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This benefit summary describes the benefit
plans available to you as an employee of
Sukup Manufacturing. The details of these
plans are contained in the official plan
documents that have been provided to you
by your employer, including some insurance
contacts. This summary is meant only to
cover the highlights of each plan. It does not
contain all the details that are included in
your summary plan description as described
by the Employee Retirement Income Security
Act (ERISA).

If there is ever a question about one of these
plans, or if there is a conflict between the
information in this summary and the formal
language of the plan documents, the formal
wording in the plan documents will govern.
Please note that the benefits described in the
summary may be changed at any time and do
not represent a contractual obligation on the
part of Sukup Manufacturing.

IMPORTANT: If you or your dependents
have Medicare or will become eligible

for Medicare in the next 12 months, the
Medicare Prescription Drug program gives
you more choices about your prescription
drug coverage. Please see page 29 for more
details.




WELGOME!

We are committed to providing competitive benefit programs that are
flexible enough to meet your individual needs. Our comprehensive
benefits are carefully designed to give you the tools you need to keep
you and your family healthy, provide financial protection in the event
of unforeseen circumstances, and help you build long-term security for
retirement.

Getting the most from your benefits is up to you. You know your family,
your goals, and your lifestyle best. This benefits guide was designed to
answer some of the basic questions you may have about your benefits.
Please take the time to review this guide to make sure you understand
the benefits that are available to you and your family. Be sure to act
before the enrollment deadline.

OPEN ENROLLMENT
November 3 - 14, 2025

Sukup Manufacturing is hosting a “Passive Enrollment” except for the Flexible Spending Account. This means that your
current elections will roll over into the new year if no changes are needed, however, you must re-enroll or waive your
participation in the Flexible Spending Account.

Open Enrollment gives you the opportunity to review your current benefit elections, elect new or change existing
coverages, add or term dependents, and update beneficiaries through the Open Enrollment System. For employees in the
Sheffield area, Human Resource Members will be onsite to assist with your open enrollment elections. For those not in
Sheffield area, a Human Resource Member will reach out to ensure you are able to make any necessary adjustments to
your elections.

Once you have made your elections, you will not be able to change them until the next open enrollment period unless
you have a qualified change in status.

QUALIFYING LIFE EVENTS

Your benefit elections made during Open IMPORTANT

Enrollment will be effective January 1, 2026. If you need to make a change before the next

You may not make changes to your elections Open Enrollment period due to a change

unless you experience a qualifying life event, in status, you must submit the required

including change in legal marital status documentation WITHIN 30 DAYS of the

(marriage, divorce, death of spouse), change qualifying life change event.

in dependents (birth, adoption), change in

employment status (termination, part-time), or Contact Julie Mackey at 641-892-4222 Ext. 2310

if you gain/lose coverage elsewhere. to process a Qualifying Life Event. l




ELIGIBILITY

You and your eligible family members may participate in the
2026 employee benefits program if you're a regular,
full-time employee working a minimum of 30 hours per week.

NEW-HIRE ELIGIBILITY

New hires can join the plan the first of the month following 60 days of active service.
Spouses and dependent children of the employee are also eligible to participate in our benefit
plans.

DEPENDENT ELIGIBILITY

You can enroll the following dependents in our group benefit plans:
« Yourlegal spouse
«  Children

o Achild under the age of 26 who is your natural child, stepchild, legally adopted child, or
child for whom you have obtained legal guardianship

o Unmarried children of any age if totally disabled and claimed as a dependent on your
federal income tax return (documentation of disability status required)

HOW DO | ENROLL?

1. LOG IN DURING OPEN ENROLLMENT
NOVEMBER 3-14

Log in to Selerix at https://www.benselect.com /enroll. Your User ID is your
Social Security Number and your PIN is the last 4 of your SSN and 2-digit year- —
of-birth. Human Resources can assist you with your enrollment elections. —

2. CHOOSE YOUR PLAN —

Utilize this benefit booklet to help you choose the lowest-cost, best-value
health plan based on your needs.

Benefits enrollment must be completed within
30 days of your qualifying life event.

3. ENROLL BY NOVEMBER 14

If you don't take action, most of your current benefit elections will roll over
to next year. However, you must re-enroll or waive your participation in the
Flexible Spending Account.




GHOOSE YOUR
MEDICAL
PLAN

- Our medical plans are offered through UMR. Please review your
Summary of Benefits and Coverage (SBC) for additional coverage
information and full plan details.

. Elections you make during Open Enrollment will be effective January
| 1,2026 and remain in effect until December 31, 2026 unless you
experience a qualifying life event.

You may visit any medical provider you choose, but in-network
providers offer the highest level of benefits and lowest out-of-pocket
costs. In-network providers charge members reduced, contracted
rates instead of their typical fees. Providers outside the plan’s network
set their own rates, so you may be responsible for the difference ifa
provider’s fees are above the Reasonable and Customary (R&C) limits.

REGISTER ONLINE

Your connection to great healthcare is only a click
away. Register for an account at www.umr.com so
you can access time-saving tools, find tips for healthy
living, choose a doctor, manage your EOBs, and more!

AN

DOWNLOAD THE MOBILE APP

With the UMR Health mobile app, you've got the
tools you need to manage your healthcare from your
smartphone. The mobile app is available in the Apple
and Google Play stores.




BENEFITS

DEFINITIONS

DEDUCTIBLE

An amount you could owe during a coverage period (usually one
year) for covered health care services before your plan begins

to pay. An overall deductible applies to all or almost all covered
items and services. A plan with an overall deductible may also
have separate deductibles that apply to specific services or groups
of services. A plan may also have only separate deductibles.

(For example, if your deductible is $1,000, your plan won't pay
anything until you've met your $1,000 deductible for covered
health care services subject to the deductible).

COINSURANCE

Your share of the costs of a covered health care service, calculated
as a percentage (for example, 20%) of the allowed amount for

the service. You generally pay coinsurance plus any deductibles
you owe. (For example, if the health insurance or plan’s allowed
amount for an office visit is $100 and you've met your deductible,
your coinsurance payment of 20% would be $20. The health
insurance or plan pays the rest of the allowed amount).

COPAYMENT

A fixed amount (for example, $15) you pay for a covered health
care service, usually when you receive the service (sometimes
called “copay”). The amount can vary by the type of covered
health care service.

NETWORK

The facilities, providers, and suppliers your health insurer or plan
has contracted with to provide health care services.

NETWORK PROVIDER

A provider who has a contract with your health insurer or plan
who has agreed to provide services to members of a plan. You
will pay less if you see a provider in the network. Also called
“preferred provider” or “participating provider."There is no first
dollar coverage with the exception of preventative services.

PROVIDER

An individual or facility that provides health care services. Some
examples of a provider include a doctor, nurse, chiropractor,
physician assistant, hospital, surgical center, skilled nursing
facility, and rehabilitation center. The plan may require the
provider to be licensed, certified, or accredited as required by
state law.

OUT-OF-NETWORK PROVIDER

A provider who doesn't have a contract with your plan to
provide services. If your plan covers out-of-network services,
you'll usually pay more to see an out-of-network provider than

a preferred provider. Your policy will explain what those costs
may be. May also be called “non-preferred” or “nonparticipating”
instead of “out-of-network provider.”

OUT-OF-POCKET MAXIMUM

The most you could pay during a coverage period (usually one
year) for your share of the costs of covered services. After you
meet this limit, the plan will usually pay 100% of the allowed
amount. This limit helps you plan for health care costs. This limit
never includes your premium, balance-billed charges, or health
care your plan doesn't cover.

REFERRAL

A written order from your primary care provider for you to see

a specialist or get certain health care services. In many health
maintenance organizations (HMOs), you may need to get a
referral before you can get health care services from anyone
except your primary care provider. If you don't get a referral first,
the plan may not pay for the services.

PREMIUM
You typically pay premiums through payroll deductions.




MEDICAL PLAN COMPARISON

UMR
IN-NETWORK PLAN FEATURES $1,250 PPO $3,000 PPO
ANNUAL DEDUCTIBLE
Individual $1,250 $3,000
Family $2,500 $6,000
OUT-OF-POCKET (OOP) MAXIMUM
Individual $2,750 $6,000
Family $5,500 $12,000
Coinsurance 20% 20%
Virtual Visits $5 Copayment $5 Copayment
Preventive Care Covered at 100% Covered at 100%
Primary Care Physician (PCP) $20 Copayment $40 Copayment
Specialist* $40 Copayment $80 Copayment
Emergency Room $250 Copayment $350 Copayment
Inpatient Hospital Deductible, 20% Coinsurance Deductible, 20% Coinsurance
Outpatient Hospital Deductible, 20% Coinsurance Deductible, 20% Coinsurance
Urgent Care $20 Copayment $40 Copayment
Outpatient Surgery Deductible, 20% Coinsurance Deductible, 20% Coinsurance
Lab/X-Ray (Outpatient) Deductible, 20% Coinsurance Deductible, 20% Coinsurance
Deductible (Individual / Family) $2,500 / $5,000 $6,000 /$12,000
Coinsurance 40% 40%
gsé—iiﬁai)z:ll;e;altﬁﬁ;num (©op) $5,500 / $11,000 $11,000 / $22,000
Wellness Non-Wellness Wellness Non-Wellness
Employee $63.00 $113.00 $0.00 $50.00
Employee + Spouse $157.00 $207.00 $78.00 $128.00
Employee + Child(ren) $122.00 $172.00 $48.00 $98.00
Family $251.00 $301.00 $128.00 $178.00

* Referrals may be required for some specialist visits.
** When visiting out-of-network providers, costs may be higher and providers may ask for full payment at time-of-service.

UNDERSTANDING YOUR DEDUCTIBLES

In both the $1,250 and $3,000 PPO plans, the individual deductible in addition to the overall
family deductible means that an individual participant may reach their deductible and begin
having services paid by the plan regardless of whether the family deductible has been met.




PHARMAGY

RXBENEFITS-EXPRESS SCRIPTS

$1,250 PPO $3,000 PPO
Deductible (Individual /Family) $100/$200 $200/$400
Out-of-Pocket (Individual/Family) $4,600/$9,200 $2,700/$5,400
Generic $15 copay $30 copay
Preferred $30 $60
Non-Preferred $45 $90
Specialty $85 $170
HOME DELIVERY MAIL ORDER (90-DAY SUPPLY)

Generic $30 $60
Preferred $60 $120
Non-Preferred $90 $180

WEBSITE

SSN handy:.)
«  Check order status

TO ACCESS THE MEMBER

Log in to express-scripts.com (Register if it is
your first visit. Just have your member ID or

Refill and renew prescriptions

Check prices and coverage

Find convenient pharmacies

View your Rx claims and balances

Pay your balance using a variety of
payment options

View our therapeutic resource centers for
information

Specialty medications can cost a lot
of money. That's why your plan offers
a program called SaveOnSP, to lower
your out-of-pocket costs to $o.

SPECIALTY MEDICATIONS
]

Over 300 specialty medications are eligible
for the SaveOnSP program. If you're filling
an eligible medication, a representative from
SaveOnSP will contact you to discuss the
program.

For any questions about your prescription
drugs, call 800-334-8134 or
CustomerCare@rxbenefits.com




PRESCRIPTIONS

RXBENEFITS
LOW CLINICAL VALUE MEDICATION PROGRAM: GET THE RIGHT MEDICINE AT THE RIGHT COST

The Low Clinical Value medication program prevents unnecessary spending on high-cost medications that have low
clinical value compared to alternatives available in the market. This program provides you with equal or more effective
medications at a much lower cost.

If you are prescribed a drug identified by your prescription benefit plan as a low clinical value medication, the plan will
not cover the claim. You can work with your pharmacist and prescriber to identify appropriate alternatives, which may be
an over-the-counter medication or a different prescription medication.

HIGH-DOLLAR CLAIM REVIEW:GUARDING YOU AGAINST HIGH-COST PRESCRIPTIONS

High-Dollar Claim Review (HDCR) provides umbrella protection to guard against inappropriate use of high-cost medications. If a
medication reaches the threshold dollar amount, there is a review of the prescription to protect against inappropriate medicine use,
misuse, errors, or fraud.

If you are prescribed a medication that triggers a High-Dollar Claim Review, (a medication that reaches the threshold of $1,000 or more
for less than a 34-day supply or $3,000 or more for a 35-day or greater supply), it will be initially denied at the pharmacy counter. You
will then need the follow the steps listed below.

HDCR Review
Your doctor may start the
prior authorization: OR .
Call your doctor Your doctor can submit the information to You may switch
Let them know your start the prior authorization process. Your prior medications:

medication needs a prior authorization will then be approved or denied Your doctor may decide to
authorization. Your doctor based on the information that is submitted. You switch your medication to
will need to file paperwork for will be notified by mail of the decision. one that does not require a

your prescription. prior authorization.

After your doctor properly completes step 2:
Typical reviews take 24-72 hours.

@ QUESTIONS?

If you have questions about

your pharmacy benefit contact
RxBenefits Member Services at
800.334.8134 or
customercare@RxBenefits.com
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SAVE MONEY ON PRESCRIPTIONS
USE GENERIC DRUGS

Generic drugs can be as much as 80-85% less
expensive than name-brand counterparts. But
did you know the FDA requires generics to have
the same active ingredients as their name-brand
counterparts? Ask your pharmacist about less
expensive generic options.

Helpful hint: You can check the
manufacturer of your prescription
drugs for coupons, rebates, lower cost
prescriptions, etc.

@ QUESTIONS?

If you have questions about

your pharmacy benefit contact
RxBenefits Member Services at
800.334.8134 or
customercare@RxBenefits.com

GOODRX: FREE

GoodR,  ZEsren ™

PROGRAM

GoodRx allows you to compare prescription drug
prices at more than 6,000 pharmacies across
America, saving up to 80% off many popular
prescription drugs. These discounts work for every
member of your family.

On the Web:

Instantly look up current drug prices at CVS,
Walgreens, Walmart, Costco, and other local
pharmacies.

e  Huge savings on prescriptions not covered by
your insurance

e Discounted prices for many generics that may
be less than your insurance copayment

e  Savingstips, coupons, and helpful information
about your prescriptions

e Apharmacy locator with 24-hour pharmacies
and other helpful information

e Requestaphysical savings card you can put in
your pocket. To receive a physical card, go to
www.goodrx.com/discount-card

On Your Phone:

GoodRx is also available on your iPhone and
Android app so you can check drug prices anytime,
anywhere!

Questions? Email info@goodrx.com
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TELADOC —

Addapharmacy
Addadoctor

With telehealth, you can schedule
avirtual appointment with board-
certified doctors and pediatricians
who can diagnose, treat, and prescribe
most medications for minor medical
conditions. Members can also access
behavioral health services through
Teladoc.

« Acne . Fever - Respiratory infections
Allergies - Headaches - Shingles
. Asthma . Infections - Sinusinfections
Bronchitis . Insectbites - Skininfections
. Cold and flu . Jointaches « Sore throats
Constipation . Nausea - Urinary tract infections
. Diarrhea . Pinkeye - Other conditions such as behavioral health
Earaches - Rashes

. Seeaboard-certified, licensed, telehealth trained
doctor on your schedule with on-demand virtual visits
24/7,including holidays.

- Behavioral health sessions with a licensed therapist
are available between 7a.m. - 9.p.m. Appointment
request accepted within 48 hours.

. Gettreated for more than 80 common conditions
including colds, flu, allergies, and more.

To access telehealth benefits, visit www.teladoc.com.

Get a prescription or short-term refill of any existing
prescription sent to a pharmacy nearby, in less time
than your usual doctor visit.

Avoid costly copays and deductibles of the ER and
urgent care clinic.

Available for you and your enrolled family members
forjusta $5 copay.




REGENEXX:

NON-SURGICAL ORTHOPEDIC TREATMENT

Ankle/Foot

Regenexx is an innovative treatment for orthopedic injuries

that enhances your body’s natural healing processes. To treat
damaged tendons, ligaments, muscle, bone, and cartilage, our
physicians draw your blood platelets and bone marrow aspirate
and process them in our advanced orthobiologics laboratories.
We then inject them precisely at the site of your injury using
image guidance. Regenexx procedures provide a lower-risk,
lower-cost, minimally invasive alternative for up to 70 percent of
elective orthopedic surgeries.

THE REGENEXX DIFFERENCE

Regenexx is a nonsurgical outpatient procedure performed
either in a single day or in a series of three treatments over two
weeks. Most patients are encouraged to return to activity within
aweek of their procedure. Patients with health factors such

as heart issues or risk of stroke can find a safer alternative to
surgery with Regenexx.

YOUR REGENEXX BENEFIT

Regenexx services are covered at the in-network level. Services
are subject to the in-network specialist copay and deductible.

Learn More

To find out more about your Regenexx benefit and
whether Regenexx is an option for you, contact our
education center at 641-450-1858

To register for one of our weekly webinars, visit
regenexxbenefits.com/webinar?mailer

Call Regenexx at 641-450-1858 or visit
regenexxbenefits.com/sukup to learn more.

y

Achilles tendinopathy
Arthritis

Bunions

Instability

Ligament sprain or tear
Plantar fasciitis

Hand/Wrist/Elbow

Arthritis

Carpal tunnel

CMC joint arthritis (thumb)
Tennis elbow

Trigger finger

Ulnar nerve entrapment

Hip

Arthritis

Bursitis Labral/labrum tear
Joint-replacement alternative
Osteonecrosis

Tendinopathy

Knee

Arthritis

Joint-replacement alternative
Meniscus tear

Sprain or tear of ACL/PCL
Sprain or tear of the MCL/LCL
Tendinopathy

Shoulder

Arthritis

Joint-replacement alternative
Labral tear

Rotator cuff tear

Rotator cuff tendinosis

Spine

Back or neck nerve pain

Bulging, collapsed, or herniated disc
Ruptured or torn disc

Degenerative disc disease

Disc extrusion

Disc protrusion




il T - @ RECOMMENDED - HIGHEST RATED kA

Distonce: 4.68 Miles

Olight oo Dr. Jennifer Bussane

Awolobility: 3-4 Weeks

$2,981
( Your health pro ) ( Saved (5) )
l Find a provider or Dr. Carl Garland
get a cost estimate 2,215

€ SEARCH PROVIDER SPECIALTY

General Practice (MD) @ RECOMMENDED - HIGHEST RATED RRT
Distonce: 0.15 Miles
@ FIND A LOCATION Dr. Billy Watson
Availability: 1.2 Weeks
$2,418

1234 N. Main Street

As part of your benefits, you have access to your Health how histor e o
Pro Connection - a one-stop source that helps you easily e st 57
navigate your healthcare benefits and resources. g o

HEALTH PRO CONNECTION

Start here! Once you log on to your Health Pro Connection, you can
quickly access your insurance and deductible information, search for a
provider, or reach out to a Health Pro for additional assistance.

HEALTH PRO
Your Health Pro can provide help with tasks such as a bill review,
appointment scheduling, or answering questions about your coverage.

HEALTH PRO MESSAGE CENTER

The Health Pro Message Center helps you connect with your Health
Pro and track outstanding support requests. After hours, you can
start a conversation with a Health Pro, and they will respond the next
business day.

Ok10) SELECT HEALTH PRO CONNECTION
*: to get started
or
SCAN TO DOWNLOAD [w]s,® CALL 800-513-1667

the ALIGHT MOBILE APP

Aswith all our benefits, your privacy is always protected. You can speak confidentially about your health concerns in the same way you speak to your doctor.




DELTA DENTAL

Dental insurance helps pay for dental care and includes regular
checkups, cleanings, and x-rays. Receiving regular dental care
can protect you and your family from the high cost of dental
disease and surgery. Dental coverage is offered for basic and
major services. You and your eligible dependents may enroll in
the dental coverage options administered by Delta Dental.

To find an in-network provider, visit

www.deltadentalia.com /provider-search/dental.

IN-NETWORK PLAN FEATURES “ PREMIER

Calendar Year Maximum

$1,250

Deductible $25 per person
(Applies to Basic and Major Services) $75 per family
Preventive Services

(Exams, Bite wing X-rays, Covered at 100%

Cleanings, Fluoride, Sealants, Space
Maintainers)

Basic Services

(Emergency Treatment, General
Anesthesia, Restoration of Decayed/
Fractured Teeth, Limited Occlusal
Adjustment, Routine Oral Surgery
and Posterior Composites)

Major Services
(Endodontics, Periodontics, Cast
Restorations)

Major Services
Prosthetics (Bridges, Dentures,
Repairs & Adjustments)

Orthodontia Services
Child Up to Age 19

EMPLOYEE BI-WEEKLY COST

Employee
Employee + Spouse

Employee + Child(ren)

Family

10% after
deductible

20% after
deductible

50% after
deductible

$50 per person
$150 per family

Covered at 100%

20% after
deductible

20% after
deductible

50% after
deductible

50%, deductible waived
up to a lifetime
maximum of $1,000

TO GO: DON’T LEAVE
UNUSED ANNUAL MAXIMUM
DOLLARS BEHIND

To Go allows you to carry
over any unused annual
maximums from one year to
the next. This benefit offers
more flexibility and helps
you plan for more extensive
and costly dental treatments
in subsequent years.

You must of submitted at least one
claim during the benefit year that would
apply to your annual maximum. The
carryover amount may not exceed

the amount of your regular annual
maximum and the total combined
annual maximum may not exceed twice
the regular manual maximum.

Questions?

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




AVESIS

Driving to work, reading a news article, and watching TV are all
activities you likely perform every day. Your ability to do these
activities, however, depends on your vision and eye health. Vision
insurance can help you maintain your vision as well as detect
various health problems.

Your vision insurance is provided by Avesis and entitles you to
specific eye care benefits. Our policy covers routine eye exams
and other procedures and provides specified dollar amounts or
discounts for the purchase of eyeglasses and contact lenses.

=
S
=
—
—
=

To find an in-network provider, visit www.avesis.com.

IN-NETWORK OUT-OF-NETWORK

Vision Exam $10 copay Upto $35
Single Vision Lenses $10 Copayment Upto $25
Bifocal Lenses $10 Copayment Up to $40
Trifocal Lenses $10 Copayment Up to $50
Lenticular $10 Copayment Up to $80
Standard Progressives See Avesis Guide See Avesis Guide
Frames $150 Allowance Up to $50
Contacts Lens Fitting/Evaluation Up to $50 N/A
Laser Surgery Up to 25% Discount N/A
Comprehensive Eye Exam Once every 12 months

Lenses or Contact Lenses Once every 12 months

Frames Once every 24 months

Employee $5.40

Employee + Spouse $10.39

Employee + Child(ren) $11.35

Family $14.65



FLEXIBLE
SPENDING

ACCOUNT (FSA)

HEALTH EQUITY

HEALTH CARE FSA

WHO CAN PARTICIPATE?
Any employee.

WHAT ARE THE CONTRIBUTION LIMITS?
Employees can contribute up to $3,300 in 2026.

WHAT HAPPENS AT THE END OF THE YEAR?
Abalance of more than $660 will be forfeited at the end of the
year. However, any remaining balance under $660 can be used
the following plan year once funds are rolled over mid-April.
Estimate your contributions carefully so you can avoid losing
money.

WHAT IS AN ELIGIBLE EXPENSE?
Plan deductibles, copays, coinsurance, and other health care
expense. To learn more, see IRA Publication 502 at www.irs.gov.

CLAIM SUBMISSION

Claims may be filed online or via mail or fax. Please be aware that
your plan has a 90-day run-out period after the end of the plan
when you may still file claims. The expense, however, must have
been incurred during the plan year.

CLAIM PROCESSING

Claims are processed on a daily basis. Reimbursements may be
automatically deposited into your checking account or mailed to
you in the form of a check.

DOWNLOAD THE
_z \. HEALTHEQUITY
, \ P MOBILE APP

With the Health Equity EZ
Receipts mobile app, you've
got the tools you need to manage your flexible spending
account from your smartphone. The mobile app is
available in the Apple and Google Play stores.

DEPENDENT CARE FSA

WHO CAN PARTICIPATE?
Any employee.

WHAT ARE THE CONTRIBUTION LIMITS?
Employees can contribute up to $5,000 annually per family or
$2,500 if filing separately.

WHAT HAPPENS AT THE END OF THE YEAR?
FSA funds are use-it-or-lose-it and expire at the end of each
year. Unlike the Health Care FSA, your full election for the
plan year is not available on the day your plan starts. For the
Dependent Care FSA, you can only be reimbursed for qualified
expenses up to the amount you have contributed to your FSA
up to that point in time. As your contributions accrue, claims
for reimbursement can be processed.

WHAT IS AN ELIGIBLE EXPENSE?
Child day care, home care for dependent elders, and related
expenses. To learn more, see IRS Publications 503 at

WWW.II'S.gov.

Tax-advantaged FSAs are a great way to save
money. The money you contribute to these
accounts comes out of your paycheck without
being taxed, and you withdraw it tax-free
when you pay for eligible health care and
dependent care expenses.
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LIFE INSURANGE

PRUDENTIAL

You may purchase additional life insurance at group rates:

« Available in increments of $10,000 up to $500,000 or
5 x base annual earnings

- You pay the full cost of this plan. The amount deducted
depends on the age of the associate and the amount of
coverage elected

«  (Canelectup to $150,000 without medical
underwriting as a new hire

- During open enrollment if currently enrolled, you can
increase your current coverage amount by $20,000, up
to the Guarantee Issue without medical underwriting

- Ifyoudonot elect this coverage when first becoming
eligible or an election over $150,000 is made, you are
subject to medical underwriting by the carrier

« Your benefit will reduce by 35% at age 70 and 50% at
age75

Don't forget to designate a beneficiary!

Note: Upon loss of eligibility or termination of
employment, you and/or your dependents may elect to
continue your Voluntary Term Life Insurance coverage
by either porting (continuing the same type of policy)

or converting it (changing to a new type of individual
policy). No matter which option you choose, you become
responsible for the premiums.

LIFE BI-WEEKLY RATES PER $1,000

A

SPOUSES AND DEPENDENTS

You may purchase additional dependent life

insurance at group rates:

. Spousal life is available in increments of $5,000
up to a max of $500,000

« (Canelectup to $50,000 without medical
underwriting as a new hire

- During open enrollment if currently enrolled,
you can increase your current coverage amount
for your spouse/domestic partner by $10,000,
up to the Guarantee Issue without medical
underwriting

- Your benefit will reduce by 35% at age 70 and 50%
atage7s

«  Childlife is available from birth to 26 years old:
Options of $2,000 increments up to $10,000

«  Children are not subject to medical underwriting.
The cost remains the same regardless of the
number of children you have

GUARANTEED ISSUE AND

EVIDENCE OF INSURABILITY

Employees and spouses who elect Voluntary Life
and AD&D coverage when they are first eligible

can elect up to the Guaranteed Issue (GI) amount
without Evidence of Insurability (EOI). If the amount
requested is more than GI, you will need to provide
EOI before the amount over GI becomes effective.

Age <20 20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+

Employee $0.03 $0.03 $0.03 $0.04 $0.05  $0.08
Spouse $0.01  $0.01  $0.02 $0.02  $0.03  $0.04

Child(ren) $0.161
AD&D BI-WEEKLY RATES

$0.12 $0.20 $0.30 $0.47 $0.82 $1.46 $2.86
$0.07 $0.10 $0.16 $0.27 $0.46 $0.82 $0.95

Employee  $0.012
Spouse $0.013
Child(ren) $0.006

Note: Employee rates automatically increase with age.




OPTIONAL ACCIDENTAL DEATH &
DISMEMBERMENT (AD&D)

Your may purchase optional AD&D insurance coverage
for yourself and/or your family at your own expense.
The benefit is paid to you if you're injured or to your
beneficiary if you die.

EMPLOYEES

- Purchase coverage in increments of $5,000 to
a maximum coverage amount of $500,000.
Please refer to your plan certificate(s) to review
the required minimum and maximum coverage
amounts allowed

«  Coverage will be reduced as you age - 35% at age

70 and 50% at age 75

SPOUSES

- Purchase coverage in increments of $5,000 to a
maximum coverage amount of $500,000. The
Optional Accidental Death & Dismemberment
coverage amount cannot acceed 100% of your
Optional AD&D Coverage Amount.

«  Coverage will be reduced as you age - 35% at age
70 and 50% at age 75

CHILD(REN)

- Purchase coverage in increments of $2,000 to
a maximum coverage amount of $10,000. The
Optional Accidental Death & Dismemberment
coverage amount cannot acceed 100% of your
Optional AD&D Coverage Amount.

- Coverage begins at live birth, and continues to age
26, if unmarried

JITITLITRITT

..,J:.-.fﬂ’r'?')"



A

DISABILITY
INSURANGE

VOYA

In the event that you become disabled from a non-work-related injury or sickness, disability income benefits will
provide a partial replacement of lost income. Please note that you are not eligible to receive short-term disability
benefits if you are receiving workers’ compensation benefits.

SHORT-TERM DISABILITY (STD) Waiting Period
The Short-Term Disability (STD) plan provides full-time employees
with income replacement while disabled and unable to work due to a - The benefit waiting period for a disability
non-occupational illness or injury, including pregnancy. caused by an accidental injury is 0 days
- Thebenefit waiting period for a disability
Pre-existing condition limitation: If you've received caused by a sickness is 7 days
medical treatment consultation, care, or services, including ' o o
diagnostic measures, or have taken prescribed drugs or » Thereisnowaiting period if you are
medicines within three months prior to the effective date confined in a hospital

for any injury or sickness, a period of disability related to
that diagnosis will not be covered for 12 months after your
: . . I Coverage Amount
effective date. Pregnancy is not considered a pre-existing . .
e o You may elect in $100 increments not to
condition if you enroll when you are first eligible. .
exceed 60% of your weekly earnings or

$2,500 per week.

Short-Term Disability insurance is intended
to replace income for a disability that lasts
just a few weeks. The maximum amount of
time that you're able to receive Short Term
Disability benefit payments is 104 weeks.

Learn More

For more information, visit your Voya Employee
Benefit Resource Center at https://presents.voya.
com/EBRC/SukupManufacturing

RATES

Age <20 20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+

$1.062 $1.062 $1.062 $1.149 $1.085 $0.928 $1.052 $1.288 $1.800 $2.183 $2.566 $2.802 $2.802




AGGIDENT
INSURANGE

VOYA

Cleaning the gutters. Yoga class. Soccer practice. Life offers plenty of opportunities for accidental injuries.
When an injury happens, Accident Insurance can help. Accident Insurance doesn't replace your medical coverage;
instead, it complements it. The benefit payments don’t go out to pay for medical bills or treatments you may
need: they go directly to you to be used however you would like. No medical questions or tests are required for
Accident coverage.

Your coverage includes a Sport Accident Benefit. This means that if your accident occurs while participating in an
organized sporting activity (as defined in the certificate of coverage); the benefit amounts in the accident hospital care,
accident care or common injuries sections below will be increased by 25%; to a maximum additional benefit of $1,000.

WHAT'S COVERED?
Accident Insurance provides a benefit payment after a covered accident that results in treatments like:

ER Stitches Follow-up Physical
treatment treatment therapy
WHAT ELSE IS INCLUDED?
The Accident Insurance available through your employer also features the following:
$100 Complete an eligible health When traveling more than 100 miles
WELLNESS screening test (such as an from home, Voya Travel Assistance
BENEFIT annual physical) and receive a VOYA offers enhanced security for your trips.
benefit payment. TRAVEL You and your dependents can take
ASSISTANCE advantage of four types of services: pre-
You and your dependent’s trip information, emergency personal
annual benefit amount is $100 services, medical assistance services,
per person. and emergency transportation services.
ACCIDENT INSURANCE BI-WEEKLY RATES
Employee $7.67
Employee + Spouse $11.35
Employee + Children $14.68
Family $18.36

See the full summary of accident insurance benefits, lists of exclusions and limitations at https://www.sukupmfg.com /benefits.html




] A
VOYA

There are more than just medical bills to pay after an unexpected medical condition. Critical Illness Insurance provides
a benefit payment that can help. The benefit payments don't go out to pay for medical bills or treatments you may need:
they go directly to you to be used however you would like. No medical questions or tests are required for coverage.

You can enroll in coverage amounts of $10,000, $20,000, or $30,000. You can elect coverage for your dependents who
will receive 50% of your benefit amount.

WHAT’S COVERED?

Critical Illness Insurance provides benefits for the covered conditions and diagnoses like:

Heart
attack

Kidney
failure

Stroke

MULTIPLE BENEFIT PAYMENTS

You can receive a lump-sum benefit payment (up to 100% of the benefit amount associated with that condition) for each
covered condition. The number of times a benefit is payable for each covered condition is unlimited, except for skin cancer.
Additional details are provided in the certificate of coverage.

WELLNESS BENEFIT
Complete an eligible health screening test (such as an annual physical) and receive a benefit payment.
You and your dependent’s annual benefit amount is $50 per person.

CRITICAL ILLNESS BI-WEEKLY RATE: INCLUDES WELLNESS BENEFIT RIDER
$30,000 EMPLOYEE | $15,000 DEPENDENTS

Age <20 20-24 25-29 30-39 40-49 50-59 60-64 65-69 70+
Employee  $4.71 $4.71 $4.71 $7.20 $13.57 $26.86 $40.98 $40.98 $70.48
Spouse $2.35 $2.35 $2.35 $3.60 $6.78 $13.43 $20.49 $20.49 $35.24

Child(ren) $1.66
$20,000 EMPLOYEE | $10,000 DEPENDENTS

Age <20 20-24 25-29 30-39 40-49 50-59 60-64 65-69 70+
Employee  $3.14 $3.14 $3.14 $4.80 $9.05 $17.91 $27.32 $27.32 $46.98
Spouse $1.57 $1.57 $1.57 $2.40 $4.52 $8.95 $13.66 $13.66 $23.49

Child(ren) $1.11
$10,000 EMPLOYEE | $5,000 DEPENDENTS

Age <20 20-24 25-29 30-39 40-49 50-59 60-64 65-69 70+
Employee  $1.57 $1.57 $1.57 $2.40 $4.52 $8.95 $13.66 $13.66 $23.49
Spouse $0.78 $0.78 $0.78 $1.20 $2.26 $4.48 $6.83 $6.83 $11.75

Child(ren) $0.55

See the full summary of accident insurance benefits, lists of exclusions and limitations at https://www.sukupmfg.com /benefits.html




IDENTITY THEFT
PROTECTION

J norton PROTECT YOUR PERSONAL

LifeLock Benefit Solutions INFORMATION AND FINANCES

Your identity is valuable, regardless of what you own or how much money you make. The Norton LifeLock program
helps protect your finances by monitoring your personal information for possible identity theft and financial fraud.
Sukup provides the Premier Plan to you at a discount. Plan features include:

6‘“ Identity Alerts with Credit Monitoring alerts (Q Parental Control makes it easy to monitor
you if Norton finds any potentially fraudulent or [ ] your child’s online activities and view their
suspicious activity surrounding your personal info search history so they stay safer online.

including new account opening, credit card usage,
and data breaches.

Million Dollar Protection™ Packagettt

reimburses stolen funds, personal expenses,

@ Device Security protects your mobile devices, and provides coverage for lawyers and
tablets, and computers from hackers, viruses, experts up to $1 million each.
malware, vulnerable websites, and other online
threats.

El Dark Web Monitoring patrols the Dark Web
=— and notifies you if your information, such
= Norton™ Secure VPN is a Virtual Private Network asyour username, password, IP address, or
@ (VPN) that helps protect your sensitive information, gamer tag are found.
browsing history, online activities, and webcam.

Premier Bi-Weekly Rates

The Premier Plan is available to you at rates which are
60% less than the retail equivalent.

$5.30 Employee Only
$10.14 Employee + Family

To learn more or enroll visit
www.norton.com/benefitpremier.




ASSISTANCE
PROGRAM

CONNECTIONS =

We understand that we all face serious problems at some time in our
lives. Sukup Manufacturing is committed to providing help during
those times.

0

i

The EAP is designed to assist staff members and families with personal

challenges in many different areas including: depression, stress

management, drug and alcohol abuse, relationships, grief, domestic

violence, legal and financial issues, parenting, and childcare and elder

care. 3,

.

Participation in the EAP is voluntary, confidential, and free of cost

for the first 6 visits. For those who require referrals for long-term
treatment, there may be fees for the services of outside providers.
However, EAP counselors will coordinate referrals, whenever possible,
to take advantage of existing insurance coverage and community
resources in order to minimize costs.

We encourage you and your eligible family members to take advantage
of our EAP benefit and to reach out to Connections.

24 HOURS A DAY, 7 DAYS A WEEK

Professional counselors are available to provide you with
support, guidance and resources. Spanish and TTY/TDD
phone lines also available.

www.connectionseap.com
800-779-6125




CONTACTS

Coverage Contact Phone Website
Medical UMR 800-826-9781 WWW.Umr.com
Prescription Drugs RxBenefits-Express Scripts 800-282-2881 WWW.eXpress-scripts.com
Telemedicine Teladoc 800-835-2362 www.teladoc.com
Healthcare Concierge Alight 800-513-1667 www.myhealthpro@alight.com
Dental Delta Dental 800-544-0718 www.deltadentalia.com
Vision Avesis 855-214-6777 Www.avesis.com
Flexible Spending Accounts Health Equity 877-924-3967 www.healthequity.com
Supplemental Life and AD&D Prudential 800-524-0542 www.prudential.com
Short-Term Disability Voya 855-663-8692 WWW.VOya.com
Critical lllness Voya 855-663-8692 WWW.vOya.com
Accident Insurance Voya 855-663-8692 WWW.VOya.com
Identity Protection Services Norton LifeLock 800-607-9174 lifelock.norton.com
Employee Assistance Program Connections 800-779-6125 www.connectionseap.com
Onsite Clinic Sukup Clinic 641-428-4765




Required Notices

Health Insurance Marketplace
Coverage Options and Your Health
Coverage

PART A: GENERAL INFORMATION

Even if you are offered health coverage through your
employment, you may have other coverage options through

the Health Insurance Marketplace (“Marketplace”). To assist
you as you evaluate options for you and your family, this

notice provides some basic information about the Health
Insurance Marketplace and health coverage offered through your
employment.

What is the Health Insurance Marketplace?

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

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

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

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

Yes. If you have an offer of health coverage from your employer
that is considered affordable for you and meets certain minimum
value standards, you will not be eligible for a tax credit, or
advance payment of the tax credit, for your Marketplace
coverage and may wish to enroll in your employment-based
health plan. However, you may be eligible for a tax credit,

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

family members does not exceed 9.12% of the employee’s
household income.'?

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

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

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

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

There is also a Marketplace Special Enrollment Period for
individuals and their families who lose eligibility for Medicaid
or Children’s Health Insurance Program (CHIP) coverage

on or after March 31, 2023, through July 31, 2024. Since

the onset of the nationwide COVID-19 public health
emergency, state Medicaid and CHIP agencies generally have
not terminated the enrollment of any Medicaid or CHIP
beneficiary who was enrolled on or after March 18, 2020,
through March 31, 2023. As state Medicaid and CHIP
agencies resume regular eligibility and enrollment practices,
many individuals may no longer be eligible for Medicaid

or CHIP coverage starting as early as March 31, 2023. The
U.S. Department of Health and Human Services is offering
a temporary Marketplace Special Enrollment period to
allow these individuals to enroll in Marketplace coverage.
In addition, if you or your family members are enrolled in
Medicaid or CHIP coveragg, it is important to make sure that
your contact information is up to date to make sure you get
any information about changes to your eligibility.
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To learn more, visit HealthCare.gov or call the Marketplace Call
Center at 1-800-318-2596. T'TY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance
Coverage?

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

Alternatively, you can enroll in Medicaid or CHIP coverage at

any time by filling out an application through the Marketplace
or applying directly through your state Medicaid agency. Visit

healthcare.gov/medicaid-chip/getting-medicaid-chip for more

details.

How Can | Get More Information?

For more information about your coverage offered through
your employment, please check your health plan’s summary
plan description or contact Human Resources. The Marketplace
can help you evaluate your coverage options, including your
eligibility for coverage through the Marketplace and its cost.
Please visit HealthCare.gov for more information, including an
online application for health insurance coverage and contact
information for a Health Insurance Marketplace in your area.

1. Indexed annually; see irs.gov/pub/irs-drop/rp-22-34.pdf for 2023.

2. An employer-sponsored or other employment-based health plan meets the
“minimum value standard” if the plan’s share of the total allowed benefit costs
covered by the plan is no less than 60% of such costs. For purposes of eligi-
bility for the premium tax credit, to meet the “minimum value standard,” the
health plan must also provide substantial coverage of both inpatient hospital
services and physician services.

Special Enrollment Notice

This notice is being provided to make certain that you
understand your right to apply for group health coverage. You
should read this notice even if you plan to waive health coverage
at this time.

LOSS OF OTHER COVERAGE

If you are declining coverage for yourself or your dependents
(including your spouse) because of other health insurance or
group health plan coverage, you may be able to enroll yourself
and your dependents in this Plan if you or your dependents
lose eligibility for that other coverage (or if the employer stops
contributing toward your or your dependents’ other coverage).
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However, you must request enrollment within 30 days after
your or your dependents’ other coverage ends (or after the
employer stops contributing toward the other coverage).

Example: You waived coverage under this Plan because you
were covered under a plan offered by your spouse’s employer.
Your spouse terminates employment. If you notify your
employer within 30 days of the date coverage ends, you and
your eligible dependents may apply for coverage under this
Plan.

MARRIAGE, BIRTH OR ADOPTION

If you have a new dependent as a result of a marriage, birth,
adoption, or placement for adoption, you may be able to
enroll yourself and your dependents. However, you must
request enrollment within 30 days after the marriage, birth, or
placement for adoption.

Example: When you were hired, you were single and chose not
to elect health insurance benefits. One year later, you marry.
You and your eligible dependents are entitled to enroll in this
Plan. However, you must apply within 30 days from the date
of your marriage.

MEDICAID OR CHIP

If you or your dependents lose eligibility for coverage under
Medicaid or the Children’s Health Insurance Program (CHIP)
or become eligible for a premium assistance subsidy under
Medicaid or CHIP, you may be able to enroll yourself and your
dependents. You must request enrollment within 60 days of
the loss of Medicaid or CHIP coverage or the determination of
eligibility for a premium assistance subsidy.

Example: When you were hired, your children received health
coverage under CHIP and you did not enroll them in this
Plan. Because of changes in your income, your children are

no longer eligible for CHIP coverage. You may enroll them in
this Plan if you apply within 60 days of the date of their loss of
CHIP coverage.

FOR MORE INFORMATION OR ASSISTANCE

To request special enrollment or obtain more information,
please contact:

Julie Mackey at JMackey@Sukup.com

641-892-4222 Ext. 2310.

Your Information. Your Rights.
Our Responsibilities.
This notice describes how medical information about you

may be used and disclosed and how you can get access to this
information. Please review it carefully.



YOUR RIGHTS
You have the right to:

*  Get a copy of your health and claims records

*  Correct your health and claims records

*  Request confidential communication

e Ask us to limit the information we share

*  Get a list of those with whom weve shared your information
*  Get a copy of this privacy notice

*  Choose someone to act for you

* File a complaint if you believe your privacy rights have been
violated

YOUR CHOICES

You have some choices in the way that we use and share
information as we:

* Answer coverage questions from your family and friends
e Provide disaster relief

*  Market our services and sell your information

OUR USES AND DISCLOSURES
We may use and share your information as we:

*  Help manage the health care treatment you receive
e Run our organization

*  Pay for your health services

* Administer your health plan

*  Help with public health and safety issues

e Do research

*  Comply with the law

*  Respond to organ and tissue donation requests and work
with a medical examiner or funeral director

*  Address workers’ compensation, law enforcement, and other
government requests

* Respond to lawsuits and legal actions

YOUR RIGHTS

When it comes to your health information, you have certain
rights. This section explains your rights and some of our
responsibilities to help you.

Get a copy of health and claims records

*  You can ask to see or get a copy of your health and claims
records and other health information we have about you.

Ask us how to do this.

*  We will provide a copy or a summary of your health and
claims records, usually within 30 days of your request. We
may charge a reasonable, cost-based fee.

Ask us to correct health and claims records

*  You can ask us to correct your health and claims records if
you think they are incorrect or incomplete. Ask us how to

do this.
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*  We may say “no” to your request, but we'll tell you why in

writing within 60 days.

Request confidential communications

*  You can ask us to contact you in a specific way (for

example, home or office phone) or to send mail to a
different address.

We will consider all reasonable requests, and must say “yes”
if you tell us you would be in danger if we do not.

Ask us to limit what we use or share

You can ask us not to use or share certain health
information for treatment, payment, or our operations.

We are not required to agree to your request, and we may
say “no” if it would affect your care.

Get a list of those with whom we’ve shared information

You can ask for a list (accounting) of the times we've shared
your health information for six years prior to the date you
ask, who we shared it with, and why.

We will include all the disclosures except for those about
treatment, payment, and health care operations, and certain
other disclosures (such as any you asked us to make). We'll
provide one accounting a year for free but will charge a
reasonable, cost-based fee if you ask for another one within
12 months.

Get a copy of this privacy notice

You can ask for a paper copy of this notice at any time, even
if you have agreed to receive the notice electronically. We will
provide you with a paper copy promptly.

Choose someone to act for you

e Ifyou have given someone medical power of attorney

or if someone is your legal guardian, that person can
exercise your rights and make choices about your health
information.

We will make sure the person has this authority and can act
for you before we take any action.

File a complaint if you feel your rights are violated

You can complain if you feel we have violated your rights
by contacting us using the information on page 1.

You can file a complaint with the U.S. Department of
Health and Human Services Office for Civil Rights by
sending a letter to 200 Independence Avenue, S.W.,
Washington, D.C. 20201, calling 1-877-696-6775, or
visiting www.hhs.gov/ocr/privacy/hipaa/complaints/.

We will not retaliate against you for filing a complaint.

YOUR CHOICES

For certain health information, you can tell us your choices
about what we share. If you have a clear preference for how we
share your information in the situations described below, talk



to us. Tell us what you want us to do, and we will follow your
instructions.

In these cases, you have both the right and choice to tell us to:
e Share information with your family, close friends, or others
involved in payment for your care

Share information in a disaster relief situation

If you are not able o tell us your preference, for example if you
are unconscious, we may go ahead and share your information
if we believe it is in your best interest. We may also share your
information when needed to lessen a serious and imminent
threat to health or safety.

In these cases we never share your information unless you give us
written permission:

e Marketing purposes

e Sale of your information

OUR USES AND DISCLOSURES

How do we typically use or share your health information?

We typically use or share your health information in the
following ways.

Help manage the health care treatment you receive

We can use your health information and share it with
professionals who are treating you.

Example: A doctor sends us information about your diagnosis
and treatment plan so we can arrange additional services.
Run our organization
e We can use and disclose your information to run our
organization and contact you when necessary.

We are not allowed to use genetic information to decide
whether we will give you coverage and the price of that
coverage. This does not apply to long term care plans.

Example: We use health information about you to develop better
services for you.

Pay for your health services

We can use and disclose your health information as we pay
for your health services.

Example: We share information about you with your dental plan
to coordinate payment for your dental work.

Administer your plan

We may disclose your health information to your health plan
sponsor for plan administration.

Example: Your company contracts with us to provide a health
plan, and we provide your company with certain statistics to
explain the premiums we charge.

How else can we use or share your health information?

We are allowed or required to share your information in other
ways — usually in ways that contribute to the public good,
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such as public health and research. We have to meet many
conditions in the law before we can share your information for
these purposes. For more information see: www.hhs.gov/ocr/
privacy/hipaa/understanding/consumers/index.html.

Help with public health and safety issues

We can share health information about you for certain
situations such as:

* Preventing disease
*  Helping with product recalls

Reporting adverse reactions to medications

Reporting suspected abuse, neglect, or domestic violence
Preventing or reducing a serious threat to anyone’s health or
safety

Do research

We can use or share your information for health research.
Comply with the law

We will share information about you if state or federal laws
require it, including with the Department of Health and
Human Services if it wants to see that we're complying with
federal privacy law.

Respond to organ and tissue donation requests and work
with a medical examiner or funeral director

*  We can share health information about you with organ

procurement organizations.

We can share health information with a coroner, medical
examiner, or funeral director when an individual dies.
Address workers’ compensation, law enforcement, and other
government requests

We can use or share health information about you:

For workers’ compensation claims

For law enforcement purposes or with a law enforcement
official

With health oversight agencies for activities authorized by
law

For special government functions such as military, national
security, and presidential protective services

Respond to lawsuits and legal actions

We can share health information about you in response to a
court or administrative order, or in response to a subpoena.

OUR RESPONSIBILITIES

e Wk are required by law to maintain the privacy and securi
q y y

of your protected health information.

We will let you know promptly if a breach occurs that
may have compromised the privacy or security of your
information.

We must follow the duties and privacy practices described
in this notice and give you a copy of it.



e We will not use or share your information other than as
described here unless you tell us we can in writing. If you tell
us we can, you may change your mind at any time. Let us
know in writing if you change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/

understanding/consumers/noticepp.html.

CHANGES TO THE TERMS OF THIS NOTICE

We can change the terms of this notice, and the changes will
apply to all information we have about you. The new notice will
be available upon request, on our web site, and we will mail a
copy to you.

Important Notice from Sukup
Manufacturing 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 Sukup Manufacturing and
about your options under Medicare’s prescription drug
coverage. This information can help you decide whether

or not you want to join a Medicare drug plan. If you are
considering joining, you 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 your area. Information about
where you can get help to make decisions about your
prescription drug coverage is at the end of this notice.

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

1. Medicare prescription drug coverage became available in
2006 to everyone 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
higher monthly premium.

2. Sukup Manufacturing has determined that the
prescription drug coverage offered by Rx Benefits is, on
average for all plan participants, expected to pay out as
much as standard Medicare prescription drug coverage
pays and is therefore considered Creditable Coverage.
Because your existing coverage is Creditable Coverage,
you 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 you first become
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eligible for Medicare and each year from October 15 to
December 7.

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

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

If you decide to join a Medicare drug plan, your current
coverage will not be affected. If you do decide to join a
Medicare drug plan and drop your current coverage, be aware
that you and your 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 also know that if you drop or lose your current
coverage with Sukup Manufacturing and don’t join a Medicare
drug plan within 63 continuous days after your current coverage
ends, you may pay a higher premium (a penalty) to join a
Medicare drug plan later.

If you 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 you did not have that coverage.
For example, if you go nineteen months without creditable
coverage, your premium may consistently be at least 19%
higher than the Medicare base beneficiary premium. You may
have to pay this higher premium (a penalty) as long as you have
Medicare prescription drug coverage. In addition, you 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.
NOTE: You'll get this notice each year. You will also get it
before the next period you can join a Medicare drug plan, and if
this coverage through Sukup Manufacturing changes. You also
may request a copy of this notice at any time.

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

More detailed information about Medicare plans that offer
prescription drug coverage is 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:

e Visit www.medicare.gov

e Call your State Health Insurance Assistance Program (see
the inside back cover of your copy of the “Medicare & You”



handbook for their telephone number) for personalized help

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

If you have limited income and resources, extra help paying
for Medicare prescription drug coverage is available. For
information about this extra help, visit Social Security on the
web at www.socialsecurity.gov, or call them at 1-800-772-1213
(TTY 1-800-325-0778).

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 you have maintained creditable
coverage and, therefore, whether or not you are required to

pay a higher premium (a penalty).

Date: 01/01/2026

Sukup Manufacturing

Julie Mackey, Human Resources Representative
Address: 1555 255th St, Shefhield, IA 50475
Phone Number: 641-892-4222

Important Information: COBRA
Continuation Coverage and other
Health Coverage Alternatives

You're getting this notice because you recently gained coverage
under a group health plan (the Plan). This notice has important
information about your right 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 you need

to do to protect your right to get it. When you become eligible
for COBRA, you may also become eligible for other coverage
options that may cost less than COBRA continuation coverage.

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

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

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

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

*  Your hours of employment are reduced, or

Your employment ends for any reason other than your
gross misconduct.

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

*  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

*  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:

The parent-employee dies;

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

e 'The parent-employee’s employment ends for any reason

other than his or her gross misconduct;

The parent-employee becomes entitled to Medicare benefits
(Part A, Part B, or both);

The parents become divorced or legally separated; or

The child 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
beneficiaries only after the Plan Administrator has been notified
that a qualifying event has occurred. The employer must notify
the Plan Administrator of the following qualifying events:

e The end of employment or reduction of hours of
employment;

Death of the employee;

Or The employee’s becoming entitled to Medicare benefits
(under Part A, Part B, or both).



For all other qualifying events (divorce or legal separation of the
employee and spouse or a dependent child’s losing eligibility
for coverage as a dependent child), you must notify the Plan
Administrator within 60 days after the qualifying event occurs.
You must provide this notice to: Sukup Human Resources.

How is COBRA Continuation Coverage Provided?

Once the Plan Administrator receives 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 independent right to elect COBRA
continuation coverage. Covered employees may elect COBRA
continuation coverage on behalf of their spouses, and parents
may elect COBRA continuation coverage on behalf of their

children.

COBRA continuation coverage is a temporary continuation of
coverage that generally lasts for 18 months due to employment
termination or reduction of hours of work. Certain qualifying
events, or a second qualifying event during the initial period of
coverage, may permit a beneficiary to receive a maximum of 36
months of coverage.

There are also ways in which this 18-month period of COBRA
continuation coverage can be extended:

Disability Extension of 18-month Period of COBRA
Continuation Coverage

If you or anyone in your family covered under the Plan is
determined by Social Security to be disabled and you notify
the Plan Administrator in a timely fashion, you and your entire
family may be entitled to get up to an additional 11 months of
COBRA continuation coverage, for a maximum of 29 months.
The disability would have to have started at some time before
the 60th day of COBRA continuation coverage and must

last at least until the end of the 18-month period of COBRA

continuation coverage.

Second Qualifying Event Extension of 18-month Period of
Continuation Coverage

If your family experiences another qualifying event during the
18 months of COBRA continuation coverage, the spouse and
dependent children in your family can get up to 18 additional
months of COBRA continuation coverage, for a maximum of
36 months, if the Plan is properly notified about the second
qualifying 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 is only available if 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.
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Are there other coverage options besides COBRA
continuation coverage?

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

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

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

e The month after your employment ends; or

e 'The month after group health plan coverage based on
current employment ends.

If you don’t enroll in Medicare and elect COBRA continuation
coverage instead, you may have to pay a Part B late enrollment
penalty and you may have a gap in coverage if you decide you
want Part B later. If you elect COBRA continuation coverage
and later enroll in Medicare Part A or B before the COBRA
continuation coverage ends, the Plan may terminate your
continuation coverage. However, if Medicare Part A or B is
effective on or before the date of the COBRA election, COBRA
coverage may not be discontinued on account of Medicare
entitlement, even if you enroll in the other part of Medicare

after the date of the election of COBRA coverage.

If you are enrolled in both COBRA continuation coverage and
Medicare, Medicare will generally pay first (primary payer)
and COBRA continuation coverage will pay second. Certain
plans may pay as if secondary to Medicare, even if you are not
enrolled in Medicare.

For more information visit https://www.medicare.gov/
medicare-and-you.

For more information

This notice doesn’t fully describe continuation coverage or other
rights under the Plan. More information about continuation
coverage and your rights under the Plan is available in your
summary plan description or from the Plan Administrator.

Questions concerning your Plan or your COBRA continuation
coverage rights should be addressed to the contact or contacts

identified below.



For more information about your rights under the Employee
Retirement Income Security Act (ERISA), including COBRA,
the Patient Protection and Affordable Care Act, and other

laws affecting group health plans, visit the U.S. Department

of Labor’s Employee Benefits Security Administration (EBSA)
website at http://www.dol.gov/ebsa or call their toll-free
number at 1-866-444-3272. For more information about
health insurance options available through the Health Insurance

Marketplace, and to locate an assister in your area who you can
talk to about the different options, visit www.HealthCare.gov.

Keep Your Plan Informed of Address Changes

To protect your and your family’s rights, keep the Plan
Administrator informed of any changes in your address and the
addresses of family members. You should also keep a copy of any
notices you send to the Plan Administrator.

Plan Contact Information
Navia Benefits, Elissa Houts, 913-295-9876 or ehouts@
naviabenefits.com

L heeps://www.medicare.gov/basics/get-started-with-medicare/sign-up/when-

does-medicare-coverage-start. These rules are different for people with End

Stage Renal Disease (ESRD).

Women’s Health and Cancer Rights
Act

ENROLLMENT NOTICE

If you have had or are going to have a mastectomy, you may

be entitled to certain benefits under the Women’s Health and
Cancer Rights Act of 1998 (WHCRA). For individuals receiving
mastectomy-related benefits, coverage will be provided in a
manner determined in consultation with the attending physician
and the patient, for:

All stages of reconstruction of the breast on which the
mastectomy was performed;

Surgery and reconstruction of the other breast to produce a
symmetrical appearance;

Prostheses; and

Treatment of physical complications of the mastectomy,
including lymphedema.

These benefits will be provided subject to the same deductibles
and coinsurance applicable to other medical and surgical benefits
provided under this plan. If you would like more information
on WHCRA benefits, call your plan administrator at 800-826-
9781.

ANNUAL NOTICE

Do you know that your plan, as required by the Women’s
Health and Cancer Rights Act of 1998, provides benefits
for mastectomy-related services, including all stages of

reconstruction and surgery to achieve symmetry between
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the breasts, prostheses, and complications resulting from
a mastectomy, including lymphedema? Call your plan
administrator at 800-826-9781 for more information.

Newborns’ and Mothers’ Health
Protection Act

The Newborns’ and Mothers’ Health Protection Act (the
Newborns’ Act) provides protections for mothers and their

newborn children relating to the length of their hospital stays
following childbirth.

Under the Newborns™ Act, group health plans may not
restrict benefits for mothers or newborns for a hospital stay in
connection with childbirth to less than 48 hours following a
vaginal delivery or 96 hours following a delivery by cesarean
section. The 48-hour (or 96-hour) period starts at the time
of delivery, unless a woman delivers outside of the hospital.
In that case, the period begins at the time of the hospital
admission.

The attending provider may decide, after consulting with the
mother, to discharge the mother and/or her newborn child
carlier. The attending provider cannot receive incentives or
disincentives to discharge the mother or her child earlier than

48 hours (or 96 hours).

Even if a plan offers benefits for hospital stays in connection
with childbirth, the Newborns’ Act only applies to certain
coverage. Specifically, it depends on whether coverage is
“insured” by an insurance company or HMO or “self-insured”
by an employment-based plan. (Check the Summary Plan
Description, the document that outlines benefits and rights
under the plan, or contact the plan administrator to find out if
coverage in connection with childbirth is “insured” or “self-
insured.”)

The Newborns™ Act provisions always apply to coverage that is
self-insured. If the plan provides benefits for hospital stays in
connection with childbirth and is insured, whether the plan

is subject to the Newborns’ Act depends on state law. Many
states have enacted their own version of the Newborns™ Act for
insured coverage. If your state has a law regulating coverage for
newborns and mothers that meets specific criteria and coverage
is provided by an insurance company or HMO, state law will
apply.

All group health plans that provide maternity or newborn
infant coverage must include in their Summary Plan
Descriptions a statement describing the Federal or state law
requirements applicable to the plan (or any health insurance
coverage offered under the plan) relating to hospital length of
stay in connection with childbirth for the mother or newborn

child.

For more information, see the Frequently Asked Questions
(FAQs) About the Newborns’ and Mothers’ Health Protection
Act.




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 protected from surprise billing or

balance billing.

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.

“Out-of-network” describes providers and facilities that havent
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” is an unexpected balance bill. This can happen
when you can’t control who is 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.

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 can’t balance bill you, unless you give written
consent and give up your protections.
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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 choose a provider or facility in your
plan’s network.

In certain states, you may also have related state protections:

Visit The Commonwealth Fund website for updated state
balance-billing protections at https://www.commonwealthfund.
org/publications/maps-and-interactives/2021/feb/state-balance-
billing-protections.

Applicable state balance billing laws or requirements for noted
states are as follows:

ARIZONA PROTECTIONS AVAILABLE

e State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

e Above protection applies:

»  To HMO and PPO enrollees

»  For (1) emergency services provided by out-of-
network professionals at in-network facilities and (2)
non-emergency services provided by out-of-network
professionals at in-network facilities

»  Provided by all or most classes of health care
professionals

e State provides a dispute resolution process for claims over
$1000, which must be initiated by the enrollee
e Protections do not apply to:

»  ground ambulance services

»  services at out-of-network facilities

»  enrollees who consent to non-emergency out-of-
network services

»  enrollees of self-funded plans

CALIFORNIA PROTECTIONS AVAILABLE

e State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

e State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

e Above protections apply:

»  To HMO and PPO enrollees

»  For (1) emergency services by out-of-network
professionals and facilities and (2) non-emergency
services provided by out-of-network professionals at
in-network facilities

»  Provided by all or most classes of health care
professionals

e State provides a payment standard
*  Protections do not apply to:

»  ground ambulance services

»  enrollees who consent to non-emergency out-of-
network services

»  enrollees in self-funded plans



COLORADO PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply

»  To HMO and PPO enrollees

»  For (1) emergency services provided by out-of-network
professionals, facilities, and ground ambulance service
providers and (2) non-emergency services provided by
out-of-network professionals at in-network facilities

»  Provided by all or most classes of health care providers

State provides a payment standard
Protections do not apply:

»  to enrollees who consent to out-of-network non-
emergency services
»  to enrollees of self-funded plans

CONNECTICUT PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply:

»  To HMO and PPO enrollees

»  For (1) emergency services and (2) non-emergency
services provided by out-of-network professionals at
in-network facilities

»  Provided by all or most classes of health care
professionals

State provides a payment standard
Protections do not apply to:

»  ground ambulance services

»  out-of-network facility charges for emergency services

»  enrollees who consent to non-emergency out-of-
network services

»  enrollees of self-funded plans

DELAWARE PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
emergency services provided

» by out-of-network professionals

»  at out-of-network facilities

» by certain out-of-network ground ambulance service
providers

State prohibits providers from balance billing enrollees for
non-emergency services provided at in-network facilities
unless they obtain consent from the enrollee

Above protections apply to:

»  HMO and PPO enrollees
»  For services provided by all or most classes of health
care professionals

State provides a payment standard for emergency services
State provides the option of arbitration
Protections do not apply to:

»  enrollees who consent to non-emergency out-of-
network services
»  enrollees in self-funded plans

FLORIDA PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply:

»  To HMO and PPO enrollees

»  For (1) emergency services by out-of-network
professionals and facilities and (2) non-emergency
services provided by out-of-network professionals at
in-network facilities

»  Provided by all or most classes of health care
professionals

For PPOs, state payment standard applies to (1)
emergency services and (2) non-emergency services
provided by out-of-network professionals at in-network
facilities

For HMOs, state payment standard only applies to
emergency services but the state also has a claim dispute
resolution program in place

Protections do not apply to:

»  ground ambulance services for PPO enrollees

»  PPO enrollees who consent to non-emergency out-of-
network services

»  enrollees of self-funded plans

GEORGIA PROTECTIONS AVAILABLE
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State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply:

»  To HMO and PPO enrollees

»  For (1) emergency services by out-of-network
professionals and facilities and (2) non-emergency
services provided by out-of-network professionals at
in-network facilities

»  Provided by all or most classes of health care
professionals

State provides a payment standard for professionals but
not facilities

State provides a dispute resolution process

Protections do not apply to:

»  ground ambulance services



»  enrollees who consent to non-emergency out-of-
network services
»  enrollees in self-funded plans

ILLINOIS PROTECTIONS AVAILABLE

e State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

e State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

*  Above protections apply:

»  To HMO and PPO enrollees

»  For (1) emergency services provided by out-of-
network professionals at in-network facilities, and (2)
non-emergency services provided by out-of-network
professionals at in-network facilities

»  Provided by certain specific classes of health care
professionals

*  State provides a dispute resolution process
*  Protections do not apply to:

»  ground ambulance services

»  services received at out-of-network facilities

»  enrollees who consent to non-emergency out-of-
network services

»  enrollees of self-funded plans

INDIANA PROTECTIONS AVAILABLE

e For HMOs, with respect to emergency services provided by
out-of-network professionals and facilities, state (1) requires
insurers to hold enrollees harmless for amounts beyond
in-network level of cost sharing; and (2) prohibits out-of-
network providers from billing enrollees for any amount
beyond in-network level of cost sharing

e For HMOs and PPOs, with respect to non-emergency
services provided by out-of-network professionals at in-
network facilities, state prohibits out-of-network providers
from billing enrollees for any amount beyond in-network
level of cost sharing. This prohibition applies to all providers
in the state, and therefore might also protect enrollees of
self-funded plans.

*  Above protections apply to services provided by all or most
classes of health care professionals.

e Protections do not apply to:

»  ground ambulance services
»  enrollees who consent to non-emergency out-of-
network services

IOWA PROTECTIONS AVAILABLE

»  State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

*  Above protection applies:

»  To HMO and PPO enrollees

»  For emergency services provided by out-of-network
professionals and facilities

»  Provided by all or most classes of health care
professionals
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Protections do not apply to:

»  enrollees of self-funded plans
»  non-emergency services

MAINE PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply:

»  To HMO and PPO enrollees

»  To enrollees of self-funded plans that have opted into
the protections

»  For (1) emergency services by out-of-network
professionals, facilities and ambulance providers;
and (2) non-emergency services provided by out-of-
network professionals at in-network facilities

»  Provided by all or most classes of out-of-network
health care professionals

State provides a payment standard
Protections do not apply to enrollees who consent to out-
of-network non-emergency services

MASSACHUSETTS PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing
Above protection applies:

»  To HMO and PPO enrollees

»  For (1) emergency services provided by out-of-
network professionals at in-network facilities, and (2)
non-emergency services provided by out-of-network
professionals at in-network facilities

»  Provided by all or most classes of out-of-network
health care professionals

Protections do not apply to:

»  ground ambulance services

»  services at out-of-network facilities

»  enrollees who consent to out-of-network services
»  enrollees of self-funded plans

MARYLAND PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply:

»  To (1) emergency services provided by out-of-network
professionals, facilities, and ambulance providers;
and (2) non-emergency services provided by out-of-
network professionals at in-network facilities

»  Provided by all types of out-of-network health care
professionals for HMO enrollees



»  Provided by on-call or hospital-based physicians
who agree to accept assignment of benefits for PPO
enrollees

State provides a payment standard
Protections do not apply to enrollees in self-funded plans

MICHIGAN PROTECTIONS AVAILABLE

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply:

»  To HMO and PPO enrollees

»  For (1) emergency services by out-of-network
professionals and facilities; and (2) non-emergency
services provided by out-of-network professionals at
in-network facilities

»  Provided by all or most classes of out-of-network
health care professionals

State provides a payment standard
State provides a dispute resolution process
Protections do not apply to:

»  ground ambulance services

»  enrollees who consent to non-emergency out-of-
network services

»  enrollees in self-funded plans

MINNESOTA PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing
Above protection applies:

»  To HMO and PPO enrollees

»  For non-emergency services provided by out-of-
network professionals at in-network facilities

»  Provided by all or most classes of out-of-network
health care professionals

State provides a dispute resolution process
Protections do not apply to:

»  emergency services
»  enrollees of self-funded plans

MISSISSIPPI PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply:

»  To HMO and PPO enrollees

»  For (1) emergency services by out-of-network
professionals and facilities, and (2) non-emergency
services provided by out-of-network professionals at
in-network facilities

»  Provided by all or most classes of health care
professionals
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Protections do not apply to:

»  ground ambulance services
»  enrollees of self-funded plans

MISSOURI PROTECTIONS AVAILABLE

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protection applies to:

»  To HMO, PPO, and EPO enrollees

»  For emergency services provided by out-of-network
professionals at in-network facilities

»  Provided by all or most classes of health care
professionals

State provides dispute resolution process
Protections do not apply to:

»  ground ambulance services

»  services provided at out-of-network facilities
»  non-emergency services

»  enrollees of self-funded plans

NEBRASKA PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network professionals and facilities
from billing enrollees for any amount beyond in-network
level of cost sharing

Above protections apply:

»  To HMO and PPO enrollees

»  For emergency services

»  Provided by all or most classes of health care
professionals

Protections do not apply to:

»  ground ambulance services
»  non-emergency services
»  enrollees of self-funded plans

State provides a payment standard

NEVADA PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply

»  To HMO and PPO enrollees

»  To enrollees of self-funded plans that have opted into
the protections

»  For emergency services by out-of-network
professionals and facilities

»  Provided by all or most classes of health care providers

State provides a dispute resolution process
Protections do not apply to:



»  ground ambulance services
»  non-emergency services

NEW HAMPSHIRE PROTECTIONS AVAILABLE

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protection applies:

»  To any network-based major medical health insurance
product, including HMO, PPO, EPO and POS
products

»  For (1) emergency services provided by out-of-
network professionals at in-network facilities, and (2)
non-emergency services provided by out-of-network
professionals at in-network facilities

»  Provided by certain specific classes of health care
professionals

State provides a dispute resolution process
Protections do not apply to:

»  ground ambulance services
»  services at out-of-network facilities
»  enrollees of self-funded plans

NEW JERSEY PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply:

»  To HMO, PPO, EPO and POS enrollees
»  To enrollees of self-funded plans that have opted into
the protections

»  For (1) emergency services provided by out-of-network

professionals and facilities, and (2) non-emergency
services provided by out-of-network professionals at
in-network facilities

»  Provided by all or most classes of health care
professionals

State provides a dispute resolution process
Protections do not apply to:

»  ground ambulance services
»  enrollees who consent to non-emergency out-of-
network services

NEW MEXICO PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

Above protections apply:
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»  To HMO and PPO enrollees

»  For (1) emergency services by out-of-network
professionals and facilities and (2) non-emergency
services provided by out-of-network professionals at
in-network facilities

»  Provided by all or most classes of health care
professionals

e State provides a payment standard
e Protections do not apply to:

»  ground ambulance services

»  enrollees who consent to out-of-network non-
emergency services

»  enrollees of self-funded plans

NEW YORK PROTECTIONS AVAILABLE

e State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

e State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

e Above protections apply:

»  To HMO, PPO and EPO enrollees.

»  For (1) emergency services provided by out-of-
network facilities, professionals, and ground
ambulance providers; and (2) non-emergency services
provided by out-of-network professionals at in-
network facilities

»  Provided by all or most classes of health care
professionals

e State provides a dispute resolution process
e Protections do not apply to

»  enrollees who consent to non-emergency out-of-
network servicest
»  enrollees of self-funded plans

NORTH CAROLINA PROTECTIONS AVAILABLE

e State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

e Above protections apply:

»  To HMO and PPO enrollees

»  For emergency services by out-of-network
professionals

»  Provided by all or most classes of health care
professionals

e Protections do not apply to:

»  ground ambulance services

»  emergency services by out-of-network facilities
»  non-emergency services

»  enrollees of self-funded plans



OHIO PROTECTIONS AVAILABLE

*  State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

*  Above protection applies:

»  To HMO and PPO enrollees

»  For (1) emergency services provided by out-of-network
professionals, facilities, and ground ambulance service
providers and (2) non-emergency services provided by
out-of-network professionals at in-network facilities

»  Provided by those classes of health care professionals as
defined by regulation

*  State provides a payment standard
e State provides a dispute resolution process
*  Protections do not apply to:

»  enrollees of self-funded plans
»  enrollees who consent to out-of-network non-
emergency services

OREGON PROTECTIONS AVAILABLE

e State prohibits out-of-network providers from billing
enrollees for any amount beyond in-network level of cost
sharing

*  Above protection applies:

»  To HMO and PPO enrollees

»  For (1) emergency services provided by out-of-
network professionals at in-network facilities, and (2)
non-emergency services provided by out-of-network
professionals at in-network facilities

»  Provided by all or most classes of health care
professionals

*  State provides a payment standard
*  Protections do not apply to:

»  ground ambulance services

»  services at out-of-network facilities

»  enrollees who consent to non-emergency out-of-
network services

»  enrollees of self-funded plans

PENNSYLVANIA PROTECTIONS AVAILABLE

*  State requires insurers to hold enrollees harmless for
amounts beyond in-network level of cost sharing

*  Above protection applies:

»  To HMO and PPO enrollees

»  Por emergency services

»  Provided by all or most classes of health care
professionals

*  Protections do not apply to:

»  ground ambulance services

»  out-of-network facility emergency service charges, for
PPO enrollees only

»  non-emergency services

»  enrollees of self-funded plans

RHODE ISLAND PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for amounts
beyond in-network level of cost sharing
Above protection applies:

»  To HMO enrollees

»  For (1) emergency services, and (2) non-emergency
services provided by out-of-network professionals at in-
network facilities

»  Provided by all or most classes of health care professionals

Protections do not apply to:

»  PPO enrollees
»  ground ambulance services
»  enrollees of self-funded plans

TEXAS PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for amounts
beyond in-network level of cost sharing

State prohibits out-of-network providers from billing enrollees
for any amount beyond in-network level of cost sharing
Above protections apply:

»  To HMO, PPO, and EPO enrollees

»  For (1) emergency services by out-of-network
professionals and facilities, and (2) non-emergency
services provided by out-of-network professionals at in-
network facilities

»  Provided by all or most classes of health care professionals

State provides dispute resolution process
Protections do not apply to:

»  ground ambulance services

»  enrollees who consent to out-of-network non-emergency
services

»  enrollees of self-funded plans

VERMONT PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for amounts
beyond in-network level of cost sharing
Above protection applies:

»  To HMO and PPO enrollees

»  For emergency services including ground ambulance
services

»  Provided by all or most classes of health care professionals

Protections do not apply to:

»  out-of-network facility charges for emergency services
»  non-emergency services
»  enrollees of self-funded plans

VIRIGINA PROTECTIONS AVAILABLE
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State requires insurers to hold enrollees harmless for amounts
beyond in-network level of cost sharing

State prohibits out-of-network providers from billing enrollees
for any amount beyond in-network level of cost sharing
Above protections apply:



»

»

»

To HMO and PPO enrollees

To enrollees of self-funded plans that have opted into the
protections

For (1) emergency services by out-of-network professionals
and facilities, and (2) non-emergency surgical or ancillary
services provided by all or most classes of out-of-network
professionals at in-network facilities

State provides a dispute resolution process
Protections do not apply to ground ambulance services

WASHINGTON STATE PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for amounts
beyond in-network level of cost sharing

State prohibits out-of-network providers from billing enrollees
for any amount beyond in-network level of cost sharing
Above protections apply:

»

»

»

To HMO and PPO enrollees

To enrollees of self-funded plans that have opted into the
protections

For (1) emergency services provided by all or most
classes of health care professionals and out-of-network
facilities and (2) non-emergency surgical or ancillary
services provided by all or most classes of out-of-network
professionals at in-network facilities

State provides a dispute resolution process

Protections do not apply to ground ambulance services

WEST VIRGINIA PROTECTIONS AVAILABLE

State requires insurers to hold enrollees harmless for amounts

beyond in-network level of cost sharing

Above protection applies:

»

»

»

To HMO enrollees

For emergency services including ground ambulance
services

Provided by all or most classes of health care professionals

Protections do not apply to:

»

»

»

out-of-network facility charges for emergency services
non-emergency services
enrollees of self-funded plans

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
will pay out-of-network providers and facilities directly.

Your health plan generally must:

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

»  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.

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

If you believe you've been wrongly billed, you may contact
UMR Customer Service.

Visit hteps://www.dol.gov/agencies/ebsa/laws-and-regulations/
laws/no-surprises-act for more information about your rights
under federal law.

Visit https://www.commonwealthfund.org/publications/maps-
and-interactives/2021/feb/state-balance-billing-protections for
more information about your rights under your state laws.

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

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

www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or
CHIP and you live in a State listed below, contact your State
Medicaid or CHIP office to find out if premium assistance is
available.

If you or your dependents are NOT currently enrolled

in Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs,
contact your State Medicaid or CHIP office or dial 1-877-
KIDS NOW or

www.insurekidsnow.gov to find out how to apply. If you
qualify, ask your state if it has a program that might help you
pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance
under Medicaid or CHIP, as well as eligible under your
employer plan, your employer must allow you to enroll in your
employer plan if you aren’t already enrolled. This is called

a “special enrollment” opportunity, and you must request
coverage within 60 days of being determined eligible for
premium assistance. If you have questions about enrolling in
your employer plan, contact the Department of Labor at www.

askebsa.dol.gov or call
1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible
for assistance paying your employer health plan premiums. The
following list of states is current as of July 31, 2025. Contact
your State for more information on eligibility —



STATE WEBSITE/EMAIL PHONE
Moo mllippom 855-692-5447
Alask Premium Payment Program: myakhipp.com
M aska Medicaid Eligibility: health.alaska.gov/dpa 866-251-4861
edicaid . . :
Email: customerservice@myakhipp.com
Arkansas heto://myarhipp.com/ 855-MyARHIPP
Medicaid P myaripp. (855-692-7447)
California dhes.ca.gov/hipp 916-445-8322
Medicaid Email: hipp@dhecs.ca.gov 916-440-5676 (fax)
Medicaid: healthfirstcolorado.com 800-221-3943 Relay 711
Colorado

Medicaid and CHIP

CHIP: hcpf.colorado.gov/child-health-plan-plus
HIBI: mycohibi.com

800-359-1991 Relay 711
855-692-6442

Flori.da. fimedicaidtplrecovery.com/fimedicaidtplrecovery.com/hipp/index.html 877-357-3268
Medicaid
Georgia HIPP: medicaic'i.gfeorgia.g(.)v/hcalth—insuranccipremium'—pa.v.ment—. program—him? 678-564-1162, press |
Medicaid CHIPRA: medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-

o . 678-564-1162, press 2

program-reauthorization-act-2009-chipra

Indiana HIPP: https://www.in.gov/fssa/dfr/ 800-403-0864
Medicaid All other Medicaid: in.gov/medicaid 800-457-4584
lowa Medicaid: hhs.iowa.gov/programs/welcome-iowa-medicaid 800-338-8366

Medicaid and CHIP

CHIP: hhs.iowa.gov/programs/welcome-iowa-medicaid/iowa-health-link/hawki
HIPP: hhs.iowa.gov/programs/welcome-iowa-medicaid/fee-service/hipp

800-257-8563
888-346-9562

Kansas k k. 800-792-4884

Medicaid B HIPP: 800-967-4660
KI-HIPP: chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx KI-HIPP: 855-459-6328

Kentucky KI-HIPP Email: KIHIPPPROGRAM@ky.cov

Medicaid and CHIP

KCHIP: kynect.ky.gov
Medicaid: chfs.ky.gov/agencies/dms

KCHIP: 877-524-4718

Maine Enrollment: mymaineconnection.gov/benefits E;roil: I%;)I(;’i4:()2(;—6;);)73—6740
Medicaid Private health insurance premium: maine.gov/dhhs/ofi/applications-forms TT?/;elay:.7ll
Massachusetts | mass.gov/masshealth/pa 800-862-4840

Medicaid and CHIP

Email: masspremassistance@accenture. com

TTY/Relay: 711

m;gir;:;()ta mn.gov/dhs/health-care-coverage 800-657-3672

I\I\/’II;:;? du Xl dss.mo.gov/mhd/participants/pages/hipp.htm 573-751-2005

Mo.nt.ana HIPP: d hhs.mt. ov/MontanaHealthcarePrograms/HIPP 800-694-3084

Medicaid HIPP Email: HHSHIPPProgram@mt.gov

Nebrask 855-632-7633

Mz digij a ACCESSNebraska.ne.gov Lincoln: 402-473-7000
Omaha: 402-595-1178

I\N/Ig:j’zgz Medicaid: dhcfp.nv.gov 800-992-0900

New Hampshire
Medicaid

dhhs.nh.gov/programs-services/medicaid/health-insurance-premium-program
Email: DHHS. ThirdPartyLiabi@dhhs.nh.gov

603-271-5218 or
800-852-3345, ext. 15218
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New Jersey
Medicaid and CHIP

Medicaid: state.nj.gov/humanservices/dmahs/clients/medicaid
CHIP: njfamilycare.org/index.html

Medicaid: 800-356-1561
CHIP Premium Assist:
609-631-2392

CHIP: 800-701-0710
TTY/Relay: 711

I:‘I/Ig:i’cziodrk health.ny.gov/health care/medicaid 800-541-2831
Il\‘lﬂggitggarolma medicaid.ncdhhs.gov 919-855-4100
ugg;igakom hhs.nd.gov/healthcare 844-854-4825
Vetians oo GHip | insurcoklahonorg 888-365-3742
323%;2 healthcare.oregon.gov/Pages/index.aspx 800-699-9075

Pennsylvania
Medicaid and CHIP

Medicaid: pa.gov/en/services/dhs/apply-for-medicaid-health-insurance-premium-payment-

program-hipp.html
CHIP: dhs.pa.gov/CHIP/Pages/ CHIP.aspx

Medicaid: 800-692-7462
CHIP: 800-986-KIDS
(5437)

Rhode Island
Medicaid and CHIP

eohhs.ri.gov

855-697-4347 or
401-462-0311 (Direct Rlte)

South Carolina

Medicaid and CHIP

Adult Expansion: medicaid.utah.gov/expansion/
Utah Medicaid Buyout Program: medicaid.utah.gov/buyout-program/

CHIP: chip.utah.gov

Medicaid scdhhs.gov 888-549-0820

32;‘;?*‘"“’“ stz 888-828-0059

Texas hh Jservices/financial/health-i i hi 440-04

Medicaid hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program 800-440-0493
UPP: medicaid.utah.gov/upp/

Utah UPP Email: upp@utah.gov

UPP: 877-222-2542

\l\z:gg%nt dvha.vermont.gov/members/medicaid/hipp-program 800-250-8427

. coverva.dmas.virginia.gov/learn/premium-assistance/famis-select L.
Virginia 4 o Nearn/ ) ) Ihealthi ) Medicaid/CHIP:
Medicaid and CHIP | coverva.dmas.virginia.gov/learn premium-assistance/health-insurance-premium-payment= | g0 435 594

hipp-programs

:\I/Iv:dsi;:ir:jgton hca.wa.gov 800-562-3022
West Virginia | dhhr.wv.gov/bms/ Medicaid: 304-558-1700
Medicaid and CHIP | mywvhipp.com/ CHIP: 855-699-8447
:\,/Iv(;jf:;g?a::j CHIP dhs.wisconsin.gov/badgercareplus/p-10095.htm 800-362-3002
:\I/Ive):j?g ildl‘lg health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility 800-251-1269

To see if any other states have added a premium assistance program since July 31, 2025, or for more information on special

enrollment rights, contact either:

U.S. Department of Labor
Employee Benefits Security Administration

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services

dol.gov/agencies/ebsa

866-444-EBSA (3272)
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cms.hhs.gov

877-267-2323, Menu Option 4, ext. 61565



Wellness Program Notices

Sukup Manufacturing is a voluntary wellness program available
to all employees. The program is administered according to
federal rules permitting employer-sponsored wellness programs
that seek to improve employee health or prevent disease,
including the Americans with Disabilities Act of 1990, the
Genetic Information Nondiscrimination Act of 2008, and

the Health Insurance Portability and Accountability Act,

as applicable, among others. If you choose to participate

in the wellness program you will be asked to complete a
voluntary health risk assessment or “HRA” that asks a series

of questions about your health-related activities and behaviors
and whether you have or had certain medical conditions (e.g.,
cancer, diabetes, or heart disease). You will also be asked to
complete a biometric screening, which will include a blood

test for cholesterol, triglyceride and glucose levels, as well as
measurements of height, weight, waist and blood pressure. You
are not required to participate in the blood test or other medical
examinations.

However, employees who choose to participate in the wellness
program will receive an incentive of medical premium reduction
for the 2026 Medical Plan Year. Although you are not required
to complete the HRA or participate in the biometric screening,
only employees who do so will receive premium incentive.

The information from your biometric screening will be used
to provide you with information to help you understand your
current health and potential risks. You also are encouraged to
share your results or concerns with your own doctor.

PROTECTIONS FROM DISCLOSURE OF MEDICAL
INFORMATION

We are required by law to maintain the privacy and security of
your personally identifiable health information. Although the
wellness program and Sukup Manufacturing may use aggregate
information it collects to design a program based on identified
health risks in the workplace, Sukup Manufacturing will never
disclose any of your personal information either publicly or to
the employer, except as necessary to respond to a request from
you for a reasonable accommodation needed to participate in
the wellness program, or as expressly permitted by law. Medical
information that personally identifies you that is provided in
connection with the wellness program will not be provided to
your supervisors or managers and may never be used to make
decisions regarding your employment.

Your health information will not be sold, exchanged, transferred,
or otherwise disclosed except to the extent permitted by law to
carry out specific activities related to the wellness program, and
you will not be asked or required to waive the confidentiality of
your health information as a condition of participating in the
wellness program or receiving an incentive. Anyone who receives
your information for purposes of providing you services as part
of the wellness program will abide by the same confidentiality
requirements. The only individual(s) who will receive your

personally identifiable health information is (are) “a registered
nurse,” “a doctor,” or “a health coach” in order to provide you
with services under the wellness program.

In addition, all medical information obtained through the
wellness program will be maintained separate from your
personnel records, information stored electronically will be
encrypted, and no information you provide as part of the
wellness program will be used in making any employment
decision. Appropriate precautions will be taken to avoid any
data breach, and in the event a data breach occurs involving
information you provide in connection with the wellness
program, we will notify you immediately.

You may not be discriminated against in employment because
of the medical information you provide as part of participating
in the wellness program, nor may you be subjected to
retaliation if you choose not to participate.

If you have questions or concerns regarding this notice, or
about protections against discrimination and retaliation, please
contact Julie Mackey at JMackey@Sukup.com 641-892-4222
Ext. 2310.






