TO: Managerial - Conﬁdenﬁa‘[

From: Human Resource Dept

HEALTH - DENTAL - VISION INSURANCE RATES

2019-2020

CDPHP (EPO) RATES

for employees hired PRIOR to January 1, 1994

EMPLOYERS EMPLOYEES 21 PAYROLL
TOTAL SHARE-87.5% SHARE-12.5% DEDUCTIONS
IND. $ 9,507.35 $ 8,318.93 $ 1,188.42 % 56.60
2 PERSON $ 18,84367 $ 1648821 $ 235546 $ 112.17
FAMILY $ 2524099 $  22,08586 $ 3,155.12 % 150.25
MEDICARE $ 9,507.35
for employees hired AFTER to January 1, 1994
EMPLOYERS EMPLOYEES 21 PAYROLL
TOTAL SHARE-81%  SHARE-19% DEDUCTIONS
IND. $ 9,507.35 $ 7,700.95 $ 1,806.40 $ 86 02
2PERSON  § 18,84367 $  15263.37 $ 358030 $ 170.50
FAMILY $ 2524099 $ 2044520 $ 479579 % 228.38
MEDICARE $ 9,507.35 —
for employees hired with 20% Share
EMPLOYERS EMPLOYEES 21 PAYROLL
TOTAL SHARE-80%  SHARE-20% DEDUCTIONS
IND $ 9,507.35 $ 7,605.88 $ 1,901.47 % 90.55
2 PERSON $ 18,843.67 $ 1507494 $ 3,768.73 $ 179.47
FAMILY $ 2524099 $ 2019279 $ 504820 $ 240.39
MEDICARE $ 9,507.35 o e
GUARDIAN DENTAL EMPLOYERS EMPLOYEES 21 PAYROLL
TOTAL SHARE-75%  SHARE-25%  DEDUCTIONS
IND $ 44982 $ 337.37 $ 112.46 $ 5.36
2 PERSON $ 889.85 $ 667.39 $ 22246 $ 10.59
FAMILY $ 1,720.94 $ 1,290.71 $ 43024 § 20.49
GUARDIAN VISION EMPLOYERS EMPLOYEES 21 PAYROLL
TOTAL SHARE-75%  SHARE-25% DEDUCTIONS
IND $ 138.36 $ 10377 $ 3459 % 1.65
2 PERSON $ 209.76 $ 157.32 $ 5244 $ 2.50
FAMILY $ 369.24 $ 27693 $ 9231 § 4.40

Dependents to 26

Contact Susan Radley - Benefits Ext 7234




CDPHP © EPO Plan Benefit Summary

Plan Code: EPOL11719

Group ID: 10000888

Presented For: Averill Park Central School District
Date Prepared: 11/29/2018

Effective Date: 7/1/2019

Metal Tier: N/A

In-Network

Deductible

N/A Single / N/A Family

Coinsurance

Not Applicable

Office Visits
PCP
Live Video Doctor Visits

Specialist

$25 Copayment
$25 Copayment
$25 Copayment

Out of Pocket Maximum

$4,620 Single / $9,240 Family (Embedded)

Annual Benefit Maximum Unlimited
Physician Services

PCP Office Visits for illness, injury or second opinion $25 Copayment
Specialist Office Visits for illness, injury or second opinion $25 Copayment

Physician Visits during inpatient stay when billed separately from the facility
Chemotherapy/Radiation Therapy

Well Baby and Child Care including immunizations and inoculations

Annual Adult Exam

Annual Gynecological Exam

Covered in full
$25 Copayment
Covered in full
Covered in full

Covered in full

Hospital Services
Inpatient Hospital (semi-private room, anesthesia, X-Ray, lab tests, etc)

Newborn Nursery

Covered in full

Covered in full

Qutpatient Surgery $25 Copayment
Diagnostic Testing*
Outpatient Hospital Laboratory Services: $25 Copayment

* Copayment waived if provider is a designated laboratory.

Outpatient Hospital Radiology Services:
* Copayment waived if is a preferred center.

Office Based Laboratory Services:
* Copayment waived if provider is a designated laboratory.

Office Based Radiology Services:
* Copayment waived if is a preferred center.

Mammogram
Cytology Screening

Prostate Cancer Screening

$25 Copayment
$25 Copayment

$25 Copayment

Covered in full
Covered in full

Covered in full

Emergency Care
Worldwide Emergency Room Care

Ambulance

$100 Copayment
$100 Copayment

Urgent Care

Nonparticipating urgent care facility services within the CDPHP UBI service area are not covered

$35 Copayment

Physical Therapy

$25 Copayment
(120 visits per benefit period)

Speech Therapy

$25 Copayment
(60 visits per benefit period)

Occupational Therapy

20f4

$25 Copayment
(120 visits per benefit period)



CDPHP ® EPO Plan Benefit Summary

Plan Code: EPOL11719
Group ID: 10000888

Presented For: Averill Park Central School District

Date Prepared: 11/29/2018

Effective Date: 7/1/2019
Metal Tier: N/A

Your employer has chosen the following rider(s) to modify the Plan under which you would be covered as a COPHP Member.

DME Riders

Rider Name
Description

Domestic Partnership

Rider Name

Description

Medicare Split Family Rider
Rider Name

Description

Surviving Spouse

Rider Name

Description

Union Benefit Medical

Rider Name

Description

Vision Coverage
Rider Name

Description

DME2

Durable medical equipment, prosthetics, orthotics, and oxygen are covered at 20% coinsurance in-network. There is no
coverage for orthotic shoe inserts.

ELG12

Provides coverage for an eligible same or opposite sex domestic partner and his or her eligible dependent children.

ELGMC
Medicare Split Family Rider

ELG17

Extends eligibility for surviving spouse and dependents upon the death of the subscriber.

UNNA1

Freestanding laboratory, radiology, and ambulatory surgery facility services are covered in full.* Skilled nursing facility services
are covered in full; up to 90 days per benefit period.* Physical and occupational therapy services are limited to one course of 120
days or less of short term therapy for each diagnosis per benefit period, subject to visit copayment.* Speech therapy services
are limited to one course of 60 days or less of short-term therapy for each specific diagnosis and related condition per benefit
period, subject to visit copayment.* Acute short-term inpatient physical rehabilitation therapy services are limited to 60 days for
each specific diagnosis and related condition for a continuous 12-month period and are covered in full.* Outpatient surgery
subject to Visit Copayment.

VSN2

One routine eye exam is available every 24 months, commencing on the group effective date, without referral, refer to specialist
office visit for cost share.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2019 - 06/30/2020

g UBI : EPOL11719 _ Coverage for: All Tiers | Plan Type:EPO
The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
45 share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-877-269-2134 . For general

definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.
You can view the Glossary at www.cdphp.com/contracts or call 1-877-269-2134 to request a copy.

Important Questions Answers - Why This Matters:

What is the overall

deductible? $0 See the Common Medical Events chart below for your costs for services this plan covers.
_
— — . = e
| Are there services
' covered before you meet | No. See the Common Medical Events chart below for your costs for services this plan covers.
your deductible?
Are theré other
 deductibles for specific No. You don't have to meet deductibles for specific services.
services?
“ E— . . = i _— — _
What is the out-of-pocket | In-Network: $4,620 individual/ If you have other family members in this plan, they have to meet their own out-of-pocket limits
limit for this plan? $9,240 family. until the overall family out-of-pocket limit has been met.

_ . . _
| What is not included in Premiums, balance billed

| the out-of-pocket limit? mwwm_ﬂmm w,q\%:om_s care this plan | Even though you pay these expenses, they don’t count toward the out-of-pocket limit. ﬁ

_ This plan uses a provider network. You will pay less if you use a provider in the plan’s network. |
Will you pay less if you | Yes. See www.cdphp.comor call | You will pay the most if you use an out-of-network provider, and you might receive a bill from a 7
| use a.peiwork provider? | 1-877-269-2134 for a list of ' provider for the difference between the provider's charge and what your plan pays (balance
_ " | network providers . ' billing). Be aware, your network provider might use an out-of-network provider for some _
_ _ | services (such as lab work). Check with your provider before you get services.

Do you need areferralto | g
see a specialist?

i You can see the specialist you choose without a referral.

10f8
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. What You Will Pay
Services You May Need Network Provider | Out-of-Network Provider

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

(You will pay the least) | (You will pay the most)

| | | |

| Tier 1 drugs Not Covered Not Covered
If you need drugs to __ — _
treat your illness or
condition Tier 2 drugs Not Covered Not Covered |
More information about
prescription drug None.
coverage is available at
hitp://www.cdphp.c Tier 3 QE@M Not Covered Not Covered
om/Members/Rx-
Corner — —
i Specialty drugs Not Covered Not Covered
_ ' Facility fee (.g., ambulatory ] e You may have reduced cost share for preferred |
' If you have outpatient  surgery center) Wmmloo pay Ivisit __l/_mﬁ Coee | ambulatory surgery centers. _ |
|
surgery Physician/surgeon fees No Charge Not Covered None.
Emergency room care $100 co-pay Mvisit ﬁoo co-pay /visit ' All Emergency Care is considered In-Network.
Emergency medical e . _ . . r
If you need immediate | transportation $100 co-pay Nisit $100 co-pay /visit All Emergency Care is considered In-Network. |
medical attention ) S R - |
Urgent care $35 co-pay /visit $35 co-pay /visit You may use live video visits.
|
_ _
| H _ _
_ Facilty fee (e.q. hospital room) |No Charge Not Covered | Prior authorization required for continuous
If you have a hospital ' | confinement services and inpatient stays.
stay ﬁ
_ Physician/surgeon fees No Charge 7 Not Covered None.

SBC-Id : 66421 3of8



Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Skilled nursing care

(You will pay the least) |

'No Charge
_

Durable medical eguipment

Hospice services

| 20% co-insurance

No Charge

(You will pay the most)

Not Covered

Not Covered

Not Covered

|
Limited to 90 days per benefit period. If you do
not secure authorization before receiving care,
you can be held responsible for an additional |
payment of 50% of the allowed amount, up to
$500 per service, in addition to your usual

Durable medical equipment that is rented,
repaired, replaced or costs more than $1000
requires prior authorization before receiving
care, otherwise you can be held responsible for
an additional payment of 50% of the allowed
amount, up to $500 per service, in addition to
your usual cost-share. Shoe inserts are not
covered.

' Limited to 210 days combined Inpatient and
Outpatient.

If your child needs
dental or eye care

i Children’s eye exam

$25 co-pay Mvisit

' Children’s glasses

Children’s dental check-up

Not Covered

Not Covered

Not Covered

One routine eye exam is available every 24
months.

| Not Covered

ﬂ.|
|

Not Covered

None.

7 Preventive Dental is not covered under your
medical benefits.

SBC-Id : 66421 50f 8



Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is as follows: Contact CDPHP at 1-877-269-2134 (or TTY 711), The New York State of Health NYS Department of Financial Services at (800) 342-3736
or http:/ilwww.dfs.ny.gov/, the Health Insurance Assistance Team of the U.S. Center for Consumer Information and Insurance Oversight at 1-877-267-2323
x61565 or www.cciio.cms.gov, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
https://www.dol.gov/ebsa/contactEBSA/consumerassistance.html.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal |. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact: CDPHP at 1-877-269-2134 (or TTY 711), The New York State of Health NYS Department of Financial Services at (800)
342-3736 or http:/lwww.dfs.ny.gov/, or Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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

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

SBC-Id : 66421 7of8



BHHUMAHHE: Ecnun BbI rOBOpHTE Ha HHOCTPAHHOM 361KE, BBl MOXKETE BOCTIONL30BATLCH GECTINATHLIMH YCIIyTaMH NepeBoja.
IlozBonute o Homepy Ha Baluelt ID kaprouke yuacrnuka (Tenmeraiin: 711).

ATANSYON: Si ou pale yon lang ki pa Angle, wap jwenn sevis asistans lang gratis disponib pou ou. Rele nimewo ki sou kat ID manm
oua (TTY:711).

F9]: go] 0]9] 8] Ao & AREtE A FEE A Y A8 28 BE $ 3Gyt Aty 3 D= e HIE
A 85 Al Q(TTY: 711).

ATTENZIONE: Se non parla inglese né una lingua anglofona, sono disponibili servizi gratuiti di assistenza linguistica. Chiami il
numero presente sulla scheda ID dei membri (TTY: 711).

50Rp 1D WanYA WK AR Y011 2T UOT ORYDR 11D 110 DYDY AN TRIDW TUR TRD IRIIND IWAVT , DIV R 2NN DXTPIWADIR
(711:TTY)

AT foefs Srstfey A @S IRGS (FT S FT IE , AR Sy ({1 ¥F61 ST F2TGT ST TAT| AN 0Ty ARG
FNEF @ T I (TTY: 711(

UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer na Twojej czionkowskiej
karcie ID (TTY: 711).

AT11TTY) iy gucand 4y sl A8Uags 3 g sall a8l Joail Ula dadl) Bacbuse cilans S i 585 oy ulady) e dad Coanil i€ 13) el

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez au numéro indiqué
sur votre carte de membre (ATS : 711).

0 b @ 3 38 (68 (T e i op e Ciie clead (S ile] (S ) o Sl i om il G somsr esde S A Gl 81w s
(TTY: 711) oS Js

ATENSYON: Kung nagsasalita kayo ng wikang iba sa Ingles, magagamit niyo ang mga serbisyo sa tulong sa wika nang walang bayad.
Tawagan ang numero sa inyong card miyembro ID (TTY: 711).

[TPOZOXH: Av dev pihdte Ayyhikd, vdpyovy otn S148e0v] cug vanpesies YAwGSIKNG vIoGTPIENG Ot omoieg Tapéyovial dwpedv. Kodéote tov apiBud
nov Oa Ppeite oty aTopikn cog tovtétnTa péhoug (TTY: 711).

VINI RE: Nése flisni njé gjuhé jo-anglisht, shérbime falas t& ndihmés s& gjuhés jané né dispozicion pér ju. Telefonojini numrit né
kartén tuaj t& ID t& anétarit (TTY: 711).
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Notice of Nondiscrimination

q BlueShleld
of Northeastern NewYork

For assistance in English, call customer service at the number
listed on your ID card.

Para obtener asistencia en espafiol, llame al servicio de atencién al
cliente al nUmero que aparece en su tarjeta de identificacion.

A TR TR 1D R ERV ARSRbE DAFOR P i#mE) -
ObpaTtutecb No Homepy TenedoHa 06CNYKUBAHUA KNUEHTOB,
yKasaHHOMY Ha Bawel naeHTMPpUKALMOHHOM KapToUKe, ANA NOMOLLU

Ha PYCCKOM A3blKe.

Rele nimewo sevis kliyantel ki nan kat ID ou pou jwenn &d nan Kreyol
= 20 AAIF IDIHE0 U= 22 HHIA

=

.

Per assistenza in italiano chiamate il numero del servizio clienti
riportato nella vostra scheda identificativa.

VPDR DN YN 191K DINYD TWRIDORP T DS BTN TR D41 IRD
20IRP D YR N

IRAT TEFSF 51, APEE A2MS FNG SIFee TN
(Fol ARNEIT & FF

Aby uzyska¢ pomoc w jezyku polskim, nalezy zadzwonié do dziatu
obstugi klienta pod numer podany na identyfikatorze.

wtoS IS g i 03,8 255 5y 5,18 wasliss S ol g e el o S 330 a0 93,

Pour une assistance en francais, composez le numéro de téléphone
du service a la clientéle figurant sur votre carte d’identification.

w0t 5SS 5y 5005 25 5 351888 il gl S g e satasS () S 330 o Wby 93,

Para sa tulong sa Tagalog, tumawag sa numero ng serbisyo sa
customer na nasa inyong ID card.

Mo porBela ota EAANVIKA, KAAEOTE TO TUAA EEUNNPETNONG TTEAQTWY
otov aplBpd nou avadEpeTal 0TV TOUTOTNTA 0.

Pér ndihmé né gjuhén shqipe, merrni né telefon shérbimin klientor
né numrin e renditur né kartén tuaj té identitetit.




®

Averill Park Central School
Express Scripts Prescription Drug Plan

BlueShield
of Northeastern New York
. Non-Formulary Generic
Generic Drug Brand Name Drug & Brand Name Drug

Retail Copayment $2 $25 $40

Mail Order Copayment

(90 day supply) $4 $50 $80

Providers Member must utilize a participating Medco Pharmacy provider.




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2019 - 06/30/2020
BlueShield of Northeastern New York: ASO RX

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
h’ share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.bseny.com or call 1-
800-888-1238. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined

terms see the Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-888-249-2583 to request a copy.

Important Questions - Answers | Why This Matters:

_
| What is the overall
deductible?

Does not apply, Does not apply.

Are there services _
covered before you meet Eosotapely

your deductible? |
Are there other
deductibles for specific Does not apply. Does not apply,
services?

Does not apply.

If «l\o__l have other family members in this plan, they :%\m to meet their own out-of-pocket limits

What is the out-obpocket | For nefiwork providers $1,980 until the overall family out-of-pocket limit has been met. _

limit for this plan? individual / $3,960 family.

Premiums, balance-billing charges,
and health care this plan doesn't | Even though you pay these expenses, they don’t count toward the out—of-pocket limit.
cover.

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

Yes. See www.bseny.com com or This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
call 1-800-888-1238 for a list of You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
_ (such as lab work). Check with your provider before you get services.

Do you need a referral to > .
see a specialist?

Will you pay less if you
use a network provider? | network providers.

No You can see the in-network specialist you choose without pemmission from this plan.

Questions about your prescription coverage: Call 1-800-444-9940 or visit us at www.hsneny.com. If you aren’t clear about any of the underlined terms used in this form, see
the Glossary. You can view the Glossary at http://www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-800-444-9940 to request a copy. Group ID: 00110145
Class:0008.0014



|

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

Common

Medical Event

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

Services You May Need

Primary care visit to treat an
“injury or illness

Not applicable

Specialist visit

zloﬂm%_momc_m

Preventive care/screening/
immunization

zgm|nc__omc._m.

What You Will Pay
Network Provider

| (You will pay the least) |

Out-of-Network Provider

(You will pay the most)

Not applicable

. Limitations, Exceptions, & Other Important
Information

This is a prescription drug only plan

Not applicable

This is a prescription drug only plan

Not applicable

' This is a prescription drug only plan

If you have a test

Diagnostic test (x-ray, blood
work)

Not applicable

Imaging (CT/PET scans, MRIs)

Not applicable

Not applicable

This is a prescription drug only plan

..zo.ﬁ mmg_omc_m

If you need drugs to
treat your illness or
condition

More information about

prescription drug

coverage is available at

www.bsneny.com

— $4 co-pay per 90 day supply for mail order. _
{ $50 co-pay per 90 day supply for mail order.

(Tier 3)

Specialty drugs (Tier 4)

Exceptions

$40 co-pay/prescription

See Limitations and

_Generic drugs (Tier 1) $2 co-pay/prescription | Not covered
Preferred brand drugs (Tier 2) | $25 co-pay/prescription | Not covered
Non-preferred brand drugs

Not covered

Not covered

$80 co-pay per 90 day supply for mail order.

Specialty drugs could be generic, _
preferred brand, or non-preferred

brand. For Member Service related

to prescriptions call 1-866-591-3878.

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

Not applicable

Physician/surgeon fees

Not m%__o.mﬂml

Not applicable

This is a prescription drug only plan

‘Not applicable

_ This is a prescription drug only plan

If you need immediate

medical attention

Emergency room care

Not applicable

Emergency medical
| transportation

| Not mvu:omc_%

Not applicable

This is a prescription drug only plan

Not applicable

Urgent care

Not applicable

zalm%:omcm

If you have a hospital
stay

Facility fee (e.g., hospital room)

Not applicable

Physician/surgeon fees

Not applicable

Not applicable

Not m%__mmc_m

' This is a prescription drug only plan __

|_ This is a mamo%:o: drug only plan .
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Excluded Services & Other Covered Services:

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

® Acupuncture

§ Lona Term € e Cosmetic surgery e Dental (Adult)
. Sw:.@ Zo_HB wqo e Custodial Care e Hearing Aids
i s e Private Duty Nursing e Routine Foot Care

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

e Bariatric Surgery Bariatric Surgery e Chiropractic Care e Elective Abortion
e Infertility treatment e Routine Eye Care (Adult) ¢ Non-emergency care when traveling outside the
u.s.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies are the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health
and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also

provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: 1-888-249-2583.

Does this plan provide Minimum Essential Coverage? Yes.

If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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

Language Access Services:
[Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-249-2583.
[Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-249-2583.

[Chinese (F30): AN RFEZ HFSCAYESE), B3R FTIX N 5151-888-249-2583.

[Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-249-2583.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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