Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: Beginning on or after 01/01/2023

Bheg MESSA ABC & ABC RX & MESSA

A nonprofit corporation and independent licensee Plan 1 Coverage fOI': Ind|V|dua|/Famlly | Plan Type: PPO

of the Blue Cross and Blue Shield Association

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

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.messa.org or call MESSA at 1-800-336-

0013. 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 https://www.healthcare.gov/sbc-glossary or call MESSA at 1-800-336-0013 to request a copy.

:  Answers | Why this M
mportant Questions m Out-of-Network y this Matters:

$1.500 Individuall/ $3,000 Individual/ Generally, you must pay all of the costs from providers up to the deductible amount before this
$3.000 Fami $6.000 Famil plan begins to pay. If you have other family members on the policy, the overall family
’ y ’ y deductible must be met before the plan begins to pay.

What is the overall deductible?

This plan covers some items and services even if you haven't yet met the deductible amount.
Are there services covered before Yes. Preventive care services are covered But a copayment or coinsurance may apply. For example, this plan covers certain preventive
you meet your deductible? before you meet your deductible. services without cost-sharing and before you meet your deductible. See a list of covered

preventive services at (https://www.healthcare.gov/coverage/preventive-care-benefits/).

Are there other deductibles for  No.

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

What is the out-of-pocket limit for

this plan? $2,500 Individual/  $5,000 Individual/  The out-of-pocket limit is the most you could pay in a year for covered services. If you have
(May include a coinsurance $5,000 Family $10,000 Family other family members in this plan, the overall family out-of-pocket limit must be met.
maximum)

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

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

This plan uses a provider network. You will pay less if you use a provider in the plan's
Yes. For a list of network providers see  network. You will pay the most if you use an out-of-network provider, and you might receive a
(http://www.messa.org) or call MESSA at | bill from a provider for the difference between the provider's charge and what your plan pays
800-336-0013 (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.

Will you pay less if you use a
network provider?

Do you need a referral to see a
specialist?

No. You can see the specialist you choose without a referral.
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i n All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Limitations, Exceptions, & Other Important

Common Medical Event  |Services You May Need In-Network Provider Out-of-Network Provider Information
(You will pay the least) (You will pay the most)
Prlmgry care HISIH 0 e No Charge 20% coinsurance None
an injury or illness
e o
If you visit a health care Specialist visit No Charge 20% coinsurance None | |
provider’s office or clinic  payentive care/ You may have to pay for services that aren't
——— No Charge; deductible does preventive. Ask your provider if the services
screening/ Not covered :
. — not apply needed are preventive. Then check what your plan
immunization will pay for
Diagnostic test (x-ray, No Charge 20% coinsurance None
blood work)
If you have a test maging (CTIPET
|\;|n|:\?|%l)ng ( S€ans: INo Charge 20% coinsurance May require preauthorization

$10 copay/prescription for
Generic or prescribed retail 34-day supply; $20
over-the-counter drugs  |copay/prescription for retail

and mail order 90-day supply

$40 copay/prescription for
Preferred brand-name  |retail 34-day supply; $80
drugs copay/prescription for retail

In-Network copay plus an
additional 25% of the approved

If you need drugs to treat amount

your illness or condition
More information about
prescription drug coverage

In-Network copay plus an

additional 25% of the approved Preventive drugs covered in full. Mail order drugs

are not covered out-of-network.

is available at . amount
and mail order 90-day supply
s e $40 copay/prescription for
Non-preferred brand- retail 34-day supply; $80 In-Ngtwork %@Y plus an
. , additional 25% of the approved
name drugs copay/prescription for retail
: amount
and mail order 90-day supply
Facility fee (e.g.,
If you have outpatient ambulatory surgery No Charge 20% coinsurance None
surgery center)
Physician/surgeon fees  No Charge 20% coinsurance None
Emergency room care  No Charge No Charge None
If you need immediate Emergency medical , -
medical attention transportation No Charge No Charge Mileage fimits apply
Urgent care No Charge 20% coinsurance None
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What You Will Pay

Common Medical Event |Services You May Need In-Network Provider Out-of-Network Provider Limitations, Exﬁﬁ?g‘.ﬁ:{ig‘nomer Important
(You will pay the least) (You will pay the most)

Facility fee (e.g., hospital

i No Charge 20% coinsurance Preauthorization is required
If you have a hospital stay °0M)
Physician/surgeon fee ~ |No Charge 20% coinsurance None
If you need behavioral Outpatient services No Charge 20% coinsurance None
health services (mental
2?3“2 ar)1d substance use ||npatient services No Charge 20% coinsurance Preauthorization is required.
isorder

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

No Charge; deductible does 20% coinsurance and depending on the type of services cost share

Office visits

not apply may apply. Cost sharing does not apply for
If you are pregnant preventive services.
Childbirth/delivery No Charge 20% coinsurance None

professional services

Childbirth/delivery facility

: No Charge 20% coinsurance None
services

Home health care No Charge No Charge Physician certification required.

Physical, Speech and Occupational Therapy is
Rehabilitation services ~ |No Charge 20% coinsurance limited to a combined maximum of 60 visits per
member, per calendar year.

Applied behavior analysis (ABA) treatment for

If you need help recovering Habilitation services No Charge 20% coinsurance Autism - when rendered by a Licensed Behavior
or have other special health Analyst (LBA) - subject to preauthorization.
needs Skilled nursing care No Charge No Charge Physician certification required. Limited to 120

days per member per calendar year

Buizhle redes Excludes bath, exercise and deluxe equipment

. No Charge No Charge and comfort and convenience items. Prescription
equipment ;
required.
Hospice services No Charge No Charge Physician certification required. Unlimited visits.
If your child needs dental or Children’s eye exam Not covered Not covered None
eye care Children’s glasses Not covered Not covered None
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Ehathiodiv 1.9 Limitations, Exceptions, & Other Important

Common Medical Event  |Services You May Need | In-Network Provider Out-of-Network Provider ik ety e
(You will pay the least) (You will pay the most)

For more information on
pediatric vision or dental,
contact your plan
administrator

Children’s dental check-
up

Not covered Not covered None

4 0of 8



Excluded Services & Other Covered Services:

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

e Cosmetic Surgery e Long term care ¢ Routine foot care

e Dental care (Adult) e Routine eye care (Adult) e Weight loss programs

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

e Acupuncture treatment e Coverage provided outside the United States. ¢ Non-emergency care when traveling outside the U.S

e Bariatric surgery See (hitp://www.messa.org) e Private-duty nursing

e Hearing aids

e Chiropractic care
o Infertility treatment

50f8



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:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling 1-800-324-6172. 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 MESSA by calling
1-800-336-0013.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48909-7720 or http://www.michigan.gov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes

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

Does this plan meet 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.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

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

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

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

Peg is Having a Baby

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

M The plan’s overall deductible $1,500
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

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

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles $1,500

Copayments $10

Coinsurance $0
What isn’t covered

Limits or exclusions $60

The total Peg would pay is $1,570

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of
a well-controlled condition)

M The plan’s overall deductible $1,500
M Specialist coinsurance 0%
W Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $1,500
Copayments $500
Coinsurance $0
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,020

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

Mia’s Simple Fracture

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

M The plan’s overall deductible $1,500
M Specialist coinsurance 0%
W Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,500
Copayments $10
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,510

If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement
(HRA), and/or a health savings account (HSA), then you may have access to additional funds to help cover certain out-of-pocket expenses — like the
deductible, copayments, or coinsurance, or benefits not otherwise covered.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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ADN Administrators, Inc.

'MN 26 B 610
Rl i e Southfield, MI 48037
ADMINISTRATORS 248-901-3705

UTICA COMMUNITY SCHOOLS Dental Benefits Plan Group #9210
Administrators and Exclusion without other dental coverage (Non COB)

Please note that if you have other dental coverage you will be moved from the non-coordinating dental plan to the coordinating
dental plan with Utica. If you have other coverage please notify ADN Administrators and your Provider.

The Plan-at-a-Glance PPO Networks: ADN Dental Network, DenteMax

| Maximum Benefits Plan year July 1% through June 30"
Annual Maximum $2000 per eligible individual for covered class 1, Il and Ill services.
Lifetime Maximum $1000 per eligible individual for covered class IV services

Class | Preventive Services — 100% In-Network / 85% Out-of-Network

Oral Examinations Twice per plan year

Bitewing X-Rays Once per plan year

Prophylaxis/Periodontal Maintenance Twice per plan year

Topical Application of Fluoride Twice per plan year to age 19

Full-Mouth Series or Panoramic X-Rays Once per 60 months

All Other X-Rays

Space Maintainers Under age 16, initial appliance only, one bilateral per arch or

One unilateral per quadrant, per lifetime

Class Il Restorative Services — 90% In-Network / 85% Out-of-Network

Composite and Amalgam fillings Once per tooth surface per 12 months

Root Canal Therapy / Endodontics

Periodontal Root Planing Once per quadrant per 24 months

Periodontal Surgery Limitations apply based on service

Oral Surgery and Extractions

General Anesthesia or IV Sedation With covered oral surgery

Consultations Once per specialty per 12 months

Inlays, Onlays, Crowns** Once per permanent tooth in 60 months

Denture Repair or Adjustment

Denture Reline or Rebase Once per 24 months, per arch

Addition of Teeth to Partial Dentures

Occlusal Guards Once per lifetime, only within 6 months following Osseous Surgery
| Class Ill Major Services — 50% In-Network / 50% Out-of-Network

Complete and Partial Removable Dentures** Once per arch per 60 months

Fixed Partial Dentures (Bridges)** Once per arch per 60 months
| Class IV Orthodontic Services — 50% In-Network / 50% Out-of-Network

Orthodontic Diagnostics Up to age 19

Limited and Interceptive Treatment Removable and Fixed Appliance Therapy, up to age 19

Comprehensive Treatment Fixed Appliance Therapy, up to age 19

Not Covered

Sealants Implants and Restorations over implants TMJ/TMD Treatment, Therapy, Appliances Cosmetic Treatments

Deductible — None

Missing Tooth Clause — None

12 Month Billing Limitation

Waiting Periods — None **Porcelain and ceramic facings are not covered for posterior teeth, alternate benefit applies
COB - Standard **Prosthetics are considered on seat/delivery date

**Note — Quotes of benefits do not constitute a guarantee of payment. Covered benefits may have limitations or
exclusions affecting plan payment. Refer to plan booklet for additional coverage details and limitation. Predetermination
is strongly encouraged for all non-emergency dental treatment exceeding $300.00 in charges. The treatment plan should
be submitted to ADN prior to beginning any treatment.
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A ,“ ADN Administrators, Inc.
A PO Box 610

Southfield, MI 48037
ADMINISTRATORS o031 7o
UTICA COMMUNITY SCHOOLS Dental Benefits Plan Group #9210
Administrators and Exclusion with other dental coverage (COB)
The Plan-at-a-Glance PPO Networks: ADN Dental Network, DenteMax
| Maximum Benefits Plan year July 1% through June 30™
Annual Maximum $2000 per eligible individual for covered class I, Il and Il services.
Lifetime Maximum $1000 per eligible individual for covered class IV services

Class | Preventive Services — 60% In-Network / 50% Out-of-Network

Oral Examinations Twice per plan year

Bitewing X-Rays Once per plan year

Prophylaxis/Periodontal Maintenance Twice per plan year

Topical Application of Fluoride Twice per plan year to age 19

Full-Mouth Series or Panoramic X-Rays Once per 60 months

All Other X-Rays

Space Maintainers Under age 16, initial appliance only, one bilateral per arch or

One unilateral per quadrant, per lifetime

Class Il Restorative Services — 60% In-Network / 50% Out-of-Network

Composite and Amalgam fillings Once per tooth surface per 12 months
Root Canal Therapy / Endodontics

Periodontal Root Planing Once per quadrant per 24 months
Periodontal Surgery Limitations apply based on service

Oral Surgery and Extractions

General Anesthesia or IV Sedation With covered oral surgery
Consultations Once per specialty per 12 months
Inlays, Onlays, Crowns** Once per permanent tooth in 60 months
Denture Repair or Adjustment

Denture Reline or Rebase Once per 24 months, per arch

Addition of Teeth to Partial Dentures

Occlusal Guards Once per lifetime, only within 6 months following Osseous Surgery

Class lll Major Services —50% In-Network / 50% Out-of-Network

Complete and Partial Removable Dentures** Once per arch per 60 months
Fixed Partial Dentures (Bridges)** Once per arch per 60 months
| Class IV Orthodontic Services — 50% In-Network / 50% Out-of-Network
Orthodontic Diagnostics Up to age 19
Limited and Interceptive Treatment Removable and Fixed Appliance Therapy, up to age 19
Comprehensive Treatment Fixed Appliance Therapy, up to age 19

Not Covered

Sealants Implants and Restorations over implants TMJ/TMD Treatment, Therapy, Appliances Cosmetic Treatments

Deductible — None

Missing Tooth Clause — None

12 Month Billing Limitation

Waiting Periods — None **Porcelain and ceramic facings are not covered for posterior teeth, alternate benefit applies
COB - Standard **Prosthetics are considered on seat/delivery date

**Note — Quotes of benefits do not constitute a guarantee of payment. Covered benefits may have limitations or
exclusions affecting plan payment. Refer to plan booklet for additional coverage details and limitation. Predetermination
is strongly encouraged for all non-emergency dental treatment exceeding $300.00 in charges. The treatment plan should
be submitted to ADN prior to beginning any treatment.
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National Vision Administrators, L.L.C.

Your NVA Vision Benefit Summary
Utica Community Schools

(NVA3P)
Effective 07/01/2008
Revised 07/01/2019
Schedule of Vision Benefits Group Number #8169
How Your Vision Care Program Works

Non-Part|IC|pat|ng Eligible members and dependents are entitled to
Provider receive a vision examination and one (1) pair of lenses

Participating

Benefit Frequency

Provider and a frame or contact lenses once every plan year.
Examination « Covered 100% R(flmd)ursedsgmoosmt For your convenience, at the start of the program, you
Once Every Plan Year ° P to $35(0D) il i identificati i icinati
= Up to $45 (MD) will receive two identification cards with participating
providers in your zip code area listed on the back. At
Lenses ) the time of your appointment, simply present your NVA
Once Every Plan Year Standard Glass or Plastic identification card to the provider or indicate that your
- single Vision = Covered 100% « Up to $38 benefit is administ(.ered by NVA Thg providgr will .
. Bifocal = Up to $60 contact NVA to verify eligibility. A vision claim form is
. Trifocal = Upto $72 not required at an NVA participating provider.
=  Lenticular = Up to $108
* Oversized = Covered 100% = NA Be sure to inform the provider of your medical history
= Rimless Mounting = Covered 100% = N/A and any prescription or over-the-counter (OTC)
= Blended Bifocal = Covered 100% = NA medications you may be taking.
(Segment)
= Glass Photogrey = Covered 100% = N/A To verify your benefit eligibility prior to calling or
= Transitions = Covered 100% = NA visiting your eye care provider, please visit our website
» Standard Progressives = Covered 100% = NA at www.e-nva.com, or download our mobile app by
= Polarized = Covered 100% searching NVA Vision, or contact NVA’s Customer
=  Single Vision = Upto$18 Service Department toll-free at 1.800.672.7723 (TDD line
=  Bifocal = Upto $30 1-888-820-2990) or NVA’s Interactive Voice Response
=  Trifocal = Upto$38 (IVR). Customer Service is available 24 hours a day, 7
= Lenticular = Upto $30 days a week, 365 days a year. Any question any time.
= Tints = Covered 100%
= Single Vision = Upto$4 If you are not a registered subscriber, you can still
=  Bifocal =  Upto $10 search our providers online by selecting the “Find a
= Trifocal =  Upto $12 Provider” link on our home page. Be sure to choose
= Lenticular =  Upto $10 the NVA Network 2 vision plan from the drop down box
- and enter group number 8169000301 or the group
Frame Retail Allowance number on the identification card and enter in your
Once Every Plan Year * Up to $130 * Up to $66 search parameters. It’s that easy!
(20% discount off
balance)* *Does not apply to Wal-Mart / Sam’s Club locations or
Contact Lenses In lieu of In lieu of for certain proprietary brands. **Does not apply to Wal-
Once Every Plan Year Lenses & Frame Lenses & Frame Mart/Sam’s Club or Contact Fill (NVA Mail Order) or
certain locations at: Target, Sears, Pearle, & K-Mart and
Elective Contact Lenses = Up to $250 Retail® = Up to $150 may be prohibited by some manufacturers. ***Pre-
(15% discount approval from NVA required.
(Conventional) or 10%
discount (Disposable) off ®Additional professional services related to contact
balance)** lenses (also known as fitting fees) would be included in
the contact lens allowance shown above.
Medically Necessary*** = Covered 100% = Up to $200

Due to their everyday low prices (EDLP) the amounts listed below may not be applicable at Wal-Mart/Sam’s Club.
Lens options purchased from a participating NVA provider will be provided to the member at the amounts listed in the fixed option pricing list below:

. $12 Ultraviolet Coating $100 Progressive Lenses Premium
" $10 Standard Scratch-Resistant Coating $25 Polycarbonate (Single Vision)
L] $40 Standard Anti-Reflective $30 Polycarbonate (Multi-Focal)

. $55 High Index
Fixed Pricing not available in certain states.
For lens options & services purchased from a participating NVA provider, NVA members will only pay the fixed maximum amount or the provider’s Usual and
Customary (U&C) charge less 20%, whichever is less. Options not listed will be priced by NVA providers at 20% off the Provider’s Retail (U&C) price. Fixed prices are
available in-network only. Discounts are not insured benefits. In certain states, members may be required to pay the full retail amount and not the negotiated
discount amount at certain participating providers.

Participating providers are not contractually obligated to offer sale prices in addition to outlined coverage. Regardless of medical or optical necessity, vision
benefits are not available more frequently than specified in your policy.
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Get a Better View

Plan Specific Details Online: The NVA website is easy to use and provides the most up to date information for program participants:
-Locate a nearby participating provider by name, zip code, or City/State, Verify eligibility for you or a dependent

-View benefit program and specific detail, Review claims, Print ID cards (when applicable), Nominate a non-participating provider to join the
NVA network

Examinations. The comprehensive exam includes case history, examination for pathology or anomalies, visual acuity (clearness of
vision), refraction, tonometry (glaucoma test) and dilation (if professionally indicated).

Lenses: NVA provides coverage in full for standard glass or plastic eyeglass lenses.

Frames: Select any frame from the participating provider’s inventory. Any amount in excess of your plan allowance is the member’s
responsibility. Frame choices vary from office to office. (Visit NVA’s website to view the Benefit maximizer Program)

Contact Lenses: The contact lens benefit includes all types of contact lenses such as hard, soft, gas permeable and disposable lenses.
Medically necessary contact lenses includes fitting and follow up and may be covered with prior authorization when prescribed for: post
cataract surgery, correction of extreme visual acuity problems that cannot be corrected to 20/70 with spectacle lenses, Anisometropia or
Keratoconus.

Non-Participating Providers: You will be responsible for one hundred percent (100%) of the cost at the time of service at a non-
participating provider. You can request a claim form from NVA via the website www.e-nva.com or you may submit receipts along with a
letter containing the member’s full name, patient’s full name, address, ID# and sponsoring organization to NVA, P.O. Box 2187, Clifton, NJ
07015.

Laser Eye Surgery: NVA has chosen The National LASIK Network to serve their members. This network was developed by LCA
Vision in 1999 and is one of the largest panels of LASIK surgeons in the U.S. Members are entitled to significant discounts and a free
initial consultation with all in-network providers.

Discounts: In addition to your funded Your NVA EyeEssential® Plan Discount — In Network Only
benefit you are e||g|b|e to access the Service Participating Provider Lens Options

EyeEssential®Plan discount (in VIETTT5ET CRGiE

Network Only) on additional purchases Eye Examination: Retail Less $10 $12 Solid Tint/ Gradient Tint

during the plan period. Please see table $50 Standard Progressive Lenses

for more detail regarding NVA’s discount  ~gntact Lens Fitting: Retail Less 10% $75 Polarized Lenses

plan: $65 Transitions Single Vision Standard

$70 Transitions Multi-Focal Standard

*Discount is not applicable to mail order; Lgnses:_ . Glass or Plastic $15 Standard Scratch Coating
however, you may get even better pricing on S!ngle Vision $35.00 $12 UV Coating
contact lenses through Contact Fill. Bifocal $55.00 $35 Polycarbonate
Trifocal or Lenticular $70.00 $45 Standard Anti-Reflective
Frame: Retail Less 35%
Contact Lenses*: Member Cost:
Conventional Retail Less 15%
Disposable Retail Less 10%

Lens options purchased from a participating NVA provider will be provided to the member at the amounts listed in the fixed option price list above.
Options not listed will be priced by NVA providers at their reasonable & customary retail price less 20%.

Wal-Mart / Sam’s Club Stores: Due to their everyday low prices (EDLP) Wal-Mart / Sam’s Club stores do not provide additional discounts.

At NVA, We Work Only for Our Clients.

Insurance coverage provided by National Guardian Life Insurance Company (NGLIC), 2E Gilman, Madison, WI 53703. Policy NVIGRP 5/07. NGLIC is not affiliated with the Guardian Life Insurance Company
of America, a/k/a The Guardian or Guardian Life. A full description of your coverage, its limitations, exclusions and conditions is contained in the Insurance Policy issued to your Plan Sponsor at its place of
business. That full description in the form of a Certificate of Coverage can be made available to you by requesting it from your Plan Sponsor.

Exclusions / Limitations: No payment is made for medical or surgical treatments / Rx drugs or OTC medications / non-prescription lenses / two pair of glasses in lieu of bifocals / subnormal visual aids / vision
examination or materials required for employment / replacement of lost, stolen, broken or damaged lenses/ contact lenses or frames except at normal intervals when service would otherwise be available /
services or materials provided by federal, state, local government or Worker's Compensation / examination, procedures training or materials not listed as a covered service / industrial safety lenses and safety
frames with or without side shields / parts or repair of frame / sunglasses.

This document is intended as a program overview
only and is not a certified document of the
individual plan parameters.

National Vision Administrators, L.L.C. = PO Box 2187 - Clifton, NJ 07015
Web: www.e-nva.com = Toll-Free: 1.800.672.7723
NVA® and EyeEssential® are registered marks of National Vision Administrators, L.L.C.

COUNCIL 13
AFSCM
UNION LABEL
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| GROUP LIFE AND ACCIDENTAL DEATH
AND DISMEMBERMENT INSURANCE
PROGRAM




GROUP LIFE INSURANCE



SCHEDULE OF BENEFITS

EFFECTIVE DATE: May 1, 2011, as amended in the Policy through July
1,2015

ELIGIBLE CLASSES: Each active, Full-time Administrator and
Administrative Support Staff, except any person employed on a
temporary or seasonal basis.

INDIVIDUAL EFFECTIVE DATE: The first of the month following the
day you become eligible.

INDIVIDUAL REINSTATEMENT: Not Applicable
AMOUNT OF INSURANCE:

Basic Life: Two (2) times Earnings, rounded to the next higher $1,000,
subject to a minimum Amount of Insurance of $10,000 and a maximum
Amount of Insurance of $500,000.

The Life amount will be reduced by any benefit paid under the Living
Benefit Rider.

CHANGES IN AMOUNT OF INSURANCE: Increases and decreases in
the Amount of Insurance because of changes in age, class or earnings (if
applicable) are effective on the first of the Policy month coinciding with or
next following the date of the change.

With respect to increases in the Amount of Insurance, you must be
Actively At Work on the date of the change. If you are not Actively At
Work when the change should take effect, the change will take effect on
the day after you have been Actively At Work for one full day.

CONTRIBUTIONS: You are not required to contribute toward the cost of
the Basic Insurance.
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GROUP ACCIDENTAL DEATH AND
DISMEMBERMENT INSURANCE



SCHEDULE OF BENEFITS

ELIGIBILITY: Each active, Full-time Administrator and Administrative
Support Staff, except any person employed on a temporary or seasonal
basis.

INDIVIDUAL EFFECTIVE DATE: The first of the month following the
day you become eligible.

INDIVIDUAL REINSTATEMENT: Not Applicable
AMOUNT OF INSURANCE: PRINCIPAL SUM:
INSURED PERSONS:

Two (2) times Earnings, rounded to the next higher $1,000, subject to a
minimum Principal Sum of $10,000 and a maximum Principal Sum of
$500,000.

CHANGES IN AMOUNT OF INSURANCE: Increases and decreases in
the Amount of Insurance because of changes in age, class or Earnings
(if applicable) are effective on the first of the Policy month coinciding with
or next following the date of the change.

With respect to increases in the Amount of Insurance, you must be
Actively at Work on the date of the change. If you are not Actively at
Work when the change should take effect, the change will take effect on
the day after you have been Actively at Work for one full day.

CONTRIBUTIONS: You are not required to contribute toward the cost of
your insurance coverage.
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GROUP LONG TERM DISABILITY
INSURANCE PROGRAM




SCHEDULE OF BENEFITS

EFFECTIVE DATE: May 1, 2011, as amended in the Policy through July
1,2011

ELIGIBLE CLASSES: Each active, Full-time Administrator, Community
Education Coordinator, Energy Manager and Administrative Support
Staff, except any person employed on a temporary or seasonal basis.

YOUR EFFECTIVE DATE: The first of the month following the day you
become eligible.

INDIVIDUAL REINSTATEMENT: Not Applicable

LONG TERM DISABILITY BENEFIT

ELIMINATION PERIOD: 90 consecutive days of Total Disability.

MONTHLY BENEFIT: The Monthly Benefit is an amount equal to 66
2/3% of Covered Monthly Earnings.

To figure this benefit amount payable:

(1) multiply your Covered Monthly Earnings by the benefit
percentage(s) shown above;

(2) take the lesser of the amount:
(a) of step (1) above; or
(b) the Maximum Monthly Benefit shown below; and

(3) subtract Other Income Benefits, as shown below, from step (2),
above.

We will pay at least the Minimum Monthly Benefit as follows.

OTHER INCOME BENEFITS: Other Income Benefits are:

(1) disability income benefits you are eligible to receive because
of your Total Disability under any group insurance plan(s):

(2) disability income benefits you are eligible to receive because
of your Total Disability under any governmental retirement
system, except benefits payable under a federal government
employee pension benefit;

(3) all benefits (except medical or death benefits) including any
settlement made in place of such benefits (whether or not
liability is admitted) you are eligible to receive because of your
Total disability under:

(a) Workers' Compensation Laws;
(b) occupational disease law;
(c) any other laws of like intent as (a) or (b) above; and
(d) any compulsory benefit law;
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(4) any of the following that you are eligible to receive from the
Policyholder:

(a) any formal salary continuance plan;

(b) wages, salary or other compensation, excluding the
amount allowable when engaged in Rehabilitative
Employment; and

(c) commissions or monies, including vested renewal
commissions, but, excluding commissions or monies that
you earned prior to Total Disability which are paid after
Total Disability has begun;

(5) that part of disability benefits paid for by the Policyholder which
you are eligible to receive because of your Total disability
under a group retirement plan; and

(6) that part of Retirement Benefits paid for by the Policyholder
which you are eligible to receive under a group retirement
plan; and

(7) disability or Retirement Benefits under the United States Social
Security Act, the Canadian pension plans, or any other
government plan for which:

(a) you are eligible to receive because of your Total Disability
or eligibility for Retirement Benefits; and

(b) your dependents are eligible to receive due to (a) above.

Disability and early Retirement Benefits will be offset only if such benefits
are elected by you or if election would not reduce the amount of your
accrued normal Retirement Benefits then funded.

Retirement Benefits under number (7) above will not apply to disabilities
which begin after age 70 if you are already receiving Social Security
Retirement Benefits while continuing to work beyond age 70.

MINIMUM MONTHLY BENEFIT: In no event will the Monthly Benefit
payable to you be less than the greater of:
(1) 10% of the Covered Monthly Earnings multiplied by the Monthly

Benefit percentage(s) as shown above; or
(2) $100

MAXIMUM MONTHLY BENEFIT: $12,000 (this is equal to a maximum
Covered Monthly Earnings of $17,999).

MAXIMUM DURATION OF BENEFITS: Benefits will not accrue beyond
the duration specified below:

Age at Disablement Duration of Benefits
Less than 69 To Age 70
69 or more 12 months
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CHANGES IN MONTHLY BENEFIT: Increases in the Monthly Benefit
are effective on the first of the Policy month coinciding with or next
following the date of the change, provided you are Actively at Work on
the effective date of the change. If you are not Actively at Work on that
date, the effective date of the increase in the benefit amount will be
deferred until the date you return to Active Work. Decreases in the
Monthly Benefit are effective on the first of the Policy month coinciding
with or next following the date the change occurs.

CONTRIBUTIONS: You are not required to contribute toward the cost of
this insurance.

Premium contributions will not be included in your gross income.
For purposes of filing your Federal Income Tax Return, this means that
under the law as of the date the Policy was issued, your Monthly Benefit

might be treated as taxable. It is recommended that you contact your
personal tax advisor.
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unum

Better benefits at work.

What you need to know

This booklet provides all
the information you need
to understand the long
term care (LTC) insurance
coverage your employer is
offering through Unum.

Please follow the tabs to
make sure you complete
each section.

Long term care insurance

Everything you need to apply for coverage
for yourself and your family members

How it works

This includes information about why this coverage is important, detailed plan
information, and what is not covered. Be sure to review this information
before enrolling.

How to enroll in the plan

This section includes rates for the plan(s) being offered, Benefit Election
Forms, Long Term Care Insurance Applications (medical questionnaire),
replacement forms, and other forms that require a signature.

Please refer to the grid below to determine which forms to complete.

Protection Authorization

Long Term Care

Benefit Application Against and Agreement
Election (medical Unintentional | for Automatic Personal
Form | questionnaire) Lapse Payments Worksheet

Employee®
Spouse* v/ 4
Other family
members v/ v v/ /1t v/
Retired employee
and spouse v v v/ /1 v/

* Employees: Complete the Long Term Care Application (medical questionnaire) only if you are choosing coverage over the
quarantee issue limit or if you are enrolling after your initial guarantee issue enrollment period.

¥ For definition of spouse, please refer to the Benefit Election Form.

T This form is only required if you choose for your payment to be automatically deducted from your checking account.

- (all 1-800-227-4165 if you have any question about the forms.

State forms to review

These are forms for your review only. There is nothing to fill out. The state
where your employer is located requires that this information be included for
all consumers.
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Monthly Benefit Maximum

Long Term Care (LTC)

Facility

Assisted Living Facility

Professional Home Care

Services

Total Home Care

Lifetime Maximum

Amount

Elimination Period

SUMMARY OF BENEFITS

Available
August 1, 2001

Active Employees-

At the Employer's
expense

$4,000

60% of the LTC
Facility amount

50% of the LTC
Facility amount

36X the LTC
Facility amount

90 consecutive days

Available
October 1, 2001

Family Members,
Retirees and Board
Members-

At your expense

$1,000 to $6,000 in
$1,000 increments

60% of the LTC
Facility amount

50% of the LTC
Facility amount

OR
50% of the LTC
Facility amount
36X the LTC
Facility amount

OR

72X the LTC
Facility amount

OR

Unlimited

90 consecutive days



Available

October 1, 2001
Active Employees-
At your expense

Monthly Benefit Maximum

Long Term Care (LTC) $1,000 to $2,000
Facility additional coverage

in $1,000 increments

Total Home Care 50% of the LTC
Facility amount

Other Coverage Options

Capped Simple % annually
Inflation Protection

Lifetime Maximum 72X the LTC
Amount Facility amount
OR
Unlimited

Evidence of Insurability Limits

Evidence of insurability satisfactory to Unum is required for:
- Monthly Benefit Maximum Amount(s) greater than $6,000; or

- an Unlimited Lifetime Maximum Amount.

If Unum approves your evidence of insurability (i.e. Application for Long Term
Care Insurance), the "PRE-EXISTING CONDITIONS LIMITATION" will be waived
for your entire amount(s) of insurance. If Unum disapproves your evidence of
insurability, you will be insured for the amount selected up to the amount that
does not exceed the evidence of insurability limit(s). The "PRE-EXISTING CON-
DITIONS LIMITATION" will apply.
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New Health Insurance Marketplace Coverage o Aooroved
Options and Your Health Coverage OMB No. 1210-0149

(expires 6-30-2023)

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health
Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic

information about the new Marketplace and employment-based health coverage offered by your employer.

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. You may also be eligible
for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance

coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or
offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on

your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for
a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be
eligible for a tax 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 meets certain standards. If the cost of a plan from your
employer that would cover you (and not any other members of your family) is more than 9.5% of your household income
for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the

Affordable Care Act, you may be eligible for a tax credit.!

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your
employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer
contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for
Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax

basis.

How Can | Get More Information?

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

contact  Cheryl Dzurka, Benefits Generalist cheryl.dzurka@uticak12.org

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.

T An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by

the planis no less than 60 percent of such costs.


http://www.healthcare.gov/

PART B: Information About Health Coverage Offered by Your Employer

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

correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
Utica Community Schools 38-6002552

5. Employer address 6. Employer phone number
11303 Greendale 586-797-1138

7. City 8. State 9. ZIP code

MI 48312

Sterling Heights

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

Cheryl Dzurka

11. Phone number (if different from above) 12. Email address
cheryl.dzurka@uticak12.org

Here is some basic information about health coverage offered by this employer:
eAs your employer, we offer a health plan to:
L1 Al employees. Eligible employees are:

[X some employees. Eligible employees are:

o \With respect to dependents:
[l We do offer coverage. Eligible dependents are:

Spouse and dependent children through the age of 26

[] We do not offer coverage.

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

affordable, based on employee wages.

**  Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount
through the Marketplace. The Marketplace will use your household income, along with other factors, to
determine whether you may be eligible for a premium discount. If, for example, your wages vary from week to
week (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed

mid-year, or if you have other income losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your

monthly premiums.


http://www.healthcare.gov/
http://www.healthcare.gov/

The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for

employers, but will help ensure employees understand their coverage choices.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

[] Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the
employee eligible for coverage? (mm/dd/yyyy) (Continue)
[[] No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?
[] Yes (Go to question 15) [ ] No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.

a. How much would the employee have to pay in premiums for this plan? $
b. How often? [ ] Weekly [_] Every 2 weeks []Twice a month [ IMonthly [ ]Quarterly [ ] Yearly

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

know, STOP and return form to employee.

16. What change will the employer make for the new plan year?
[] Employer won't offer health coverage
[ ] Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often? [_|Weekly [ _]Every 2 weeks [JTwice a month [IMonthly [ JQuarterly [ ]Yearly

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

plan is no less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)
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