such S8 Crowms and bridopework, demtures,
amaigam ar 2cmyile rastaratione.

« It coverage |s -prosided by an- accompanying SehectCare Denfal
=ian.

~ Elechve cosmelic SUOery o procedures, Indiuding the reatmest for
3CrE

« Emergancy trestment provited oulsids e eervice area IF e need
for the cars couwd have been foreszen Detors departing Ihe sarvice
ares.

= Expenments# medical, swrgical and oier healll. care procemurze

ard sendices relaled therstn, Srocedurss and eandoes nol coversd

oy Medizare are consigsrad exparmental

Eye refractons and the purchase or ffing of eyegissses. This

=xcligion  dose ol Spply f cowersge & provided by an

accomparying SeleciCare Vislon Flan o wiless  specifically

COvErad under your plan

= Wision camection pracedures inoudng but not Bmited to the wee of
surgery, i3eers. radiodrequency or implanis.

+ Fartitty and inferdiity procaoures, Indudng anmcal insemingtion, n
-virn feriilza®ar and emoryo fransfers, reversal of lsiization, and
traatment or correcon af miediify.

 Gagfie bypass, Elapiing, oF reversal; surgical corvection of obeelly.

Haarng alds or headng 3ld evalustions sxcepl 35 mandated by

law.

= Hypertane Oxygen (HEO) reatment wiless specifically covered by
oL pHan.

» [mplanie, except for candisc pacamakers and oreast prosinees
accordance wih WH.C R A of 1583,

» Infuries sustained in The commission of an (liegal acl Incuging, but
nod imited o drunk diving

» Injuries Eustained while parfcipaling In hazarsous epans such 3
Oft0ad raning and exyoiving

~ Injurles or Iinesses due io-acte of war, dedared ar tndeciared

Sei-inficisd injuries or IBness while sane or Insans iInchiding injury

ar liness due to attempied suicile.

» Interrupted pregnancy  (nom-medically necessary)
threatening aoortione wnlses medically necessary

~ Medical eendces provided  fhrough & tSisphone conference or
int=niea during which the member & nod Eesn for restmeant

= Masal reconstuction excapt 1o camect a coformity due to
« AcCidental Infury, which occumed wifiin S0 days of he date of

EUTHRIY. OF

= Thie removal ar reatment of cancar of the nose.

» Man-emergency ground ambulance senice.

= Mon-megical expensee INcuding, tut nat mikad 1o, IMNg expenses,
slatadocal taxes, raneportstion, notel roome. finance o ntenest
==

~ Pereonal comfort Beme such &5, bid not Emited o, jelephane,
television, guest waye, slecincal power, watsr and  disposal
GYELEME, Dathe and poote or thek Inetallation

- Mar-medical treatment of obeslty {e.0. camps, diefary o exercke
couneedng far wakgi controf)

~ Orthopadic and extemal proethelic devices including. but not Irmited
o Iniraoguiar lenses, arifcal joims and Bmbs.

~ Drihotic suppliss and onhopedic appliarcse except for plasier ard
Nberglaee CIELE.

« Over-the-coumer druge for which 3 prescoripBon from 3 Hoeneed
prysiclan 5 not raquired undar ULS. Fadaral law.

- Physical exams Tequired for insurance, schooling, govemment
kc=nelng, eports, af Tor obiaming o copdnuing empiayment

= Long-tenm physicatl therapy and renabiitsiion

» Expiudad Pre-axeling canditione, If you balong &0 grocg wWith under
20 empioyess. Some pre-smstng condiione, whish are approved
for coverage, may not be covered wnill your policy has been in
Toece for 18 monthe.

- Temporomandista  (Ew] Joint Disormer (TMJ) and redated
OlEE3ERE

» Transeemual surgery and relsted sarviose.

- Treatment, senvices and supplies refaied 10 sexual dysfunetion.

» Treatment, sarviese and supplies refai=d to sleeping fisonders.

= Tregtment of end-siage renal dis2ase, and hemodiatyels.

» Trearnent refsted to Tuberouloss.

« Fgboils Sungery

.

.

.

mon e

Airfare Benefit
For members whao meet qualifying conditions, Calvo's

SeleciCare providas roundtrip airfars. Requires prics Conerad Tt Coverad
Eppeoval by thie Flan
AleoholiSubstance Abuse Traatment F10 Co-Payment 7% of LCR Charges ™
Lirri#ed to an annial masdmum of - $8,000
Blood
Plan covers the cosl, storage and administration of onty ; : ; -
whole binod and packed red cals, 80)% of Coverad Charges  70% of LICR Charges
Braast Reconstructiva Surgery
Converage is fmited fo the requirements. of the 1948
Vifomen's Health and Cancer Righte Act. Pleasa refar o 8% of Covared Chames:.  TIRL O UCR Charges
your Member Handbook for detads,
Chiropractic [ Acupuncture Care
. i 11] ymend: harges ©
Limited to an annual maximum (for both) of;  $300 b (OO
Chronic Orthopedic Conditions ;
10 ayment .
Limited lo an gnnual maximum of; §2,000 FiRUaf: iy di_.l_ﬂﬂclwrgm
Congenital Diseases Coverags 7
Limited ko an annual maximurm afs $15,000 R HO UG
Diagnogtic Testing - Pre-Coertification Reguired
All Diagnostie Tests require Pre-Cartification by the Pian.
Incusive of the folowing: MR, CT scan, and olher diagnostic  S0Teof Covened Changes 0% ofLICR Charges
proceduras {Limitad o ane lest par year per anatomical
region); Muclear Medicine Tesling: Audiological Tasting.
Durable Medical Equipment (DME) B o - Nt Coi
Pre-Certification Regquirsd
Emergency | Urgent Care Benefits _
+ Urgen| Cars Center 310 Co-Payment T of LICH Charges *
Hospital Emergency Roam, physician sanvices. laboratory,
st 100 Co-Paymeant £100 Co-Paymant®
Emergancy Ambulance Seryices (ground lmnspertation .
Rk S50 Co-Payrment T ef LICR Charges
Non-Emergency Treatment i a Hospitsl Emangency Room i : o
Go-nsurance does nol appdy to your Gut-of-Pocket Maximum A g R
Home Health Care 510 Co-Paymant T of UCR Charges *
Hospica Care - Limited 1o daily masimom of.  §50 510 Co-Paymant 0% of LICR Charges
Injections (oiher than Recommanded Immunizationz) 210 Co-Payrnent Tﬂﬂ,ﬂﬂm'
Matemnity Care
+ Pre-natal Visils & Routine Labg (per USPETF guidelines) 100% of Covered Charges 7085 of UCK Chargss *
Firet OB Ultrasound {subseguent Lirasounds are reated ; : ; -,
* a5 Disgnastc Testing abave) $10 Co-Payment T0% of LICR Charges
« Dallvery ata Hospital i f:ﬁ:?léﬁﬁn * F0% of UCR Charges *
« Deliverns at & Birhing Center $10 Co-Payment T of LICR: Changes *
Mental Health Outpatient Care
Groups under 51 Employees are fimited to 10 vsits per year, $10 Co-Payment TRl of LICR Charges *
Limiterd I5 a0 annual madmum of  $25000
Organ Transplants )
0% of Covened Charges Mk Cowverad
Limited b an anmual mamum of . $50,000
Outpatient Surgery (Pre-Cerification Requirad)
Ineciuding: Tubad Ligation-and Yasactarmy
+ Al applicable Inceticns olher than the Philippines™ 310 Co-Payment 0 of LACR Changes
+ FPhilippines"* 100 of Govered Charges 709 of LR Changes *
Physical Therapy (Pre-Cerification required for owes 3 vigiis)
Limited lo.a maximum of 20 visits per year
v All applicable Iocations sther than the Philippines®™ $10 Co-Payment e of LAOR Charges *
« Philippines** W00 of Covered Chamges  70% of IGR Charges *
Radiation and Chemaotherapy (Pre-Cesification Requirad) -
. B0% of Covared Charges of UCR Charges *
Limtted to &n annual maxmum (far both) of: B8 1o e
Spesch Therapy
Limited to 520 per sach 2-hour max. session and limsted foa
max, of 20 sessions pervear. Max, of 100 sesslons $10 Co-Payment Mot Cowvered
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About Us

Calvo’s SelectCare

Largest health Plan on Guam and Micronesia, with
over 42,000 lives

Administered by Calvo’ s Insurance Underwriters —
Serving Micronesia for 82 years

Insured by Tokio Marine Pacific Insurance, a
domestic Guam Corporation and a subsidiary of Tokio
Marine Holdings

Tokio Marine Holdings is a publically traded corporation
with Global presence in over 37 countries, including Hong
Kong, Singapore, Indonesia, India, Australia, Philippines,
Malaysia, Thailand, Taiwan, China, Vietham and the
United States

Only local health insurance carrier rated by AM Best and
accredited by AAAHC

Main office in Guam with branches in CNMI and Palau,
and 3 medical referral service offices in the Philippines

www.calvos.net



Delivering Health Insurance Solutions

Our clients include employees from a diverse group of industries
and over 80% of the medical community.
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Comprehensive Provider Network

www.calvos.net 4



Local Provider Options

GUAM REGIONAL
MEDICAL CITY

Where Patients are Parthers

r . 1
. PACIFIC &
CARDIOLOGY <

GUAM RADIOLOGY COMSULTANTS CONSULTANTS Pacific Urology Comnsultants LLC

r"f"
pOR *~ihp
medical
Guam Seventh-day group
Adventist Clinic

flcatbogtodend] -
fYADL :
UARND

SP

% SAGUA MANAGU

b Crannes iy Bty bater
s

gk HagathaMED

' QriASNOSTIO STANLEY Y. YASUHIRO D.D.S
B\ S uam = SERVICES, INC. TUMON DENTAL OFFICE
G lll'gl('("ﬂl{‘l Cereat Seienee. Gireat People,

{5 RENALCARE ORDOT GentleCare
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Off-Island Asia Provider Options

Taiwan

Philippines Japan
Cardinal Santos Medical Center Kameda Medical Center
Manila Doctor’'s Hospital Kameda Kyobashi Clinic
Nati | Kid dTi lant Institut .

ationa ney and Transplant Institute Taiwan

St. Luke's Medical Center: Global City, Manila

St. Luke's Medical Center: Quezon City, Manila

The Medical City: Clark Freeport Zone, Pampanga

The Medical City: Molo, lloilo City

The Medical City: Pasig City, Manila Hong I(Dng

Makati Medical Center Hong Kong Adventist Hospital - Stubbs Road
Gleneagles Hospital

China Medical University Hospital
Shin Kong Wu Ho-5u Memoaorial Hospital

Taiwan Adventist Hospital

Korea
Samsung Medical Center

www.calvos.net



Off-Island U.S. Prowder Options

L i—

Doctor’ s Medical Center of Modeste Chapman Global Medical Center

PIH Good Samaritan Hospital Children’ s Hospital of Las Angeles
Long Beach Memorizl Medical Center Orange County Global Medical Center
I{Whﬁ-[METTHi! l’;;f:&'ﬁ| Center South Coast Global Medical Center
=1 ospital o i r
PIH Health Downey S5t. John s Hegh:h Cenn_er
PIH Health Whittier Hospital Sharp Chula Vista Medical Center
USC Norris Cancer Center Sharp Coronado Hospital and Medical Center
USC Verdugo Hills Hospital Sharp Memorial Hospital
AﬂahE‘im Giﬂba: MEdifal Center Sharp Grossmont Hﬂgpita|

California Cedars-Sinai Medical Center

Kapiolani Women & Children’ s Hospital

Straub Clinic and Hosptial

The Cancer Center of Hawaii

University Clinical Education Research Associates

Hawaii_

'JJ UnitedHealthcare

A network that delivers great value and volume

With nearly 1,100,000 providers across the country, United Healthcare provides a network
designed to help better control costs and meet the unique needs of your employees.

©C ¢ @ O

1,700+ 111K+ 6,100+ 1.1M+

Center& m‘ CDHVEHIEHCE Doctors and Health H(}gpftalg UnitedHealth Premium
Excellence Care Centers Professionals Care Physicians

Special Transplant Facilities
Optum/United Healthcare

www.calvos.net



Nurseline

L L

Our Nurseline nurse triage and advice service will ~ ~
help direct you to the right care, at the right time, |}
based on the level of care you need. K

1-866-874-3936

24-hour support:

Toll-free access to Nurseline nurses 24 hours a day, seven days a week
for triage support and clinical guidance.

Triage support:
Nurseline provides comprehensive clinical guidance to help you decide the most cost-

effective levels of care, whether that is the emergency room, an urgent care center,
their physician or even virtual care.

Health education:
Supported by 700 triage guidelines and health education topics.

Experienced nurses:
All member interactions are with a clinician. Nurseline nurses are registered nurses

with an average tenure of 15 years. Our nurses have extensive experience providing
triage services to members.

Accessibility:
TTY service available for the hearing impaired.

ot

FEALTH FLARE

&
NurseLine provided by | OPTUM



www.calvos.net 9



Health Risk Assessments

S S N S—

You could be at risk for cancer or heart disease.
Do you know how to reduce the risk?

Find out how.

Take our simple, secure, online health

assessment. All answers are confidential.

See questions about your health habits and

history.

* Get reports uncovering risks you
may not know about.

* |dentify health concerns that need

;h%.; your attention.
e * Find out your next steps to getting
and staying healthy.

* Share your reports with your
doctors

* Monthly “WellNotes” Newsletter

UEIUA I~
k:ii-"*‘ e =

SHAPE ur* "DAY

Guam Seventh-day P =
Adventist Clinic e A B

Free Programs

#»  Wellness Consultation
»  Diabetes Wellness Program
»  Stop Smoking

»  Childbirth Preparation Class
Free classes on a first-come,
first-served basis!

if Completed

> Newstart
> Seven-day Detox
> Intense Raw Juice Detox

www.calvos.net



Monthly Newsletter and Member Communications

We will keep in constant contact with your employees and

Human Resources and Administrative staff, with monthly

Newsletters and other company communication pertinent
to your benefits and health care

CORONAVIRUG (COVID-11)
COVERAGE UFLATE

dgrl i 3

Constc;ht Contact

www.calvos.net 13



Additional Value
Added Benefits & Services

www.calvos.net 14



Life Saving Initiatives

Air Benefit Air Ambulance Services
When certain critical conditions 50% off Air Ambulance Services!
occur, you may qualify for round
trip airfare to include: Air Ambulance and Plan
approval required. Certain
= The member needing care qualifying conditions apply.

= An escort to provide assistance
= A medical escort, is medically necessary

This benefit applies to our Center of
Excellence Network only. Pre-approval
is required

L

www.calvos.net 1



Calvo’s SelectCare on the Web

www.calvos.net

Members can get information and access

from our website and our mobile app:

L

View Claims Information

Find a Provider

Look through your Benefits
Review your Member Handbook
View the Summary of Benefits
Coverage

Available on Apple and Android devices
E-Member card and email feature

available within the app

N OPTUM

The OptumRx Mobile App is designed
for wellness on-the-go.

* Never miss dose

= Stay on top of medication refills

* Show your doctor exactly what
medications you are taking

* Pull up your medication history
medicine anytime

* Learn about medication side effects
& interactions and much more

www.calvos.net 16
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Download the app on your mobile device to find out the
latest discounts and offers from our Lifestyle Club

[t's more than a Club,

it's a Lifestyle!



The SelectCare Advantage

Financial Stability — The only carrier on
Guam with an AM Best rated, A++
underwriter, Tokio Marine Pacific
Insurance

Accreditation — By the AAAHC
(Accreditation Association
of Ambulatory Health Care).

Network of Providers — Access to an

extensive local network of providers,
including , GMH, GRMC, SDA, and GRC.
Extensive off island netowkr to include

access to the United Healthcare Network.

Robust Wellness Program - Fitness
programs that include Wellness Classes,
the Weekday Workout Program, Online
Health Risk Assessments, and Gym
Membership Discounts.

Accidental Death and Disability Benefit

v" Airfare Benefit - The only carrier that
covers airfare to our Centers of
Excellence for the patient, family
escort, and a medical assistant, for pre-
approved qualified medical conditions

v Air Ambulance - The only health
insurance carrier offering air ambulance
services. With the discount and
coordination provided by SelectCare, a
member can save in excess of $40,000
for this life-saving service.

v Interactive Member Tools - The
Calvo's SelectCare website and mobile
application provides your employees
with access to their claims information,
schedule of benefits, member |Ds,
handbooks, and other documents.

v Prescription Drug Mail Order — No
co-pay and no co-share on
maintenance medication through our
mail-order program. A member can
save as much as $200 annually on just
two maintenance medications. 18



For Employees in the Major Medical Plan DME 0336-06250

Important Notice from FCE Benefit Administrators, Inc. on behalf of
CBRE Government & Defense Services About Your Prescription Drug
Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has
information about your current prescription drug coverage with CERE Government &
Defense Services Health & Welfare Plan and about your options under Medicare’s
prescription drug coverage. This information can help you decide whether or not vou want to
join a Medicare drug plan. If you are considering joining, vou should compare your current
coverage, including which drugs are covered at what cost, with the coverage and costs of the
plans offering Medicare prescription drug coverage in vour area. Information about where
vou can get help to make decisions about vour prescription drug coverage is at the end of this
notice.

There are two important things you need to know about vour current coverage and
Medicare’s prescription drug coverage:

1. Medicare prescription drug coverage became available in 2006 to evervone with Medicare.
You can get this coverage if you join a Medicare Prescription Drug Plan or join a
Medicare Advantage Plan (like an HMO or PPO) that offers prescription drug coverage.
All Medicare drug plans provide at least a standard level of coverage set by Medicare.
Some plans may also offer more coverage for a hicher monthly premium.

2. CBRE Government & Defense Services Health & Welfare Plan has determined that the
prescription drug coverage offered by CALVO Selectcare Inc. is on average for all plan
participants, expected to pay ouf as much as standard Medicare prescription drug coverage
pays and is therefore considered Creditable Coverage. Because your existing coverage is
Creditable Coverage, vou can keep this coverage and not pay a higher premium (a penalty)
if you later decide to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?

You can join a Medicare drug plan when vou first become eligible for Medicare and each vear
from October 15® to December 7%

However, if you lose yvour current creditable prescription drug coverage, through no fault of your own,
vou will also be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug
plan.



OME 0532-00a0

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug
Plan?

If vou decide to join a Medicare drug plan. yvour current CBRE Government & Defense Services
Health & Welfare Plan coverage will not be affected.

If yvou do decide to jomn a Medicare drug plan and drop vour current CBRE Government &
Defense Services Health & Welfare Plan coverage, be aware that vou and vour dependents will be
able to get this coverage back

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?

You should alse know that 1f vou drop or lose vour current coverage with CBRE Government &
Defense Services Health & Welfare Plan and don't join a Medicare drug plan within 63 continuous
days after your current coverage ends, yvou may pay a higher premium (a penalty) to join a Medicare
drug plan later.

If vou go 63 continuous days or longer without creditable prescription drug coverage, your monthly
premium may go up by at least 1% of the Medicare base beneficiary premium per month for every
month that vou did not have that coverage. For example_ if vou go nineteen months without creditable
coverage, your premium may consistently be at least 19% higher than the Medicare base beneficiary
premium. Y ou may have to pay this higher premium (a penalty) as long as vou have Medicare
prescription drug coverage. In addition, vou may have to wait until the following October to join.

For More Information About This Notice Or Your Current Prescription Drug Coverage...

Contact the person listed below for further information or call FCE Benefit Administrators at (800)
298-7269. NOTE: You'll get this notice each year. You will also get 1t before the next period yvou
can join a Medicare drug plan, and if this coverage through CBRE Government & Defense
Services Health & Welfare Plan changes. You also may request a copy of this notice at any time.



OMB 0538-0990

For More Information About Your Options Under Medicare Prescription Drug Coverage...

More detailed information about Medicare plans that offer prescription drug coverage 1s in the
“Medicare & You™ handbook You'll get a copy of the handbook in the mail every year from
Medicare. You may also be contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:
Vistt www.medicare sov

¢ (Call vour State Health Insurance Assistance Program (see the inside back cover of the
“Medicare & You™ handbook for their telephone number) for personalized help

o (Call 1-800-MEDICARE (633-4227). TTY users should call 1-877-486-2048.

If vou have limited income and resources, extra help payving for Medicare prescription drug coverage
15 available. For mnformation about this extra help, visit Social Securnty on the web at

Remember: Keep this Creditable Coverage notice. If you decide to join one of
the Medicare drug plans, you may be required to provide a copy of this notice
when you join to show whether or not vou have maintained creditable coverage
and, therefore, whether or not you are required to pay a higher premium (a
penalty).

Date: 1G/15/2025
Name of Entitv/Sender: FCE Benefit Admimstrators, Inc.
Contact--Peosition/Office: 4615 Walzem Road. Sutte 300
Address: San Antonio. TX T8218-1610

Phone Number 1-800-298-7269



Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)

If vou or your children are eligible for Medicaid or CHIP and vou're ehigible for health coverage from your emplover,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or
CHIP programs. If you or vour children aren’t eligible for Medicaid or CHIP, you won't be eligible for these premium
assistance programs but you may be able to buy individual msurance coverage through the Health Tnsurance Marketplace.
For more information, visit www.healthcare.gov.

If vou or your dependents are already enrolled 1n Medicaid or CHIP and vou live in a State listed below, contact vour
State Medicaid or CHIP office to find out if premmim assistance 1z available.

If vou or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of vour dependents
might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or
www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state 1f it has a program that might help you
pay the premiums for an employer-sponsored plan.

If vou or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under vour
employer plan. your employer must allow you to enroll in vour emplover plan if vou aren’t already enrolled. Thisis
called a “special enrollment”™ opportunity, and you must request coverage within 60 days of being determined eligible
for premium assistance. If vou have questions about enrolling in vour emplover plan, contact the Department of Labor
at www.askebsa.doL.gov or call 1-866-444-EBSA (3272).

If yvou live in one of the following states. vou may be eligible for assistance paying vour emplover health plan
premiums. The following list of states is current as of Januarv 31, 2024. Contact vour State for more information
on eligibility —

ALABAMA — Medicaid ALASKA — Medicaid
Website: http:‘mvalhipp.com The AK Health Insurance Premivm Payment Program
Phone: 1-853-692-5447 Website: http:/mvakhipp. com.

Phone: 1-866-231-4861

Medicaid Eligibifity:
hitps:‘health alaska govidpaPages/default sspx

ARKANSAS — Medicaid CALIFORNIA — Medicamd
Website: http:/'mvarthipp. com’ Health Inzurance Premivm Payment (HIPP) Program
Phone: 1-8535-MyARHIPP (855-602-7447T) Website:

http://dhcs.ca gov/hipp
Phone: 916-445-8322
Fax: 916-440-5676
Email: hipp@dhes ca.gov

COLORADO — Health First Colorado FLORIDA — Medicaid
(Colorado’s Medicaid Pregram) & Child Health
Plan Plus (CHPH)
Health First Colorado Websaite: Websaite:
kttps: www healthfirsteolorado com https-/warw flmedicaidiplrecovery. com flmedicaidtplrecover
Health First Colorado Member Contact Center: v.com/hippindex htm]
1-800-221-3943/State Relav 711 Phone: 1-877-357-3268

CHP+: http=:"‘hepf colorado.gov/child-health-plan-phas
CHP+ Customer Service: 1-800-350-1991/5tate Relay 711
Health Insurance Buy-In Program (HIBI):

httpz-/wwrw myveohibi . com’

HIEI Customer Service: 1-855-692-6442




GEORGIA — Medicaid

GA HIPP Website: https‘medicaid.georgia gov'health-
insurance-premium-payment-grogram-hipp

Phone: 6§78-364-1162_ Press 1

GA CHIPRA Website:
liability/childrens-health-insurance-program-reauthorization-
act-2000-chipra

Phone: 678-564-11682, Press 2

IOWA — Medicaid and CHIP (Hawli)

Medicaid Webzite:
https:/‘dhs jowa gov ime/ members

Medicaid Phone: 1-800-338-8366

Hawlki Webszite:

htip:/‘dhs iowa sovHawlki

Hawki Phone: 1-800-237-8363

HIPP Website: https://dhs 1owa gov/ime/members/medicaid-
a-to-z'hipp

HIPP Phone: 1-888-346-9562

KENTUCKY — Medicaid

Eentmely Integrated Health Insurance Preminm Payment
Program (KI-HIPF) Webszite:

hitps-/ichfs by osov/asencies/dms memberPages/Lihipp aspx
Phone: 1-835-459-6328

Email: ETHIPF PROGRAM @y gov

KCHIP Websste: hitps:/loynect ky gov

Phone: 1-877-524-4718

Kentucky Medicaid Website:
hitps://chfs ky gov/agencies’dms

Enroflment Website:

hitps:/‘worw mymaineconnection gov/benefits's'Mansuare=en
s

Phone: 1-800-442-6003

TTY: Maine relay 711

Private Health Insurance Premium Webpage:

https-//www maine gov/dhhs/ofi/applications-forms

Phone: 1-300-977-6740

TTY: Mame relay 711

MINNESOTA — Medicaid

Website:

httpz-‘mn gov/dhs/people-we-serve/children-and-
families'health-care heaith-care-programs/programs-and-
services/other-insurance.jsp

Phone: 1-800-657-373

MONTANA — Medicaid

Website:

hitp://dpbhs mt gov/MontanaHealthearePrograms HIPP
Phone: 1-800-694-3084

Email: HHSHIPPProgram(@mt gov

INDIANA — Medicaid

Healthy Indiana Plan for low-income adults 19-64
Website: hitp:/'worw in govfssahip

Phone: 1-877-438-4479

All other Medicaid

Website: hitps:/www.in sovimedicaid

Phone: 1-800-457-4584

KANSAS — Medicaid

Website: hitps:/‘www kancare ks gov!
Phone: 1-800-792-48584
HIPP Phone: 1-800-967-4660

LOUISIANA — Medicaid
Website: wwrw.medicaid 1a gov or www.ldh la goviiahipp
Phone- 1-888-342-6207 (Medicaid hotline) or
1-855-618-5488 (LaHIFP)

MASSACHUSETTS — Medicaid and CHIP

Webazite: https-/‘www.mass gov/‘masshealth/'pa
Phone- 1-800-862-4840

TTY: 711

Email: masspremassistance@accenture com

MISSOURI — Medicaid

Wehaite:
hittp:/wenw . dss mo sovimhd/participants/ pageshipp htm
Phone: 573-751-2003

NEBRASKA — Medicaid
Wehsite: hitp:'worw ACCESSNebrazka ne gov
Phone: 1-855.632.7633
Lincola: 402-473-7000
Omaha: 402-595-1178




NEVADA — Medicaid

NEW HAMPSHIRE — Medicaid

Medicaid Webztte: hitp://dhefp v gov
Medicaid Phone: 1-800-992-0500

NEW JERSEY — Medicaid and CHIP

Webszite: https: oo dhhz nh oov'programs-
services/medicaid health insnrance-premm-program
Phone: 603-271-3218

Toll free number for the HIPP program: 1-800-852-3343, ext.
5218

NEW YORK — Medicaid

Medicaid Website:

http-wwnw state ny ushumanservices
dmzhs/clientz‘medicaid

Medicaid Phone: 609-631-2392

CHIP Website: http-'www nifamilyeare orgindex hitml
CHIF Phone: 1-800-701-0710

NORTH CAROLINA — Medicaid

Website: https:/‘www.health ny sov'health care’'medicaid
Phone: 1-800-341-2831

NORTH DAKOTA — Medicaid

Website: https:/medicaid.ncdhhs. gov/
Phone: 919-855-4100

OKLAHOMA — Medicaid and CHIP

Website: https:/www hhs nd sov'healthcare
Phone: 1-844-854- 4825

OREGON — Medicaid and CHIP

Website: http/www insurecklahoma org
Phone: 1-888-365-3742

PENNSYLVANIA — Medicaid and CHIP

Website: http-//healthcare oregon.gov/Pages/index azpx
Phone: 1-800-699-9073

RHODE ISLAND — Medicaid and CHIP

Website:

hitpa=/'warw_dhs pa pov/Services/A ssistance Pages HIPP-
Program aspx

Phone: 1-800-692-7462

CHIP Website: Children's Health Inzurance Program (CHIP)

(pa.gov)
CHIP Phone: 1-800-986-KE1D5 (3437)

SOUTH CAROLINA — Medicaid

Website: http'www eohhs i pov/
Phone: 1-853-697-4347_ or
401-462-0311 (Direct BIte Share Line)

SOUTH DAKOTA - Medicaid

Website: https:/‘www scdhhs gov
Phone: 1-888-540.0220

TEXAS — Medicaid

Phone: 1-888-828-0059

UTAH — Medicaid and CHIP

Website: Health Insurance Premium Payment (HIPP)

Program | Texas Health and Human Services
Phone: 1-800-440-0493

VERMONT- Medicasd

Medicaid Websste: https-/'medicaid utah gov/

CHIP Website: http- héﬂm.utah.gn';"chig
Phone: 1-877-343-7660

VIRGINIA — Medicaid and CHIP

Website: Health Insurance Premium Payment (HIPP) Program:

| Department of Vermont Health Access
Phone: 1-800-250-8427

WASHINGTON — Medicaid

Website: hitps:/coverva dmas v
assistance famus-select

https:/feoverva dmas virginia gov/learn/preminm-
azzistance health-insurance-preminm-payment-hipp-programs
Medicaid/CHIP Phone: 1-800-432-5924

WEST VIRGINIA — Medicaid and CHIP

Website: hitps-/worw hea wa gov!
Phone: 1-800-562-3022

Website: hitps:/dbhhe wv gov'bms
http - 'mywvhipp. conm
Medicaid Phone: 304-338-1700
CHIP Toll-free phone: 1-835-MyWVHIPP (1-835-699-8447)




WISCONSIN — Medicaid and CHIP WYOMING — Medicaid

Website: Website:
hitps:‘www.dhs wisconsin gov/badsercareplus/p- 10025 htm https:/‘health wyo gov/healthcarefin/'medicaid ‘programs-and-
Phone: 1-800-362-3002 eligibility

Phone: 1-800-251-1269
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To see if any other states have added a premium assistance program since January 31, 2024, or for more information on
special enrollment rights, contact either:

UU.S. Department of Labor U.S. Department of Health and Human Services
Emplovee Benefits Secunity Administration Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61365

Paperwork Reduction Act Statement

According to the Paperwork Reduction Actof 1095 (Pub. L. 104-13) (PEA), no persons are required to respond to a collection of
mformation unless such collection displays a valid Office of Management and Budget (OMB) contrel sumber. The Department notes
that a Federal agency cannot conduct or sponsor a collection of information unless it 1= approved by OME under the PRA_ and
displays a currently valid OMB control number, and the public 13 not required to respond to a collection of information unless it
displays a corrently valid OMB control number. See 44 US.C. 3307, Also, notwithstanding any other provisions of law, no persca
shall be subject to penalty for failing to comply with a collection of information if the collection of information dees not display a
currently valid OMB control number. See 44 .8 .C. 3512,

The public reporting burden for this collection of information is estimated to average approximately seven minntes per respondent
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of information,
incloding suggestions for reducing this burden to the U_S. Department of Labor, Employee Benefits Secority Administration, Office
of Policy and Research Attention: PRA Clearance Officer, 200 Constitntion Avenue, NW ., Boom N-3718, Washington DC 20210 or
email ebza opr@dol pov and reference the OMB Control Number 1210-0137.

OME Control Number 1210-0137 (expires 1/31/2026)
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BENEFITS
Legal Notices

WOMEN'S HEALTH AND CANCER RIGHTS

Women'’s Health and Cancer Rights Act of 1998

The Plan covers medical and surgical benefits for mastectomies. This coverage includes:
s All stages of reconstruction of the breast on which the mastectomy was performed.

s Surgery and reconstruction of the other breast to produce a symmetrical
appearance, or

*» Prosthesis and physical complications of all stages of mastectomy, including
lymphedemas.

s The covered person who is receiving mastectomy-related benefits, coverage will be
provided in a manner determined in consultation with the attending physician and
the patient.

This coverage is subject to the Plan's annual deductibles and coinsurance provision and
benefit limits.

Flease refer to your ID card for our toll-free telephone number that you can call for more
information.

FOR ILLINOIS RESIDENTS

This reminder is for individuals who have insurance coverage through Your Employer's
Health & Welfare Plan (the "Plan”).

ILLINOIS CONSUMER COVERAGE DISCLOSURE ACT

FCE Benefit Administrators, Inc. is the Third-Party Administrator for the Plan. You will find
the lllinois Disclosure on the member portal or, you may call us, and we will send you a
copy in the mail

Flease refer to your |D card for our toll-free telephone number that you can call to request
a copy to be sent to you, or go to our website at www.fcebenefits.com and login into the
portal at https://fcebenefits.com/Login.




HIPAA NOTICE OF PRIVACY

This reminder is for individuals who have insurance coverage through Your Employer's
Health & Welfare Plan (the "Plan”).

HIPAA NOTICE OF PRIVACY

FCE Benefit Administrators, Inc. is the Third-Party Administrator for the Plan. You will find
our Notice of Privacy Practices on our website or, you may call us, and we will send you
a copy in the mail.

Please refer to your ID card for our toll-free telephone number that you can call to request
a copy to be sent to you, or go to our website at www fcebenefits.com.

MICHELLE'S LAW ENROLLMENT NOTICE

Michelle's Law requires a group health plan to continue coverage of a dependent child
due to a medically necessary leave of absence that causes the child to lose their student
status before the date that is the earlier of

« the date that is one year after the first day of the medically necessary leave of
absence started; or

¢ the date on which such coverage would otherwise terminate under the temns of
The Plan.

Medically necessary leave of absence means any change in enrollment status in a
postsecondary educational institution that starts while the dependent child is suffering
from a serious iliness or injury, Is medically necessary; and causes the child to lose
student status for purposes of coverage under the terms of The Plan.

A dependent child is a beneficiary who is a dependent child under the terms of The Plan,
of a participant or beneficiary under The Plan and who was enrolled in The Plan on the
basis of being a student at a postsecondary educational institution immediately before the
first day of the medically necessary leave of absence involved.

You may be required to provide written certification by a treating physician of the
dependent child which states that the dependent child is suffering from a serious illness
or injury and that the leave of absence (or other change of enrollment) is medically
necessary.



NEWBORNS AND MOTHERS HEALTH PROTECTION ACT

Group health plans and health insurers 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 hours
following a cesarean section. However, federal law generally does not prohibit the
mother's or newborn's attending provider, after consulting the maother, from discharging
the mother or her newborn earlier than 46 hours (or 96 hours as applicable). In any case,
plans and insurers may not, under federal law, require that a provider obtain authorization
from the plan or the insurer for prescribing a length of stay not in excess of 48 hours (or
96 hours}.

THE RIGHTS OF STATES WITH RESPECT TO MEDICAID

Fayments for benefits with respect to a participant under the Plan is to be made in
accordance with any assignment of rights made by or on behalf of such participant or a
beneficiary of the participant as required by a State plan for medical assistance approved
under title XIX of the Social Security Act pursuant to section 1912 (a) (1) (A) of such an
Act (as in effect on the date of the enactment of the Omnibus Budget Reconciliation Act
of 1993). In enrolling an individual as a participant or beneficiary or in determining or
making any payments for benefits of an individual as a participant or beneficiary, the fact
that an individual is eligible for or is provided medical assistance under the State plan for
medical assistance approved under title XIX of the Social Security Act will not be taken
into account. To the extent that payment has been made under a State plan for medical
assistance approved under title X1X of the Social Security Act in any case in which the
Flan has a legal liability to make payment for items or services constituting such
assistance, payment for benefits under the Plan will be made in accordance with any
State law which provides that the State has acquired the rnights with respect to a
participant to such payment for each items or services.

SPECIAL ENROLLMENT RIGHTS UNDER SCHIP

If an Employee has declined enrollment in the Plan for his or her dependents (including
a spouse) because of coverage under Medicaid or the Children’'s Health Insurance
Frogram, there may be a right to enroll in this Plan if there is a loss of eligibility for the
government-provided coverage. However, a request for enroliment must be made within
60 days after the government-provided coverage ends.

In addition, if an Employee has declined enroliment in the Plan for his or her dependents
(including a spouse), and later becomes eligible for state assistance through a Medicaid
or Children's Health Insurance Program which provides help with paying for Plan
coverage, then there may be a right to enroll in this Plan. However, a request for
enrolliment must be made within 60 days after the determination of eligibility for the state
assistance.

If you have any questions regarding the application of this provision to you, contact the
Plan Administrator.



MENTAL HEALTH PARITY

The treatment or diagnosis of mental health conditions are covered services under the
Flan and subject to The Mental Health Parity Act (MHPA), signed into law on September
26, 19896, which requires that annual or lifetime dollar limits on mental health benefits be
no lower than any such dollar limits for medical and surgical benefits offered by a group
health plan or health insurance issuer offering coverage in connection with a group health
plan.

Moreover, under the Mental Health Parity and Addiction Equity Act of 2008, regardless of
any limitations on benefits for Mental Disorders/Substance Abuse Treatment otherwise
specified in the Plan, any aggregate lifetime limit, annual limit, financial requirement, out-
of-network exclusion or treatment limitation on Mental Disorders/Substance Abuse
benefits imposed by the Plan shall comply with federal parity requirements, if applicable



Your Rights and Protections Against Surprise Medical Bills

When you get emergency care or get treated by an out-of-network
provider at an in-network hospital or ambulatory surgical center, you are

L] RN L0 LFE LY By L LheR Rl AL ¥ iLa

What is "balance billing"” {sometimes called "surprise billing")?

When you see a doctor or other health care provider, you may owe certain out-of-
pocket costs, such as a copayment, coinsurance, and/or a deductible. You may have
other costs or have to pay the entire bill if you see a provider or visit a health care
facility that isn't in your health plan's network.

"Dut-of-network™ describes providers and facilities that haven't signed a contract with
your health plan. Out-of-network providers may be permitted to bill you for the
difference between what your plan agreed to pay and the full amount charged for a
service. This is called "balance billing." This amount is likely more than in-network
costs for the same service and might not count toward your annual out-of-pocket limit.

"Surprise billing

involved in your care—like when you have an emergency or when you schedule a visit at
an in-

network facility but are unexpectedly treated by an out-of-network provider.

You are protected from balance billing for:

Emergency services

If you have an emergency medical condition and get emergency services from an out-
of-network provider or facility, the most the provider or facility may bill you is your
plan's in-network cost-sharing amount (such as copayments and coinsurance). You
can't be balance billed for these emergency services. This includes services you may
get after you're in stable condition unless you give written consent and give up your
protections not to be balanced billed for these post-stabilization services.

Please refer to the websites on the last page for more specific information pertaining to
your rights under Federal State Law.

Certain services at an in-network hospital or ambulatory surgical center

When you get services from an in-network hospital or ambulatory surgical center,
certain providers there may be out-of-network. In these cases, the most those
providers may bill you is your plan's in-network cost-sharing amount. This applies to



emergency medicine, anesthesia, pathology, radiology, laboratory, neonatology,
assistant surgeon, hospitalist, or intensivist services. These providers can't balance bill
you and may not ask you to give up your protections not to be balance billed. If you
get other services at these in network facilities, out-of-network providers ecan't
balanee bill you, unless you give written consent and give up your protections.
You're never required to give up your protections from balance billing. You also
aren’t required to get care out-of-network. You can choosze a provider or faeility in
yvour plan’s network.

Pleaze refer to the webpages on the last page for more specific information
pertaining to your right= under Federal and State Law.

When balance billing isn't allowed, you also have the following
protections:

» You are only responsible for paying your share of the cost (like the copayments,
coinsurance, and deductibles that you would pay if the provider or facility was in-
network).

* Your health plan generally must:

o Cover emergency services without requiring you to get approval for services
in advance (prior authorization).

o Cover emergency services by out-of-network providers.

= Base what you owe the provider or facility (cost-sharing) on what it would
pay an in- network provider or facility and show that amount in your
explanation of benefits.

o Count any amount you pay for emergency services or out-of-network
services toward your deductible and out-of-pocket limit.

o If you believe you've been wrongly billed, you may contact the appropriate
Federal or State agency to file a complaint. Please refer to the websites on
the last page for more specific information pertaining to your rights under
Federal and State Law.

Websites with Additional Information?

I: https://www.commonwealthfond.org/publications/mape-and-
interactives/2021/feb/state-balance-billino-protections

! We do not guarantee the accuracy, applicability, or availabality of the information on any of these sites.
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General Notice of COBRA Continuation Coverage Rights
(For use by single-employer group health plans)

** Continuation Coverage Rights Under COBRA™
Introduction

You're getting this notice because you recently gained coverage under a group health plan (the Plan). This notice
has important information about vour night to COBRA continuation coverage, which is a temporary extension of
coverage under the Plan.  This notice explains COBRA continuation coverage, when it may become available
to you and your family, and what vou need to do to protect vour right to get it. When you become eligible
for COBRA, vou may also become eligible for other coverage options that may cost less than COBEA
continuation coverage.

The night to COBEA continuation coverage was created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA). COBERA continuation coverage can become available to you and other
members of your family when group health coverage would otherwize end. For more information about your
rights and obligations under the Plan and under federal law, vou should review the Plan’s Summary Plan
Description or contact the Plan Admunistrator.

You may have other options available to vou when yvou lose group health coverage. For example, vou may
be eligible to buy an individual plan through the Health Insurance Marketplace. By enrolling in coverage through
the Marketplace, vou may qualify for lower costs on vour monthly premiums and lower cut-of-pocket costs.
Additionally, you mav qualify for a 30-day special enrollment period for another group health plan for which vou
are eligible (such az a spouse’s plan), even if that plan generally doesn’t accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage 1s a continuation of Plan coverage when it would otherwise end because of a life
event. This 1s also called a “qualifying event. ™ Specific qualifying events are listed later in this notice. Aftera
qualifying event. COBRA continuation coverage must be offered to each person who 15 a “qualified beneficiary ™
You, your spouse, and vour dependent children could become qualified beneficianes if coverage under the Plan 1s
lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBEA continuation
coverage must pay for COBRA continuation coverage.

If vou're an emplovee, vou'll become a qualified beneficiary 1f vou lose your coverage under the Plan becanse of
the following qualifying events:

s  Your hours of employment are reduced. or
*  Your employment ends for any reason other than your gross misconduct.

If vou're the spouse of an employee, you’ll become a qualified beneficiary if vou lose your coverage under the
Plan because of the following qualifving events:

s  Your spouse dies;

*  Your spouse’s hours of employment are reduced;

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

s  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:

s The parent-employee dies;

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

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

s The parents become divorced or legally separated; or

s  The chld stops being eligible for coverage under the Plan as a “dependent child ™

When is COBRA continuation coverage available?

The Plan will offer COBRA continuation coverage to qualified beneficianies only after the Plan Administrator has
been notified that a qualifying event has occusred. The employer must notify the Plan Administrator of the
following qualifying events:

s The end of employment or reduction of hours of employment;
s Death of the employee; or
* The emplovee’s becoming entitled to Medicare benefits (under Part A_ Part B, or both).

For all other qualifving events (divorce or legal separation of the emplovee and spouse or a dependent
child’s losing eligibility for coverage as a dependent child), vou must notify the Plan Administrator within
60 days after the qualifving event occurs. You must provide this notice fo: Plan Administrator’s office at
FCE Benefit Administrators, Inc.. If these procedures are not followed or if the nofice is not provided in
writing to the Plan Administrator or its designee during the 60-day notice period, any spouse or dependent
child who loses coverage will not be offered the option to elect continuation coverage. Yon must send this
notice to the COBRA Administrator.

NOTICE PROCEDURES:
Amny notice that you provide must be in writing. Oral notice, including notice by telephone, is not
acceptable. You must mail or hand-deliver your notice to the person, department or firm listed below,
at the following address:
FCE Benefit Administrators
4615 Walzem Road. Suite 300
San Antonio, Texas 78218
If mailed, vour nofice must be postmarked no later than the last day of the reqguired notice period. Any
notice vou provide must state:

= The name of the plan or plans under which you lost or are losing coverage,
* The name and address of the employvee covered under the plan,
* The name(s) and address(es) of the Qualified Beneficiary(ies), and

# The Qualifving Event and the date it happened.
If the Qualifving Event is a divorce or legal separation, your notice must include a copy of the divorce
decree or the legal separation agreement.
Be aware that there are other notice reguirements in other contexts, for example, in order to qualify for a
disability extension.

How is COBRA continuation coverage provided?

Once the Plan Administrator recerves notice that a qualifying event has occurred, COBRA continuation coverage
will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an imndependent right to
elect COBRA continuation coverage. Covered employees may elect COBRA contimuation coverage on behalf of
their spouses, and parents may elect COBRA continuation coverage on behalf of their children.
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COBRA contimmiation coverage 1s 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 mitial period of coverage, may pernmt a beneficiary to recerve a maximum of 36 months of coverage.

There are also ways 1n which this 18-month period of COBERA continuation coverage can be extended:
Disability extension of 18-month period af COBRA continuation coverage

If vou or anyone in vour family covered under the Plan 1s determined by Social Security to be disabled and you
notify the Plan Admimstrator in a timely fashion, vou and vour entire family may be entitled to get up to an
additional 11 months of COBRA contimuation 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 peniod of COBRA continuation coverage. To qualify for the disability extension, the
Qualified Beneficiary must also provide the Plan Admimistrator with notice of the disability determination on a
date that 15 both within 60 days after the date of the determunation and before the end of the ongmnal 18-month
maximum coverage. This notice should be sent to the COBRA Administrator in accordance with the procedures
above.

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

If vour family experiences another qualifying event during the 18 months of COBRA continuation coverage, the
spouse and dependent children in vour family can get up to 18 additional months of COBEA continuation
coverage, for a maximum of 36 months, if the Plan 1s properly notified about the second qualifiing event. This
extension may be available 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 1s only available 1f the second qualifying event would have caused the spouse or dependent child
to lose coverage under the Plan had the first qualifying event not occurred.

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBEA continuation coverage, there mayv be other coverage options for vou and
vour famly through the Health Tnsurance Marketplace, Medicare, Medicaid, Children’s Health Insurance
Program (CHIP), or other group health plan coverage options (such as a spouse’s plan) through what 15 called a
“special enrollment period.” Some of these options may cost less than COBRA continuation coverage. You can
leamn more about many of these options at www.healthcare.gov.

Can | enroll in Medicare instead of COBRA continuation coverage after my group health
plan coverage ends?

In general, 1if you don’t enroll 1 Medicare Part A or B when yvou are first eligible because you are still employed,
after the Medicare initial enrollment period, vou have an 8-month special enrollment period* to sign up for
Medicare Part A or B, beginning on the earlier of

s The month after vour employment ends; or
» The month after group health plan coverage based on current employment ends.

If vou don’t enroll 1n Medicare and elect COBRA continuation coverage instead, you may have to pay aPart B
late enrollment penalty and yvou may have a gap in coverage if you decide vou want Part B later. If you elect
COBEA continuation coverage and later enroll in Medicare Part A or B before the COBRA continuation
coverage ends, the Plan may terminate vour contmuation coverage. However, if Medicare Part A or B is effective

! https:/‘www medicare gov/basics/get-started-with-medicare/sign-up/when-does-medicare-coverage-start.
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on or before the date of the COBRA election, COBRA coverage may not be discontinued on account of Medicare
entitlement. even if vou enroll in the other part of Medicare after the date of the election of COBRA coverage.

If vou are enrolled 1n both COBEA continnation coverage and Medicare, Medicare will generally pay first
{primary payer) and COBRA contimuation coverage will pay second. Certain plans may pav as if secondary to
Medicare, even if you are not enrolled 1n Medicare.

For more information visit https://www medicare gov/medicare-and-vou.
If you have questions

Questions concermng yvour Plan or vour COBRA continuation coverage rights should be addressed to the contact
or contacts identified below. For more information about vour nights under the Emplovee Retirement Income
Security Act (ERISA). including COBRA, the Patient Protection and Affordable Care Act, and other laws
affecting group health plans_ contact the nearest Regional or District Office of the U.S. Department of Labor’s
Emplovee Benefits Security Admmustration (EBSA) tn your area or visit www.dol.gov/ebsa. (Addresses and
phone numbers of Regional and District EBSA Offices are available through EBSA s website) For more
information about the Marketplace, visit www.HealthCare.gov.

Keep your Plan informed of address changes

To protect vour family’s rights, let the Plan Administrator know about anv changes in the addresses of family
members. You should also kesp a copy, for vour records, of any notices vou send to the Plan Administrator.

Plan contact information

If you have any questions regarding this notification of your COBRA nghts, please feel free to contact the Plan
: strator s oIlice at:
FCE Benefit Administrators, Inc.
4615 Walzem Road, Suite 300
San Antonio, Texas 75218

(800) 298-7269



GROUP LIFE CONVERSION APPLICATION Reset

Reliance Standard Life Insurance Company
This form is to be used only when aneligible person desires to convert his Group Life insurance to an Individual policy. This
form must be completed in full and submitted to the Company within 90 days following the effective date of termination of
insurance. The top portion of this form is to be completed by the policyholder, the lower portion by the applicant You may wish
to refer to your policy’s Schedule of Benefits page to complete some of the questions on this application.
Questions? Call Customer Care at 1-800-251-7500.

When all areas are complete, mail to: Insurance Services
Division of Protective Life Insurance Company
Post Office Box 12687
Birmingham, AL 35202-6687
Fax: (205) 268-3402
Email: ladphs@protective.com

TO BE COMPLETED BY POLICYHOLDER
Mame and Address of Group Policyholder and, if applicable, Division Name:

Policy No.: Policy Eff. Date:

Insured's Full Name: Male [ ] Female LI
Date of Birth: Annual Salary/Eamings: 5

Social Securty No.: Date Employment Began:

Occupation/Job Title: Date Last Worked:

Scheduled Work Hours: lweek Insured’'s Premium Paid To:

Insured's: Effective Date: Insurance Class: Insurance Amount: Basic 3 Supp &
Reason Insured Stopped Work (specify): Dependent Amt: 3

Conversion Rights Exercised Due To (check applicable response);
[ (1) Employee Terminated Employment On:
(2) Group Policy Terminated On:
L | (2) Disability of the Insured On: Has A Waiver of Premium Claim Been Submitted to RSL? Yes[ ] Nol]
H Mo, Please Explain:
[0 (4)Other, Please Explain:
| have reviewed the information set forth, and represent that to the best of my knowledge and belief it 1s frue and correct.

Signature Of Policyholder's Authorized Representative Title Date Signed

Phone Mumber of Representative Federal Employer Identification Number
TO BE COMPLETED BY APPLICANT

| would like to convert 3 of my group life insurance coverage that was in-force pricko the termination date.
Desired Mode of Premium Payment _[[] Quarterly ] Semi-Annually 1 Annually

Beneficiary Designation
Upon the death of the insured, the proceeds of the policy to which this application is attached shall be paid as follows:
Primary Beneficiary(s)

Mame Address Relationship Percentage
Mame Address Relationship Percentage
Contingent Beneficiary(s)

Mame Address Relationship Percentage
MName Address Relationship Percentage

If more than cne primary beneficiary is named and no percentage ismdicated, payment will be in equal shares to the surviving
primary beneficiary(s). [f there are no surviving primary beneficiary(s), the proceeds will be paid to the contingent
beneficiary(s). If more than one centingent beneficiary is named and no percentage 15 indicated, pay ment will be in equal
shares to the surviving contingent beneficiary(s). If there are no surviving contingent beneficiars), the proceeds will be mid to
the executors, administrators, or assigns of the owner,

Applicant's Address
City, State, Zip Code Phone { )

| have reviewed the information setforth above and represent that to the best of my knowledge and belief it is true and corrde

Signature Diate Signed

LR5-1330-0259
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BEMEFITS

4613 Walzem Foad, Suite 300
San Antomio, TX 78218-1610
1-800-298-7262

LIFE INSURANCE PORTABILITY
AND DESIGNATION OF BENEFICIARY FORM
(Life Insurance or Death Benefits)

Employer Name:

Employee Name: Social Secority Number:

I hereby designate the following as my beneficiary (ies):

Primary Beneficiary (ies)

R ; | Percentage Date of Birth | Relationship Social Security #
Full Name and Address (Please Print) (Must total 100%) (optional) vt izl

*If no percentages are indicated, benefits will be divided equally between all primary beneficiaries.

Contingent Beneficiary (ies) (applicable if vou are not survived by cne or more pnmary beneficianies)

5 . Percentage Drate of Birth Relationship Social Security #
Full Name and Address (Pleaze Print) (Must total 100%) (opticnal) (optiomal) foptional)

*If no percentages are indicated, benefits will be divided equally between all primary beneficiaries.

This beneficiary designation revokes all revocable prior beneficiary designations.

Unless you indicate otherwize, if any beneficiary predeceases you, that beneficiary”s share will be divided pro-rata
among the sorviving beneficiaries of the same class (primary or contingent).

If no beneficiary (primary or contingent) survives you, payment will be made pursuant to the terms of the
applicable policy.

Thiz form oaly applies to the Life Insnrance or Death Benefits available under thiz plan Tt does not apply to other
benefits where a Beneficiary destgnation may be required. Please see your HE. Representative to male any
Beneficiary changes not coverad by this form.

Date: | Signature of Insured:

Thiz completed form must be retained by the policyholder (or Plan Administrator, if different). In the event of the death of the
mzured, the erigingl must be submitted to FCE Benefit Administrators, Ine. along with the required Proof: of Loss (3ee claim
form)




F __; A615 Walzem Rd, Ste 300 Contract Site
i San Antonio, TX 78218-1610

BENEFITS {800) 298-7269
CBRE GOVERNMENT & DEFENSE SERVICES ENROLLMENT FORM
I:I Open Enrollment D New Hire D Change D Remove/Add

EMPLOYEE INFORMATION

Please Print or Type the Following Information

Last: First: ML

SSN: Date of Birth: married: ¥[_]/N[] sex m[_]/F[]

Address:

City: State: Zip! Date of Hire:

Phone: | i Email Address:

lob Title: Salary [ Wage: Hrs per Wk PTDI FI'J:I
COVERAGE INFORMATION

Are you, your spouse or any of yvour children covered under any other Medical Plan? Yes f Mo

If yes, please provide the plan information and the names of those covered (Last Name, First Name, Middie Initial}:

Insurance Company [/ Plan: Phone: | }
Mame: Relationship:
Mame: Relationship:
Mame: Relationship:
LIFE INSURANCE INFORMATION
Have you used tobacco products in the last 12 months? I:I Yes I:I Nao
Fleasze write the name of your Beneficiary (ies) their relztionship to yvou (Cannot be self): Last Name, First, Middle Initial:
Mame: Relationship: 5% - 0.00%
Mame: Relationship: 5% - 0.00%

Designation of Beneficiaries will apply to any and all death benefits provided by the Plan.

DEPENDENT INFORMATION

COVERAGE ELECTION: Self Seif & Spouse 5eif & Child {ren) Self & Family

if you are electing 5elf only coverage, DO NMOT FILL OUT THE REST OF THIS SECTION. If your dependents have a different last name,
then you must submit a marriage certificate, birth certificate or other information to prove dependency.

Ij Check this box if your Spouse is also
employed by the company

Spouse Name:

DOB: S5M: Sex: W |:|,-’ Fl:l Date ofMarriage:
Dependent Child {ren)

Child 1 Name: DOB: sex: ML ] ssm:
Child 2 Name: DOB: sex: M [/ Fl_] ssn:
Child 3 Name: DOB: sex:M [_]/f[ | ssw:

Please indicate, with a check mark (V}, which of your listed Dependents is eligible to enroll in an Employer sponsored health Plan
other than this Plan. If your Dependent{s) is eligible to receive health benefits from his/her Employer or from his/her spouse’s
Employer he/she is not eligible to participote in this Plan. Checked Dependents will not be enrolled in this Plan.

[fyou need additional space, write the total number of additional Dependents here: and finish onan additional
medical enrollment form.




AUTHORIZATION AND SIGNATURE

Please Print then Date and Sign at the Bottom

Motice Regarding Your Social Security Number: FCE Benefits Administrators, Inc, ("FCE") is authorized to collect
and use your Social Security Number under California Civil Code section 17%8.85(c). FCE is required to collect your
Social 3ecurity Number in order to meet its compliance obligations under the |nternal Revenues Code and the
MchMamara-0O'Hara Service Contract Act ("Service Contract Act"). FCE's use of your S5ocial Security Number will be
limited to the execution of accounting functions mandated under the Internal Revenue Code and the Service Contract
Act. FCEwill treat your Social Security Number securely and in full compliance with state and federal privacy laws."

Authorization: | hereby authorize any licensed physician, medical practitioner, hospital, clinic or other medical or
medically related facility, insurance company, or other organization, institution or person, that has any records or
knowledge of me or my dependents to give to FCE Benefit Administrators, Inc. or its reinsurers, any such information
regarding or related to any claim made for coveraga. | hereby authorize FCE to release to Plan Sponsor claims
related information. A photographic copy of this authorization shall be as valid as the original.

| hereby also authorize FCE Benefit Administrators, Inc. to use and disclose my protected health  information to the
plan sponsor, administrator, or underwriter, for the use of health plan payment and operations as defined in the
HIPAA privacy regulations | also appoint as my Personal Representative
to receive claim and enrollment information on my behalf. If a personal representative is not appointed no
claim or enrcllment information will be given out.

The purpose of this notice is to inform you that your Health Plan is offering you the opportunity to receive notices about
the benefits administered by FCE Benefit Administrators electronically. Such notices will include (but not be limited to)
HRA balance information and Explanation of Benefits. In order for us to provide you with this opportunity, you must
consent to receive Employee Benefit notices electronically by signing the form below.

Prior to consenting, you should understand that:

= YYou must provide us with a cell phone number and email address in order to receive the notices electronically. If this
information should change, you must immediately notify FCE at the contact information listed below.

* You have the right to withdraw your consent to electronic distribution at any time at no charge to you. To withdraw
consent, you must notify FCE at the contact information listed below.

= |fyou consent to electronic distribution, you may still request a paper version of any document free of charge by
contacting FCE at the contact information listed below.

= All electronic notices will be available in pdf format. If you do not have the programs necessary to view this type of
file, you should not consent.

Contact Information:

FCE Benefit Administrators, Inc. (800} 298-7269
4615 Walzem Rd. Suite 300
San Antonio TX 78218 CBRESupporti@fcebenefit.com

I consent to the electronic disclosure of Employee Benefit notices, including HRA balance information and Explanation of
Benefits. | acknowledge that | have read the above information and understand that | am entitled to withdraw my consent
at any time at no cost to myself. | understand that | have the right to receive paper copies of the documents at no
additional charge. | also confirm that | have the ability and the necessary equipment and software to access pdf
documents,

| certify that to the best of my knowledge all the information contained on this form are true and correct.

Cell Phone e-mail address

Signature Date




CBRE GOVERNMENT & DEFENSE SERVICES

Exempt Plan

Payroll Deduction and Benefit Election Form 2026
Election Period: December 1, 2025 through November 30, 2026

LAST NAME: FIRST:

OPTIONAL/VOLUNTARY BENEFITS — Paid through 32 Employee Payroll Deductions per Calendar Year

Pleasze check off your desired benefit election(s). You and any elected Dependent(s) will be covered on the first of the month
following date of hire in which all payroll deductions for the intended month of coverage have been made_ For example. if CERE
GOVERNMMENT & DEFENSE SERVICES begins deducting in the payroll period starting December 1. 2023, vou and any elected
Dependent(s) will be covered starting Janwary 1, 2026, Pleaze note that in no event will the effective date of coverage for the
Dependent(s) be set prior to that of the Employee.

BENEFITS COST PER WEEKLY PAYROLL

NO CHANGE TO CURRENT ELECTION(S)
Check this box and this box only for no change to current elections O
(Elections made below will override current elections)

Full-Time Major Medical Plan — SelectCare Base Plan (SC-70)

Single 0% 0.00
Couple (% 103.87
Family 8% 225.20
Full-Time Major Medical Plan — SelectCare Mid Plan (SC-80)
Single 0% 12.36
Couple 9% 127.88
Family 0% 263.71
Full-Time Major Medical Plan — SelectCare Buy-Up Plan (SC-10)
Single 3% 28.76
Couple 8% 159.25
Family S 314.81
Full-Time At-Will Plan (No Major Medical Coverage)
Single 0% 8.82
Voluntary Long-Term Disability (see “Monthly Rates” below)
Single 0

I hereby authorize my emplover, CBRE GOVEENMENT & DEFENSE SERVICES, to redirect the above portion of my
salary to the CBRE GOVERNMENT & DEFENSE SERVICES Health and Welfare Plan for the coverage elected above.
I my payroll deduction 1s taken pre-tax. I understand that my pre-tax election(s) must remain 1 effect for the full plan
year unless a change m life-status occurs which qualifies under Section 125 of the Internal Revenue Code as a permissible
basis for discontinmng my coverage election If my payroll deduction is taken post-tax, I may discontinue my optional
coverage during the plan year with the understanding that I may not re-elect the discontinued coverage until the next open



enrollment period. Deductions shall continue from vear to vear unless T direct. 30 days prior to the coverage anniversary,
CBRE GOVERNMENT & DEFENSE SERVICES to discontinue or alter the deductions.

I also acknowledge that I have been given the opportunity to enroll in the optionalvoluntary benefits of the CBRE
GOVERNMENT & DEFENSE SERVICES Health and Welfare Plan and that my election above or lack thereof. reflects
my itention. If no dependent coverage 15 elected, I understand that I will not have the option to enroll my dependents 1n
any part of the Health and Welfare Plan until the next open enrollment period, unless a change in life-status occurs which
qualifies under Section 125 of the Internal Revenue Code as a permussible basis for adding the affected Dependent(s).

SIGNATURE: DATE:

=All Pavroll Deduction forms must be accompamed by a completed enrollment form

Voluntary Long-Term Disability Per $100 of Covered Payroll (Monthly)
Age Group Employee Only
168-24 $0.086
25-29 $0.135
30-34 | $0.244
35-39 $0.391
40-44 $0.675
45-49 $0.882
50-54 $1.246
5550 | $1.608
60-64 $1.241
65-69 $0.838
70+ $0.609




CBRE Government & Defense Services
WAIVER OF MEDICAL BENEFITS

To waive medical benefits under the CBRE GOVERNMENT & DEFENSE SERVICES
Health & Welfare Plan (the "Plan”), | understand that | can only do so if | have a qualified
Life Event, as a new hire or during the Open Enroliment Period.

This waiver includes your spouse/partner and each of your dependents you are electing
not to enroll for health insurance at this time.

l, hereby state that | do not want and hereby waive, group
heatth insurance coverage that | have received and reviewed for the plan year 2[}25 for
myself, my spouse/partner and my dependent child(ren).

If declining coverage due to my participation in other employer-sponsored group coverage,
list the name and phone number of the insurance company and employer name, as well
as the name of the Primary Insured,

Insurance Company

Mot Employer Name Name of Primary Insured Insurance Member ID

| understand that this policy must be through: (check box below)

[] Another current employer;

[1 Aspouse's employer

[] A previous employer's retiree or COBRA plan
[ ] TRICARE (Champus)

In order for this to be a valid waiver | understand | must provide evidence of current participation in
ancther employer-sponsored group medical plan. Evidence of participation can be either a
photocopy of both sides of the 1D card issued to me as a participant in the other plan or a certificate
of coverage/ letter from your other plan.

| further understand that failure to provide evidence to FCE Benefit Administrators, Inc. (FCE) wathin
thirty (30) days of completing, signing, and submitting this waiver will nullify this election to waive
and will result in my automatic enrcliment in the medical benefits under the present Pian.

| further understand that my election to waive medical coverage under the Plan will result in an
allocation of Plan assets to fund ancther benefit for me in lieu of the Plan's medical coverage. |
understand that these funds will not be released for this purpose until FCE has received this
completed and signed Waiver of Medical Benefits and has validated the evidence submitted in
support of my waiver election.

o
I




| further understand that my election to waive medical benefits under the Plan does not affect my
participation in other benefits under the Plan which are mandatory.

Understanding all of the foregoing, | ceriify that | have been given the opportunity to apply for group
health insurance coverage and decline to enroll as indicated above, on behalf of myself, my
spouse/partner, and my dependent child(ren). | understand that by signing this waiver, |, my
spouse/partner, and my dependent child{ren) forfeit the nght to insurance at this time. | was not
pressured, forced, or unfairly induced by my employer, the agent, or SelectCare into waiving or
declining group health insurance coverage. If in the future | apply for coverage, I, my
spouse/partner, or any of my dependent child{ren) may be treated as a late enrollee and
subject to postponement of insurance coverage until | am eligible to apply during the
company’s Open Enroliment period.

| also understand that if | am declining enrollment for myself, my spouse/partner, or my dependent
child{ren) because of cther health coverage, | may, in the future, be able to enroll myself, my
spouse/partner, or my dependent child(ren) in this plan, as required by law, provided that | request
enroliment within thirty (30) days after my other health insurance coverage ends or a qualifying event
occurs. If | do not request enrollment within thirty (30) days of the above events, | understand
that | may not be able to enroll for coverage until the company’s Open Enrollment period. |
understand that | can obtain information related to my enrollment eligibility from my
employer or the insurance company.

| hereby release CBRE GOVERNMENT & DEFENSE SERVICES, its agents, FCE and the Plan
from all liabilities which may result from the implementation of this waiver.

Waiver forms submitted without proof of current coverage will not be valid.

Initial
All valid waivers must be accompanied by a completed enrollment form.
Initial
Signature Date
Print Name
HHXOK-XX-

Last four digits of Social Secunty Number

4]
]




‘S“%CW Enrollment Application / Change of Status Form

Compeny [/ Locstion Job Tithe | Datr of Emploment
First Name | ML | Last Name | Socinl Security Na.
Msiling Addr=ss [ ity [Semt= Tp
| |
Home Phone Irif&rh Phone & Ext. | Cedl Phone § Other Phone Date of Birth | Sex | Marital Status
E-msil Address

D Mew Enrollee - Check ¢ this item if you are either a (1) NEW ENROLLEE, or {2] You wish to make changes to your existing SelectCare Plan
during your group’s Open Enroliment Period.
Please complete ALL the information below! The information and coverage choices which you provide below will
supersede all prior information and coverage choices we have previously received from you.

Health Plan Choice Premium Class

Dental Plan Option EI‘l"IESJ | want Dental Coverags D MO, | do rot want Dental Coverage * Wt =it groups affer Destsl Bjor Vision Flans: these Oations neve o be
offened bo- oo Lnices oL Group benefits. Enfobiment or Cancelisticn of your

Vision Plan Option D"l"IESJ | want Vision Coverage D MO, | do ot want Vision Coverage Jente: Fian i3 ONLY sfowed furing en Open Srrniimant Feris.

Accidental Death Benefit Most plans indude 3 55,000 Accidental Death Benefit for sach Subscriber. Please check with your employer if applicable.

Beneficiary Nome Date of Birth Relotion to Subscriber

D Terminate All Coverage - Check « this item if you are currently enrclled and You Wish to Terminate your Coverage.

Termuination of E oyment Effective Date: Enrolling Under Spouse’s Plan
Reason for D i S | D =
Termination

[:I‘fuu are Electing Coverage under COBRA | ]:I Other:
plaase ask your employer for details

D Change Of Status - Mak= appropriate checks o to the items on the right. [ ] Add Dependent(s] [ ] Delet= Dependentfs) [ ] Updats infarmatian

Wil you or any of your covered dependents have other health coverage during your group's plan/contract yaar?

I If “Yez, please indicate the effective date(s} of such coverage below.

Medicare B | 5 | Efece
Person with Dual Health Insurance Coverage Part A Part B Partp | Medicaid Other Insurance Carrier E E Date
Dependent Information - Spouse/Domestic Partner & dependent children up to 26 years of age.
Onby fill cut Address/Email information below for Dependent{s) opting to receive correspondence separately
La=t Kame r’n-.:t_l-m B ML |n:|:i;1_ﬁ:- Sumeribar T!’achﬂ Eaclrity Numaer ] o 'Fiim
Lest Hame |First Mame: & ML in:euﬁmln-sm-lber |5:u:iu] Security Numoer is:: innzwrn'um
Mailing Aodress |a-nnu.nm:ss
Lest Nams First Mame & ML |m|inu|n-m:‘bu |m:iu5mm‘qum ]m 1n|uum'ru:
Mniling Address |£ru':i|mm
La=z Name First faame & ML |mm!‘ub5u'iber |5m:im5a.m+rynurmn Sex | Date of @irtn
| |
Mimiling Address |Enui|.n!.dd'rm
Last Neme rmu-ne &ML |R:eblmu o Subscriber |h:nu E=curity Mumaer |!-n ]nmuniﬂ:
Last Hams First Mame & B |m&num5msm‘u:r |5u|:uﬂ Security Numaer |5mc inm of girth

O behalf of myself and my dependents, | agres to or with the following: | acknowdedze that by enrolling in 3 health plan whose coverage is provided by Calvo's SeleftCare Insurance, Inc.
The poficy contract under which | am enroiled will determine the rights and responiibilities of memben{z] and will govern in the event they confiict with any Schedule of Benefits, Member
Handbook, summary or other descripoion of the plan. | agree that | shall abide by the provisions of coveraze contzined in the poficy. | have read and understand the ligibility requirement= and
gttest that 1 and all my dependents mest these requiremnents. | understand that it i my responsibility to report any changes in the eligibility of my dependents. | further understand that rewly
eligible dependents may only be added within 30 days from becoming eligible or during an Open Enrollment period for my group.

[ understand and agres that there is no coverage unless my Enrollment Application/Change of Status Form has been accepted and spproved by Celvo’s SeleciCare. Even if this enrollment form
is approved, any materizl misstatements of omissions may result in past or future daims being contested and the policy or my coverage under the policy beéng contested. | understand that
Cahic's SelectCare has the right to request required documents to verify eligibility at 3ny time and feilure to submit these documents may result in 3 hoss of coverage or service St the disoretion
of Calvo's SebectCare. Should & loss of coverags ooow, 1| understand and agree that | may be responsibie for the cost of sll health care provided to me and my dependents. | understand that the
prewiding of coverage and service does not constitute acceptance of efigibiity by Calvo's SelectCare until eligibiity for coverage haz been proven.

1 {and my dependents) herebyauthorize any Wedical/Health Care Provider or Fedlitythathas emy recordsorknowledge of me (us) ormyour) hesfth to give Calvo’s SelectCareany suchinformation. &
copy of this authorization shall ke as valid as the onginal. | understand that any claims asserted by myself or my dependents againzt the Carrier or any heatth provider, whether based on tort,
contract, or othenwise (induding professionzl liabifity] are subject 1o Bindisg Arbitration. | have read the benefit brochure and my guestions pertsining to the Calvo's SelectCare Plan have been
enmwered satisfactorly and will be further explained upon my reguest by & Calvo’s SelectCare representative or my personnel office. | hereby suthorize my employer to deduct any required
cost for this program.

Signature of Employee Date Signed Authorized Group H.R. /Payroll Signature

Ennoilsment005 Form 240401 E



CALVO'S
e le c f Affidavit of Domestic Partnership
are

HIFALTH FLAFS

1. We have lived together continuously fram to the prasent lime.
\We share a close personal relationship with each other like a married couple. During this period, we have held
ourselves out to the community like a married couple.

2. Wa are eighteen (18) years of age or older,

3. There is no legal or social impediment to our domestic partnership including but not limited to, a prior marriage of
either party that has not been legally terminated either by death or divorce,

4. One of us is currently a Calvo's SelectCare Subscriber and the other desires 1o be treated as the "spouse” and ba
covered as an eligible dependent pursuant to the rules and regulations of Calvo's SelectCare.

5. The following child{ren) has been born to both of us or to me as the Subscriber and; |, the Subscriber hereby
acknowledge such child{ren) to be my lawful issue and desire that this child{ren) be covered as an eligible
dependent pursuant to the rules and regulalions of Calvo's SelectCare. |n addilion, | hereby cerlify thal this
child{ren) resides with me and is depanding on me for financial support.

Date of Birth: SEN:
Dale of Birh 33N
Dale of Birlh SoM!
Dale of Birlh SEN:

6. We will notify Caivo's SelectCare immediately should the residency or dependence of any of the dependents
change.

Mame of Subscriber MName of Partner
Crate of Birth. S8M: Crate of Birth: SN
Slgnature of Subscribaer Signature of Partnar
]
1 88
Mumicipality of i
Subscribed and swom before me this Motary Pubrlic
day of My commission expires:

Alfidavil of Domeslic pariner 20140520
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