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Introduction

Gibraltar Construction, offers benefit options to provide for the well-being of our employees and their
families. We recognize that the benefits package comprises not only a major part of your total compensation, but also
an important personal benefit. It is the goal of Gibraltar Construction to provide a comprehensive yet cost-effective
benefits package. This package includes medical, dental, vision and life insurance, as well as disability income benefits,
flexible spending accounts and retirement benefits.

This enrollment booklet is a summary description of your Gibraltar Construction benefit plans. Please note, if there is a
discrepancy between these summaries and the written legal plan documents, the plan documents shall prevail. This
booklet and plan summaries do not constitute a contract of employment.

If you have any questions about the benefits made available to you by Gibraltar Construction, please contact:

Shirley Garris, Assistant Office Manager
(410)573-1001
Shirley@gibconst.com

Eligibility

You are eligible to enroll in the benefits described in this guide if you are a permanent, full-time employee working at
least 30 hours per week. Coverage is effective 60 days from date of hire. In addition to covering yourself, you may also
elect coverage for your eligible spouse and/or dependent children up to age 26.

Qualifying Events
Benefit elections will remain in effect and cannot be changed until the next annual open enrollment period, unless you
experience a "Qualifying Event", including, but not limited to:

e Changes in employment status

¢ Change in legal marital status

e Change in number of dependents

¢ Loss of otherinsurance coverage

* Dependent satisfies or ceases to satisfy eligibility requirement

* Entitlement to Medicare or Medicaid

e Taking an unpaid leave of absence

¢ Family Medical Leave Act (FMLA) leave

¢ A COBRA-qualifying event

¢ A change in the place of residence of the employee, resulting in the current carrier not being available

Election changes must be reported within 30 days of a qualifying event.

Open Enroliment

Annual open enrollment ends on Thursday, January 11th. Current elections will continue for 2024 unless you submit an
enrollment form with changes. Employees waiving coverage must complete a waiver form. See page 9 for the
enrollment/waiver form.
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Medical — CareFirst summary of Benefits

BlueChoice Advantage Integrated CDH
Option 14

Plan Features

In-Network

Deductible (Ind / Fam) $2,000 / $4,000

Out-of- Pocket Maximum (Ind / Fam) $4,000 / $8,000
Employer HRA Contribution $1,000
Preventive Care SO

SO0 after deductible
S0 after deductible

S0 after deductible

Primary Care Visit
Specialist Visit

Diagnostic Lab

X-Rays SO after deductible

Complex Images S0 after deductible

Outpatient Procedure S0 after deductible

S0 after deductible

S0 after deductible
S0 after deductible
Integrated with medical deductible
S0 after deductible
$25 after deductible
$45 after deductible
50% up to $100 max after deductible
50% up to $150 max after deductible

Inpatient Visit

Urgent Care
Emergency Room
Pharmacy Deductible
Generic Rx
Preferred Brand Rx
Non-Preferred Brand Rx
Preferred Specialty Rx
Non-Preferred Specialty Rx

Rx 90 Day Supply 2x 30-day copay

Out-of-Network*

Deductibles (Ind/ Fam) $4,000 / $8,000
Out-of-Pocket Maximum $6,000 / $12,000
Preventive Care S0 after deductible

Primary Care Visit
Specialist Visit
Diagnostic Exam / X-Rays
Complex Images
Outpatient Procedure
Inpatient Visit

Urgent Care (paid as in-network)

Emergency Room (paid as in-network)

Employee
Employee + Spouse
Employee + Child(ren)

Family

20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible
20% after deductible

S0 after deductible
SO after deductible

Per Pay Deductions (weekly)

$36.45
$83.84
$67.43
$110.81

The above summary is for comparison purposes only. Actual benefit payments will be made
in accordance with the summary plan description.
*Balance billing may apply for out-of-network services




Medical — CareFirst Member Resources

FirstHelp—Free 24-Hour Nurse Advice Line
Call 800-535-9700 anytime to speak with a registered nurse. Nurses can provide you with medical advice and recommend the
most appropriate care.

Convenience Care Centers (Retail Health Clinics)

These are typically located inside a pharmacy or retail store (like CVS MinuteClinic or Walgreens Healthcare Clinic) and offer
accessible care with extended hours. Visit a convenience care center for help with minor concerns like cold symptoms and ear
infections.

Virtual Care/Telehealth (CloseKnit)

CloseKnit is a virtual-first practice offering 24/7 primary care, urgent care or mental health services through your computer or
CloseKnit’s convenient mobile app. CloseKnit also provides psychiatry, lactation and nutrition services. As a CloseKnit primary care
patient, you’ll get a dedicated Care Team to help you manage your health, navigate billing and benefits, and coordinate in-person
and specialty care. Chats with your Care Team are free—and so is joining. You do not need to be a CloseKnit primary care patient
to access urgent care services. Visit closeknithealth.com to learn more.

Labs & X-rays

Did you know that where you choose to get lab work, x-rays and surgical procedures can have a big impact on your wallet?
Typically, services performed in a hospital cost more than non-hospital settings like LabCorp, Advanced Radiology or ambulatory
surgery centers. Services performed in a hospital setting may require pre-authorization.

Away from Home Care

Members of the CareFirst HSA and HMO plans have access to the Away from Home Care Program when you’re away from home
for 90 consecutive days or more. Whether you’re out-of-town on extended business, traveling, or going to school out-of-state,
you may have access to routine and urgent care with the Away from Home Care program. If there are no participating affiliated
HMQOs in the area, the program will not be available to you. To enroll call the Member Service phone number on your ID card and
ask for the Away from Home Care Coordinator. If available, the coordinator will let you know the name of the Host HMO. Your
copays may be different then when you’re in the CareFirst BlueChoice service area. You'll be responsible for any copays under
that plan. Once you are enrolled in the program and receive care, you don’t have to complete claim forms, so there is no
paperwork.

Blue Rewards
Blue Rewards offers you incentives for taking steps to get and stay healthy. Both you and your spouse can earn
rewards for completing one, or all, of the following activities:

After you complete one or more of the
activities, you’ll receive your incentive card
in about 10-14 days. The incentive card can
be used toward your eligible expenses
under your CareFirst plan. Make sure to
always save your receipts as proof of your
expense.

Earn $50 Earn $100 Earn $25 Earn $200

Consent to Select a primary Retake the Participate in Keep the card as long as you are a CareFirst

receive wellness care provider RealAge test 90 Health Coaching member as any future incentives you earn

emails and take and complete a days after initial Session 1 = $30 will be automatically added to the same
the RealAge test health screening completion Session 2 = $70

Must complete Must complete Must complete Session 3 = $100 card. You have until the end of the yearto
within 180 days within 180 days by the end of Must be 2 — 60 use the reward, plus 90 days to file
from your from your the plan year days apart expenses.
effective date effective date




Medical — CareFirst Wellbeing Resources

Brought to you in partnership with the CareFirst Wellbeing*
program

The program delivers a wealth of easy-to-understand tools,
resources and personalized recommendations to help you live
your healthiest life. You can also take advantage of extra support
to achieve specific goals with these special-focus programs—all
included at no extra cost:

Scale Back Weight Management Program— feel better and
improve your health

Obesity and prediabetes are serious health conditions that can
increase your risk of developing other health problems. Without
intervention, many people with prediabetes could develop type 2
diabetes. The Scale Back program can help you lose 5-10% of your
body weight and cut your risk of developing diabetes in half.

Craving to Quit—improve your chances of quitting tobacco

Using proven methods including the Craving to Quit app,
telephone support and online education, this program has helped
thousands of people quit tobacco for good.

Financial Wellness Program—take small steps to big
improvements

Financial wellness is an important part of your overall well-being.
This self-guided program features practical advice, online videos,
financial forms, budgeting tools and much more.

To get started, log in to your wellness program at carefirst.com/wellbeing and navigate to Achieve, then Programs
and select Financial Well-Being, Tobacco Cessation or Scale Back.

LIVING HEALTHY JUST GOT EASIER.
Join Blue365 and start saving today!

With Blue365, great deals are yours for every aspect of your life—take advantage of discounts from top national
and local retailers on fitness gear, gym memberships, family activities, healthy eating options and much more!

Register now at www.carefirst.com/wellnessdiscounts to take advantage of Blue365. It’s an online destination
featuring healthy deals and discounts exclusively for our members.

Just have your CareFirst member ID card handy. In a couple of minutes, you will be registered and ready to shop.
Every week, we will send a special deal straight to your email inbox.

*This well-being program is administered by Sharecare, Inc., an independent company that provides health
improvement management services to CareFirst members. Sharecare, Inc. does not provide CareFirst BlueCross
BlueShield products or services and is solely responsible for the health improvement management services it
provides.
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Dental — CareFirst Summary of Benefits

Plan Features BlueDental Plus DPPO Plan 5
In-Network
Deductible (Individual / Family) $25 /S75
Annual Maximum Benefit $2,000 per insured
Preventive Care (cleanings, x-rays, etc.) 100% deductible does not apply
Basic Procedures (Extractions, fillings, etc.) 80% after deductible
Major Procedures (Crowns, dentures, etc.) 50% after deductible
Child Orthodontia Not covered
Deductible (Individual / Family) S50/ $150
Preventive Care (cleanings, x-rays, etc.) 100% deductible does not apply
Basic Procedures (Extractions, fillings, etc.) 80% after deductible
Major Procedures (Crowns, dentures, etc.) 50% after deductible
Child Orthodontia Not covered
Employee $1.86
Employee + Spouse $4.27
Employee + Child(ren) $3.43
Family $5.64
The above summary is for comparison purposes only. Actual benefit payments will be made in accordance with the
summary plan description.
*Balance billing may apply for out-of-network services

You have access to one of the nation’s largest dental networks, with participating
dentists throughout the United States. BlueDental Plus gives you coverage for the
dental services you need, whenever and wherever you need them.

Three options for care

Option 1—By choosing a dentist in the Preferred Provider Network, you incur the
lowest out-of-pocket costs. These dentists accept CareFirst’s allowed benefit as
payment in full, which means no balance billing for you. You are responsible for
deductibles and coinsurance, and also have the convenience of your provider being
reimbursed directly.

Option 2—By choosing a dentist who participates with CareFirst, but not through the
Preferred Provider Network, you incur slightly higher out-of-pocket costs. Similar to
Option 1, there is no balance billing. You are responsible for deductibles and
coinsurance, and also have the convenience of your provider being reimbursed directly.
Option 3—You can receive out-of-network coverage from a dentist who has no
relationship with CareFirst. With this option, you may experience higher out-of-pocket
costs since you pay your provider directly. You can be balance billed and

must pay your deductible and coinsurance as well.

How do I find a preferred dentist?
Visit www.carefirst.com/doctor to access our online directory 24 hours a day. Click on
Dental and then select BlueDental Plus.
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Vision — CareFirst Summary of Benefits

In-Network
Plan Features Davis Vision Network Out-of-Network

Vision Exam $10 Reimbursed up to $45
Lenses

* Single $20 Reimbursed up to $52

e Bifocal $20 Reimbursed up to $82

e Trifocal $20 Reimbursed up to $101

e Lenticular $20 Reimbursed up to $181
Davis Vision Frame Collection S0 Not applicable
Frames $130 allowance, plus 20% off balance Reimbursed up to $60
Elective Contact Lenses $130 allowance, plus 15% off balance Reimbursed up to $112
Medically Necessary Contact Lenses Paid at 100% Reimbursed up to $285
Frequency (Months)

e Exam Every 12 Months

* Lenses Every 12 Months

* Frames Every 24 Months
Employee $0.29
Employee + Spouse $0.67
Employee + Child(ren) $0.54
Family $0.89

The above summary is for comparison purposes only. Actual benefit payments will be made in accordance with the summary plan description.

How do I find a provider?

To find a provider, go to carefirst.com and utilize the Find a Provider feature or call Davis Vision at 800-783-5602
for a list of network providers closest to you. Be sure to ask your provider if he or she participates with the Davis
Vision network before you receive care.

How do | receive care from a network provider?

Simply call your provider and schedule an appointment. Identify yourself as a CareFirst BlueCross BlueShield or
CareFirst BlueChoice member and provide the doctor with your identification number, as well as your date of
birth. Then go to the provider to receive your service. There are no claim forms to file.

What if | go out-of-network?

Staying in-network gives you the best benefit, but BlueVision Plus does offer an out-of-network allowance
schedule as well. In this case, you may see any provider you wish, but you will be responsible for all payments up-
front. You will also be responsible for filing the claim with Davis Vision for reimbursement and paying any balances
over the allowed benefit to the non-participating provider. You can find the claim form by going to carefirst.com,
locate For Members, then click on Forms, Vision, Davis Vision.

Can | get contacts and eyeglasses in the same benefit period?
With BlueVision Plus, the benefit covers one pair of eyeglasses or a supply of contact lenses per benefit period.

Mail order replacement contact lenses

DavisVisionContacts.com offers members the flexibility to shop for replacement contact lenses online after
benefits are spent. This website offers a wide array of contact lenses, easy, convenient purchasing online and quick
shipping direct to your door.




Health Reimbursement Arrangement
HRA - Summary of Benefits

Maximum Reimbursement Amount Allowed for the Plan Year by Employee
Coverage Level Maximum Amount Allowed
Individual $1.000
Parent & Child 51,000
Parent & Children 51,000
Individual & Spouse 51,000
Family 51,000
Benefits Covered =~
Medical All Eligible Medical Expenses
Prescription Dirug All Eligible Medical Expenses

*NOTE: Out-of-Pocket expenses on covered benefits may be submitted to the HRA Administrator for
Reimbursement.

**NOTE: All reimbursement amounts are inclusive and when combined by service cannot exceed the
Maximum Amount Allowed documented above.

Reimbursement will be made for eligible medical expense covered under the medical benefit plan for Deductibles, Co-
payments and/or Coinsurance.

All submissions must include a copy of the carrier’s Explanation of Benefits (EOB) or receipt of payment from the
provider. In order for a paid receipt from the provider to be acceptable for claims submission it MUST contain the
following information: Member’s name, Provider’s name, itemized service detail, date of service and paid amount.
The information provided is neither an offer of coverage nor medical advice. It is only a partial, general description of
plan or program benefit and does not constitute a contract. In case of a conflict between your plan documents and this
information, the plan documents will govern




E-D AMWINS
CORPORATION/ . .
EMPLOYEE ELECTION FORM 6 North Park Drive, Suite 310
GIBRALTAR Hunt Valley, MD 21030
AA: Preston, Lisa (410) 832-1300 Fax: (410) 832-1316
Toll Free: (800) 638-6085

Every Item Must be completed This is not an application for insurance

1. EMPLOYEE INFORMATION Employer Section
Last Name First Name M.IL Social Secuirty Number Effective Date(s)
Medical:
" Dental:
Street Address Date of Hire
Vision:
Life/STD:
City State Zip Hours Worked Per Week LTD:
GBS Account Number
A - A 003-001-0554
Gender Date or Birth Home Phone # Business Phone # Extension Annual Salary Eff. Date
0
Marital Status Date of Marriage Name of Employer Benefit Class/Occupation
E-D CORPORATION

Gender | Ft Student | Disabled | Tobacco Existing Patient

2. GENERAL INFORMATION

Social MIY]Y LY POS or HMO only :PCP Info Y DHMO Plan
Last Name First Name M Security # BirthDate |F N[N N Physician Name Physician # N Dentist #
Self I
Spouse /"
Child
Child
Child
Child
Child

3. OTHER HEALTH/DENTAL INSURANCE INFORMATION

Do you or your dependents described on this form have "health" or "dental" coverage with another insurer? ( ) Yes ( ) No - Effective Date ~ Term Date:
Who is covered? () Self () Spouse () All () Other - Carrier Name: ( ) Policy # ( ) Employer ( )

Will you or your dependents continue coverage with other insurer? () Yes () No - Other coverage is through ( ) Individual Policy ( ) Spouse's Employer
Are you covered by Medicare: ( ) Yes () No - Effective Date (Part A) (Part B) Medicare #

Are any of your dependents covered by Medicare? () Yes ( ) No - Effective Date (Part A)  (Part B) Medicare #

4. BENEFIT ELECTION - Check those that Apply

[] MEDICAL CAREFIRST
Plan: HB HMOOA C-S

Level: I:‘Individual DInd&Child I:‘Nonc

I:‘Husband/Wifc I:‘Ind & Children/Fam

[[] DENTAL CAREFIRST
Plan: BLUEDENTAL PLUS

Level: [ |Individual [ |Ind & Child [ _[None

I:‘Husband/Wifc I:‘Ind & Children/Fam

[[] VISION CAREFIRST
Plan: BLUEVISION PLUS

Level: Dlndividual Dlnd& Child I:‘Nonc

I:‘Husband/Wifc I:‘Ind & Children/Fam

[] MEDICAL CAREFIRST
Plan: HB ADVANTAGE HSA E-S

Level: I:‘Individual I:llnd&Child I:‘Nonc

I:lHusband/Wife I:lInd & Children/Fam

5. LIFE INSURANCE BENEFICIARY:

Beneficiary Name Relationship Percentage % Effective Date Plan Name

GBS Advantage HRA: I understand that my elections are binding for the entire Plan Year and cannot be revoked, modified or amended unless due to a limited family status change. Under penalty of perjury I
agree to use the debit card solely for the purchase of eligible expenses not covered by any other plan. I am responsible for providing proof to support reimbursed expenses and agree that any reimbursed expenses
later discovered to be ineligible may be deducted from my paycheck by my employer. I authorize the release of claims information to my employer and Group Benefit Services, Inc.

WAIVER: I hereby certify that the benefits provided by my Employer have been explained to me, that I have been given an opportunity to elect coverage and that I voluntarily decline to participate in the
benefits checked “NONE” at this time. I understand that I may be required to wait until the next open enrollment period (if applicable) or until a Special Enrollment event for medical or dental coverage, or be
required to provide evidence of insurability for life or disability benefits.

EMPLOYEE SIGNATURE (Waiver Only): Date:

Reason for Waiver: () Coverage Elsewhere  Carrier Name () Not Interested

CERTIFICATION: I hereby enroll, on behalf of myself and each dependent listed above, for the coverage indicated. If this Form is accepted, coverage will be provided according to terms and conditions of the
contract between the carrier and my employer. I agree to pay current and future charges for the coverage provided in excess of any employer contribution. Any person who knowingly or willfully presents a
false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and
confinement in prison. I have carefully read this Form and agree to its terms. The recorded answers on this Form are, to the best of my knowledge and belief, full, complete and true as of this date. I
certify that I am the spouse, parent, legal guardian (or the dependent has been placed in my home for adoption) of the dependents listed above and they are dependent upon me for primary support as
defined by the IRS. If you have any questions concerning the benefits and services that are provided by or excluded under this agreement, please contact a membership services representative before
signing this election form.

EMPLOYEE SIGNATURE: Date:

EMPLOYER SIGNATURE/VERIFICATION: Date:




Legal Notices
Women’s Health and Cancer Rights Act (WHCRA)

Newborns’ and Mothers’ Health Protection Act
Disclosure

HIPAA Special Enrollment Notice
Patient Protection Notice

Creditable Coverage Notice

CHIP Notice

Marketplace Exchange Notice

Summary of Benefits and Coverage



Important Notices Regarding Your Health Insurance Coverage

This document contains important notices regarding your rights and coverage under E-D Corporation/Gibraltar
Construction group health plan.

The following notices are included in this package:

e Women’s Health and Cancer Rights Act (WHCRA)

e Newborns’ and Mothers’ Health Protection Act Disclosure
e HIPAA Special Enrollment Notice

e Patient Protection Notice

e Creditable Coverage Notice

e CHIP Notice

If you have any questions regarding the notices in this packet or your coverage, please contact Shirley Garris
at 410-573-1000.

Women’s Health and Cancer Rights Act (WHCRA)

Do you know that your plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides
benefits for mastectomy-related services including all stages of reconstruction and surgery to achieve
symmetry between the breasts, prostheses, and complications resulting from a mastectomy, including
lymphedema? Call your plan administrator at 410-573-1000 for more information.

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,
cover-age 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 refer to a copy of your Summary of Benefits and
Coverage (SBC) for detailed information regarding your deductible and co-insurance.

If you would like more information on WHCRA benefits or need a copy of your SBC, call your plan
administrator at 410-573-1000.



Newborns’ and Mothers’ Health Protection Act Disclosure

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours
following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal law
generally does not prohibit the mother’s or newborn’s attending provider, after consulting with the mother,
from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case,
plans and issuers may not, under Federal law, require that a provider obtain authorization from the plan or the
insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

HIPAA Special Enrollment Notice

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 toward
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).

In addition, 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.

To request special enroliment or obtain more information, contact Shirley Garris at 410-573-1000.

Patient Protection Notice

CareFirst generally requires the designation of a primary care provider. You have the right to designate any
primary care provider who participates in our network and who is available to accept you or your family
members. For information on how to select a primary care provider, and for a list of the participating primary
care providers, contact the CareFirst at www.carefirst.com.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from CareFirst or from any other person (including a primary care
provider) in order to obtain access to obstetrical or gynecological care from a health care professional in our
network who specializes in obstetrics or gynecology. The health care professional, however, may be required
to comply with certain procedures, including obtaining prior authorization for certain services, following a pre-
approved treatment plan, or procedures for making referrals. For a list of participating health care
professionals who specialize in obstetrics or gynecology, contact the CareFirst at www.carefirst.com.



Creditable Notice For CareFirst BlueChoice Advantage Integrated
CDH Option 14 and BlueChoice Open Access
Option 3 - S

Important Notice from E-D Corporation/Gibraltar Construction About
Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has
information about your current prescription drug coverage with E-D
Corporation/Gibraltar Construction 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. E-D Corporation/Gibraltar Construction has determined that the prescription drug
coverage offered by the CareFirst BlueChoice Advantage Integrated CDH Option
14 and BlueChoice Open Access Option 3 — S 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.



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 E-D Corporation/Gibraltar
Construction coverage may be affected. Medicare and your employer sponsored coverage will
coordinate benefits so that you will not receive duplicate benefits.

The Medicare, Who Pays First handbook available from your Medicare representative or on
line https://www.medicare.qov/Pubs/pdf/02179-Medicare-Coordination-Benefits-Payer.pdf,
has detail on how Medicare coordinates benefits.

If you do decide to join a Medicare drug plan and drop your current E-D Corporation/Gibraltar
Construction coverage, be aware that you and your dependents may be able to get this
coverage back; you and your dependents will have to wait for the next Open Enrollment
period, if any are offered by your Employer, or HIPAA Special Enroliment Right be able to get
this coverage back.

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

You should also know that if you drop or lose your current coverage with E-D
Corporation/Gibraltar Construction and don’t join a Medicare drug plan within 63 continuous
days after your current coverage ends, you may pay a higher premium (a penalty) to join a
Medicare drug plan later.

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

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

Contact the person listed below for further information. NOTE: You’ll get this notice each
year. You will also get it before the next period you can join a Medicare drug plan, and if
this coverage through E-D Corporation/Gibraltar Construction changes. You also may
request a copy of this notice at any time.


https://www.medicare.gov/Pubs/pdf/02179-Medicare-Coordination-Benefits-Payer.pdf

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

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

For more information about Medicare prescription drug
® coverage: Visit www.medicare.gov
® 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
o 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: 2/1/2024
Name of Entity/Sender: E-D Corporation/Gibraltar
Construction
Contact--Position/Office: ~ Shirley Garris
Address: 42 Hudson St, #107, Annapolis, MD 21401
Phone Number: 410-573-1000


http://www.medicare.gov/
http://www.socialsecurity.gov/

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
Website: http://myalhipp.com/ The AK Health Insurance Premium Payment Program
Phone: 1-855-692-5447 Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerServicec@MyAKHIPP.com
Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default.aspx

ARKANSAS — Medicaid CALIFORNIA — Medicaid
Website: http://myarhipp.com/ Health Insurance Premium Payment (HIPP) Program
Phone: 1-855-MyARHIPP (855-692-7447) Website:
http://dhcs.ca.gov/hipp

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

COLORADO — Health First Colorado FLORIDA — Medicaid

(Colorado’s Medicaid Program) & Child Health
Plan Plus (CHP+)

Health First Colorado Website: Website:

https://www.healthfirstcolorado.com/ https://www.flmedicaidtplrecovery.com/flmedicaidtplrecover
Health First Colorado Member Contact Center: y.com/hipp/index.html

1-800-221-3943/State Relay 711 Phone: 1-877-357-3268

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




GEORGIA — Medicaid

GA HIPP Website: https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp

Phone: 678-564-1162, Press 1

GA CHIPRA Website:
https://medicaid.georgia.gov/programs/third-party-
liability/childrens-health-insurance-program-reauthorization-

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

IOWA — Medicaid and CHIP (Hawki)

Medicaid Website:

https://dhs.iowa.gov/ime/members

Medicaid Phone: 1-800-338-8366

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

Kentucky Integrated Health Insurance Premium Payment
Program (KI-HIPP) Website:
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@ky.gov

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

Kentucky Medicaid Website:

https://chfs. ky.gov/agencies/dms

MAINE — Medicaid

Enrollment Website:

https://www.mymaineconnection.gov/benefits/s/?language=en
US

Phone: 1-800-442-6003

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

Website:
https://mn.gov/dhs/people-we-serve/children-and-
families/health-care/health-care-programs/programs-and-
services/other-insurance.jsp

Phone: 1-800-657-3739

MONTANA — Medicaid

Website:
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084

Email: HHSHIPPProgram@mt.gov

INDIANA — Medicaid

Healthy Indiana Plan for low-income adults 19-64
Website: http://www.in.gov/fssa/hip/

Phone: 1-877-438-4479

All other Medicaid

Website: https://www.in.gov/medicaid/

Phone: 1-800-457-4584

KANSAS — Medicaid

Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884
HIPP Phone: 1-800-967-4660

LOUISIANA — Medicaid

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or
1-855-618-5488 (LaHIPP)

MASSACHUSETTS — Medicaid and CHIP

Website: https://www.mass.gov/masshealth/pa
Phone: 1-800-862-4840

TTY: 711

Email: masspremassistance@accenture.com

MISSOURI — Medicaid

Website:
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005

NEBRASKA — Medicaid

Website: http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633

Lincoln: 402-473-7000

Omaha: 402-595-1178




NEVADA — Medicaid

NEW HAMPSHIRE - Medicaid

Medicaid Website: http://dhcfp.nv.gov

Medicaid Phone: 1-800-992-0900

NEW JERSEY — Medicaid and CHIP

Medicaid Website:
http://www.state.nj.us/humanservices/
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

Website: https://www.dhhs.nh.gov/programs-
services/medicaid/health-insurance-premium-program
Phone: 603-271-5218

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

NEW YORK - Medicaid

Website: https://www.health.ny.gov/health _care/medicaid/
Phone: 1-800-541-2831

NORTH DAKOTA — Medicaid

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

OKLAHOMA - Medicaid and CHIP

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

PENNSYLVANIA - Medicaid and CHIP

Website:
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP-
Program.aspx

Phone: 1-800-692-7462

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

! pa.govg
CHIP Phone: 1-800-986-KIDS (5437)

SOUTH CAROLINA - Medicaid

Website: https://www.hhs.nd.gov/healthcare
Phone: 1-844-854-4825

OREGON — Medicaid

Website: http://healthcare.oregon.gov/Pages/index.aspx
Phone: 1-800-699-9075

RHODE ISLAND — Medicaid and CHIP

Website: http://www.eohhs.ri.gov/
Phone: 1-855-697-4347, or
401-462-0311 (Direct Rlte Share Line)

SOUTH DAKOTA - Medicaid

Website: https://www.scdhhs.gov

Phone: 1-888-549-0820

TEXAS — Medicaid

Website: Health Insurance Premium Payment (HIPP)
Program | Texas Health and Human Services
Phone: 1-800-440-0493

VERMONT- Medicaid

Website: Health Insurance Premium Payment (HIPP) Program
| Department of Vermont Health Access
Phone: 1-800-250-8427

WASHINGTON — Medicaid

Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022

Website: http://dss.sd.gov
Phone: 1-888-828-0059

UTAH — Medicaid and CHIP

Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669

VIRGINIA — Medicaid and CHIP

Website: https://coverva.dmas.virginia.gov/learn/premium-
assistance/famis-select

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

Website: https://dhhr.wv.gov/bms/
http:/mywvhipp.com/
Medicaid Phone: 304-558-1700
CHIP Toll-free phone: 1-855-MyW VHIPP (1-855-699-8447)




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 & 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 U.S.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 U.S.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)



New Health Insurance Marketplace Coverage o Aooroved
Options and Your Health Coverage OB No. 1210-0149

(expires 11-30-2023)

PART A: General Information

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

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

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible
for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance

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

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

your household income.

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

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

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

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

basis.

How Can | Get More Information?

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

contact _ Shirley Garris

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health

insurance coverage and contact information for a Health Insurance Marketplace in your area.

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

the planis no less than 60 percent of such costs.


http://www.healthcare.gov/

PART B: Information About Health Coverage Offered by Your Employer

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

correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
E-D Corporation/Gibraltar 52-0939077
5. Employer address 6. Employer phone number
42 Hudson St, #107 (410) 573-1000

7. City 5 8. State 9. ZIP code

Annapolis MD 21401
10. Who can we contact about employee health coverage at this job?

Shirley Garris
11. Phone number (if different from above) 12. Email address
Shirley@gibconst.com

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

@ Some employees. Eligible employees are:

Full-time employees working 30 hours or more

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

Spouses and dependent children up to the age 26

[] We do not offer coverage.

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

affordable, based on employee wages.

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

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

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the
employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your

monthly premiums.


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

Summary of Benefits and Coverage: What This Plan Covers & What You Pay for Covered Services

(jﬂI'GRI'_St @ BlueChoice Advantage HSA/HRA INT Option 14 Coverage Period:I0.2l0112024 - 01/31/2025
Blll@ChOiC@. Coverage for: Individual | Plan Type: POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
ﬂ share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible , provider,
or other underlined terms see the Glossary. You can see the Glossary at www.carefirst.com/sbeg or call 1-855-258-6518 to request a copy. For more information about your
coverage, or to get a copy of the complete terms of coverage, please visit http://content.carefirst.com/sbc/contracts/BAHMMO013RXCMM450.pdf.

Important Questions _ Why this Matters:

Generally, you must pay all the costs from provider up to the deductible amount before this

What is the overall In-Network: $2,000 individual/ plan begins to pay. If you have other family member(s) on the plan, each family member may
$4,000 family; Out-of-Network: need to meet their own individual deductible, OR all family members may combine to meet the

ible?
deductible? $4,000 individual/ $8,000 family. overall family deductible before the plan begins to pay, depending upon plan coverage. Please

refer to your contract for further details.

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

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

Are there services
covered before you meet
your deductible ?

Are thgre other - ves. I_Drescn.ptlon DT“9 deductible is You must pay all of the costs for these services up to the specific deductible amount before this
dedqctlbles for specific  combined with Medical. plan begins to pay for these services.
services?
Medical and Prescription Drug The out-of-pocket limit is the most you could pay in a plan year for covered services. If you
What is the out-of-nocket combined: In-Network: $4,000 have other family member(s) on the plan, each family member may need to meetl their own
limit for this —p—m > individual/ $8,000 family; out-of-pocket limits, OR all family members may combine to meet the overall family
I ' Out-of-Network: $6,000 individual/  out-of-pocket limit, depending upon plan coverage. Please refer to your contract for further
$12,000 family. details.

Premiums, balance-billed charges,
and health care this plan does not  Even though you pay these expenses, they don't count toward the out-of-pocket limit.
cover.

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

CareFirst BlueChoice, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association.

SBC ID: SBC20230926MANBAHMMO013RXCMM450N022024 Page 1 of 8



Will you pay less if you
use a network provider?

Yes. See www.carefirst.com or call

1-855-258-6518 for a list of provider

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.

You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider’s charge and what your plan pays (balance

network. billing). Be aware, your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.
Do | need a refarral to see No. You can see the specialist you choose without a referral.

a specialist?

Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions & Other

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

Primary care visit to treat an
injury or iliness

(You will pay the least)

Deductible, then No
Charge

(You will pay the most)

Deductible, then 20% of
Allowed Benefit

Important Information

Virtual Connect through CloseKnit
available at $0 cost share to members 18
and over; HSA qualified plans are subject
to the required deductible.
(closeknithealth.com)

If a service is rendered at a Hospital
Facility, the additional Facility charge may

apply

Specialist visit

Deductible, then No
Charge

Deductible, then 20% of
Allowed Benefit

If a service is rendered at a Hospital
Facility, the additional Facility charge may

apply

Retail Health Clinic

Deductible, then No
Charge

Deductible, then 20% of
Allowed Benefit

None

Preventive care/screening/
immunization

No Charge

Deductible, then No Charge

Some services may have limitations or
exclusions based on your contract

SBC ID: SBC20230926MANBAHMMO013RXCMM450N022024
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What You Will Pay

Common . In-Network Provider Out-of-Network Provider Limitations, Exceptions & Other
Medical Event Services You May Need (You will pay the least)  (You will pay the most) Important Information

LabTest: Non-Hospital:  LabTest: Non-Hospital:
Deductible, then No Deductible, then 20% of

Charge Allowed Benefit Within the CareFirst service area,
Hospital: Deductible, Hospital: Deductible, then In-Network Lab Test benefits apply only to
Diagnostic test (x-ray, blood then No Charge 20% of Allowed Benefit tests performed at LabCorp. If a service is
work) XRay: Non-Hospital: XRay: Non-Hospital: rendered at a Hospital Facility, the
Deductible, then No Deductible, then 20% of additional Facility charge may apply.
Charge Allowed Benefit Please see your contract.
Hospital: Deductible, Hospital: Deductible, then
If you have a test then No Charge 20% of Allowed Benefit
Non-Hospital:

Non-Hospital: Deductible,
then 20% of Allowed Benefit
Hospital: Deductible, then
20% of Allowed Benefit

Deductible, then No
Imaging (CT/PET scans, MRIs) Charge

Hospital: Deductible,

then No Charge

Deductible, then No Paid As In-Network qu all presc_rlptllon drugs: .
Charge Prior authorization may be required for

Deductible, then $25

If a service is rendered at a Hospital
Facility, the additional Facility charge may
apply. Please see your contract.

Generic drugs

certain drugs; No Charge for preventive

If you need drugs to treat preferreq brand drugs Paid As In-Network

your illness or condition copay drugs or contraceptives; Copay applies to
More |r]for.mat|on about Non-preferred brand drugs Deductible, then $45 Paid As In-Network up to 34-day supply; U.p to 90-day.supply
prescription drug copay of maintenance drugs is 2 copays;
coverage is available at Deductible, then 50% of . ,
www_carefirst.com/rx | Allowed Benefit up to a Specialty Drugs:
Preferred Specialty drugs . Not Covered Participating Providers: covered when
maximum payment of
purchased through the

$100

Deductible, then 50% of

Allowed Benefit up to a Not Covered Exclusive Specialty Pharmacy Network
maximum payment of Non-Participating Providers: Not Covered
$150

Non-preferred Specialty drugs

SBC ID: SBC20230926MANBAHMMO013RXCMM450N022024 Page 3 of 8



What You Will Pay

Limitations, Exceptions & Other
Important Information

Common

ices You May Need
Medical Event Services You May Nee

In-Network Provider  Qut-of-Network Provider
(You will pay the least)  (You will pay the most)

Facility fee (e.g., ambulatory Non-Hospital & Hospital: Non-Hospital & Hospital:

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

If you have mental
health, behavioral
health, or substance
abuse services

surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fee

Outpatient services

Inpatient services

Deductible, then No
Charge

Deductible, then No
Charge

Deductible, then No
Charge

Deductible, then No
Charge

Deductible, then No
Charge

Deductible, then No
Charge

Deductible, then No
Charge

Office Visit: Deductible,
then No Charge

Deductible, then No
Charge

SBC ID: SBC20230926MANBAHMMO013RXCMM450N022024

Deductible, then 20% of None

Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Paid As In-Network

Paid As In-Network

Paid As In-Network
Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Office Visit: Deductible, then

20% of Allowed Benefit

Deductible, then 20% of
Allowed Benefit

None

Limited to Emergency Services or
unexpected, urgently required services;
Additional professional charges may apply

Prior authorization is required for air
ambulance services, except when
Medically Necessary in an emergency

Limited to unexpected, urgently required
services

Prior authorization is required

None

Virtual Connect through CloseKnit
available at $0 cost share to members 18
and over; HSA qualified plans are subject
to the required deductible.
(closeknithealth.com)

For treatment at an Outpatient Hospital
Facility, additional charges may apply

Prior authorization is required; Additional
professional charges may apply
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What You Will Pay
In-Network Provider Out-of-Network Provider Limitations, Exceptions & Other
(You will pay the least)  (You will pay the most) Important Information

Common
Medical Event

Services You May Need

If you are pregnant

If you need help
recovering or have other

special health needs

Office visits

Childbirth/delivery professional

services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

No Charge

Deductible, then No
Charge

Deductible, then No
Charge

Deductible, then No
Charge

Deductible, then No
Charge

Deductible, then No
Charge

Deductible, then No
Charge

Deductible, then 25% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Deductible, then 20% of
Allowed Benefit

Deductible, then 25% of
Allowed Benefit

For routine pre/postnatal office visits only.
For non-routine obstetrical care or
complications of pregnancy, cost sharing

may apply.

None

None

Prior authorization is required

If a service is rendered at a Hospital
Facility, the additional Facility charge may
apply; Limited to 30 visits/therapy
type/condition/benefit period

Prior authorization is required; If a service
is rendered at a Hospital Facility, the
additional Facility charge may apply;
Limited to Members until the end of the
month in which the Member turns 19

Prior authorization is required; Limited to
60 days/benefit period

Prior authorization is required for specified
services. Please see your contract.

Inpatient Care:

Deductible, then No Inpatient Care: Deductible,  Prior authorization is required; Limited to a
Hospice services Charge then 20% of Allowed Benefit  maximum 180 day Hospice Eligibility

Outpatient Care: Outpatient Care: Deductible, Period; Inpatient Care: Limited to 30

Deductible, then No then 20% of Allowed Benefit days/Member

Charge

SBC ID: SBC20230926MANBAHMMO013RXCMM450N022024 Page 5 of 8



What You Will Pay

Common . In-Network Provider Out-of-Network Provider Limitations, Exceptions & Other
Medical Event SEES VUL ETT W e (You will pay the least)  (You will pay the most) Important Information
Member pays expenses in
Children's eye exam $10 copay per visit excess of $33 Allowed Limited to 1 visit/benefit period
Benefit
LB N1 79505 CalE] Children's glasses Not Covered Not Covered None
or eye care
Children's dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

» Cosmetic surgery » Long-term care * Routine foot care
* Dental care (Adult) * Private-duty nursing *  Weight loss programs

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

» Abortion, except in limited circumstances »  Chiropractic care  Infertility treatment

» Acupuncture » Coverage provided outside the United States. » Non-emergency care when traveling outside the
See www.carefirst.com u.s.

 Bariatric surgery » Hearing aids » Routine eye care (Adult)

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

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact: Department of Labor Employee Benefits Security Administration, http://www.dol.gov/ebsa/healthreform, or call 1-866-444-EBSA (3272); or
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, http://www.cciio.cms.gov, or call 1-877-267-2323 x61565.

SBC ID: SBC20230926MANBAHMMO013RXCMM450N022024 Page 6 of 8



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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafiol, llame al 1-855-258-6518.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-258-6518.

Chinese (FX): INRFZPXHIFER), 1HLITX A5 1-855-258-6518.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-258-6518.

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

Peg is Having a Baby

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

M The plan’s overall deductible $2,000
M Specialist Copayment $0
M Hospital (facility) Copayment $0
M Other Copayment $0

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

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

Managing Joe's type 2 Diabetes
(a year of a routine in-network care of a
well-controlled condition)

M The plan’s overall deductible $2,000
M Specialist Copayment $0
M Hospital (facility) Copayment $0
M Other Coinsurance 25%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage.

Mia's Simple Fracture

(in-network emergency room visit and follow

up care)
M The plan’s overall deductible $2,000
M Specialist Copayment $0
M Hospital (facility) Copayment $0
M Other Copayment $0

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost $12,700  Total Example Cost $5,600  Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $2,000  Deductibles $2,000  Deductibles $2,000
Copayments $0  Copayments $250  Copayments $0
Coinsurance $0 Coinsurance $145 Coinsurance $10

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $10 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $2,010 The total Joe would pay is $2,395 The total Mia would pay is $2,010

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Carehtst

Family of health care plans

Notice of Nondiscrimination and Availability of Language Assistance Services

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc. and all of their corporate affiliates (CareFirst)
comply with applicable federal civil rights laws and do not discriminate on the basis of race, color, national
origin, age, disability or sex. CareFirst does not exclude people or treat them differently because of race,
color, national origin, age, disability or sex.

CarefFirst:
e Provides free aid and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis

of race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator
is available to help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights
Coordinator as indicated below. Please do not send payments, claims issues, or other
documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com
Telephone Number  410-528-7820
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc.

CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., First Care, Inc. and The Dental Network

are independent licensees of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association.
®' Registered trademark of CareFirst of Maryland, Inc.



Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their member identification card.
All others may call 855-258-6518 and wait through the dialogue until prompted to push 0. When an agent
answers, state the language you need and you will be connected to an interpreter.

ATTC5 (Amharic) “IA0L:- LV TINFOEP AN 07 11477 avl8 LA rt@(T $1-120F Nt ALXTLFO- 009,20 11CT
MG AATLTA ATHUT @47 PG+ ALH S FAN: &7 P28 29977 AG PATPI9° h&f NETEP WM P99 T+ av(1+ AAP =
AOA NP hevd@¢P e P (NHECA AL OLTMPAD: PAADN RTC aPLDA S FAN: AQA NAPT L£919° @L (dh &TC
855-258-6518 L@-A®* 07 A79.B+ AANLTICP &40 719577 apn(1P AANP: AL ONLA aPAN LATP: L9107 £7%
Pam-¢: NH.LI® NHCATL IC LI1G5

Ede Yoriuba (Yoruba) 1tétiléko: Akiyési yii ni iwifin nipa isé ad6jitofo re. O le ni awon dééti patd o si le ni lati
gbé igbése ni awon 0j6 gbédéke kan. O ni &to 1ati gba iwifin yii ati iranlowo ni édé re 16fe¢. Awon omo-egbé
gbddo pe ndmba foonu té wa 1éyin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si durd nipas¢ ijirord
titi a 6 fi so fun ¢ lati te 0. Nigbati asojt kan ba dahun, so édé ti o fé a 6 si so 0 po mg 6gbufo kan.

Tiéng Viét (Vietnamese) Chu y: Thong bao nay chira thong tin vé pham vi bao hiém ctia quy vi. Thong béo co thé
chira nhitng ngay quan trong va quy vi cAn hanh dong trude mot s6 thoi han nhat dinh. Quy vi c6 quyén nhan
dugc thong tin nay va hd tro bang ngdn ngit cta quy vi hoan toan mién phi. Cac thanh vién nén goi sé dién thoai
& mit sau ctia thé nhan dang. Tt ca nhitng nguoi khac c6 thé goi s6 855-258-6518 va chd hét cude ddi thoai cho
dén khi dugc nhac nhan phim 0. Khi mot tong dai vién tra 10i, hdy néu rd ngon ngit quy vi can va quy vi s& dugc
két nbi véi mot thong dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo
at ikokonekta ka sa isang interpreter.

Espariol (Spanish) Atencion: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accion antes de ciertas fechas limite. Usted tiene
derecho a obtener esta informacion y asistencia en su idioma sin ningun costo. Los asegurados deben llamar al
numero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden llamar al
855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0. Cuando un agente de seguros
responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccrui (Russian) Buumanune! Hacrosiiee yBejoMiieHue coJIepKUT HHOOPMAIIHIO O BallleM CTPaXxOBOM
oOecriedeHur. B HeM MOTYT yKa3bIBaThCsl BaXKHBIC JIAThI, © OT BAC MOYKET MOTPEOOBATHCS BHIITOIHUTH HEKOTOPHIE
JeMCTBUS 10 OIIPEJIeTICHHOro CpoKa. Bel nmeere npaBo OecryiaTHO MOMYYHTh HACTOSIINE CBEJCHUS U
COIYTCTBYIOIYIO TIOMOIIb HA YI00HOM BaM S3bIKE. Y YaCTHUKAM CIIelyeT 00pamaTsCs o Homepy Tesedona,
YKa3aHHOMY Ha ThUIBHOW CTOpOHE MIEHTH(OUKAIIMOHHOM KapThl. Bee nmpodre aboHEHTHI MOTYT 3BOHUTH 110
HOMepy 855-258-6518 n oxugaTh, MOKa B rOJI0OCOBOM MEHIO He OyJeT mpeuiokeHo Haxath uudpy «0». [lpu
OTBETE areHTa yKa)KUTE JKEIaeMbIi SI3bIK OOIICHUS, U BAC CBSKYT C IIEPEBOIUHKOM.



18GT (Hindi) ST &: 36 AT 7 TThT STAT Fhartol & aR H ST & 1S § | 1 Wehell & Toh SHH ALY
TAfdaT T 3eoi@ &1 3R 319 forw fFaT A TaT-HAT & HIaR e FRAT S 81| TR Tg SATARRT
AR G TERIAT 3191 $T9T H fo¥:Q[eeh TTel 7 3TARR | Tl & 39 TgaTel I o G fqw 10 et
TS IR Plel AT AT | 3o FHY AIRT 855-258-6518 TR el o Hebl & AR 19 e 0 Galet o ol T o gl
ST, A doh HATG ST TATETT Y | ST IS Toic 3cak & df 3 3T ST §dT¢ 31R 3! SATEITHR H halde
Y feam S|

Bdsio-wuq (Bassa) To Puii Cao! B nia ke ba nyo bé ké m gbo kpa bo ni flia-fiia-tiin nyee jé dyi. B5 nia ke
bédé wé jéé bé bé th ké de wa m3 th ké nyuee nyu hwe bé wé béa ké zi. D md ni kpé bé th ké b nia ke ke gbo-
kpa-kpa m miee dyé dé ni bidi-wudu mi b¢ m ké se widi do pée. Kpood nys bé me da fliin-ndba nia dé waa
.D. kdad dein nye. Nyo t3) séin me da ndba nia ke: 855-258-6518, ké m me fo tee b€ wa kée m gbo c& bé m ké
n>ba mda 0 kee dyi padain hwe. J jii ké nys do dyi t g3 jiiin, po wudu m m3 poe dyie, ké nys do mu b6 niin
b€ o ké ni wudud mu za.

FRAT (Bengali) TFS FF: A3 (AL0T AT ] FOIES T ©F @@ | 97 N ST SN A0 F
AR AT SIEEE T ATATE TS [t 2 | a7 196 Ao S 92 0% MeIF AR S2Fel T8IF
SIHPIT AFAF A= TTBOEE I AT @ e AT TG P FA® 2 | AT 855-258-6518 TFEF
%1 B 0 B 1 FE1 TS SACHFT FA© A | FHT (FIEAT A6 SO (N O S=TATH (NS ST 1 Tl
AFR ST (TSI NET G F1 2F|

O$e sl DB 2 UEEIISAESSE U9 -en Jaie ssiila sdE aBdER 2 o0 z S O S LS A~z s 2)Urdu (5!
~EIE Dot =S JdE Da s rsoslae S Gl S Gy somasSe (S idsolS S sl g asoge sS2 S
3% Ao -cidz S JIS g s e iR SIS @I o0 dh S e -l 1S 23S Jm 23 06 Ol sl S
O radl b o @ sz £ SEFslaeS B S dr o S 1S 0 sl s e TS SIKX855-258-6518 K5
e S @y snbige o pps) L

toldanbaidl s 3 ilae sle Folds slz Dok e DOk la Ut pu i o Jlea sde DUal (s 5l 0D ) b tog sFarsi(( sl
AS gy Gl O el Sl Gy som ad )y sdp | s Dlg Sl bl b e Grad D) ot . 3wS b o e30E oG
oo I st ) b 30l ol Uisdg sl G IS s 2308 3 0 Jla b Il gl
O o s gl (sShag s e Sl a2 LG 0 2 s i oal g ) Iadie by 5 3kl 855-258-6518
SUidus b s oz e g S ) lgnse

MEdsdllEcs dava Fol scesdes sorass o el Dl lgivila sdy asdy lbgd) 1% & sozsasfArabic) segdssd)
Joad! eloatd! et a3 addl oo ssadidils sded Saglomedid wded soapIddizes sage sEpong) s dsdessiel sz
pdudlsJsdIad! g dl (s pacs alith ga Jlsgp GiBlhcaks s sldaladadl) sdg
Wacelpal sl g dle J e S sl s de) 3 0. o bt padihg cdleasd slzadIDlE bl 855-258-6518
0 sz pd e s s

1 LR (Traditional Chinese) 1175 + ANEEFEL & BN EHIR G B E RR, A Rl REE & B2 H 1
)Xz“’f #%EEHBEZW%‘%E%T&E&E’J??@J IBH RSB S M E N, DSBS E a1 B R
¥o & EGEFTRITE S 03 1 i O BB ARG, Hh T A A Ll FT e RS 855-258-6518, il Z¢ o B2
%Tuﬁ&zﬂ;zﬁﬁﬁoo BRI R, SR METEEMHMGES, SEELEEEL O FR A B,



Igbo (Igbo) Nrubama: Qkwa a nwere o0zi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. I nwere ikike inweta ozi na enyemaka a n’asusu gi na
akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi 9z niile nwere
ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo
asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthélt Informationen {iber lThren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie miissen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, diese Informationen und weitere Unterstiitzung kostenlos in Threr Sprache zu erhalten. Als Mitglied
verwenden Sie bitte die auf der Riickseite Threr Karte angegebene Telefonnummer. Alle anderen Personen rufen
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbeiter die gewlinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Frangais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances.
Vous avez le droit d'obtenir gratuitement ces informations et de 1'aide dans votre langue. Les membres doivent
appeler le numéro de téléphone figurant a l'arriére de leur carte d'identification. Tous les autres peuvent appeler le
855-258-6518 et, apres avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e)
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interprete.

§570](Korean) 7-21: o] BA Aol = 1 AW 2 Ao 0§ Fw ot Ew o] gk Fa g
22 330k S 5 )] L9085 SIS L Aol AL AL Aol Y Just AL g g
1D ko] SUol 5l Ashe s s @2 7414651 gel ol 4

A7 dF U 3l del4l 451D
855-258-6518 Y ©. 2 3} &lo] 05 ‘FEoE WA X 7F S22 w714 7| ke A Al 2. A A FH A ol Al
0.8 Qlof 3 B e B Aul 0] A s SR

Diné Bizaad (Navajo) Ge": Dii bee it hane’igii bii’ dahdl$ bee éédahdzin béeso ach’aah naanil
nik'ist’i’igii ba. Bii" dahdlgd doo iiyisii yoolkaaligii d6o t'aadoo le’é adadoolyjjligii da
yokeedgo t'aa doo bee e’e’aahi ajiil’jjh. Bee na ahdot'i’ dii bee it hane’ déo

nika’adoowot t’'aa ninizaad bee t'aa jiik’é. Atah danilinigii béésh bee hane’é bee woitta’igii
nitt'izgo bee nee hodolzinigii bikéédéé’ bikaa’ bich’|” hodoonihji’. Aadoo naanata’ éi kojj’
dahoddoolnih 855-258-6518 dO0 vyii diitts’jjt yatti‘igii t'aa niléijj aadoo éi bikéé’'ddéo naasbaas

bit adidiilchit. Ak&’anidaalwd’igii neidiitddgo, saad bee yanitt'i'igii yii diikit d66 ata’ halne’é
la nika’adoolwot.
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