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Benefit Basics

What if | want to change my benefits? To protect the tax advantages of your benefits,
you cannot make changes to your benefits during the plan year unless you have a
qualifying event. Qualified changes include:

Marriage

00 0000 O0O<O0

dependent

Divorce or Legal Separation

Birth or adoption of a child

Change in child’s dependent status
Death of spouse, child or other qualified dependent

Commencement or termination of adoption proceedings

Change in employment status of your spouse or dependent

Change in coverage under another employer-sponsored plan for your spouse or

o Commencement of return from an unpaid leave of absence

Notification MUST be made within 30 days of the event.

Primary Contact

Marc Bouwer

715.693.7831

Carrier Contacts

marc.bouwer@scswiderski.com

Coverage Carrier Contact
Medical Anthem §55.690.7800
www.anthem.com
800.236.3712
Dental Delta Dental of WI

Flexible Spending (FSA)

Vision

401(k)

401 (k) Funds

. Diversified Benefit
Services (DBS)

Delta Vision
EyeMed Network

Edward Jones

Ron Shnowske

American Funds

www.deltadentalwi.com

800.234.1229
https://www.dbsbenefits.com/

844.848.7090

www.deltadentalwi.com/vision

715.693.2245
Ronald.Shnowske @edwardjones.com

 877.833.9322

Important to create online account at
www.americanfunds.com/retire
Mobile App: American Funds RKDirect 401k
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Medical Plans

Medical Plans Eligibility
You get the most from your benefits when you take the time to learn about your o All full-time
options and make decisions that are best for you and your family. SC Swiderski employees working
provides eligible employees the choice of 3 medical plans with Anthem Blue 30+ hours/week
Cross Blue Shield.
And Your...
o Plan 1Ais a Traditional Copay Plan. This plan type offers a lower o Spouse

deductible, but has higher premiums compared to the High Deductible

Health Plan offerings.

o Plans 1B and 1C are High Deductible Health Plans. This type of plan offers
lower premiums, but you'll have a higher deductible to meet before the
plan starts to cover some of your costs. These are qualified plans so you
may be eligible to open a Health Savings Account (HSA) that can be used
to save pretax dollars to pay for health care expenses.

All plans use the Blue Preferred POS Network. With this network, you can
receive care from any licensed provider. However, you will pay less out-of-pocket
when you receive care from providers that participate in the Blue Preferred
network. If traveling or for out of state dependents, you can use any Blue Cross

Blue Shield providers nationally.

Find a participating health care provider in your area by going to
www.anthem.com and clicking on the “Find Care” in the top right. Input your
member ID number from your ID card. You can also select “Basic Search as a
Guest” and select the following: Medical Plan or Network, Wisconsin, Medical
(Employer-Sponsored) and Blue Preferred POS (POS/Employer Group).

Refer to the plan certificate, benefit summaries and Summary of Benefits Coverage

(SBCs) for detailed medical plan coverage information.

Terms To Know

Deductible

The amount you pay out of your pocket each year
before the plan begins sharing costs for most
services. Payments to in-network and out-of-

network providers count toward your annual
deductible and annual out-of-pocket maximum.

Copay: The dollar amount you must pay for certain
covered services. Payments count toward your
annual out-of-pocket maximum but not toward your
deductible.

o Your biological
children, stepchildren
and legally adopted
children (effective
from the date place
for adoption), all up
to age 26

o Your physically or
mentally disabled
children beyond age
26 if meeting specific
criteria established
by the insurance
company

Coverage Starts...

o First of the month
following date of hire

Out-of-Pocket Maximum

The most you'll have to pay out of your pocket in a
calendar year for covered services.

Coinsurance

The cost share between you and the plan after you
meet the calendar year deductible. In other words,
after you meet your deductible, you share any
remaining covered expenses with the plan. The plan
covers the percentage of the expense shown.
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Medical Plan Highlights — 3 Plan Design Choices

Plan 1A Plan 1B Plan 1C
A aem Blue POS POS POS
nee Rlile ald Traditional Copay Plan HDHP - HSA Eligible HDHP - HSA Eligible
In-Network  Non-Network = In-Network  Non-Network | In-Network Non-Network
Deductible - Embedded
Single $3,000 $6,000 $4,000 $8,000 $6,000 $12,000
Family $6,000 $12,000 $8,000 $16,000 $12,000 $24,000
Coinsurance 80% 60% 100% 70% 80% 60%
OOP Max
Single $7,350 $14,700 $5,500 $11,000 $7,500 $15,000
Family $14,700 $29,400 $11,000 $22,000 $15,000 $30,000
Physician Services
) " ¥ 60% after Ded then 70% after 80% after 60% after
Office Visit — Primary 520 Copay Deductible $35 Copay Deductible Deductible Deductible
. . . 60% after Ded then 70% after 80% after 60% after
Office Visit — Specialty 260 Copay Deductible $70 Copay Deductible Deductible Deductible
Preventive Care — For 60% after oo 70% after L 60% after
Select Services Praled I bl Deductible Faid ikl Deductible Faled il Deductible
Hospital Services
Inpatient 80% after 60% after 100% after 70% after 80% after 60% after
P Deductible Deductible Deductible Deductible Deductible Deductible
Outpatient 80% after 60% after 100% after 70% after 80% after 60% after
P Deductible Deductible Deductible Deductible Deductible Deductible
Emergency / Urgent

Emergency Room

$500 Copay, then 80%

Deductible, then $500 Copay

80% after Deductible

coinsurance

60% after Ded then 70% after 80% after 60% after
Deductible $100 Copay Deductible Deductible Deductible

Plans 1A and 1B Plan 1C

Plan 1A: Copays apply right away; Plan 1B: Deductible Deductible applies then the following coinsurance
applies then the following copays apply: applies:
510/ 550/ 580 / 5400 at Preferred Pharmacies (Tier 1) 80% at Preferred Pharmacies (Tier 1)

Or 520/ 560/ $90 / 5500 at other In-network Pharmacies 70% at In Network Pharmacies
Preventive RX: Preferred & In Network: Paid in full
Preventive Prescriptions Out of Network: Anthem pays 50%
Out of Network: Deductible, then Anthem pays 50%

$100 Copay

Urgent Care

Preventive: Preferred & In Network: Paid in full
Out of Network: Anthem pays 60%

Monthly Premiums Plan 1A Plan 1B Plan 1C
Employee $249.45 $219.79 $201.74
Limited Family $432.79 $381.34 $350.02
Family $690.72 $608.60 $558.61
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Wisconsin

State-wide network service area

Effective May 1,2024

North Central Wisconsin:
+ Aspirus Health Network

+ Marshfield Clinics Health System

Kewaunee
Northwest
Wisconsin:

— Northeast Wisconsin:

v Ascersion

« Aspirus Health Network f e . Naushara  [Winnebag . + Aurora Health Care
" N . Adc
+ Essentia Health Trempealeay I-nmsnl‘ Monroe Manitowoc ., Bellin Health
Marshfield Clinics Health System el | % + Children’s Health System
+ Mars d Clinics Health Syste Wron s mebnwan _ y
« Mayo Clinic Health System | . / + Door County Memorial

| & czaukee
L]

L A—
]

Holy Family Memerial

Crowford | + HSHS Hospital Sisters Health
s System/Prevea Healtr
| Soutimest v o B .« SSMHealth Care
Wisconsin: ol « ThedoCare
+ Gundersen Clinic
+ Mayo Clinic Health System . |_
= South Central Southeast Wisconsin:
Wisconsin: + Ascension
+ Beloit Health System + Aurara Health Care
® Acute Hospital + Aspirus Health Network + Children's Health System

» Mercyhealth System Fort Health Care

Froedtert Health System

Froedtert Soutf

HSHS Hospital Sisters Health System
Prevea Health

» SSM Health Care

« UnityPaint Health Meriter

» UW Health

Marshfield Clinics Health System

Medical Callege of Wiscansin

ProHealth Care

Rogers Memorial Hospital

Anthem @9

Watertown Regional Medical Center

o
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Save money and time with
Rx Choice pharmacy network

Your Anthem health plan gives you choices about how and where to fill your prescriptions. With the Rx Choice pharmacy network,
you can choose a pharmacy with lower prescription costs or a greater number of locations. You can also have prescriptions
delivered right to your door. Choose CarelonRx Mail home delivery, if available, to save time and money when filling medicines
you take daily. It even comes with automatic refills.

The Rx Choice network offers two levels of coverage:

Level 1 Level 2
These are preferred pharmacies, where your copay or You'll pay more out of pocket when you fill your prescription
share of the prescription cost is lower. There are more than at one of these 47,000" pharmacies, including these
20,000" Level 1 pharmacies nationwide, including these well-known chains:
well-known chains:

o CVS o Walgreens

o Walmart © Rite Aid

o Kroger o Sam's Club

o Giant Eagle o Costco

o Albertsons/Safeway o Meijer

o Hannaford/Ahold

Note: CarelonRx Mail home delivery is also available as a preferred pharmacy option.

How to find a pharmacy in the Rx Choice pharmacy network
o Log on to anthem.com or the Sydney™ Health mobile app, and choose Order and Manage Prescriptions.
o On the Pharmacy page, choose Find a Pharmacy.
o Enter your ZIP code and how far you want to search to find pharmacies near you.

Choose CarelonRx Mail home delivery
You may be eligible to request a new home-delivery prescription on anthem.com or the Sydney Health mobile app.

We're here to help

If you have questions about the network or your pharmacy benefits,
call the Pharmacy Member Services number on your plan ID card.

Anthem ©@
Services provided by Carelonfy, inc. g

Syaney Hezlth is offered through an amangament with Careion Digitat Platforms, 2 separate comp=my offering mabile application services on behalf of your hestth ptan, ©2020-2022

Anthem Blug Cross and Biue Shield is tha trade name of: In Colarano: Rocky Mountain Hospital and Medical Service, Inc. KMO products underweitten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Georgia: Blue Drass Blue Shieit Healthcare Pian of Gaorgia. Inc. In Indisna:
Anthem \nseraice Compianies, Inc. In Kentucky: Amthem 5ealth s of Kentucky, inc. In Maine: At eaiin Plans af Main, Inc. In Messour (excluding 30 Gounties # 1he Kansas (ity area RNICHOICE Managed Cars, Inc. (RIT), Heaftiy Asance™ Life Insurance Company (HALIC), and
HMD Mssauri, Inc. RIT and certain affiiates administss nor MO benefits undarwritten by HALIC and HMD henefits undarwritien By B840 Missoord, inc. RIT and certain affistes oady provide sministrative services for seltfundod plang and do sot underwrite benefits. In Nex: Rocky
Mauntain Hospital and Medical Service, Ire. HMO products undarwritten by W0 Colorad, Inc., 0t HME Nevada: bn New Hampshire: Antham Heaith Piaces of Naw Hasshice, inc. HMID pians ars acmisestara by Athem Roalth Plans of New Hampshire, Inc. and underwritten by Matthew
Thornton Health Plan, inc. in Dhla: Communtty Insurance Campany. In Vrginia: Anthem Hoalth Plans of Virginia, inc. trades a5 Anthem Blue Cross Blue St in Wirginia, and its service area i all o Virginia except fur the Oty ot Fairfas, the Town of Wienna, and the area sast of State Route 123
InWiscorin: Biue Cross Blue Shieid of Wisconsin (BCESWN, underwriles or adsatars PPO and indemily policies ang underwrites the out of natwork benefits in POS golicies affered by Comgcare feaith Services Insurance Corporatian (Compeare) or Wesconsin Colaborative Insurance
Corporation (WEIC). Compeare undenwrites or adminigters HMO or POS palices: WEIC underwrites or sdministers Wedl Priority WM or POS policies. Indepencent licensees of the B Cross Biue Shisid Association. Antnen is & regstered trademark of Anthem inssmnce Companies, inc

GO940MUMENABS BY L1122
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Wellbeing Solutions

can help you achieve better health

Your whaole health matters. That's why your plan includes Wellbeing Solutions. This suite of pregrams helps you with

everyday health and covers all areas of your well-being

It's easy to participate in Wellbeing Solutions programs using Sydney®" Health, our fully integrated mobile app, and
anthem.com. Access these resources anytime to find Wellbeing Solutions programs that match your healthcare needs.

Connect with Sydney Health

Use Sydney Health for a convenient way to find information about your medical, pharmacy, dental,
vision, and Wellbeing Solutions benefits.

1. Download, open, register, and/or sign into the Sydney - =
Health mobile app.

2. Scroll down to Programs from the homepage and o
choose View All. —

3. Browse the wellness programs included in your plan.

HEE L
i, o

T Scan this QR code with your

tg'l‘“"\_i smartphone to downlood the

1&;}% Sydney Health app
437

Anthem @9
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Making your well-being a priority
Explore Wellbeing Solutions programs at Sydney Health > My Health Dashboard > Programs

!’_'E_‘L Mental health resourcess @/5\] Personalized support
J
) Behavioral Health Advantage (BHA). If you're trying Case Management. After an illness or hospitalization,

to manage a behavioral health condition or cope
with substance use disorder, you don't have to face
it alone. Our behavioral health case managers are
licensed mental health professionals. They offer
caring support for you and your family, including
24/7 drug and alcohol assistance, to improve your
quality of life. Tap into our knowledge hub, featuring
tools, articles, and webinars on topics like suicide
awareness and support, autism, attention deficit
hyperactivity disorder (ADHD), and post-traumatic
stress disorder (PTSD). We're here to help guide you
on the path to better mental health and well-being.

Emotional Wellbeing Resources. Learn effective

ways to develop resilience, reduce stress, and practice
mindfulness. Digital tools help you identify thoughts
and behavior patterns that affect your emational
well-being. Through online programs and personalized
coaching, you'll learn effective ways to manage stress,
anxiety, depression, substance use, and sleep issues.

Autism Spectrum Disorder Program. Receive support
for a covered family member with an autism spectrum
disorder. Our licensed behavior analysts can help you

navigate the healthcare system and address any
unique family challenges. We focus on the whole
family and werk with all of you to understand and
access available care.

you can receive one-on-one support and care
coordination from our team of medical professionals.
They partner with you and your family to help guide
you through the healthcare system and make the
most of your benefits. Their goal is to understand
your needs from all angles and help you get the best
care possible

ConditionCare. Receive personalized support from a
healthcare professional for a chronic condition, like
asthma or diabetes, to help you reach your health
goals. We may call you to find out if ConditionCare
could help you manage your condition and reach
your health goals.

Health Assessment. Complete your health assessment
to receive your personalized report. Know what's
going well and if there are any at-risk areas you could
work on ta improve your health.

MyHealth Advantage. We provide you with a
confidential health summary that includes reminders
for checkups, tests, and exams; lists of claims and
prescriptions; and general health tips.
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Employee Assistance Program

Service Summary

Anthem &9
Large Group - Wisconsin

Available 24/7, 365 days a year

Everything you share is confidential*

Life can be full of challenges. Your Anthem Employee Assistance Program (EAP) Is here to help you and your household
members. EAP offers a wide range of no-cost support services and resources, including:

Counseling @ Dependent care and daily living resources

© Up to 3 visits per issue © Online information about child care, adoption,
elder care, and assisted living

© |n-person or online visits

- ; " i _—
o Call EAP or use the online Member Center to Phone consultation with a work-life specialist

initiate services © Help with pet sitting, moving, and other
common needs

Legal consultation

© 30-minute phone or in-person meeting e )

= wor ; ;
o Discounted fees to retain a lawyer Well-being articles, podcasts, and monthly webinars

' : o Self-assessment tools for emotional health issues
© Free |egal resources, forms, and seminars online t t o

Financial consultation Crisis-consultation

© Toll-free emergency number; 24/7 support

© Phone meeting with financial professionals
P sy ; ;
© Regular business hours; no appointment required Online critical event support during crises

o Free financial resources and budgeting tools online

ID recovery
© Help reporting to consumer credit agencies

o Assistance with paperwork and We are ready to SU|J|JUI't you
creditor negotiations
You can call us at 800-899-7222, or go to anthemEAP.com

@ Emotional Well-being Resources and enter your company code: Wis n EAP

© Digital tools to improve emotional well-being

© Team up with an experienced clinical coach

© Practice mindfulness on the go

When something unexpected happens, EAP can help you figure out your next steps. Contact us today.

Language 5 5 (TTY/100
‘\\IJH ish - Tiene el der oe obtener esta informacion y ayuda en su idioma en ‘IJ[I[IH‘I‘] wita. Llame al numero ge Servicios para Miem!| [Ir)‘-l[llf“b:m en su tarjeta de identificacion para obtener ayuda,
1B,

Chinese !Eﬂ!ﬂitﬁlﬁ!ilﬂﬂﬁlﬂwﬂlm MRITEN D FENRARSRBAS

ot discriminate on the basis o

color, national ofigin, age. disabliity, or sex

;o\ul;u:;-utm\n.es plaps are avadabe on request from meader services or can be uﬂl aingd by g2
chy Anthum H‘ aith Plans of Kenlu In
ore

Anthem compilies with appiical

ity
5 0 ACinters Wel Pric rl'plIMIl or

TOB413MUMENAES VPUD BY Rev. 12720
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Our health rewards
program gives rewards

to an employee and their
covered partner when they
participate in wellness
programs that help them
create healthy habits.

Engagement Package 200

Give your employees extrd support to reach
their personal health goals

Everyone has their own approach to achieving health goals.
Engagement Package 200 rewards employees up to $200 in retail
gift cards when they take part in o wide variety of preventive care,
condition management, and wellness activities that help

them to meet those goals.

Employees can follow their progress and rewards earned through

anthem.com or the Sydney™ Health app.' Sydney Health is

integrated and personalized, making it easier for employees to get
- and stay — in their best health.

Your employees can earn a maximum of S200 by participating in or
completing certain activities, such as:

Ways to earn rewards?

Adull wellnes well-woman exare in first 90 cays of the plan yeor .
(one :
e per year) 2
Screening mammagrar (one per year 225
Co cancer screening (one per year) 2
Eye exam (one per year) 5
Cholesterol £xom (one per year)
{ealth ossessment (one per year)
Jpdote contoct informotion (one per year) 510
web or mobile \One per year) ‘:"\
Connecting tracking device (one per year) 5
Steps tracking (52 for every 50,000; S60 maxdimunT 560
ctien plans (55 each; five a year maximum 25
ConditonCare’ 0
Building Realthy Families 540
Well-being Coach Digita! 520
Well-being Coach Telephonic — achieve weight goal (one per year) 525

Well-being Coach Telephanic — achieve tobacco cessation (one per year,

10
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(Option 1A) Anthem Blue Preferred Plus Copay Plan $3,000/$6,000 Deductible FSA
Qualified Plan




Your summary of benefits

Anthem® Blue Cross and Blue Shield

Anthem &9

Your Plan: Anthem Blue Preferred Plus POS Option 18 with Rx Option T1

Your Network: Blue Preferred

Visits with Virtual Care-Only Providers

Primary Care, and medical services for urgent/acute care

Cost through our mobile app and website

No charge medical deductible does not apply

Mental Health & Substance Use Disorder Services

No charge medical deductible does not apply

Specialist care

$60 copay per visit medical deductible does not apply

Cost if you use an In-

Cost if you use an

Covered Medical Benefits Netfwork Brovider gut-c_)f-Network
rovider
Overall Deductible $3,000 person / $6,000 person /
$6,000 family $12,000 family
Overall Out-of-Pocket Limit $7,350 person / $14,700 person /

$14,700 family

$29,400 family

The family deductible and out-of-pocket limit are embedded, meaning the cost shares of one family member will be applied to
the per person deductible and per person out-of-pocket limit; in addition, amounts for all covered family members apply to both
the family deductible and family out-of-pocket limit. No one member will pay more than the per person deductible or per person
out-of-pocket limit.

All medical and prescription drug deductibles, copayments and coinsurance apply to the out-of-pocket limit (excluding Out-of-
Network Human Organ and Tissue Transplant (HOTT), Cellular and Gene Therapy services).

In-Network and Out-of-Network deductibles and out-of-pocket limit amounts are separate and do not accumulate toward each

other.

Doctor Visits (virtual and office) You are encouraged to select a Primary Care Physician (PCP).

Primary Care (PCP) and Mental Health and Substance Use Disorder
Services virtual and office

Specialist Provider virtual and office

$20 copay per visit
medical deductible
does not apply

$60 copay per visit
medical deductible
does not apply

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Other Practitioner Visits

Maternity Doctor services (prenatal/postpartum care and delivery)

Retail Health Clinic for routine care and treatment of common illnesses;

usually found in major pharmacies or retail stores.

20% coinsurance after
medical deductible is
met

$20 copay per visit
medical deductible
does not apply

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Page 1 of 9
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Manipulation Therapy

$20 copay per visit
medical deductible
does not apply

40% coinsurance after
medical deductible is
met

Other Services in an Office

Allergy Testing

Prescription Drugs Dispensed in the office

Surgery

20% coinsurance after
medical deductible is
met

20% coinsurance after
medical deductible is
met

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Preventive care / screenings / immunizations No charge 40% coinsurance after
medical deductible is
met

Preventive Care for Chronic Conditions per IRS guidelines No charge Cost share is based on
the setting services are
received.

Diagnostic Services Lab

Office No charge 40% coinsurance after
medical deductible is
met

Freestanding Lab/Reference Lab No charge 40% coinsurance after

Outpatient Hospital

20% coinsurance after
medical deductible is
met

medical deductible is
met

40% coinsurance after
medical deductible is
met

Diagnostic Services X-Ray
Office

Freestanding Radiology Center

Outpatient Hospital

No charge

No charge

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Diagnostic Services Advanced Diagnostic Imaging for example: MR,

PET and CAT scans
Office

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Page 2 of 9
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Freestanding Radiology Center

Outpatient Hospital

$250 copay per visit
medical deductible
does not apply

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Emergency and Urgent Care

Urgent Care includes doctor services. Additional charges may apply
depending on the care provided.

Emergency Room Facility Services
Your copay will be waived if admitted.

Emergency Room Doctor and Other Services

Ambulance

Authorized Out-of-Network non-emergency ambulance services are limited
to an Anthem maximum payment of $50,000 per trip. The $50,000 limit
does not apply to air ambulance services.

$100 copay per visit
medical deductible
does not apply

$500 copay per visit
and 20% coinsurance
medical deductible
does not apply

20% coinsurance
medical deductible
does not apply

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Covered as In-Network

Covered as In-Network

Covered as In-Network

Qutpatient Mental Health and Substance Use Disorder Services at a

Facility

Facility Fees 20% coinsurance after | 40% coinsurance after
medical deductible is medical deductible is
met met

Doctor Services 20% coinsurance after | 40% coinsurance after
medical deductible is medical deductible is
met met

Qutpatient Surgery

Facility Fees

Hospital 20% coinsurance after | 40% coinsurance after

Ambulatory Surgical Center

Physician and other services including surgeon fees
Hospital

Ambulatory Surgical Center

medical deductible is
met

$250 copay per visit
medical deductible
does not apply

20% coinsurance after
medical deductible is
met

No charge

medical deductible is
met

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Page 3 of 9
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Hospital (Including Maternity, Mental Health and Substance Use
Disorder Services)

Facility Fees

Human Organ and Tissue Transplants

Cornea transplants are treated as medical procedures, with benefits and
cost sharing determined by the setting in which the services are received.
You must get certain covered transplant procedures from an Approved In-
Network Provider to receive the In-Network level of benefits.

Physician and other services including surgeon fees

20% coinsurance after
medical deductible is
met

No charge

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

50% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Home Health Care
Coverage is limited to 100 visits per benefit period. Limits are combined for
all home health services.

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Therapy Services

Rehabilitation and Habilitation services including physical, occupational
and speech therapies.

Coverage for physical and occupational therapies is limited to 40 visits
combined per benefit period. Coverage for speech therapy is limited to 20
visits per benefit period.

Office

Outpatient Hospital

$60 copay per visit
medical deductible
does not apply

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Pulmonary rehabilitation

Office

Outpatient Hospital

$60 copay per visit
medical deductible
does not apply

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period.

Office

Outpatient Hospital

$60 copay per visit
medical deductible
does not apply

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Dialysis/Hemodialysis

Office No charge 40% coinsurance after
medical deductible is
met

Outpatient Hospital 20% coinsurance after | 40% coinsurance after

medical deductible is medical deductible is
met met

Chemo/Radiation Therapy

Office $60 copay per visit 40% coinsurance after

medical deductible medical deductible is
does not apply* met

Outpatient Hospital 20% coinsurance after | 40% coinsurance after

medical deductible is
met

medical deductible is
met

Skilled Nursing Care (facility)
Coverage is limited to 30 days per admission.

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Inpatient Hospice

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Additional Services, Equipment and Devices
Durable Medical Equipment

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Prosthetic Devices

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Wigs
Coverage for wigs is limited to 1 item after cancer treatment per benefit
period.

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Hearing Aids
Coverage is limited to 1 item per ear every 3 years for members under 18
years of age.

20% coinsurance after
medical deductible is
met

40% coinsurance after
medical deductible is
met

Cost if you use a
Preferred Network
Pharmacy

Covered Prescription Drug Benefits

Cost if you use an In-
Network Pharmacy

Cost if you use an
Out-of-Network
Pharmacy

Pharmacy Deductible Not applicable

Not applicable

Not applicable

Combined with In-
Network medical out-of-

Pharmacy Out-of-Pocket Limit

Combined with In-
Network medical out-of-

Combined with Out-of-
Network medical out-of-
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Covered Prescription Drug Benefits

Cost if you use a
Preferred Network
Pharmacy

Cost if you use an In-
Network Pharmacy

Cost if you use an
Out-of-Network
Pharmacy

pocket limit

pocket limit

pocket limit

Prescription Drug Coverage
Network: Rx Choice Tiered Network

Drug List: Essential Drugs not included on the Essential drug list will not be covered.

Day Supply Limits:

Retail Pharmacy 30 day supply (cost shares noted below)
Retail 90 Pharmacy 90 day supply (3 times the 30 day supply cost share(s) charged at Preferred Network and In-Network

Retail Pharmacies noted below applies).

Home Delivery Pharmacy 90 day supply (maximum cost shares noted below). Maintenance medications are available through
our home delivery pharmacy. You will need to call us on the number on your ID card to sign up when you first use the service.
Specialty Pharmacy 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain drugs
with special handling, provider coordination or patient education be filled by our designated specialty pharmacy. Drug cost
share assistance programs may be available for certain specialty drugs.

Preventive Drugs No deductible, copayment or coinsurance applies to prescription drugs on the PreventiveRX Plus drug list
when you use a Preferred Network or an In-Network Pharmacy.

Tier 1a - Typically Lower Cost Generic

Tier 1b - Typically Generic

No charge (retail and
home delivery)

$10 copay per
prescription (retail) and
$20 copay per
prescription (home
delivery)

$10 copay per
prescription (retail only)

$20 copay per
prescription (retail only)

50% coinsurance
(retail) and Not covered
(home delivery)

50% coinsurance
(retail) and Not covered
(home delivery)

Tier 2 - Typically Preferred Brand

$50 copay per
prescription (retail) and
$125 copay per
prescription (home
delivery)

$60 copay per
prescription (retail only)

50% coinsurance
(retail) and Not covered
(home delivery)

Tier 3 - Typically Non-Preferred Brand

$80 copay per
prescription (retail) and
$200 copay per
prescription (home
delivery)

$90 copay per
prescription (retail only)

50% coinsurance
(retail) and Not covered
(home delivery)

Tier 4 - Typically Specialty (brand and
generic)

$400 copay per
prescription (retail and
home delivery)

$500 copay per
prescription (retail only)

50% coinsurance
(retail) and Not covered
(home delivery)
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Cost if you use an
Out-of-Network
Provider

Cost if you use an In-

Covered Vision Benefits Network Provider

This is a brief outline of your vision coverage. To receive the In-Network benefit, you must use a Blue View Vision Provider.
Only children's vision services count towards your out-of-pocket limit.

Children’s Vision exam (up to age 19) No charge $0 copayment up to
Limited to 1 exam per benefit period. plan's Maximum
Allowed Amount

Adult Vision exam (age 19 and older) No charge Reimbursed Up to $42
Limited to 1 exam per benefit period.

Notes:

¢ Dependent Age Limit: to the end of the month in which the child attains age 26.

* Members are encouraged to always obtain prior approval when using Out-of-Network Providers. Precertification will help
the member know if the services are considered not medically necessary.

* No charge means no deductible / copayment / cainsurance up to the maximum allowable amount. 0% means no
coinsurance up to the maximum allowable amount. However, when choosing an Out-of-Network Provider, the member is
responsible for any balance due after the plan payment.

» [fyou have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility Services”.

* Costs may vary by the site of service. Other cost shares may apply depending on services provided. Check your
Certificate of Coverage for details.

e The limits for physical, occupational, and speech therapy, if any apply to this plan, will not apply if you get care as part of
the Mental Health and Substance Use Disorder benefit.

* *You will pay your PCP or Specialist office visit copay for certain services provided in their office.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
between this summary and the Certificate of Insurance or Evidence of Coverage (EQC), the Certificate of Insurance or
Evidence of Coverage (EOC), will prevail.

Anthem Blue Cross and Blue Shield is the trade name of Blue Cross Blue Shield of Wisconsin (BCBSW1), Compeare Health Services Insurance Corporation (Compeare) and
Wisconsin Cellaborative Insurance Company (WCIC). BCBSW1 underwntes or administers PPO and indemmity policies and underwntes the Out-of-Network benefits in
POS policies offered by Compeare or WCIC; Compcare underwtes or admumisters HMO or POS policies; WCIC underwntes or admumisters Well Poonty HMO or POS
policies. Independent licensees of the Blue Cross and Blue Shield Association ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross
and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.

Questions: (833) 578-4439 or visit us at www.anthem.com
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Your summary of benefits Anthem &Y

Your Plan: Anthem Blue Preferred Plus POS Option 18 with Rx Option T1
Your Network: Blue Preferred

This summary of benefits is intended to be a brief outiine of coverage  The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate, and Schedule of
Benefits. In the event of a confiict between the Group Contract and this description, the terms of the Group Contract will prevail.

By signing this Summary of Benefits, | agree to the benefits for the product selected as of the effective date indicated.

Authorized group signature (if applicable) Date

Underwriting signature (if applicable) Date

WI/LG/Anthem Blue Preferred Plus POS Option 18 with Rx Option T1/9H1H /2026
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We’re here for you — in many languages

The law requires us to include a message in all of these different languages. Curious what they say? Here's the English
version: “You have the right to get help in your language for free. Just call the Member Services number on your ID card.”
Visually impaired? You can also ask for other formats of this document

Spanish

Usted tiene derecho a obtener asistencia en su idioma
sin cargo. Llame al niumero de Servicios para Miembros
que figura en su tarjeta de identificacion ¢ Tiene alguna
deficiencia visual? También puede solicitar este
documento en otros formatos.

Chinese

ARSI SRR SRITHE) - HEETEIRE
1y ID & EavE SRS S st il - (“FL'?JEEFEE‘? it al
PUZEHUAS ST (R Eo At A% 5 -

Vietnamese

Quy vico quyén nhan tro giup bang ngén nglr cda minh,
mién phi. Quy vi chi cAn goi dén sb dién thoai clia Ban
Dich vy Thanh vién trén thé ID cla quy vi. Quy vi bi khiém
thi? Quy vi cling c6 thé yéu cau cac dinh dang khac cla
tai lieu nay.

Korean

Hot=E Aol HHZE © 85 FEZ &S AdlJt
RUSLICH Mot 1D JIEU U= It A Ml A S 2
MBS AIL2, A2 HO0HCI0IAIDIR? CHE EAaog

= 0l 2AE QESIA == USLICH

Tagalog

May karapatan kang makakuha ng tulong na nasa iyong
wika nang libre. Tawagan lang ang numero ng Member
Services na nasa iyong ID card. May kapansanan sa
paningin? Maaari ka ring humingi ng iba pang mga
format ng dokumentong ito.

Russian

Y Bac ecTb Npaeo Ha BecnnaTHoe nony4eHWe NomoLLn

Ha Ballem poAHOM f3blke. MpocTo NO3BOHUTE B OTAeN
oBcnyXMBaHKUA y4acTHUKOB MO HOMEPY, YKazaHHOMY Ha
Balen naeHTMrKaLMoHHON kapTe. Y Bac npobnemsi

€O 3peHremM? Bbl TakKe MOXeTe 3anpocuTb 3TOT AOKYMEHT
B Apyrux coopmarax.

French Creole

Ou gen dwa jwenn &d nan lang ou gratis. Jis rele nimewo
Seévis Manm ki sou Kat ID ou a gratis Gen pwoblem vizyel?
Ou ka mande tou pou ot foma nan dokiman sa a.

Arabic
Ulae izl saeled) e Jgeanlly cila gladi sia e Jseanl L3 52l &l
O Pl ool e By e 2 ga el eliae Y1 clond 8y (Lol Lai
And gl sdyd oAl il ol Uiyl Gli€ G € ol Chas
French
Vous avez le droit d'obtenir de I'aide dans votre langue
gratuitement. Appelez simplement le numéro du Services
membres figurant sur votre carte d'identite. Vous étes une
personne malvoyante ? Vous pouvez également demander
a accéder a ce document dans d'autres formats.

Persian
aobeld Ly did 3y 80 S8 B Cppe 28 Sl b Ga LS
Joal Hlaa Ul a8 Gl 2 ga Gy pae &S 7 i Lae ) cilana
T LI PERUT IR WY I ST PRCIIRG JEP [ YW £, NP 11}

63658MUMENMUB 10/24

Armenian

AnLp hpwyniup nluGp wuyswn ogunienil utnwliwnt
atp [Gayny: Mwpquiwbu quiigwhwnptp aGn 1D pwpuh
Ynw gunuynn Uunwdubph uyuwuwpydwu hwdwnphu:
Stunnnipjwl juwlgwnnwd ntuEgn'n Gp: Ywnnn Gp bwl
huunnt) wyu thwuwnweneh wy dlewswbn:

Japanese
b ltih -0 ECER CEB ST AN D
nET ID#J—-]C:EL}&*JLJ‘/ B —ERAFEEIC

BEFGFFIW #@REESBEL T 2oREAT
IOEEFERTH L %; TEET

Italian

Hai il diritto di ricevere assistenza gratuita nella tua
lingua. Basta chiamare il numero del Servizio Membri
presente sulla tua tessera identificativa. Hai problemi
di vista? E possibile richiedere anche altri formati di
questo documento.

German

Sie haben das Recht, kostenlose Hilfe in Ihrer Sprache
zu erhalten. Rufen Sie einfach die Nummer des
Mitgliederservices auf Ihrer ID-Karte an. Sehbehindert?
Sie kénnen dieses Dokument auch in anderen
Formaten anfordern.

Polish

Masz prawo do bezplatnej pomocy w swoim jezyku.
Wystarczy zadzwoni¢ pod numer Biura Obslugi Klienta
podany na karcie identyfikacyjnej. Masz wade wzroku?
Mozesz rowniez poprosic o inne formaty tego dokumentu.

Pennsylvania Dutch

Du hoscht's Recht fer Hilf griege in dei Schprooch fer nix.
Duh yuscht die Member Services Number uffrufe uff dei
ID Card. Hoscht Druwwel fer sehne? Du kannscht des
do Schreiwes in en differnter Weg griege so as du's
besser sehne kannscht.

TTY/TTD:711
It’s important we treat you fairly

We follow federal civil rights laws in our health programs
and activities. Members can get reasonable modifications
as well as free auxiliary aids and services if you have a
disability. We don't discriminate, on the basis of race, color,
national origin, sex, age or disability. For people whose
primary language isn't English (or have limited proficiency),
we offer free language assistance services like interpreters
and other written languages. Interested in these services?
Call the Member Services number on your ID card for help
(TTY/TDD: 711) or visit our website. If you think we failed in
any areas or to learn more about grievance procedures,
you can mail a complaint to: Compliance Coordinator, P.O.
Box 27401, Richmond, VA 23279, or directly to the U.S.
Department of Health and Human Services, Office for Civil
Rights at 200 Independence Avenue, SW; Room 509F,
HHH Building; Washington, D.C. 20201. You can also call
1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

#AG-GEN-001#
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(Option 1B) Anthem Blue Preferred Plus POS $4,000/$8,000 HSA Qualified Plan



Anthem &9

Your summary of benefits

Anthem® Blue Cross and Blue Shield
Your Plan: Anthem Blue Preferred Plus POS HSA (with Copay) Option E3 with Rx Option T4
Your Network: Blue Preferred

Visits with Virtual Care-Only Providers Cost through our mobile app and website

Primary Care, and medical services for urgent/acute care | No charge deductible does not apply

Mental Health & Substance Use Disorder Services No charge deductible does not apply

Specialist care $70 copay per visit after deductible is met

Cost if you use an In- Gost il youuse an

Covered Medical Benefits Network Brovider gut-c_)f-Network
rovider
Overall Deductible $4,000 person / $8,000 person /
$8,000 family $16,000 family
Overall Out-of-Pocket Limit $5,500 person / $11,000 person /
$11,000 family $22,000 family

The family deductible and out-of-pocket limit are embedded, meaning the cost shares of one family member will be applied to
the per person deductible and per person out-of-pocket limit; in addition, amounts for all covered family members apply to both
the family deductible and family out-of-pocket limit. No one member will pay more than the per person deductible or per person
out-of-pocket limit.

All medical and prescription drug deductibles, copayments and coinsurance apply to the out-of-pocket limit (excluding Out-of-
Network Human Organ and Tissue Transplant (HOTT), Cellular and Gene Therapy services).

In-Network and Out-of-Network deductibles and out-of-pocket limit amounts are separate and do not accumulate toward each

other.

Doctor Visits (virtual and office) You are encouraged to select a Primary Care Physician (PCP).

Primary Care (PCP) and Mental Health and Substance Use Disorder
Services virtual and office

Specialist Provider virtual and office

$35 copay per visit
after deductible is met

$70 copay per visit
after deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Other Practitioner Visits
Maternity Doctor services (prenatal/postpartum care and delivery)

Retail Health Clinic for routine care and treatment of common illnesses;

usually found in major pharmacies or retail stores.

Manipulation Therapy

No charge after
deductible is met

$35 copay per visit
after deductible is met

$35 copay per visit
after deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Other Services in an Office

Allergy Testing
Prescription Drugs Dispensed in the office

Surgery

No charge after
deductible is met

No charge after
deductible is met

$70 copay per visit
after deductible is met*

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Preventive care / screenings / immunizations No charge 30% coinsurance after
deductible is met
Preventive Care for Chronic Conditions per IRS guidelines No charge Cost share is based on

the setting services are
received.

Diagnostic Services Lab
Office

Freestanding Lab/Reference Lab

Outpatient Hospital

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Diagnostic Services X-Ray
Office

Freestanding Radiology Center

Outpatient Hospital

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Diagnostic Services Advanced Diagnostic Imaging for example: MR,
PET and CAT scans

Office

Freestanding Radiology Center

Outpatient Hospital

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Emergency and Urgent Care

Urgent Care includes doctor services. Additional charges may apply
depending on the care provided.

Emergency Room Facility Services
Your copay will be waived if admitted.

Emergency Room Doctor and Other Services

$100 copay per visit
after deductible is met

$500 copay per visit
after deductible is met

No charge after
deductible is met

30% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Ambulance

Authorized Out-of-Network non-emergency ambulance services are limited
to an Anthem maximum payment of $50,000 per trip. The $50,000 limit
does not apply to air ambulance services.

No charge after
deductible is met

Covered as In-Network

Qutpatient Mental Health and Substance Use Disorder Services at a

Facility

Facility Fees No charge after 30% coinsurance after
deductible is met deductible is met

Doctor Services No charge after 30% coinsurance after
deductible is met deductible is met

Outpatient Surgery

Facility Fees

Hospital No charge after 30% coinsurance after

Ambulatory Surgical Center

Physician and other services including surgeon fees
Hospital

Ambulatory Surgical Center

deductible is met

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Hospital (Including Maternity, Mental Health and Substance Use
Disorder Services)

Facility Fees

Human Organ and Tissue Transplants

Cornea transplants are treated as medical procedures, with benefits and
cost sharing determined by the setting in which the services are received.
You must get certain covered transplant procedures from an Approved In-
Network Provider to receive the In-Network level of benefits.

Physician and other services including surgeon fees

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Home Health Care
Coverage is limited to 100 visits per benefit period. Limits are combined for
all home health services.

No charge after
deductible is met

30% coinsurance after
deductible is met

Therapy Services

Rehabilitation and Habilitation services including physical, occupational
and speech therapies.

Coverage for physical and occupational therapies is limited to 40 visits
combined per benefit period. Coverage for speech therapy is limited to 20
visits per benefit period.
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Office

Outpatient Hospital

$70 copay per visit
after deductible is met

No charge after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Pulmonary rehabilitation
Office

Outpatient Hospital

$70 copay per visit
after deductible is met

No charge after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period.

Office

Outpatient Hospital

$70 copay per visit
after deductible is met

No charge after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

No charge after
deductible is met

30% coinsurance after
deductible is met

Chemo/Radiation Therapy

Office

Outpatient Hospital

$70 copay per visit
after deductible is met*

No charge after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Skilled Nursing Care (facility)
Coverage is limited to 30 days per admission.

No charge after
deductible is met

30% coinsurance after
deductible is met

Inpatient Hospice

No charge after
deductible is met

30% coinsurance after
deductible is met

Additional Services, Equipment and Devices

Durable Medical Equipment

No charge after
deductible is met

30% coinsurance after
deductible is met

Prosthetic Devices

No charge after
deductible is met

30% coinsurance after
deductible is met

Wigs
Coverage for wigs is limited to 1 item after cancer treatment per benefit
period.

No charge after
deductible is met

30% coinsurance after
deductible is met

Hearing Aids
Coverage is limited to 1 item per ear every 3 years for members under 18
years of age.

No charge after
deductible is met

30% coinsurance after
deductible is met
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Covered Prescription Drug Benefits

Cost if you use a
Preferred Network
Pharmacy

Cost if you use an In-
Network Pharmacy

Cost if you use an
Out-of-Network
Pharmacy

Pharmacy Deductible Combined with In- Combined with In- Combined with Out-of-
Network medical Network medical Network medical
deductible deductible deductible

Pharmacy Out-of-Pocket Limit Combined with In- Combined with In- Combined with Out-of-

Network medical out-of-
pocket limit

Network medical out-of-
pocket limit

Network medical out-of-
pocket limit

Prescription Drug Coverage
Network: Rx Choice Tiered Network

Drug List: Essential Drugs not included on the Essential drug list will not be covered.

Day Supply Limits:

Retail Pharmacy 30 day supply (cost shares noted below)
Retail 90 Pharmacy 90 day supply (3 times the 30 day supply cost share(s) charged at Preferred Network and In-Network

Retail Pharmacies noted below applies).

Home Delivery Pharmacy 90 day supply (maximum cost shares noted below). Maintenance medications are available through
our home delivery pharmacy. You will need to call us on the number on your ID card to sign up when you first use the service.
Specialty Pharmacy 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain drugs
with special handling, provider coordination or patient education be filled by our designated specialty pharmacy. Drug cost
share assistance programs may be available for certain specialty drugs.

Preventive Drugs No deductible, copayment or coinsurance applies to prescription drugs on the PreventiveRX Plus drug list
when you use a Preferred Network or an In-Network Pharmacy.

Tier 1a - Typically Lower Cost Generic

Tier 1b - Typically Generic

$0 copay per
prescription after
deductible is met (retail
and home delivery)

$10 copay per
prescription after
deductible is met
(retail) and $20 copay
per prescription after
deductible is met
(home delivery)

$10 copay per
prescription after
deductible is met (retail
only)

$20 copay per
prescription after
deductible is met (retail

only)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Tier 2 - Typically Preferred Brand

$50 copay per
prescription after
deductible is met
(retail) and $125 copay
per prescription after
deductible is met
{(home delivery)

$60 copay per
prescription after
deductible is met (retail
only)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Tier 3 - Typically Non-Preferred Brand

$80 copay per
prescription after
deductible is met

$90 copay per
prescription after
deductible is met (retail

50% coinsurance after
deductible is met
(retail) and Not covered
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Covered Prescription Drug Benefits

Cost if you use a
Preferred Network
Pharmacy

Cost if you use an In-
Network Pharmacy

Cost if you use an
Out-of-Network
Pharmacy

(retail) and $200 copay | only) {home delivery)
per prescription after
deductible is met
(home delivery)
Tier 4 - Typically Specialty (brand and $400 copay per $500 copay per 50% coinsurance after

generic)

Covered Vision Benefits

prescription after
deductible is met (retail
and home delivery)

prescription after
deductible is met (retail

only)

Cost if you use an In-

Network Provider

deductible is met
(retail) and Not covered
(home delivery)

Cost if you use an
Out-of-Network
Provider

This is a brief outline of your vision coverage. To receive the In-Network benefit, you must use a Blue View Vision Provider.
Only children’s vision services count towards your out-of-pocket limit.

$0 copayment up to
plan's Maximum
Allowed Amount

Reimbursed Up to $42

Children’s Vision exam (up to age 19) No charge
Limited to 1 exam per benefit period.

Adult Vision exam (age 19 and older) No charge
Limited to 1 exam per benefit period.

Notes:

¢ Dependent Age Limit: to the end of the month in which the child attains age 26.

* Members are encouraged to always obtain prior approval when using Out-of-Network Providers. Precertification will help
the member know if the services are considered not medically necessary.

* No charge means no deductible / copayment / cainsurance up to the maximum allowable amount. 0% means no
coinsurance up to the maximum allowable amount. However, when choosing an Out-of-Network Provider, the member is
responsible for any balance due after the plan payment.

» [fyou have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility Services”.

* Costs may vary by the site of service. Other cost shares may apply depending on services provided. Check your
Certificate of Coverage for details.

» The limits for physical, occupational, and speech therapy, if any apply to this plan, will not apply if you get care as part of
the Mental Health and Substance Use Disorder benefit.

e *You will pay your PCP or Specialist office visit copay for certain services provided in their office.
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This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
between this summary and the Certificate of Insurance or Evidence of Coverage (EQC), the Certificate of Insurance or
Evidence of Coverage (EOC), will prevail.

Anthem Blue Cross and Blue Shield is the trade name of Blue Cross Blue Shield of Wisconsin (BCBSW1), Compeare Health Services Insurance Corporaton (Compeare) and
Wisconsin Collaborative Insurance Company (WCIC). BCBSW underwrites or administers PPO and indemnity policies and underwrites the Out-of-Network benefits in
POS policies offered by Compeare or WCIC; Compcare uaderwrites or admunisters HMO or POS policies; WCIC underwrites or administers Well Prionty HMO or POS
policies. Independent licensees of the Blue Cross and Blue Shield Associaion. ANTHEDM is a registered trademark of Anthem Insurance Compantes, Inc. The Blue Cross
and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.

Questions: (833) 578-4439 or visit us at www.anthem.com
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Your summary of benefits Anthem &Y

Your Plan: Anthem Blue Preferred Plus POS HSA (with Copay) Option E3 with Rx Option T4
Your Network: Blue Preferred

This summary of benefits is intended to be a brief outiine of coverage The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate, and Schedule of
Benefits. In the event of a confiict between the Group Contract and this description, the terms of the Group Contract will prevail.

By signing this Summary of Benefits, | agree to the benefits for the product selected as of the effective date indicated.

Authorized group signature (if applicable) Date

Underwriting signature (if applicable) Date

WI/LG/Anthem Blue Preferred Plus POS HSA (with Copay) Option E3 with Rx Option T4/9H1E /2026
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We’re here for you — in many languages

The law requires us to include a message in all of these different languages. Curious what they say? Here’'s the English
version: “You have the right to get help in your language for free. Just call the Member Services number on your ID card.”
Visually impaired? You can also ask for other formats of this document

Spanish

Usted tiene derecho a obtener asistencia en su idioma
sin cargo. Llame al numero de Servicios para Miembros
que figura en su tarjeta de identificacion ;Tiene alguna
deficiencia visual? También puede solicitar este
documento en otros formatos.

Chinese

a e e BB E e SR A - SR EETERE
19 1D -F_EAYE SR SRS ET ] - fERE 2 Gt el
DAEHUA S (A HoAt A& = -

Vietnamese

Quy vi c6 quyén nhan tre' giip bang ngén ngir ctia minh,
mién phi. Quy vi chi can goi dén sb dién thoai clia Ban
Dich vu Thanh vién trén theé ID cia quy vi. Quy vij bj khiém
thi? Quy vi cling cé thé yéu cau cac dinh dang khac cua
tai liéu nay.

Korean

Hote Aol HE = EE3S FES s Al
RUSLICH Hote 1D FtE EAE M X MBI A HS 2
Kool Al L. A2 EOHCI0IAIIR? LHE EAMOF

= 0l A4S Eota == AsLICH

Tagalog

May karapatan kang makakuha ng tulong na nasa iyong
wika nang libre. Tawagan lang ang numero ng Member
Services na nasa iyong ID card. May kapansanan sa
paningin? Maaari ka ring humingi ng iba pang mga
format ng dokumentong ito.

Russian

Y Bac ecTb NpaBo Ha BecnnaTHoe Mony4eHue NoMoLLu

Ha Baluem pofHOM fA3sbike. [pocTo NO3BOHWTE B OTAEN
o6CnyXUBaHWA YYACTHUKOB MO HOMEPY, YKasaHHOMY Ha
Ballew naeHTuMKkaunoHHon kapTe. Y Bac npobnembl

€O 3peHvreM? Bbl Takke MOXETE 3anpocuTh 3TOT AOKYMEHT
B ApYyrux chopmarax.

French Creole
Ou gen dwa jwenn &d nan lang ou gratis. Jis rele nimewo
Sevis Manm ki sou Kat ID ou a gratis Gen pwoblem vizyel?
Ou ka mande tou pou I6t foma nan dokiman sa a.
Arabic
Ul izl saelad) e J geanly cile gdaddl o3 e Jgeandl 3 5l
[P P FRE TN S AU RPN | I DO | R DEER TR MO [
Aad gl adgd o oal i (b Uyl GBS ¢ padl Cias
French
Vous avez le droit d'obtenir de I'aide dans votre langue
gratuitement. Appelez simplement le numéro du Services
membres figurant sur votre carte d'identité. Vous étes une
personne malvoyante ? Vous pouvez également demander
a accéder a ce document dans d'autres formats.

Persian
o e Ly Jaid 580 S8 S G padpad G uh Ga Ll
> EUNS PRSP ERYRY SRRH I RPEQLNPE Y LRy PRy IS JLT DEE
A i e | i ol 800 e 58 i) g e Cpiaes s Uy

63658MUMENMUB 10/24

Armenian

nLp hpwyniup nluGp wudswn ogunientu utnwiliwne
abp jEqyny: Mwpgquwtu quugquhwptp dGn ID pwpunh
Upw gunnuynn Uunwdubph uwjwuwnydwlu hwdwnphu:
StunnnLpjwl uwlgupnud nllbgn'n Gp: Ywpnn Gp Lwle
huunnt] wju hwuwnwpeneh wy| dliwswen:

Japanese
BRI H RIS HE TR CHEAZ T SN H
DEF, IDA— KTl TWHaEa—F Mﬁ'q'i:

BUAEL V) WEREZBHL T2 OB T
COUBEERTHLLTEETS

Italian

Hai il diritto di ricevere assistenza gratuita nella tua
lingua. Basta chiamare il numero del Servizio Membri
presente sulla tua tessera identificativa. Hai problemi
di vista? E possibile richiedere anche altri formati di
questo documento.

German

Sie haben das Recht, kostenlose Hilfe in Ihrer Sprache
zu erhalten. Rufen Sie einfach die Nummer des
Mitgliederservices auf Ihrer ID-Karte an. Sehbehindert?
Sie kénnen dieses Dokument auch in anderen
Formaten anfordern.

Polish

Masz prawo do bezplatnej pomocy w swoim jezyku.
Wystarczy zadzwoni¢ pod numer Biura Obslugi Klienta
podany na karcie identyfikacyjnej. Masz wade wzroku?
Mozesz réwniez poprosi¢ o inne formaty tego dokumentu.

Pennsylvania Dutch

Du hoscht's Recht fer Hilf griege in dei Schprooch fer nix.
Duh yuscht die Member Services Number uffrufe uff dei
ID Card. Hoscht Druwwel fer sehne? Du kannscht des
do Schreiwes in en differnter Weg griege so as du's
besser sehne kannscht.

TTY/TTD:711
It’'s important we treat you fairly

We follow federal civil rights laws in our health programs
and activities. Members can get reasonable modifications
as well as free auxiliary aids and services if you have a
disability. We don't discriminate, on the basis of race, color,
national origin, sex, age or disability. For people whose
primary language isn't English (or have limited proficiency),
we offer free language assistance services like interpreters
and other written languages. Interested in these services?
Call the Member Services number on your ID card for help
(TTY/TDD: 711) or visit our website. If you think we failed in
any areas or to learn more about grievance procedures,
you can mail a complaint to: Compliance Coordinator, P.O.
Box 27401, Richmond, VA 23279, or directly to the U.S.
Department of Health and Human Services, Office for Civil
Rights at 200 Independence Avenue, SW; Room 509F,
HHH Building; Washington, D.C. 20201. You can also call
1-800- 368-1019 (TDD: 1-800-537-7697) or visit
hitps://ocrportal.hhs.qov/ocr/portal/lobby.jsf

#AG-GEN-001#
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(Option 1C) Anthem Blue Preferred Plus $6,000/$12,000 HSA Qualified Plan



Anthem &9

Your summary of benefits

Anthem® Blue Cross and Blue Shield
Your Plan: Anthem Blue Preferred Plus POS HSA Option E14
Your Network: Blue Preferred

Visits with Virtual Care-Only Providers Cost through our mobile app and website

Primary Care, and medical services for urgent/acute care | No charge deductible does not apply

Mental Health & Substance Use Disorder Services No charge deductible does not apply

Specialist care 20% coinsurance after deductible is met

Cost if you use an In- Gost il youuse an

Covered Medical Benefits Network Brovider Out-c_)f-Network
Provider
Overall Deductible $6,000 person / $12,000 person /
$12,000 family $24,000 family
Overall Out-of-Pocket Limit $7,500 person / $15,000 person /
$15,000 family $30,000 family

The family deductible and out-of-pocket limit are embedded, meaning the cost shares of one family member will be applied to
the per person deductible and per person out-of-pocket limit; in addition, amounts for all covered family members apply to both
the family deductible and family out-of-pocket limit. No one member will pay more than the per person deductible or per person
out-of-pocket limit.

All medical and prescription drug deductibles, copayments and coinsurance apply to the out-of-pocket limit (excluding Out-of-
Network Human Organ and Tissue Transplant (HOTT), Cellular and Gene Therapy services).

In-Network and Out-of-Network deductibles and out-of-pocket limit amounts are separate and do not accumulate toward each

other.

Doctor Visits (virtual and office) You are encouraged to select a Primary Care Physician (PCP).

Primary Care (PCP) and Mental Health and Substance Use Disorder
Services virtual and office

Specialist Provider virtual and office

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Practitioner Visits
Maternity Doctor services (prenatal/postpartum care and delivery)

Retail Health Clinic for routine care and treatment of common illnesses;

usually found in major pharmacies or retail stores.

Manipulation Therapy

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Other Services in an Office

Allergy Testing
Prescription Drugs Dispensed in the office

Surgery

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Preventive care / screenings / immunizations No charge 40% coinsurance after
deductible is met
Preventive Care for Chronic Conditions per IRS guidelines No charge Cost share is based on

the setting services are
received.

Diagnostic Services Lab
Office

Freestanding Lab/Reference Lab

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Diagnostic Services X-Ray
Office

Freestanding Radiology Center

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Diagnostic Services Advanced Diagnostic Imaging for example: MR,
PET and CAT scans

Office

Freestanding Radiology Center

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Emeragency and Urgent Care
Urgent Care

Emergency Room Facility Services

Emergency Room Doctor and Other Services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met
Covered as In-Network

Covered as In-Network
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Ambulance

Authorized Out-of-Network non-emergency ambulance services are limited
to an Anthem maximum payment of $50,000 per trip. The $50,000 limit
does not apply to air ambulance services.

20% coinsurance after
deductible is met

Covered as In-Network

Qutpatient Mental Health and Substance Use Disorder Services at a

Facility

Facility Fees 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

Doctor Services 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

Qutpatient Surgery

Facility Fees

Hospital 20% coinsurance after | 40% coinsurance after

Ambulatory Surgical Center

Physician and other services including surgeon fees
Hospital

Ambulatory Surgical Center

deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Hospital (Including Maternity, Mental Health and Substance Use
Disorder Services)

Facility Fees

Human Organ and Tissue Transplants

Cornea transplants are treated as medical procedures, with benefits and
cost sharing determined by the setting in which the services are received.
You must get certain covered transplant procedures from an Approved In-
Network Provider to receive the In-Network level of benefits.

Physician and other services including surgeon fees

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Home Health Care
Coverage is limited to 100 visits per benefit period. Limits are combined for
all home health services.

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Therapy Services

Rehabilitation and Habilitation services including physical, occupational
and speech therapies.

Coverage for physical and occupational therapies is limited to 40 visits
combined per benefit period. Coverage for speech therapy is limited to 20
visits per benefit period.
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Qut-of-Network
Provider

Office

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Pulmonary rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital
Coverage is limited to 36 visits per benefit period.

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Skilled Nursing Care (facility)
Coverage is limited to 30 days per admission.

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Inpatient Hospice

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Additional Services, Equipment and Devices

Durable Medical Equipment

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Prosthetic Devices

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Wigs 20% coinsurance after | 40% coinsurance after
Coverage for wigs is limited to 1 item after cancer treatment per benefit deductible is met deductible is met
period.

Hearing Aids 20% coinsurance after | 40% coinsurance after

Coverage is limited to 1 item per ear every 3 years for members under 18

years of age.

deductible is met

deductible is met

Costif you use a

Cost if you use an In-

Cost if you use an

Covered Prescription Drug Benefits Preferred Network Out-of-Network
Network Pharmacy
Pharmacy Pharmacy
Pharmacy Deductible Combined with In- Combined with In- Combined with Out-of-
Network medical Network medical Network medical
deductible deductible deductible
Pharmacy Out-of-Pocket Limit Combined with In- Combined with In- Combined with Out-of-

Network medical out-of-
pocket limit

Network medical out-of-
pocket limit

Network medical out-of-
pocket limit

Prescription Drug Coverage
Network: Rx Choice Tiered Network

Drug List: Essential Drugs not included on the Essential drug list will not be covered.
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Cost if you use an
Out-of-Network
Pharmacy

Cost if you use a
Preferred Network
Pharmacy

Cost if you use an In-
Network Pharmacy

Covered Prescription Drug Benefits

Day Supply Limits:

Retail Pharmacy 30 day supply (cost shares noted below)

Retail 90 Pharmacy 90 day supply (3 times the 30 day supply cost share(s) charged at Preferred Network and In-Network
Retail Pharmacies noted below applies).

Home Delivery Pharmacy 90 day supply (maximum cost shares noted below). Maintenance medications are available through
our home delivery pharmacy. You will need to call us on the number on your ID card to sign up when you first use the service.
Specialty Pharmacy 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain drugs

with special handling, provider coordination or patient education be filled by our designated specialty pharmacy. Drug cost
share assistance programs may be available for certain specialty drugs.

Preventive Drugs No deductible, copayment or coinsurance applies to prescription drugs on the PreventiveRX Plus drug list
when you use a Preferred Network or an In-Network Pharmacy.

Tier 1 - Typically Generic

20% coinsurance after
deductible is met (retail
and home delivery)

30% coinsurance after
deductible is met (retail
only)

40% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Tier 2 - Typically Preferred Brand

20% coinsurance after
deductible is met (retail
and home delivery)

30% coinsurance after
deductible is met (retail

only)

40% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Tier 3 - Typically Non-Preferred Brand

20% coinsurance after
deductible is met (retail
and home delivery)

30% coinsurance after
deductible is met (retail

only)

40% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Tier 4 - Typically Specialty (brand and
generic)

Covered Vision Benefits

20% coinsurance after
deductible is met (retail
and home delivery)

30% coinsurance after
deductible is met (retail

only)

Cost if you use an In-

Network Provider

40% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Cost if you use an
Out-of-Network
Provider

This is a brief outline of your vision coverage. To receive the In-Network benefit, you must use a Blue View Vision Provider.
Only children’s vision services count towards your out-of-pocket limit.

Children’s Vision exam (up to age 19) No charge $0 copayment up to

Limited to 1 exam per benefit period. plan's Maximum
Allowed Amount

Adult Vision exam (age 19 and older) No charge Reimbursed Up to $42

Limited to 1 exam per benefit period.

Notes:

¢ Dependent Age Limit: to the end of the month in which the child attains age 26.
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Members are encouraged to always cbtain prior approval when using Out-of-Network Providers. Precertification will help
the member know if the services are considered not medically necessary.

No charge means no deductible / copayment / coinsurance up to the maximum allowable amount. 0% means no
coinsurance up to the maximum allowable amount. However, when choosing an Out-of-Network Provider, the member is
responsible for any balance due after the plan payment.

If you have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility Services”.
Costs may vary by the site of service. Other cost shares may apply depending on services provided. Check your
Certificate of Coverage for details.

The limits for physical, occupational, and speech therapy, if any apply to this plan, will not apply if you get care as part of
the Mental Health and Substance Use Disorder benefit.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
between this summary and the Certificate of Insurance or Evidence of Coverage (EQC), the Certificate of Insurance or
Evidence of Coverage (EOC), will prevail.

Anthem Blue Cross and Blue Shield is the trade name of Blue Cross Blue Shield of Wisconsin (BCBSW1), Compeare Health Services Insurance Corporation (Compeare) and
Wisconsin Collaborative Insurance Company (WCIC). BCBSW underwrites or administers PPO and indemnity policies and underwrites the Out-of-Network benefits in
POS pohces offered by Compeare or WCIC; Compeare underwntes or admimsters HMO or POS policies; WCIC underwntes or admumsters Well Poonty HMO or POS
policies. Independent licensees of the Blue Cross and Blue Shield Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Ine. The Blue Cross
and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.

Questions: (833) 578-4439 or visit us at www.anthem.com
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Your summary of benefits

Your Plan: Anthem Blue Preferred Plus POS HSA Option E14
Your Network: Blue Preferred

Anthem &9

This summary of benefits is intended to be a brief outiine of coverage  The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate, and Schedule of
Benefits. In the event of a confiict between the Group Contract and this description, the terms of the Group Contract will prevail.

By signing this Summary of Benefits, | agree to the benefits for the product selected as of the effective date indicated.

Authorized group signature (if applicable)

Date

Underwriting signature (if applicable)

Date

WI/LG/Anthem Blue Preferred Plus POS HSA Option E14/9H09/2026
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We’re here for you — in many languages

The law requires us to include a message in all of these different languages. Curious what they say? Here’'s the English
version: “You have the right to get help in your language for free. Just call the Member Services number on your ID card.”
Visually impaired? You can also ask for other formats of this document

Spanish

Usted tiene derecho a obtener asistencia en su idioma
sin cargo. Llame al numero de Servicios para Miembros
que figura en su tarjeta de identificacion ;Tiene alguna
deficiencia visual? También puede solicitar este
documento en otros formatos.

Chinese

a e e BB E e SR A - SR EETERE
19 1D -F_EAYE SR SRS ET ] - fERE 2 Gt el
DAEHUA S (A HoAt A& = -

Vietnamese

Quy vi c6 quyén nhan tre' giip bang ngén ngir ctia minh,
mién phi. Quy vi chi can goi dén sb dién thoai clia Ban
Dich vu Thanh vién trén theé ID cia quy vi. Quy vij bj khiém
thi? Quy vi cling cé thé yéu cau cac dinh dang khac cua
tai liéu nay.

Korean

Hote Aol HE = EE3S FES s Al
RUSLICH Hote 1D FtE EAE M X MBI A HS 2
Kool Al L. A2 EOHCI0IAIIR? LHE EAMOF

= 0l A4S Eota == AsLICH

Tagalog

May karapatan kang makakuha ng tulong na nasa iyong
wika nang libre. Tawagan lang ang numero ng Member
Services na nasa iyong ID card. May kapansanan sa
paningin? Maaari ka ring humingi ng iba pang mga
format ng dokumentong ito.

Russian

Y Bac ecTb NpaBo Ha BecnnaTHoe Mony4eHue NoMoLLu

Ha Baluem pofHOM fA3sbike. [pocTo NO3BOHWTE B OTAEN
o6CnyXUBaHWA YYACTHUKOB MO HOMEPY, YKasaHHOMY Ha
Ballew naeHTuMKkaunoHHon kapTe. Y Bac npobnembl

€O 3peHvreM? Bbl Takke MOXETE 3anpocuTh 3TOT AOKYMEHT
B ApYyrux chopmarax.

French Creole
Ou gen dwa jwenn &d nan lang ou gratis. Jis rele nimewo
Sevis Manm ki sou Kat ID ou a gratis Gen pwoblem vizyel?
Ou ka mande tou pou I6t foma nan dokiman sa a.
Arabic
Ul izl saelad) e J geanly cile gdaddl o3 e Jgeandl 3 5l
[P P FRE TN S AU RPN | I DO | R DEER TR MO [
Aad gl adgd o oal i (b Uyl GBS ¢ padl Cias
French
Vous avez le droit d'obtenir de I'aide dans votre langue
gratuitement. Appelez simplement le numéro du Services
membres figurant sur votre carte d'identité. Vous étes une
personne malvoyante ? Vous pouvez également demander
a accéder a ce document dans d'autres formats.

Persian
o e Ly Jaid 580 S8 S G padpad G uh Ga Ll
> EUNS PRSP ERYRY SRRH I RPEQLNPE Y LRy PRy IS JLT DEE
A i e | i ol 800 e 58 i) g e Cpiaes s Uy

63658MUMENMUB 10/24

Armenian

nLp hpwyniup nluGp wudswn ogunientu utnwiliwne
abp jEqyny: Mwpgquwtu quugquhwptp dGn ID pwpunh
Upw gunnuynn Uunwdubph uwjwuwnydwlu hwdwnphu:
StunnnLpjwl uwlgupnud nllbgn'n Gp: Ywpnn Gp Lwle
huunnt] wju hwuwnwpeneh wy| dliwswen:

Japanese
BRI H RIS HE TR CHEAZ T SN H
DEF, IDA— KTl TWHaEa—F Mﬁ'q'i:

BUAEL V) WEREZBHL T2 OB T
COUBEERTHLLTEETS

Italian

Hai il diritto di ricevere assistenza gratuita nella tua
lingua. Basta chiamare il numero del Servizio Membri
presente sulla tua tessera identificativa. Hai problemi
di vista? E possibile richiedere anche altri formati di
questo documento.

German

Sie haben das Recht, kostenlose Hilfe in Ihrer Sprache
zu erhalten. Rufen Sie einfach die Nummer des
Mitgliederservices auf Ihrer ID-Karte an. Sehbehindert?
Sie kénnen dieses Dokument auch in anderen
Formaten anfordern.

Polish

Masz prawo do bezplatnej pomocy w swoim jezyku.
Wystarczy zadzwoni¢ pod numer Biura Obslugi Klienta
podany na karcie identyfikacyjnej. Masz wade wzroku?
Mozesz réwniez poprosi¢ o inne formaty tego dokumentu.

Pennsylvania Dutch

Du hoscht's Recht fer Hilf griege in dei Schprooch fer nix.
Duh yuscht die Member Services Number uffrufe uff dei
ID Card. Hoscht Druwwel fer sehne? Du kannscht des
do Schreiwes in en differnter Weg griege so as du's
besser sehne kannscht.

TTY/TTD:711
It’'s important we treat you fairly

We follow federal civil rights laws in our health programs
and activities. Members can get reasonable modifications
as well as free auxiliary aids and services if you have a
disability. We don't discriminate, on the basis of race, color,
national origin, sex, age or disability. For people whose
primary language isn't English (or have limited proficiency),
we offer free language assistance services like interpreters
and other written languages. Interested in these services?
Call the Member Services number on your ID card for help
(TTY/TDD: 711) or visit our website. If you think we failed in
any areas or to learn more about grievance procedures,
you can mail a complaint to: Compliance Coordinator, P.O.
Box 27401, Richmond, VA 23279, or directly to the U.S.
Department of Health and Human Services, Office for Civil
Rights at 200 Independence Avenue, SW; Room 509F,
HHH Building; Washington, D.C. 20201. You can also call
1-800- 368-1019 (TDD: 1-800-537-7697) or visit
hitps://ocrportal.hhs.qov/ocr/portal/lobby.jsf
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REQUIRED FEDERAL NOTICES

HIPAA Notice of Special Enrollment Rights (newly eligible / open enrollment)

WHCRA Notice (newly covered members / open enrollment)

HIPAA Notice of Privacy Practices (newly covered members of the FSA Plan)

Medicare Part D Creditable Coverage Notice - all health plans are creditable (newly eligible / prior to
October 15" each year / becoming eligible for Medicare)

Marketplace Notice (all new hires)

CHIP Notice (newly hires / open enroliment)

Initial COBRA Notice (newly covered members)
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HIPAA NOTICE OF SPECIAL ENROLLMENT RIGHTS

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or
group health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents
lose eligibility for that other coverage (or if the employer stops contributing towards your or your dependents' other
coverage). 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).

If you have a new dependent as a result of 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, adoption, or
placement for adoption.

If you decline enrollment for yourself or for an eligible dependent (including your spouse) while Medicaid coverage or
coverage under a state children's health insurance program is in effect, you may be able to enroll yourself and your
dependents in this plan if you or your dependents lose eligibility for that other coverage. However, you must request
enrollment within 60 days after your or your dependents' coverage ends under Medicaid or a state children's health insurance
program.

If you or your dependents (including your spouse) become eligible for a state premium assistance subsidy from Medicaid or
through a state children's health insurance program with respect to coverage under this plan, you may be able to enroll
yourself and your dependents in this plan. However, you must request enrollment within 60 days after your or your
dependents’ determination of eligibility for such assistance.

To request special enrollment or obtain more information, contact Marc Bouwer, Human Resource Manager, at (715) 693-7831.

WOMEN’S HEALTH AND CANCER RIGHTS ACT (WHCRA) 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. Please see your Summary of Benefits and Coverage (SBC) for deductible and coinsurance

information.

If you would like more information on WHCRA benefits, call your health insurance company at the number on the back of your ID
card.
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HIPAA NOTICE OF PRIVACY PRACTICES

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.

Effective Date of Notice: lanuary 1, 2026
Who will follow this notice:

This notice describes the health information practices of SC Swiderski, as the plan sponsor of the Flexible Spending Account (FSA)
plan (the "Plan") and that of any third party that assists in the administration of Plan claims.

Our pledge to you:

We understand that medical information about you and your health is personal. We are committed to protecting medical
information about you.

This notice is required by the Standards for Privacy of Individually Identifiable Health Information regulations (the “Rule”). This
notice will tell you about the ways in which we may use or disclose medical information about you. It also describes our
obligations and your rights regarding the use and disclosure of medical information.

We are required by law to:

=  make sure that medical information that identifies you is kept private;
= give you this notice of our legal duties and privacy practices with respect to medical information about you; and
= follow the terms of the notice that is currently in effect.

HOW THE PLAN MAY USE AND DISCLOSE YOUR MEDICAL INFORMATION

The following categories describe different ways that we use and disclose medical information, as permitted by law. The Plan, its
business associates, and their agents/subcontractors, if any, will use or disclose medical information to carry out treatment,
payment and health care operations or other purposes permitted or required by law.

In addition, the Plan may contact you to provide information about treatment alternatives or other health-related benefits and
services that may be of interest to you. The Plan will disclose your medical information to SC Swiderski (“Plan Sponsor”) for
purposes related to treatment, payment and health care operations. The plan sponsor has amended its plan documents to
protect your medical information as required by the Rule.

Treatment means the provision, coordination, or management of health care by one or more health care providers, or a health
care provider and a third party.

Payment means activities undertaken by a health plan to determine coverage responsibilities and payment obligations for the
provision of health care, or activities undertaken by a health care pravider, or a health plan to obtain or provide reimbursement
for health care.

For example, the Plan may disclose to your provider that you are eligible for benefits.

Health Care Operations means activities directly related to the provision of health care or the processing of health information.
This includes internal quality oversight review, credentialing and health care provider evaluation, underwriting, insurance rating
and other activities related to creation, renewal or replacement of a contract of health insurance or health benefits.

For example, the Plan may use medical information about you to project future benefit costs.

The Plan will disclose medical information about you when required by federal, state or local law.
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HIPAA NOTICE OF PRIVACY PRACTICES (Continued)

The Plan may use and disclose medical information about you when necessary to prevent a serious threat to your health and
safety or the health and safety of the public or another person.

The Plan may disclose medial information if you are a member of the armed forces and this is required by military command
authorities.

The Plan may disclose medical information about you for workers' compensation ar similar programs.
The Plan may disclose medical information about you for public health activities. These activities may include the following:

®=  to prevent or control disease, injury or disability;
*  to notify a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or
condition;
The Plan may disclose medical information to a health oversight agency for activities authorized by law.

The Plan may disclose medical information about you if you are involved in a lawsuit or a dispute and we are responding to a
court or administrative order. Also, the Plan may disclose medical information about you in response to a subpoena, discovery
request or other lawful process by someone else involved in the dispute.

The Plan may disclose medical information about you if asked to do so by law enforcement official, such as in response to a court
order, subpoena, warrant, summons or similar process;

The Plan may disclose medical information to a coroner or medical examiner for the purpose of identifying a deceased person,
determining a cause of death or other duties as authorized by law. Also, disclosure to funeral directors, as necessary to carry out
their duties, is permitted.

The Plan may not disclose psychotherapy notes (under most circumstances), may not disclose protected health information for
marketing purposes, and may not make disclosures that constitute a sale of protected health information unless authorized by
the individual. Other disclosures not mentioned in this notice also require authorization from the individual.

The Plan may not disclose protected health information that is genetic information under the Genetic Information
Nondiscrimination Act (“GINA”) for underwriting purposes.

YOUR RIGHTS
You have the following rights regarding medical information the Plan maintains about you:

You have the right to request an inspection and a copy of your medical information contained in a “designated record set,” for as
long as the Plan maintains your medical information in the designated record set.

“Designated record set,” means a group of records maintained by or for a health plan that is enrollment, payment, claims
adjudication and care or medical management record systems maintained by or for a health plan; or used in whole or in part by
or for the health plan to make decisions about individuals. Information used for quality control or for health care operations and
not used to make decisions about individuals is not in the designated record set.

The Plan has the right to charge a reasonable, cost-based fee for providing a copy of your medical information or summary or
explanation of your medical information.

The Plan has the right to deny your request to inspect and copy in certain very limited circumstances. If you are denied access to
medical information, you may request that the denial be reviewed.
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HIPAA NOTICE OF PRIVACY PRACTICES (Continued)

If you feel the medical information the Plan has about you is incorrect or incomplete, you may ask the Plan to amend the
information. You have a right to request an amendment for as long as the information is kept by the Plan.

To request an amendment, your request must be in writing and should be addressed to the following individual: Human
Resources Manager, SC Swiderski, 401 Ranger Street, Mosinee, WI 54455. All requests for amendment of your medical
information must include a reason to support the requested amendment.

The Plan may deny your request for an amendment if it is not in writing or does not include a reason to support the request. In
addition, the Plan may deny your request if you ask to amend information that:

= s not part of the medical information kept by or for the Plan;

= was not created by the Plan, unless the person or entity that created the information is no longer available to make the
amendment;

®= s not part of the information which you would be permitted to inspect and copy.

You have the right to request an “accounting of disclosures,” where such disclosure was made for any purpose other than
treatment, payment or health care operations. Additionally, no accounting of disclosures will be made for the following reasons:

= jf the disclosure was made to the individual about his or her own medical information;

= if the disclosure was made pursuant to an authorization;

= if the disclosure was made to certain person involved in your care or payment for your care;
= if the disclosure was made prior to the compliance date of April 14, 2004.

To request an accounting of disclosures, address your request to the following individual: Human Resources Manager, SC
Swiderski, 401 Ranger Street, Mosinee, WI 54455.

If you request more than one accounting in a 12-month period, the Plan can charge a reasonable, cost-based fee for each
subsequent accounting, unless you withdraw or modify the request for a subsequent accounting to avoid or reduce the fee.

You have the right to request a restriction or limitation on the medical information the Plan uses or discloses about you for
treatment, payment or health care operations. You have the right to request a limit on the medical information the Plan
discloses about you to someone who is involved in your care or payment for your care, such as friends or family members.

The Plan is not required to agree with your request.

You have the right to restrict certain disclosures of protected health information to a health plan where you pay out of pocket in
full for the health care item or service.

To request restrictions, you must make your request in writing to the following individual: Human Resources Manager, SC
Swiderski, 401 Ranger Street, Mosinee, W| 54455. The request must include (a) what information you want to limit, (b) whether
you want to limit the Plan’s use, disclosure or both, and (c) to whom you want the limits to apply.

You have the right to request to receive communications of your medical information from the Plan by alternative means or at
alternative locations if you clearly state that the disclosure of all or part of the information could endanger you. The Plan will
accommodate all such reasonable requests.

You will be required to request confidential communications of your medical information in writing. The request should be
addressed to the following individual: Human Resources Manager, SC Swiderski, 401 Ranger Street, Mosinee, Wl 54455.
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HIPAA NOTICE OF PRIVACY PRACTICES (Continued)

You have the right to a paper copy of this notice. You may ask the Plan to give you a copy of this notice at any time. Even if you
have agreed to receive this notice electronically, you are still entitled to a paper copy of this notice.

To obtain a paper copy of this notice, contact the following individual: Human Resources Manager, SC Swiderski, 401 Ranger
Street, Mosinee, W| 54455.

You have the right to be notified following a breach of unsecured protected health information.

If you believe your privacy rights have been violated, you may complain to the Plan. Any complaint must be in writing and
addressed to the following individual: Human Resources Manager, SC Swiderski, 401 Ranger Street, Mosinee, Wl 54455. You
may also file a complaint with the Secretary of Health and Human Services.

The Plan will not retaliate against you for filing a complaint. The Plan will only release the minimum amount of PHI necessary to
complete the required task or request.

Other uses or disclosures of your medical information not covered by this notice or the laws that apply will be made only with
your written authorization, subject to your right to revoke such authorization. You may revoke the authorization at any time,
providing the revocation is done in writing. You understand that the Plan is unable to take back any disclosures already made
with your permission.
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MODEL INDIVIDUAL CREDITABLE COVERAGE DISCLOSURE NOTICE LANGUAGE OMB 0938-0990
FOR USE ON OR AFTER APRIL 1, 2011

MEDICARE PART D: CREDITABLE COVERAGE NOTICE
Health Plan — All Options

Please read this notice carefully and keep it where you can find it. This notice has information about your current
prescription drug coverage with SC Swiderski, LLO 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. S.C.Swiderski has determined that the prescription drug coverage offered by the S.C. Swiderski’s health plan 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 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 Enroliment Period (SEP) to join a Medicare drug plan.

CMS Form 10182-CC Updated April 1, 2011

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control
number. The valid OMB control number for this information collection is 0938-0990. The time required to complete this information collection is estimated to
average 8 hours per response initially, including the time to review instructions, search existing data resources, gather the data needed, and complete and
review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write
to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850
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MODEL INDIVIDUAL CREDITABLE COVERAGE DISCLOSURE NOTICE LANGUAGE OMB 0938-0990
FOR USE ON OR AFTER APRIL 1, 2011

MEDICARE PART D: CREDITABLE COVERAGE NOTICE (continued)

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 SC Swiderski coverage will not be affected. If you do decide to join a
Medicare drug plan and drop your current SC Swiderski coverage, be aware that you and your dependents will not be able to
get this coverage back until open enrollment or a special enrollment event, provided that you are still an active employee.
Also please note — all HSA contributions must stop once you are eligible for and enrolled in any type of Medicare, including
Medicare Part D.

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 S.C. Swiderski 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 manth 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 S.C. Swiderski changes. You also may request a copy of this notice at any time.

CMS Form 10182-CC Updated April 1,2011

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control
number. The valid OMB control number for this information collection is 0938-0990. The time required to complete this information collection is estimated to
average 8 hours per response initially, including the time to review instructions, search existing data resources, gather the data needed, and complete and
review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to:
CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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MODEL INDIVIDUAL CREDITABLE COVERAGE DISCLOSURE NOTICE LANGUAGE OMB 0938-0990
FOR USE ON OR AFTER APRIL 1, 2011

MEDICARE PART D: CREDITABLE COVERAGE NOTICE (continued)

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 handbock 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
e 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: October 15, 2025

Name of Entity/Sender: S.C. Swiderski

Contact: Human Resources Manager

Address: 401 Ranger St, Mosinee, W| 54455

Phone Number: (715) 693-7831

CMS Form 10182-CC Updated April 1, 2011

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control
number. The valid OMB control number for this information collection is 0938-0990. The time required to complete this information collection is estimated to
average 8 hours per response initially, including the time to review instructions, search existing data resources, gather the data needed, and complete and
review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to:
CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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MARKETPLACE COVERAGE NOTICE

GENERAL INFORMATION

When key parts of the health care law took effect, you were eligible for a new way to buy health insurance: the Health Insurance
Marketplace. To assist you as you look at options for you and your family, this notice provides some basic information about the
new Marketplace and the employment-based coverage offered to you.

WHAT IS THE HEALTH INSURANCE MARKETPLACE?

The Marketplace is designed to help you find private 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. Annual open enrollment for private health insurance coverage
through the Marketplace runs during the months of November, December, January and February. The specific timeline will be
announced each year.

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 are eligible for depends on your household
income.

DOES THE HEALTH INSURANCE WE OFFER TO YOU AFFECT YOUR ELIGIBILITY FOR PREMIUM SAVINGS THROUGH
THE MARKETPLACE?

Yes. If we have offered you health coverage that meets certain standards, you will not be eligible for a tax credit through the
Marketplace and may wish to enroll in our 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 self-only coverage under our health plan is more than 9.83% of your household
income for the year, or if our health plan 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 our health plan coverage, then you may lose
our contribution (if any) to your coverage under our health plan. Also, our contribution — as well as your employee contribution —
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 I GET MORE INFORMATION ABOUT THE MARKETPLACE?

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the marketplace
and its cost. You can 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

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.
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MARKETPLACE COVERAGE NOTICE (continued)

INFORMATION ABOUT THE HEALTH COVERAGE OFFERED BY YOUR EMPLOYER
If you complete an application for coverage through the Marketplace, you will be asked for information about our health plan.
The information below will help you complete an application for coverage in the Marketplace.

Employer Name:

SC Swiderski

Employer Identification Number (EIN):
39-1938146 (Leasing);

47-2832735 (Construction);

47-2837847 (Management);

47-2832650 (Land Company)

Employer Address:

401 Ranger Street

Mosinee, WI 54455

Employer Phone Number:

(715) 693-9522

Who can we contact about employee health coverage at this job? Phone Number (if different from above):
Marc Bouwer, Human Resource Manager
E-mail address: mbouwer@scswiderski.com

®*  You may also be asked whether or not you are currently eligible for our health plan or whether you will become eligible
within the next three months. In addition, if you are or will become eligible, you may be required to list the names of your
dependents that are eligible for coverage under our health plan.

* |f you would like information about the eligibility requirements for our health plan, please read the eligibility provisions
described in the Summary Plan Description for our health plan. You can obtain a copy of the Summary Plan Description by
contacting your Employer at the phone and/or email listed above.

= |fyou are eligible for coverage under our health plan, you may be required to check a box indicating whether or not our
health plan meets the minimum value standard. Our health plan coverage meets the minimum value standard.

= |fyou are eligible for coverage under our health plan, you may be asked to provide the amount of premiums you must pay
for self-only coverage under the lowest-cost health plan that meets the minimum value standard. If you had the opportunity
to receive a premium discount for any tobacco cessation program, you must enter the premium you would pay if you
received the maximum discount possible for a tobacco cessation program.

= |f you would like information about the premiums for self-only coverage under our lowest-cost health plan, please contact
your Employer at the phone and/or email listed above.

®*  You may also be asked whether or not we will be making certain changes to our health plan coverage for the new plan year.
As usual, we will notify you about changes to our health plan coverage after we approve any such changes and inform
employees about those changes at the appropriate time. If you are not sure how to answer this question on your
Marketplace application, please contact the Marketplace.
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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, 2023. Contact your State for more information on eligibility -

ALABAMA - Medicaid ALASKA — Medicaid

Wehbsite: http://myalhipp.com/
Phone: 1-855-692-5447

Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447)

COLORADO - Health First Colorado (Colorado’s Medicaid

Program) & Child Health Plan Plus (CHP+)
Health First Colorado Website:
https://www.healthfirstcolorado.com/

Health First Colorado Member Contact Center:
1-800-221-3943/State Relay 711

CHP+: https://hcpf.colorado.gov/child-health-plan-plus
CHP+ Customer Service: 1-800-359-1991/State Relay 711
Health Insurance Buy-In Program

(HIBI): https://www.mycohibi.com/

HIBI Customer Service: 1-855-692-6442

The AK Health Insurance Premium Payment Program
Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerService@MyAKHIPP.com

Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default. aspx

ARKANSAS — Medicaid CALIFORNIA — Medicaid

Health Insurance Premium Payment (HIPP) Program Website:
http://dhcs.ca.gov/hipp
Phone: 916-445-8322
Fax: 916-440-5676
Email: hipp@dhcs.ca.gov
FLORIDA - Medicaid

Website:
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.
com/hipp/index.html

Phone: 1-877-357-3268
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CHIP (continued)
GEORGIA - Medicaid INDIANA - Medicaid

GA HIPP Website: https://medicaid.georgia.qgov/health- Healthy Indiana Plan for low-income adults 19-64
insurance-premium-payment-program-hipp Website: http://www.in.gov/fssa/hip/

Phone: 678-564-1162, Press 1 Phone: 1-877-438-4479

GA CHIPRA Website: All other Medicaid
https://medicaid.georgia.gov/programs/third-party- Website: https://www.in.gov/medicaid/
liability/childrens-health-insurance-program-reauthorization- Phone: 1-800-457-4584

act-2009-chipra
Phone: 678-564-1162, Press 2

IOWA - Medicaid and CHIP (Hawki) KANSAS - Medicaid
Medicaid Website: Website: https://www.kancare.ks.gov/
https://dhs.iowa.gov/ime/members Phone: 1-800-792-4884
Medicaid Phone: 1-800-338-8366 HIPP Phone: 1-800-967-4660

Hawki Website:

http://dhs.iowa.gov/Hawki

Hawki Phone: 1-800-257-8563

HIPP Website: https://dhs.iowa.gov/ime/members/medicaid-a-

to-z/hipp
HIPP Phone: 1-888-346-9562
KENTUCKY - Medicaid LOUISIANA - Medicaid
Kentucky Integrated Health Insurance Premium Payment Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Program (KI-HIPP) Website: Phone: 1-888-342-6207 (Medicaid hotline) or

https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx 1-855-618-5488 (LaHIPP)
Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@ky.gov

KCHIP Website: https://kidshealth.kyv.gov/Pages/index.aspx
Phone: 1-877-524-4718

Kentucky Medicaid Website: https://chfs.ky.gov/agencies/dms

MAINE - Medicaid MASSACHUSETTS — Medicaid and CHIP
Enrollment Website: Website: https://www.mass.qov/masshealth/pa
https://www.mymaineconnection.gov/benefits/s/?language=e Phone: 1-800-862-4840
n uUs TTY: 711
Phone: 1-800-442-6003 Email: masspremassistance@accenture.com

TTY: Maine relay 711

Private Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740

TTY: Maine relay 711

MINNESOTA — Medicaid MISSOURI - Medicaid
Website: Website:
https://mn.gov/dhs/people-we-serve/children-and- http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
families/health-care/health-care-programs/programs-and- Phone: 573-751-2005

services/other-insurance.jsp
Phone: 1-800-657-3739

MONTANA — Medicaid NEBRASKA — Medicaid
Website: Website: http://www.ACCESSNebraska.ne.gov
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP Phone: 1-855-632-7633
Phone: 1-800-694-3084 Lincoln: 402-473-7000
Email: HHSHIPPProgram@mt.gov Omaha: 402-595-1178
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CHIP (continued)
NEVADA - Medicaid NEW HAMPSHIRE — Medicaid

Medicaid Website: http://dhcfp.nv.gov Website: https://www.dhhs.nh.gov/programs-
Medicaid Phone: 1-800-992-0900 services/medicaid/health-insurance-premium-program

Phone: 603-271-5218
Toll free number for the HIPP program: 1-800-852-3345, ext.

5218
NEW JERSEY - Medicaid and CHIP NEW YORK - Medicaid
Medicaid Website: Wehsite: https://www.health.ny.gov/health care/medicaid/
http://www state.nj.us/humanservices/ Phone: 1-800-541-2831

dmahs/clients/medicaid/

Medicaid Phone: 609-631-2392

CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

NORTH CAROLINA - Medicaid NORTH DAKOTA - Medicaid

Website: https://medicaid.ncdhhs.gov/ Website: https://www.hhs.nd.gov/healthcare
Phone: 919-855-4100 Phone: 1-844-854-4825
OKLAHOMA - Medicaid and CHIP OREGON - Medicaid

Website: http://www.insureoklahoma.org Website: http://healthcare.oregon.gov/Pages/index.aspx
Phone: 1-888-365-3742 Phone: 1-800-699-9075

PENNSYLVANIA - Medicaid and CHIP RHODE ISLAND - Medicaid and CHIP
Website: Website: http://www.eohhs.ri.gov/
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP- Phone: 1-855-697-4347, or
Program.aspx 401-462-0311 (Direct Rite Share Line)

Phone: 1-800-692-7462
CHIP Website: Children's Health Insurance Program (CHIP)

(pa.qov)
CHIP Phone: 1-800-986-KIDS (5437)
SOUTH CAROLINA - Medicaid SOUTH DAKOTA - Medicaid
Website: https://www.scdhhs.gov Website: http://dss.sd.gov
Phone: 1-888-549-0820 Phone: 1-888-828-0059

TEXAS — Medicaid UTAH - Medicaid and CHIP

Website: Health Insurance Premium Payment (HIPP) Program | Medicaid Website: https://medicaid.utah.gov/
Texas Health and Human Services CHIP Website: http://health.utah.gov/chip
Phone: 1-800-440-0493 Phone: 1-877-543-7669

VERMONT- Medicaid VIRGINIA — Medicaid and CHIP

Website: Health Insurance Premium Payment (HIPP) Program | Website: https://coverva.dmas.virginia.gov/learn/premium-
Department of Vermont Health Access assistance/famis-select
Phone: 1-800-250-8427 https://coverva.dmas.virginia.gov/learn/premium-

assistance/health-insurance-premium-payment-hipp-programs
Medicaid/CHIP Phone: 1-800-432-5924
WEST VIRGINIA — Medicaid and CHIP

WASHINGTON - Medicaid

Website: https://www.hca.wa.qov/ Website: https://dhhr.wv.gov/bms/

Phone: 1-800-562-3022 http://mywvhipp.com/

Medicaid Phone: 304-558-1700

CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)
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CHIP (continued)

WISCONSIN - Medicaid and CHIP WYOMING - Medicaid
Website: Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm https://health.wyo.gov/healthcarefin/medicaid/programs-and-
Phone: 1-800-362-3002 eligibility/

Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since July 31, 2023, or for more information on
special enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration Centers for Medicare 8 Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a
collection of information unless such collection displays a valid Office of Management and Budget (OMB) control
number. The Department notes that a Federal agency cannot conduct or sponsor a collection of information unless it
is approved by OMB under the PRA, and displays a currently valid OMB control number, and the public is not required
to respond to a collection of information unless it displays a currently valid OMB control number. See 44 US.C. 3507.
Also, notwithstanding any other provisions of law, no person shall be subject to penalty for failing to comply with a
collection of information if the collection of information does not display a currently valid OMB control number. See
44 UsS.C. 3512

The public reporting burden for this collection of information is estimated to average approximately seven minutes per
respondent. Interested parties are encouraged to send comments regarding the burden estimate or any other aspect
of this collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor,
Employee Benefits Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200
Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB
Control Number 1210-0137.

OMB Control Number 1210-0137 (expires 1/31/2026)
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COBRA Notice

GENERAL NOTICE OF COBRA CONTINUATION COVERAGE AND CONVERSION RIGHTS

Federal and Wisconsin law require that some group health plans offer individuals who would otherwise lose their
coverage: (1) the opportunity for a temporary extension of health coverage (called "COBRA Continuation coverage”)
at group rates, and/or (2) the opportunity to convert to individual health insurance coverage (called "Conversion
coverage").

The information in this notice is intended to inform you, in a summary fashion, of your rights and obligations under
these laws. You, your spouse and any dependents should take the time to read the entire notice carefully.

COBRA CONTINUATION COVERAGE

COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end because of a
life event known as 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.

YOU MAY HAVE OTHER OPTIONS AVAILABLE TO YOUR 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.

ELIGIBLE INDIVIDUALS

Employees - If you are an employee of SC Swiderski who is covered by its group health plan (which includes the
medical, dental, vision, and prescription drug plans) you have the right to elect COBRA Continuation coverage for
yourself (and your spouse and dependents to the extent that they would also lose coverage) if you lose this group
health coverage because of a reduction in your hours of employment or the termination of your employment (for
reasons other than gross misconduct on your part), subject to the terms and conditions of the insurance contract.
You may also have some additional rights if you lose this group health coverage while you are on a leave of absence
to serve in the military — but any separate right(s) that you may have to receive COBRA Continuation coverage (e.g.,
under the Uniformed Services Employment and Reemployment Rights Act) will be run in conjunction with any rights
under COBRA.
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COBRA Notice (Continued)

Spouse - If you are or were the spouse of an employee and you are covered by the group health plan(s), you have a
separate right to elect COBRA Continuation coverage for yourself (and your dependents under age 18 if they would
also lose coverage) if you lose group coverage for any of the following reasons:

1) Your spouse’s death;

2) Your spouse's termination of employment (for reasons other than gross misconduct) or
reduction in hours of employment;

3) divorce, legal separation or annulment from your spouse;

4) Your spouse’s entitlement to Medicare benefits (Part A, Part B or Both); or

5) The bankruptcy of your spouse's employer, if your spouse is retired.

Dependents - If you are the dependent child of an employee and you are covered by the group health plan(s), you have
a separate right to elect COBRA Continuation coverage for yourself if you lose group health coverage for any of the
following reasons (if you are under age 18, your parent may exercise this right for you):

1) Your parent’s death;

2) Your parent's termination of employment (for reasons other than gross misconduct) or
reduction in hours of employment;

3) Your parents' divorce or legal separation;

4) Your parent’s entitlement to Medicare benefits (Part A, Part B or Both);

5) Your ceasing to be a "dependent child" as defined by the group health plan; or

6) The bankruptcy of your parent's employer, if your parent is retired.

A child who is born to or adopted by a former employee, while such employee maintains COBRA Continuation
coverage, is also entitled to elect COBRA Continuation coverage. Such coverage will be treated as though it started
on the same date as the former employee’s continuation coverage for purposes of determining the child’s maximum
period of coverage. The former employee must comply with the same enrollment rules that apply to active
employees in order to obtain coverage for such a child.

Please note, if you lose group health plan coverage “in anticipation” of one of the previously described events, you
may have the right to elect COBRA Continuation coverage even if you had lost coverage prior to the event.

REQUIRED NOTICES

When to Notify Us - Under the law, the employee or a family member has the responsibility to inform the health
plan administrator of a divorce, legal separation, or a child losing dependent status under the group health plan. This
notice must be given to the administrator within 60 days after the later of the event or the date on which coverage is
lost under the plan because of such event. You must provide notice to: SC Swiderski’s Human Resource
Department. Failure to notify SC Swiderski of the aforementioned events within 60 days, after the later of the event
or the date on which coverage would end under the plan because of such event, will result in your group health plan
coverage ending.

Under the law, SC Swiderski will notify the health plan administrator of the employee’s death, termination of
employment (for reasons other than gross misconduct), reduction in hours of employment, or Medicare entitlement
so that the appropriate notices can be sent.
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COBRA Notice (Continued)

Your Election Rights - When the health plan administrator is notified that one of the events described in the Eligible
Individuals Section of this notice has occurred, it will notify you that you have the right to choose COBRA
continuation coverage. Under the law, you have 60 days from the later of the date you would lose coverage
(because of one of the previously described events) or the date of this notice to you after the events previously
mentioned to inform SC Swiderski that you want COBRA continuation coverage. If you do not choose COBRA
continuation coverage or you do not respond within this time period, your group health plan coverage will end.

COBRA CONTINUATION COVERAGE

Coverage Rights - If you choose COBRA continuation coverage, the plan is required to give you coverage which is
identical to the coverage provided currently under the plan to similarly situated employees or family members.

Maximum Period of Coverage - The law requires that you be afforded the opportunity to maintain COBRA
continuation coverage for up to 36 months unless you lost group health coverage because of a termination of
employment (other than for gross misconduct), a reduction in hours or a leave for military service. In such cases, the
required COBRA continuation coverage period is 18 months. The 18 month period may, however, be extended by up
to 11 additional months (29 months in total) if: (1) an individual (the employee, spouse or dependent) is determined
to be disabled (for Social Security disability purposes) at the time of the termination of employment or the reduction
in hours or at any time within the first 60 days after such an event; and (2) the plan administrator is notified of the
determination of disability by the Social Security Administration within 60 days (but not after the end of the original
18 month period). Under the law, an individual must notify the plan administrator within 30 days of any final
determination that the individual is no longer disabled (for Social Security disability purposes). The 18 month (and
the 29 manth) period may also be further extended to a maximum of 36 months from the date of termination of
employment or the reduction in hours if another event (such as a death, divorce, or legal separation) occurs during
that 18 manth (or 29 month) period and while you maintain COBRA continuation coverage provided you have
notified the plan administrator in the 60 day time frame. You must provide notice of this new event to SC
Swiderski’s Human Resource Department. You will be asked to provide a copy of your Social Security award letter.

You do not have to show that you are insurable to choose COBRA continuation coverage. However, COBRA
continuation coverage is provided subject to your eligibility for coverage; the health plan administrator reserves the
right to terminate your COBRA continuation coverage retroactively if you are subsequently determined to be
ineligible.

Expiration of Coverage - Except under limited circumstances involving SC Swiderski bankruptcy, COBRA continuation
coverage will never last beyond 36 months from the date of the event that originally made someone eligible to elect

coverage. However, the law does provide that your COBRA continuation coverage period may be cut short for any of
the following reasons:

1) SC Swiderski no longer provides group health coverage to any of its employees;

2) The premium for your COBRA continuation coverage is not paid on time;

3) You become covered by another group health plan under which the pre-existing condition limitation
period does not limit or restrict your plan coverage (after consideration of any Creditable Coverage you
may have);

4) You become entitled to Medicare; or

5) You extended your COBRA continuation coverage due to a disability and there has been a final

determination that the individual is no longer disabled for purposes of Social Security disability benefits.

In addition, your COBRA continuation coverage under the insurance contract could end at the time you establish
residence outside of the coverage area, this is particularly true of HMO Contracts.

40


https://benefits.scswiderski.net/uploads/images/gallery/2025-11/2026-anthem-benefit-guide-28.jpg

COBRA Notice (Continued)

Health Insurance Premiums - Under the law, you may have to pay all or part of the premium for your COBRA
continuation coverage. You may also be required to pay an additional administrative fee. The administrative fee is
generally equal to 2% of the monthly premium and must be paid at the same time as the premium. The
administrative fee may, however, increase to 150% of the monthly premium for the 11 month extension on disability
described previously, provided the disabled individual remains covered under COBRA continuation coverage, with
the higher administrative fee continuing if you experience another event that allows you to extend continuation
coverage from 29 months to 36 months. All premiums must be paid on or before the first day of the month to which
the premium relates. There is, however, a 30-day grace period for all premiums, except the first premium, which
must be paid within 45 days after you elect COBRA continuation coverage (together with all premiums that would
ordinarily have been due during that period). Your COBRA continuation coverage will be terminated and you will
not be permitted to reenroll for coverage if you fail to pay any premium (including the appropriate administrative
fee) in a timely manner. All COBRA payments should be made to SC Swiderski and sent to the Human Resources
Department.

CONVERSION COVERAGE (HEALTH INSURANCE ONLY)

At the expiration of your COBRA coverage period or at any time while you maintain COBRA continuation coverage,
you may convert to an individual medical insurance policy without having to prove your insurability. Conversion
coverage is an individual policy of insurance, which is issued by an insurance company and is separate from the group
health plan offered by SC Swiderski. This is an insured policy of health coverage and is subject to the terms and
conditions of the insurer offering the coverage. To obtain this coverage, you must file a request with the insurance
carrier. The insurance carrier will provide you with an explanation of the type of medical conversion coverage that is
available, if any, the policy application, the monthly premium cost and the premium payment procedures.

ARE THERE OTHER COVERAGE OPTIONS AVAILBABLE 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, Medicaid, or other group health plan coverage options (such as a
spouse’s plan) through what is called a “special enrollment period.” Some of these options may cost less than COBRA
continuation coverage. You can learn more about many of these options at www.healthcare.gov.

ADDITIONAL INFORMATION

If you have any questions about this notice or the law, please contact Marc Bouwer, SC Swiderski, 401 Ranger
Street, Mosinee, WI 54455 or (715) 693-7831. Please also use this address to promptly notify SC Swiderski of your
current address or of any event that may entitle you or another individual to elect continuation coverage under
federal law.
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