Pressmen Welfare Fund

Group Medical/Rx
Renewal Options Report

August 9, 2022

Prepared by
Lakeshore Benefit Group Insurance Brokerage, LLC

AKESHORE

=== BENEFIT GROUP

P: 860.738.9512
F: 860.738.9736




Pressmen Welfare Fund

Table of Contents

1  Medical/Rx Plan Options and Pricing
2 CareFirst Medical/Rx Proposal

3  United Healthcare Medical/Rx Proposal

Lakeshore Benefit Group Insurance Brokerage, LLC



Pressmen Welfare Fund

Section One

Lakeshore Benefit Group Insurance Brokerage, LLC



Pressmen Welfare Fund

Kaiser Plan Comparison Summary

Kaiser DHMO Virtual Forward

Plan Design Kaiser HMO (Signature) Kaiser DHMO (Signature) Kaiser DHMO (Select) Minimum Value
Plan Type HMO HMO HMO HMO

In Network Deductiblie None $750/4$1,500 5750/51,500 $5,000/$10,000
Out of Network Deductible N/A NIA NIA N/A
In Network Coinsurance 0% 10% 20% 40%
Out of Network Coinsurance N/A N/A N/A N/A

In Network Out of Pocket Maximum

$3,500/$9,400 (plan year)

$3,000/$6,000 (plan year)

$3,000/$6,000 (plan year)

$8,500/$17,000 (plan year)

Out of Network Out of Pocket Maximum N/A N/A N/A N/A
PCP Office Co-Pay $15 copay $15 copay $20 copay $70 copay after deductible
Specialist Office Co-Pay $20 copay $25 copay $30 copay $90 copay

Chiropractic Services

$20 copay (20 visits per plan year)

$15 copay (20 visits per plan year)

$15 copay (20 visits per plan year)

Not Covered

Acupuncture Services

$20 copay (20 visits per plan year)

$15 copay (20 visits per plan year)

$15 copay {20 visits per plan year)

Not Covered

Out Patient Diagnostic (lab and x-ray)

Covered in Full

$15 copay

%20 copay

$70/$150 copay

Out Patient Diagnostic (CT,PET, MRI,

. " o i N o i i
MRA and nuclear medicine) $100 copay 10% coinsurance after deductible | 20% coinsurance after deductible | 40% coinsurance after deductible
Out Patient Surgical $50 copay 10% coinsurance after deductible | 20% coinsurance after deductible | 40% coinsurance after deductible
In Patient Hospital $100 copay 10% coinsurance after deductible | 20% coinsurance after deductible | 40% coinsurance after deductible
Emergency Room Co-Pay $100 copay $100 copay $100 copay 40% coinsurance after deductible
Benefit Maximum Unlimited Unlimited Unlimited Unlimited
Rx Deductible None None None None
Rx Generic $514$15 $51$15 55/515 $25/$35
Rx Brand 515/525 $15/$25 $15/$25 $60/$70
Rx Non-Pref. Brand $30/$40 $30/$40 $30/$40 50%160%
Rx Preferred Specialty $30/540 $30/%40 $30/$40 50%/60%
Rx Non-Pref. Specialty $30/%40 $30440 $30/%40 50%/60%

Rx Mail order - 90 days

2 times copay

2 times copay

2 times copay

2 times copay

Composite - current

$1,350.03

$913.69

51,822.48

$685.68

Composite ~ renewal

$1,389.87

$940.65

$1,876.26

5705.91

E

ti d Current Premium

$1.631 296.20

Estimated Renewal Pr $1,679,419.44
Additional Concessions $0.00

I Premium (after concessi ) $1.679,419.44
R ! Premi Increase (after 2.95%
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Plan Comparison Summary

CareFirst HMO Open Access Option

CareFirst Blue Choice Advantage

CareFirst HMO Open Access Option|
C

CareFirst HMO Open Access Option
MV4

Qut Patient Diagnostic {lab and x-ray)

and a free standing facility for
imaging.

Covered In full. Must use LabCorp

Covered in full in network. Must
use LabCorp/20% coinsurance after
deductible out of network

Plan Design 3 Option 16
canr Carehirst 9 Carelirst 29 Carelirst ©19 Carelirst, 2@
Plan Type HMO - PCP Required - No Referrals PPO HMO - PCP Required - No Referrals | HMO - PCP Required - No Referrals
in Network Deductible None $500/$1,000 $500/$1,000 $5,000/$10,000
Out of Network Deductible N/A $1,000/$2,000 N/A N/A
In Network Coinsurance 0% 0% 0% 0%
Out of Network Colnsurance N/A 20% NIA NA
: $1,300/$2,600 medical and $2,500/$5,000 medical and
In Network Out of Pocket Maximum $4,500/$9,000 Rx (plan year) $1,000/$2,000 (plan year) $3,500/$7,000 Rx (plan year} $7,350/$14,700 {plan year)
Out of Network Out of Pocket Maximum NIA $2,000/$4,000 {plan year) NIA NIA
$20 copay in network/20%
PCP Office Co-Pay $10 copay colnsurance after deductible out of $30 copay after deductible $30 copay
network
$30 copay in network/20%
Specialist Office Co-Pay $20 copay ceinsurance after deductihle out of $40 copay after deductible $60 copay
network
$30 copay in network {20 visits per " .
Chiropractic Services $20 copay (20 visits per plan year) | plan year) /20% coinsurance after $40 copay at:r ?:duc::;le (20 visits $60 capay (20 visits per plan year}
deductible out of network perplanye
$30 copay in network (20 visits per
Acupuncture Services Not Covered plan year) /20% coinsurance after Not Covered $60 copay (20 visits per plan year)
deductible out of network

Covered in full. Must use LabCorp

Covered in full. Must use LabCorp
and a free standing facility for

imaging.

and a free standing facility for
imaging.

Qut Patient Diagnostic (CT,PET, MRI, MRA and

and a free standing facility for

Cavered in full. Must use LabCorp

$30 copay in network. Must use
LabCorp/20% colinsurance after

Covered In full, Must use LabCorp
and a free standing facllity for

Subject to deductible, Must use
L.abCorp when applicable

nuctear medicine) deductible out of network
Subject to deductible in
Out Patient Surgical Covered in Full network/20% coinsurance after Subject to deductible Subject to deductible
deductible out of network
$300 after deductible in
In Patient Hosplitat Covered in Full network/20% coinsurance after Subject to deductible Subject to deductible
deductibie out of
Emergency Room Co-Pay $50 copay $250 after deductible $100 after deductible $250 after deductible
Benefit Maximum Uniimited Unlimited Unlimited Unlimited
Rx Deductible None None None None
Rx Generic $15 $15 $15 $15
Rx Brand $35 $35 $35 §50
Rx Non-Pref. Brand $60 $60 $60 $100
Rx Preferred Specialty 50% to $100 §0% to $100 50% to $100 50% to $100
Rx Non-Pref. Specialty 50% to $150 50% to $150 50% to $150 50% to $150
Rx Mail order - 90 days 2 times copay 2 times copay 2 times copay 2 times copay
Composite - current NIA NIA NIA NIA
Composite - renewal $1,420.50 $1.144.93 $1.700.18 $743.95
Current F NIA
d Renewal Premium $1,867,730.52
Additlonal C: i $155,644.21
R i Premium {after $1.712.086.31
Renewal Premium Increase {after ). 4.95%
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Plan Comparison Summary
UHC CLNC mod (Traditional
Plan Design YHC CKSP mod {OC! Modified} UHC CKED mod (OC! Modified) UHC CK5U mod {OCI Modified) UHC CK7B mad {OCI Modifled) Modified) - PA MEMBER ONLY
Carier 0 UnitedHealthcare U UnitedHealthcare 0) UnitedHealthcare | f UnitedHealthcare ) UnitedHealthcare
Plan Type HMO - PCP and Referrals Required | HMOQ - PCP and Referrals Required | HMO - PCP and Referrals Required | HMO - PCP and Referrals Required | EPO - No PCP or Referral Required
In Network Deductible None $750/$1,500 $7501$1,500 $5,000/$10,000 None
Out of Network Deductible NIA N/A N/A NA NIA
In Network Colnsurance 0% 10% 20% 40% 0%
Qut of Network Colnsurance NIA N/A NiA N/A N/A
In Network Out of Pocket Maximum $3,500/$9,400 {plan year) $3,000/$6,000 (plan year) $3,000/$6,000 (plan year) $8,500/$17,000 {plan year) $3,500/$5,400 {plan year)
Qut of Network Qut of Pocket Maximum N/A N/A N/A N/A NJA
PCP Office Co-Pay $15 copay $15 copay $20 copay $70 copay $15 copay
Specialist Office Co-Pay $20 copay $25 copay $30 copay $80 copay $20 copay
Chiropractic Services $15 copay {20 visits per plan year) | $15 copay (20 visits per plan year) | $20 copay (20 visits per plan year) Not Covered $15 copay (20 visits per plan year)
Acupuncture Services $20 copay (12 visits per plan year) | $25 copay (12 visits per plan year) | $20 copay (12 visits per plan year) Not Covered $20 copay (12 visits per plan year)
Out Patient Diagnostic {lab and x-ray) Covered in Full Covered in Fult Covered In Full Covered in Full $60 copay
Out Patient Diagnostic (CT,PET, MRI, MRA and $100 copay 10% coinsurance after deductible | 20% coinsurance after deductible | 40% coinsurance after deductible $100 copay
nuclear medicine)
Out Patient Surgical $50 copay 10% coinsurance after deductible | 20% colnsurance after deductible ;| 40% colnsurance after deductible $50 copay
In Patient Hospital $100 copay 10% colnsurance after deductible | 20% coinsurance after deductible | 40% coinsurance after deductible $100 copay
Emergency Room Co-Pay $100 copay $100 copay $100 copay 40% coinsurance after deductibie $100 copay
Benefit Maximum Unlimited Unlimited Untimited Unlimited Unlimited
Rx Deductible None None None None None
Rx Generic $10 $10 $10 $10 $10
Rx Brand $38 $35 $35 $50 $35
Rx Non-Pref. Brand $70 $70 $70 $100 $70
Rx Preferred Speciaity $70 $70 $70 $100 70
Rx Non-Pref. Speciaity $70 $70 $70 $100 $70
Rx Mail order - 80 days 2.5 times copay 2.5 times copay 2.5times copay 2.5 times copay 2.5 times copay
Composite - current NIA NIA N/A NIA NIA
C ~r $1,218.93 $1,123.64 $1,100.68 $739.10 $1,357.96
d Current P N/A
E: d R { F i $1,757,655.84
Additional C i $0.00
R {F {after ions) $1.757,655.84
al Premium | {aRer i 7.75%




Pressmen Welfare Fund
Comments and Conditions

Rates and premium calculations are based on census data provided:

HMO DHMO DHMO  Minimum Total
(Signature) (Signature) (Select) Value ola

Total 43 78 1 7 129
Rates assume an effective date of October 1, 2022.

Rates subject to final underwriting and disclosure. This includes updated experience
reports and census data.

Benefit summaries are not a complete outline of coverage. Please refer to carrier's
benefit summaries.

Lakeshore Benefit Group Insurance Brokerags, LLC
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Rate Sheet—Medical/Pharmacy

Pressmen Welfare Fund

(n-Natwor

Carehirst @@

Family of health care plans

Qffice Vsl PCP/ Spec $30/ 860 $207$30 $10/%20 $301340 E
we 30 4300 $0 $0

ER $250 $250 350 $100
Deducuble 45,000 $500 30 $500
Colnsurance 0% o 0% o%

Qut of Pocket $7.350 $1,000 $1,300 $2,500
Out-ol-Network

Deductible nfa $1,000 nia nia
Colnsurance nls 20% na nla

Qut of Pocket Wa $2,000 ol na

Pharmacy

Retall Generic/ Preferred 8rand/ Non-

Preferred Brand $15/50/100 $15/35/60 $15/35/60 $15/35/60

Rezalt Preferrad Speclaly 50% Colnsurance $100 Max 50% Colnsurance $100 Max 50% Colnsuranca $100 Max 50% Colnsurance $100 Max
Retall Non-Preferred Speclalty 50% Colnsurance $150 Max 50% Colnsurance $150 Max 50% Coinsurance $150 Max 50% Colnsurance $150 Max
Deductible 50 %0 $0 30

Dt of Pocket Integrated Integrated $4,500 $3,500
Foralfmen

mfiviual 3 45 ] ¢

individual & Adult ] o 0 ¢

individual & Child{ren) o o o 4

Family 2 34 28 1

Comp To Med -] ] ] o

Tan) 7 9 4 1

T
L
individual $473 80 $609.65 $593.56 $559.27
individual & Adult $1,085.73 : $1,402.30 $1.36519 $1.286,32
Individuat & Child{ren) $876.52 $1,127.34 $1,09809 $1.034 65
Famlly $1.440.34 $1,853.47 $1,804.43 $1,700.19
Comp To Mad $364.82 . $469.46 $457.04 $430.63
Monihly Cost* 45,249 68 $90,454.03 $58,240.32 $1,700.18
Yearty Cost* 462,996.16 $1,085,446,36 $696,863,84 $20402.36
Medical & Rx Cost* $1,867,230.52
Carefirstis pleased to offer 2 one-time premium credit for the policy pertod. The amount of the credit wilt be $117,000,
The maximum credl Is based on the product and enroliment assumptions on this exhibit. The credi may not be used to reduce or salisfy any owad Producer Service Fee
Your next rerewal witl ha based on tha total annual cost, fess any producer service fes, 2nd priar to any premium credit reductions
Note that If you terminate your plan before the end of the first policy perlod, CareFlrst reserves tha right to be ralmbursed for the credit within 60 days of termination.
A Weliness credit of $2,500 is available far the poficy perfod
*The Producer Service Fee, If any, is agreed to as set forth (n the executed Producer Service Fee Collectlon Agreement.
CareFirst wilf not adminisier the Praducer Service Fee without an executed Producer Service Fee Collection Agreement,
ReokerNome [ 1O 8 Praduger Service Fee IX| These ratas will b in effect from October 1, 2022 unull September 30, 2023,
Dawn Welch MedicallPharmacy: 0.001% [X} Deductiblas and maimums wiil apply on & Contract Year basls,
{X] The rates and costs shown above Include both Premium and PSF as siated,
{X] The above benefits and rates are subjlect lo guldelings lisied on the caveats page.
Oental: N/A [X! High Level Benafit Summary, Pleasa refer to your plan summary for & more detailed description.
Viston: N/A |X| To resiize whols health savings off your medical rate, consider purchasing
FTE Count 129 anaw employer-spansored dental, vislon, [Ite or disabliity plan,
Emplayer Identification Number
Authorized Signature Print Name
Title Date
*Rates and Cost Include the Producer Service Fee and Premium
10455 Miit Run Cir,  Qwings Mills, MD 21117
MC

CateFirst BlueCross BhieShield Is the. shared business name of CareFirst of Maryland, Inc and Group Hospitatiation and Medical Servkes, Inc. CareFirst of
Maryland, Inc , Group Haspitaligation and bedical Services, Inc , CareFirst BhaeChaice, nc , The Dentat Netwnrk and Flrst Care, Inc are Independent 711912022
Wcensees of the Blue Cross and Biue Shiekd Association. BLUE CROSS® and DLUE SHIELD® and the Crayy and Shicld Symbots are registared service marks

0286704-05.5-6-7-8-0000

Blue Cross and Biue Shiekd Plans

of the Blue Cross and filue Shield n ion of



Carehist;

Family of health care plans

Limitations and Exclusions
Pressmen Welfare Fund

General Caveats

[X] CarefFirst reserves the right to revise the rates if the actual enroliment or demographics varies by more than 10% from that used in the original rating.

[X] CareFirst reserves the right to revise the rates if applicable law or regulatory authority requires such revisions.

{X] CareFirst reserves the right to revise the rates upon receipt of information not previously disclosed.

[X] CareFirst BlueCross BlueShield (CareFirst) does not collect or pay commission for medical and prescription pharmacy benefits. At the policyholder's election,
and in accordance with an executed CareFirst Producer Service Fee Collection Agreement, CareFirst BlueCross BlueShield (CareFirst) will administer the

collection of a Producer Service Fee. The Producer Service Fee is not a component of the premium. The Producer Service Fee Is negotiated directly between the
policy holder and producer. CareFirst will not administer the Producer Service Fee without an executed Producer Service Fee Collection Agreement.

[X] Any bundling discounts will be removed immediately once the criteria for such discounts are no longer applicable.
For example, should the Group elect to terminate any ancillary product mid-contract perlod, the medical premium will be adjusted immediately to reflect only

the bundled discounts, if any, that still apply.

Medical / Pharmacy Caveats

[X] CareFirst must be the sole health plan offered by the group to its employees.

[X] Rates are subject to change if the number of medical plans purchased differs from the number of pians on the rate sheet.

[X] These rates are valid upon receipt and review of a completed CareFirst Health Screening Questionnaire (not required if claims experience is provided).

[X] Unless the Notlce of Intent of Grandfathered Status is completed and returned to CareFirst BCBS at time of sale, the health plan(s} listed will not be
considered grandfathered plan(s) under the Patient Protection and Affordable Care Act.

10455 Mill Run Cir, Owings Mills, MD 21117
MC

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 BiueChoice, Inc, The Dental Network and First Care, Inc. 711912022
are Independent licensees of the Blue Cross and Blue Shield Association. BLUE CROSS® and BLUE SHIELD® and the Cross and Shield Symbols

are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans. 0286704-05-5-6-7-8-0000



CareFirst Producer Service Fee Collection Agreement Carehist;

Group Neme: Group Number:

Representations

The Parties understand and hereby represent to CareFirst thac

1. The Group has 51 or more efigible employees and has purchased (or will purchase) fully insured large group health insurance
issued by CareFirst in Maryland, the District of Columbia or Virginia. Altarnatively, the Group may bé an Entity that is sponsoring
a Student Health Plan for the purpose of providing health services coverage for specified soudents,

2. The Producer is an independent contractor and is not an employee of a Geoup or CareFirst.

3. Inconnection with its purchase of health insurance, the Group has engaged the Producer to provide services {*Services"} to the
Group in exchange for a fee negotiated between the Group and Producer (the “Producer Service Fee” or "P5F7}, in compliance
with applicable state law. The Producer may 8lso be entitled to receive a sepacate commission from the insurer for sefling,
soliciting, or negotiating the insurance. 38.2-1812.2

4. The Group and Producer understand and agree that the Producer Service Fee is neither consideration for, nor a condition of,
recetving insurance from Carefirst. For Groups using a Producer, Carefirst does not:
(@) Derermine the smount of the Producer Service Fee;
(b} Determine the services provided by Producer in exchange for such fee;
(€} Participate in negotiations between the Group and Producer relating to such fee; or
{d) Require that the Group use Carefirst to administer any fees that the Group has negotiated with the Producer.
5. Carefirst has no responsibility to provide the Services or to oversee che provision of the Services.

Agreement

The Parties agree as follows:

1. The Representations secforth above are true and accurate.

2. CareFirst will administer the PSF subject to the Terms and Conditions set forth in the attached Addendum, or as subseéquently
modified by CareFirst upon notice to the Parties, until CareFirsts administration is terminated as it was provided in this
Agreement.

3. The Group recognizes that CareFirst may hiave an agreement with the Producer under which the Producer may be compensated
for the performarice of additional administrative services, or otherwise under programs offered by CareFirst to agents and
brokers, Such compensation will be treated as an administrative expense of CareFirst and will not be an additional charge to the
Group. Carefirst wifl be responsible for paying such cornpensation under the terms of the applicable compensation program.

4. The terms of this Agreement are binding upon the Partes, their successors snd their assigns, and may be modified in writing
executed by the Parties only.

5. The following outlines the terms of the Producer Service Fee to be adminisvered by CareFirst
# The Praducer Service Fee Percentage is the total premium for medical and prescription insurance purchased by the Group

from CareFirst, in an amount up to 5%. This does not include dental, vision or arciflary insuraace products.
» Effective Date: The PSF will be effective beginning the date upon which this Agreement is ekecuted (or the Group’s effective
date for new groups}.

Caralese Alullnozs lkabhisic s tha sharpd basinam mams of Canbrr of Manlacdd, fre. and Group Hospitstisation sod Midiu: Swmn.lw whith sra mﬁmﬂcﬂmz I:um-m’ af thn it Cross and Hluo Shisd
Resaciation. HLUE CHOSS®, BLUE SHELD® snd 10 Creme and Bivisld Symbn's sre cogivtarod sarvos mars ot #1z Bluo Cross serd B Shiakd A m Blue Cross and Bus Scld
Plans,

1 BOKIKGS-1E¢1 72T}



Producer and Group Will Enter Into this Agreement

The undersigned Producer and Group (collectively “the Parties™y enter into this Agreement for purpose of authorizing CareFirst
BiueCross BlueShield' and/or CareFirst BlueChoice, Inc. (collectively "CareFirst™) to administer a Producer Service Fee on behalf of
the Group.

The parties agree to the terms of this CareFirst Producer Service Fee Collection Agreement as set forth above.

SIGNATURES

By and on behalf of Group: 8y and an behalf of Producer:

Name of Group Name of Producer (Agency Name Here)
Street Address Screet Address

City, Stace, Zip City, Scace, Zip

Signacure Signature

Name of Signer Printed Broker Name

Group Number Produter Service Fee Percentage

Date Date

Producer and Group Will NOT Enter Into this Agreement

T Only check this box if the Producer and Group will NOT enter into this Agreement o authorize Carefirst BlueCross BlueShiejd’
and/or CareFirst BlueChoice, Inc. (collectively "CareFirst”) to administer 8 Producer Service Fee on behalf of the Group. Please

complete the below fields,
By and on hehalf of Producer:

Group MWama. Group Mumber:

SGignature
Eeseshs

Frinzed MHame:

Agency

Addendurn to CareFirst Producer Service Fee Collection Agreement

CareFirst's administration of the Praducer Service Fae (*PSF) is subject to the following terms and conditions:

1, CareFirse will only administer a PSF after receiving a fully executad Producer Service Fee Collection Agreament No ¢changes to
the template agreement may be made,

2. The PSF will be administered as a percentage of the total premium on all medical and prescription insurance products
purchased by the Group through CareFirst.

3. CareFirst witt only administer 8 PSF for duly ficensed and appainted Producers who have met CareFirst's credentialing
requirements in accordance with the Producer’s agraement with CareFirse. If CareFirst terminates the appointment of 3
prodicer, CareFirst may terminate its administration of the PSF upon termination of the appointment,

4. The total amount of the PSF administered by CareFirst will not exceed 5% of the total premium. Should the Group and
Producer negotiate a fee in a higher amoungt, Carefirst will administer a PSF in the amount of 5% of premium and the Group is
responsible for paying any additional amounts directly to the Producer,

5. The PSFis in addition to, and is not included in, the premium.

6. I the Group pays less than the total ameount billed, the Group may instruct Carefirst how to divide the payment between the
premium and the PSF. If Group instruction is absent, the Parties agree that the PSF will be reduced in proportion to what the

Group pays.

' CareFirst BlueCross BlueShield is a trade name of Group Hospicalization and Medical Services, inc and Carefirst of Maryland, Inc.
2 BOKOIEY- YE(1/21)



10.

11.

13.

14,

15.

16.

18.

19.

If a premium refund is due to the Group, the Group may instruce Carefirst in writing how co adjust any PSF paid to the Producer.
If Group Instruction is absene, the Parties agree that CareFirst witl off-5et overpayments of the PSF to the Produwcer sgainst future
PSF payments.

For any PSF funds received by CareFirst, the Producer agrees that Carefirstis acting as the Producer’s agent for the limited
purpose of administering such funds, that the Producer constructively receives such funds when Carefirst receives them, and
the Group's obfigation to pay such funds to the Producer is discharged.

CareFirst is only responsible for administering PSF funds that are paid to CareFirst. The Producer will be responsible for
collecting any unpaid PSF from the Group. CareFirst will have no obligation to pay any amounts ta the Producer except valid PSF
funds actualty received from the Group.

CareFirst will pay any PSF funds to the Producer within sixty (60} days of the Group's payment. Arty income earned on PSF

funds in CareFirst’s possession will be retained by CareFirst. Carefirst receives no other compensation in exchange for its
administration of the PSF.

If Group instruction to the contrary is absent, CareFirst will provide the Producer with 8 Form 1099 on behalf of the Group

and file the information with the appropriate taxing authorities. If applicable to the Group, CareFirst will provide the Group a
summary of the PSF paid  the Producer on the Group's behalf for use in Form 550Q reporting. The Group agrees that Carefirst
wilt not be liable to the Group under any legal theory for any action taken by CareFirst under this paragraph.

. The Group or Producer may maodify the amount of the PSF by executing a new Producer Service Fee Collection Agreement

and providing the executed agreement to CareFirst. New Producer Service Fee Collection Agreements reflecting modified PSF
amounts received between the 1s¢ and 15th day of the month witl be administered the first day of the month following receipt
of the new Producer Service Fee Collection Agreement. New Producer Service Fee Collection Agreements received after the

15¢th of the month will be administered che first day of the second month following receipt of the new Producer Service Fee
Collection Agreement. CareFirst will administer changes prospectively only. The Producer and Group must reconcile any under
or overpayments as a result of 8 change not provided within the required notice period.

The Group or Producer may terminate CareFirsts administration of the PSF at any time upon thirty (30) days prior written notice
to Carefirst.

If the Group notifies Carefirse in writing of a change in Producer, Carefirst may immediately terminate its sdministration of

the PSF. CareFirst will not be obiigated o administer the PSF for any new producer until CareFirst is provided with a Producer
Service Fee Agreement executad by the Group and the new producer. Broker of Record changes and & new associated Producer
Service Fee Agreement will be applied and administered upon the Broker of Record change effective dace. CareFirst will
administer changes prospectivety onfy. The Producer and Group must reconcile any under or overpayments as & resuit of 8
change not provided within the required notice period.

In the event of termination of thiz Agreement, CareFirst will pay to the Producer all PSF funds that CareFirst received prior to the
effective termination date.

In the absence of notice of tenmination of the PSF in accordance with these terms, Carefirst will continue to administer the PSF
for as lang as the Group purchases insurance products from Carefirst that are subject ta the PSF.

. CareFirst will have no duties or obligations pertsining to the PSF except as expressly set forth in the Producer Service Fee

Collection Agreement, or the terms and conditions established by CareFirst for administration of the PSF, Upon notice to the
Parties, CareFirst may change the terms of its administration of the PSF or may stop administering the PSF.

The Parties agree that this Agreement shall be modified, if and to the extent necessary, to meet applicable legal requirements as
determined by Carefirst.

CareFirst may designate a Full Service Producer or third-party administrator the cerms of this agreement, in which case all of the
terms of this agreement shall apply to the Fulf Service Producer or third party.

3 DORIXIGG 1E (121}



Carehirst, @@

Family of health care plans

Summary of Benefits and Coverage by Product

Prepared For: Pressmen Welfare Fund
Quote ID: 0286704-05-5-6-7-8-0000
Effective Date: 10/01/2022

The Summary of Benefits and Coverage (SBC) was established under the Affordable Care Act (ACA) to provide group health plans and individuals with clear, consistent and camparabie
information about their health plan benefits and coverage.

For ali benefit plans offered, the Group agrees to provide the Summary of Benefits and Coverage to participants and beneficiaries who are eligible to enroll or re-enroll in group heaith coverage
through an open enrollment period beginning on the first day of the first open enroliment period, and to participants and beneficiaries who are eligible to enroll in group health plan coverage
other than through an open enroliment period (for example, special enrollees and new hires) beginning on the first day of the special enroliment period. Below is the link ta your SBC.

If you have other questions about Healthcare Reform, please visit wway.carefirst.cam

Product Option Pharmacy sBC Documeng;tlon URL - quote

BlueChoice HMO Open Access Option MV4 $15/50/100 $0 Ded http://content.carefirst.com/sb¢/BHAMCVO4RXXMCV26N102022.pdf

BlueChoice Advantage Option 16 $15/35/60 $0 Ded http://content.carefirst.com/sb/BAVMMO11RXXMM402N102022.pdf
BlueChoice HMO Open Access Option 3 $15/35/60 $0 Ded hitp://content.careflirst.com/sb/BHAMCOTCRXXMCWKVN102022.pdf
BlueChoice HMO Open Access Option C $15/35/60 $0 Ded http:/fcontent.carefirst.com/sbc/BHAMCO1LRXXMCWKMN 102022.pdf

Carefirst BlueCross BlueShleld Is the shared business name of CareFirst of Maryland, Inc. and Group Hospltallzation and Medical Services, Inc. CareFirst of Maryland, inc,, Group Hospltalization and Medical Services,
Inc,, CareFirst BlueCholce, Inc., The Dental Network and Flrst Care, Inc. are Independent licensees of the Blue Cross and Biue Shield Assoclation. BLUE CROSS® and BLUE SHIELD® and the Cross and Shield Symbols are

registered service marks of the Blue Cross and Blue Shield Association, an assaciation of independent Blue Cross and Biue Shield Plans.




Employee Assistance Program

Carehrst.

Diversified Benefits

When employees are happy in their personal lives, they can fully focus on their work. This leads
to a more productive and fulfilled workforce. But when personal Issues arise, as they naturally

do, that can change.

Enter our employee sssistance program (EAP), powered by LifeWorks.*
The EAP can help members find the mental, physical, soclal or financial
support they need to bounce back from life’s ups and downs.

Help your workforce address personal issues

Employees can access

To help your ermployees be their best at home and at work, our EAP our EAP 24/7 by phone,
provides the support they need to avercome whatever iife throws online or the LifeWorks
atthem, mobile app.
» Emotlonal Suppart—Anxiety, bereavement, depression,

personal relationships, sleep management, sleep management,

stress, and more.
= Everyday Support—Eider and childcare matching, financial

support, legal services, relocation, and more.
€ Lfewy (US)Hitd, s an compay that provides employes asalstance program (EAR) services 1o CaraFlrst members.

Ultevorks does not provide BlueCross BlueShleld pratucts ot services snd Is sofely responsiila for the EAP services i offers,



Through our online EAP pladform, your employees will have
anytime-anywhere access to:
# An extensive network of highly qualified counselors worldwide

# Thousands of clinically verified and trusted articles, roolkics,
podcasts, self-assessments and more

5 Exclusive perks and savings on brand name retail items

Help your workplace control healthcare costs

By supporting your workforce with life's troubles, you can help

prevent minor problems from becoming bigger ones, even

occasionally minimizing the need for more costly levels of care. At

the seme time, our EAP program provides suppaort to help you better

assist those you serve.

» Managerial Support—Employee referral, manager training,
employee support for issues like bullying, sexual harassment, etc.

s Critical Incident Support—~Gert support for tragedies in the
workplaces for issues like natural disasters, industrial accidents,
workplace violence, etc.

Provide emotional support your workforce needs

If your organization, like many others, is prioritizing mental and
behavioral health services, our EAP can rafer out employees with
CareFirst medical coverage to:

= Our own network of praviders, or
= Qur behavior health digital resource~7 Cups of Tes {7 Cups)*4

7 Cups is the world's largest behavioral health support system,
feasuring over 430,000 active listeners who provide 1-on-1 emotional
support. This integration with 7 Cups can help produce clear-cut
results and cost savings for both employees and employers like you,

Ask your CareFirst sales representative for more
information on how your erganization can benefit
from our employee assistance program, powered
by LifeWorks.

*07 cups will b availabie in ate 2027,

EAP s@rvices

= Member website

= LifeWorks mobile spp
= Online services

s Counseling via
telephone, video or
in-person

= Well-being content and
self-assessments

u Program orlentation
and waining”

* Ageltiznat tharges siay dppdy fae empuger cendies,

2 Dheirics of Cotirtdi and Macyiand, Cardd et iy aesi fod Bodlatba i dubum Mfcmmdmﬁiw and (e Shinid Assxiuiioo,
g\w&n»ﬁm:ﬂmrﬂMﬁ-amh&mmdﬂm&mkduw‘ﬂw{nvﬁwfymta«lm;! AL CHOSS®, ILOE ‘mmm«msm

X ragintarnd saview earba o iNs Blus Crine it i SHIulg Aseciantion; s mmiocezon W mmmmuwamm
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Carehrst, ©&4

Diversified Benefits

2021 Employee Assistance Program (EAP)
Pricing Schedule

Standard services (prices are per employee per month)
Please select the box that corresponds to your company size and appropriate EAP session model.

Company Size i 5 Sessions - 6 Sessions - 8 Sessions
2-50 employees | O $1.52 0 s1.70 0 $1.80 0 $1.95
51-199 employees 1 $1.40 1 $1.60 Ost70 | Os.8s
200-750employees | 08135 | @S| Ds$1es | D980
751-1,500 employees a2 __Oss7 Osas | O $1.52

B ,501-2,500 employees 0 $0.95 0 $1.18 O s.28 [0 $1.38
2,501-3,500 employees 0 $0.92 0 s1.14 0 $1.25 0 $1.34
'3,501-5,000 employees 0 $0.50 ost1 O s1.21 O $1.29
Over 5,000 employees PEK;e:iﬁc’)'?a; gﬁr ;’tecquest basis to incorporate size of employer. industry type. history of

Session sneans an instance a pamcu!ar service ig provided to an ehgm!* user, Sﬂshm hmn:' apply sepamzely 0 each prcscntmg asue and
reset tly: Work.iife consul can occur ane time par yaar par service category per presenting issue and do not spply against the

sessian caunt.

Optional services

The below services are available to all clients electing standard EAP services for the documented pricing
below. These services can also be purchased on a standalone basis. Please select the boxes below to
purchase as standalone EAP services only.

Service
Tralning )
Crmcal lncrden s

nder 24-hour resp ponse $367. per hour; over

i}l‘ résponﬁe $270 per hOUF

Signature:
Signer's Name: Account Name:
Date of Signature: Effective Date:

This pricing is condngent on an agreed upon, written tontract between chent and FirstCare, Inc.

intha Dietrict of Colwmbia snd $30d), Cor  the tuainee olﬁ(d& Inc, 30 Hicanted of tha Biue Cross and Blve Shisid

Wony! ndepandm Assacision.
IﬁWnTnh Clnﬁmbmmﬂtdamﬁu hm-anmdﬂm&mmded(Mthwﬁm&n Incl &.LEWS? &UEM.M!MWIIMSM-H i

m&»mm&nsmm -mﬁon d iald Pans.

CST1265-1E(2/21)



Carehist &@

Family of health care plans

Notice of Nondiscrimination and
Availability of Language Assistance Services

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits 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.

CareFirst:
® Provides free aid and services to people with disabilities to communicate effectively with us, such as:

0O Qualified sign language interpreters
O Written information in other formats {large print, audio, accessible electronic formats, other formats)

® Provides free language services to people whose primary language is not English, such as:
01 Qualified interpreters
O information written in other {anguages

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
Baitimore, Maryland 21224
Email Address civilrightscoordinator@carefirst.com_
Telephone Number 410-528-7820
Fax Number 410-505-2011

You can also flle 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: hitpsi//ocr ! vigcripartalft
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 Hospitallzation and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are
independent licensees of the Blue Cross and Blue Shield Association, BLUE CROSS® and BLUE SHIELD® and the Cross and Shield Symbols are
registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

Updated 7/12/2018



Carehrst

Family of health care plans

BlueChoice HMO Open Access

No referrals required

With BlueChoice HMO, your primary care provider (PCP) provides routine care and coordinates
specialty care. This plan also allows you to visit specialists directly—no referrals needed. We
also offer online tools and resources at carefirst.com that give you the freedom and flexibility
to manage your health and weliness goals wherever you are.

Take advantage of your benefits

= A network of almost 47,000 CareFirst BlueChoice
providers (PCPs, nurse practitioners, specialists,
hospitals, pharmacies, urgent care centers,
convenience care clinics and diagnostic
centers) in Maryland, Washington, D.C. and
Northern Virginia.

@ After-hours care including a free 24-hour
nurse advice line, video visits for physical and
mental health, convenience care clinics and
urgent care centers,

= %0 cost for comprehensive preventive
healthcare visits.

# Predictable copays and deductibles
(if applicable).

& The Away From Home Care® program allows
you to take your plan benefits with you if
you're out of the area for at least 90 days.

Coverage for emergency or urgent care if you
are outside CareFirst BlueCross BlueShield's
service area {Maryland, Washington, D.C. and
Northern Virginia).

!

Benefits at a glance

@

®)

Preventive care and sick office visits
You are covered for all preventive care as
well as sick office visits.

Large provider network

You can choose any doctor from our
large network of providers. Our network
also includes specialists, hospitals and
pharmacies—giving you many options for
your healthcare.

Specialist services

Your coverage includes services from
specialists without a referral. Specialists
are doctors who are highly trained

to treat certain conditions, such as
cardiologists or dermatologists.

Prescription drug coverage
Your plan covers prescription drugs.

Hospital services

You're covered for overnight hospital
stays. You're also covered for outpatient
services, those procedures you get in
the hospital without spending the night.
Your PCP or specialist must provide prior
authorization for all hospital services.

Labs, X-rays or specialty imaging
Covered services include provider-
ordered lab tests, X-rays and other
specialty imaging tests (MRI, CT scan,
PET scan, etc.).



BlueChoice HMO Open Access

Well-child visits
All well-child visits and immunizations
are covered.

’ Maternity and pregnancy care
'# You are covered for doctor visits before
and after your baby is born, including

hospital stays. If needed, we also cover
home visits after the baby’s birth.

Mental health and

substance use disorder
Your coverage includes behavioral health
treatment, such as psychotherapy and
counseling, mental and behavioral health
inpatient services and substance use
disorder treatment.

How your plan works

CareFirst BlueCross BlueShield has the region’s
largest network for doctors, pharmacies, hospitals
and other healthcare providers that accept our
health plans. Networks vary among CareFirst
health plans. It is important that you familiarize
with your specific plan’s network.

In-network doctors and healthcare providers are
those that are part of your plan’s network (also
known as participating providers). When you
choose an in-network provider, you'll pay the
lowest out-of-pocket care costs.

Out-of-network providers and doctors have not
contracted with CareFirst. If you choose to receive
care from an out-of-network provider, you can
expect to pay more and, in some cases, may be
responsible for the entire amount billed.

Your benefits

Step 1: Select a PCP

Establishing a relationship with one doctor is the
best way to receive consistent, quality healthcare.
When you enroll in a BlueChoice HMO Open
Access plan, you select a PCP—either a physician
or nurse practitioner—to manage your primary
medical care. Make sure you select a PCP for
yourself and each of your covered family members,
Your PCP must participate in the CareFirst
BlueChoice provider network and must specialize
in family practice, general practice, pediatrics or
internal medicine.

To ensure that you receive the highest level of
benefits and pay the lowest out-of-pocket costs
for all services, see your PCP for preventive and
routine care.

Step 2: Meet your deductible (If applicable)

If your plan requires you to meet a deductible, you
will be responsible for the cost of your medical care
up to the amount of your deductible. However, this
deductible does not apply to all services.

Examples of in-network services not subject
to deductible*®:

Adult preventive visits with PCP

Well-child care and immunizations with PCP
OB/GYN visits and pap tests

Mammograms

Prostate and colorectal screenings

#a ®# B8 B # =B

Routine prenatal maternity services

Step 3: Your plan will start to pay for services

Your full benefits will become available once your
deductible (if applicable) is met as long as you visit
participating CareFirst BlueChoice doctors and
facilities, Depending on your particular plan, you
may also have to pay a copay or coinsurance when
you receive care.

Deductible requirements vary based on whether
your coverage is an individual or family plan. if
more than one person is covered under your plan,
please refer to your Evidence of Coverage for
detailed information on deductibles.

Your out-of-pocket maximum

Your out-of-pocket maximum is the maximum
amount you will pay during your benefit period.
Any amount you pay toward your deductible (if
applicable) and most copays and/or coinsurance
will count toward your out-of-pocket maximum.

Should you reach your out-of-pocket maximum,
CareFirst will then pay 100 percent of the allowed
benefit for all covered services for the remainder of
the benefit period.

Please keep in mind that out-of-pocket
requirements also differ if your coverage is an
individual or family plan. Detailed information on
out-of-pocket maximum amounts can be found in
your Evidence of Coverage.

* This is not a complete list of all services. For a comprehensive explanation of your coverage, please check your Evidence of Coverage.




BlueChoice HMO Open Access

Labs, X-rays or specialty imaging

To get the most economical use out of your
laboratory benefits, you must visit a LabCorp
facility for any laboratory services. Services
performed at a facility that isn't part of the LabCorp
network will not be covered under your plan.

Also, any lab work performed in an out-patient
hospital setting will require a prior authorization
from your PCP.

LabCorp has approximately 100 locations
throughout Maryland, Washington, D.C, and
Northern Virginia. For locations near you, call
888-LAB-CORP (522-2677) or visit labcorp.com.

Diagnostic/imaging centers have equipment

to produce various types of radiologic and
electromagnetic images (such as X-rays,
mammograms, CT and PET scans) and a
professional staff to interpret the images. If you
need X-rays or other specialty imaging services, you
must visit a participating freestanding/non-hospital
diagnostic center such as Advanced Radiology.

Out-of-area coverage

Out-of-area coverage is limited to emergency or
urgent care only. However, members and their
covered dependents planning to be out of the
CareFirst BlueChoice, Inc. service area for at least
90 consecutive days may be able to take advantage
of a special program, Away From Home Care.

Important terms

ALLOWED BENEFIT: The maximum amount
CareFirst approves for a covered service,
regardless of what the doctor actually charges.
Providers who participate in the CareFirst
BlueChoice network cannot charge our
members more than the allowed amount for any
covered service.

COINSURANCE: The percentage of the allowed
benefit you pay after you meet your deductibie.

COPAY: A fixed-dollar amount you pay when you
visit a doctor or other provider.

This program allows temporary benefits through
another Blue Cross and Blue Shield affiliated HMO.
It provides coverage for routine services and is
perfect for extended out-of-town business or
travel, semesters at school or families living apart.

For more information on Away From Home Care,
please call Member Services at the phone number
listed on your [D card.

Global coverage

if you travel outside of the United States for a
period of less than six months, you have access
to a worldwide network of traditional inpatient,
outpatient and professional healthcare providers.
With BlueCross BlueShield Global Core?,

you receive:

® Access to a worldwide network of traditional
inpatient, outpatient, and professional
healthcare providers—more than 7,000
physicians and more than 2,000 hospitals.

= 24/7 care support via telephone.

m Seamless claims processing/reimbursement

designed for occasional or short-term travel,
Global Core connects members with their
home plan benefits to provide basic medical
coverage outside of the United States.

For more information on Global Core, please call
800-810-BLUE (2583).

DEDUCTIBLE: The amount of money you must
pay each year befare your plan begins to pay its
portion for the cost of care.

IN-NETWORK: Doctors, hospitals, labs and other
providers or facilities that are part of the CareFirst
BlueChoice network.

OUT-OF-NETWORK: Doctors, hospitals, labs and
other providers or facilities that do not participate
in the CareFirst BlueCholce network. If you receive
non-emergency or urgent services from an out-of-
network provider or facility, you will be responsible
for paying the entire amount billed.

*BlueCross BlueShield Global is a brand owned by BlueCross BlueShield Association.

CareFirst BluaCross BtueShield is the shared businass name of CaraFirst of Maryland, Inc. and Group Hospitatization and Medical Services, Inc. CareFirst BlueCross BluoShield Medicare

d ge is the shared busi name of CareFirst Advartage, Inc. and CareFirst Advantage DSNE Ine. CaroFirst BlueCross BlueShield Community Health Plan Maryland [s the
busliness namo of CareFlrst Community Partners, lnc. CaroFirst BlueCross BlusShiatd Community Health Plan District of Columbla is the businass name of Trusted Health Plan {District of
Columbia), Inc. In the Disirict of Columbia and Maryland, CareFirst MadPlus Is the business name of First Cara, Inc. InVirginia, CareFirst MadPlus is the business name of First Care, Inc.
of Maryland {used in VA by: First Care, Inc.}). CareFirst of Maryland, inc., Group Hospitalization and Medical Sorvices, Inc., CareFirst Ad ge, Inc, CareFirst A ga DSNP Inc.,
CareFirst Community Partners, Inc., Trusted Health Plan (District of Calumbis), Inc., CarceFirst BlueChaice, Inc., First Care, Inc., snd The Dental Network, Inc. are indapendent Heensees of the
Blue Cross and Blue Shisld Association. BLUE CROSS", BLUE SHIELD" and the Cross and Shield Symbols are registered sorvice marks of the Blug Cross and Blua Shiold Associalion, an
association of independent Blue Cross and Blue Shield Plans.

FOL5088-1P (7/21) » 51+



BlueChoice Advantage

Offers you the freedom to choose

Carehst

Family of health care plans

BlueChoice Advantage offers in- and out-of-network coverage to help control your out-of-
pocket costs and there's no referral to see a specialist. We also offer online tools and resources
at carefirst.com that give you the flexibility to manage your healthcare and wellness goals

wherever you are,

Take advantage of your benefits

o $0 cost for comprehensive preventive
healthcare visits.

Choose any provider you want—no referrals
required.

bed

= A network of almost 47,000 CareFirst BlueChoice
providers (primary care providers (PCPs),
nurse practitioners, specialists, hospitals,
pharmacies and diagnostic centers) in Maryland,
Washington, D.C. and Northern Virginia.

7 After-hours care, including a free 24-hour
nurse advice line, video visits for physical and
mental health, convenience care clinics and
urgent care centers.

# If you need care outside the CareFirst
BlueCross BlueShield (CareFirst) service area
of Maryland, Washington, D.C. and Northern
Virginia, you have access to the largest
network across the country, with 96% of
hospitals and 95% of physicians in-network.

Benefits at a glance

G

©

Preventive care and sick office visits
You are covered for all preventive care as
well as sick office visits.

Large provider network

You can choose any doctor from our
large network of providers. Our network
also includes specialists, hospitals and
pharmacies—giving you many options for
your healthcare.

Specialist services

Your coverage includes services from
specialists without a referral. Specialists
are doctors or nurses who are highly
trained to treat certain conditions, such
as cardiologists or dermatologists.

Prescription drug coverage
Your plan covers prescription drugs.

Hospital services

You're covered for overnight hospital
stays. You're also covered for outpatient
services, those procedures you get in

the hospital without spending the night.
Your PCP or specialist must provide prior
authorization for all inpatient hospital
services and may need to provide prior
authorization for some outpatient hospital
services such as rehabilitative services,
chemotherapy and infusion services.

Labs, X-rays or specialty imaging
Covered services include provider-
ordered lab tests, X-rays and other
specialty imaging tests (MRI, CT scan,
PET scan, etc.).



BlueChoice Advantage

Well-child visits
All well-child visits and immunizations
are covered.

, Maternity and pregnancy care
?é% You are covered for doctor visits before
and after your baby is born, including

hospital stays. if needed, we also cover
home visits after the baby's birth. .

Mental health and

substance use disorder
Your coverage includes behavioral health
treatment, such as psychotherapy and
counseling, mental and behavioral health
inpatient services and substance use

disorder treatment.

How your plan works

Receiving care Inside the CareFirst
service area

When you need care in Maryland, Washington, D.C.

or Northern Virginia, select a provider in

the CareFirst BlueChoice network to receive
in-network coverage and pay the lowest out-of-
pocket costs.

If you receive care within our service area but
outside the BlueChoice network, your benefits

will be paid at the out-of-network level, but

you'll incur lower costs by using a participating
national BlueCard PPO provider, To find a national
participating provider, visit bcbs.com,

inside the CareFirst service area

In-network you pay: $
BlueChoice network

' Out-o network you pay: $%

~ BlueCard PPO network .
Non-participating providers you pay: $$$
(Balance billing may apply)

If you receive services from a provider outside of
the BlueChoice or nationat BlueCard PPO provider
network, you may have to:

#

Pay higher out-of-pocket costs

Pay the provider's actual charge at the time
you receive care

i

File a claim for reimbursement

Satisfy a higher deductible and/or
coinsurance amount

L]

-

Receiving care outside the CareFirst

service area

Members seeking care outside the CareFirst service
area will pay the lowest costs by using a national
BlueCard PPO provider. Members wili still have

the option to opt-out of this network but will pay a
higher out-of-pocket expense,

If you receive services from a provider outside of the
national BlueCard PPO network when you are out of
the CareFirst service area, you will have to:

m Pay the provider’s actual charge at the time
you receive care

m File a claim for reimbursement

= Satisfy a deductible and coinsurance/copays

The choice is entirely yours. That's the advantage of
this plan,

Outside the CareFirst service area

In-network you pay: $
BlueCard PPO network

) Non-pérticipatlng provideré you pay: $3% ‘
" (Balance billing may apply)




BiueChoice Advantage

Hospital authorization

CareFirst BlueChoice providers will obtain any
necessary admission authorizations for in-area
covered services. You will be responsible for
obtaining authorization for services provided
by out-of-network providers and out-of-area
admissions. Call toll-free at 866-PREAUTH
(773-2884).

Prior authorization is not required for emergency
admissions or maternity admissions.

Your benefits

Step 1: Meet your deductible (if applicable)

if your plan requires you to meet a deductible, you
will be responsible for the cost of your medical care
up to the amount of your deductible. However, this
deductible does not apply to all services.

Examples of in-network services not subject
to deductible*:

i Adult preventive visits with PCP

# Well-child care and immunizations with PCP
# OB/GYN visits and pap tests

# Mammograms

i Prostate and colorectal screenings

# Routine prenatal maternity services

Step 2: Your plan will start to pay for services

Your full benefits will become available once your
deductible (if applicable) is met. However, the level
of those benefits will depend on whether you see
in-network or out-of-network providers. Depending
on your particular plan, you may also have to pay a
copay or coinsurance when you receive care.

You will have a different deductible amount for
in-network versus out-of-network benefits and

the in- and out-of-network medical deductibles
contribute toward one another. For example, when
you see in-network providers, your expenses will
count toward both your in-network deductible and
out-of-network deductible.

Deductible requirements vary based on whether
your coverage is an individual or family plan. If
more than one person is covered under your plan,
please refer to your Evidence of Coverage for
detailed information on deductibles.

Your out-of-pocket maximum

Your out-of-pocket maximum is the maximum
amount you will pay during your benefit period.
Any amount you pay toward your deductible (if
applicable) and most copays and/or coinsurance
will count toward your out-of-pocket maximum.

Just like your deductible, there are different in-
network and out-of-network amounts and the
in- and out-of-network out-of-pocket maximums
contribute toward one another.

Please keep in mind that out-of-pocket
requirements also differ if your coverage is an
individual or family plan. Detailed information on
out-of-pocket maximum amounts can be found in
your Evidence of Coverage.

Labs, X-rays or specialty imaging

if you access laboratory services inside the
CareFirst service area (Maryland, Washington,

D.C. and Northern Virginia) you must use LabCorp
as your lab test facility for in-network benefits.
Services performed by any other provider, while
inside the CareFirst service area, will be considered
out-of-network.

LabCorp has approximately 100 locations
throughout Maryland, Washington, D.C. and
Northern Virginia. For locations near you, call
888-LAB-CORP (522-2677) or visit labcorp.com.

If you access laboratory services outside of
Maryland, D.C. or Northern Virginia, you may use
any participating BlueCard PPO facility and receive
in-network benefits. To find laboratory service

* This is not a complete list of all services. For a comprehensive explanation of your coverage, please check your Evidence of Coverage.




BlueChoice Advantage

providers outside of the CareFirst service area, visit

our Find a Provider tool (carefirst.com/doctor) and Important terms

search by Labs.

if you need X-rays or other specialty imaging

services when inside the CareFirst service area, you
must visit a participating freestanding/non-hospital

diagnostic center such as Advanced Radiology. If

you need X-rays or other specialty imaging services

when outside the CareFirst service area, you may
use any participating BlueCard PPO facility and
receive in-network benefits.

Out-of-area coverage

You have the freedom to take your healthcare
benefits with you across the country. BlueCard
PPO, a program from the Blue Cross and Blue
Shield Association, allows you to receive the
same healthcare benefits while traveling outside
of the CareFirst service area of Maryland,
Washington, D.C. and Northern Virginia. The
BlueCard program includes more than 6,100
hospitals and 600,000 other healthcare providers
nationally.

Global coverage

If you travel outside of the United States for a
period of less than six months, you have access
to a worldwide network of traditional inpatient,

outpatient and professional healthcare providers.

With BlueCross BlueShield Global Core?,
you'll receive:

5 Access to a worldwide network of traditional
inpatient, outpatient, and professional
healthcare providers—more than 7,000
physicians and more than 2,000 hospitals.

@ 24/7 care support via telephone.

= Seamless claims processing/reimbursement
designed for occasional or short-term travel,
the Core plan connects members with their
home plan benefits to provide basic medical
coverage outside of the United States.

For more information on Global Core, please call
800-810-BLUE (2583).

ALLOWED BENEFIT: The maximum amount
CareFirst approves for a covered service,
regardless of what the doctor actually charges.
Providers who participate in the CareFirst
BlueChoice network cannot charge our
members maore than the allowed amount for
any covered service.

BALANCE BILLING: Billing a member for the
difference between the allowed charge and the
actual charge.

COINSURANCE: The percentage of the allowed
benefit you pay after you meet your deductible.

COPAY: A fixed-dollar amount you pay when
you visit a doctor or other provider.

DEDUCTIBLE; The amount of money you must
pay each year before your plan begins to pay its
portion for the cost of care.

IN-NETWORK: Doctors, hospitals, labs and
other providers or facilities that are part of the
CareFirst BlueChoice network.

OUT-OF-NETWORK: Doctors, hospitals, labs
and other providers or facilities that do not
participate in the CareFirst BlueChoice network.

PRIMARY CARE PROVIDER (PCP): The doctor or
medical professional you go to for primary care
and who coordinates or arranges other services
you need.

+BlueCross BlueShield Global is a brand owned by BlueCross BlueShield Assoclation

CarcFirst BluaCross BlueShield is the shared business name of CaraFirst of Maryland, inc. and Group Hospitalization and Medical Services, Inc. CareFirst BluaCross BlueShield Medicare
ge is the shared i namo of CeraFlrst Advantage, Inc. and CareFlrst Advantage DSNP, Inc. CareFirst BlueCross BlueShield Community Health Plan Maryland ie the
businass name of CareFirst Community Partners, Inc. CarsFirst BlueCross BlueShield Community Health Pian District of Columbia is the business name of Trusted Health Plan (District of

Calumbia}, Inc. In the District of Columbia and Maryland, CareFirst MedPlus is the businass name of Firat Care, Inc. In Virglnia, CareFirst MadPius is the business name of First Care, Inc,

of Maryland {used in VA by: First Cere, Inc)), CareFirst of Maryland, Inc,, Group Hospitalizalion and Modical Services, Inc, CereFlrst Advantage, Inc., CareFirst Advanlage DSNP, ine.,
CareFirst Cornmunity Partners, Inc., Trusted Haslth Pien {Dlstrict of Columblp), Inc., CaraFirst BlueChuice, Inc,, First Care, Inc., and The Denlal Inc. are ind

ol the

Blue Cross and Blue Shield Assoclation. BLUE CROSS", BLUE SHIELD™ and the Cross and Shield Symbols ara ragistered servica marks of the Blue Cross and Blue Srhleld Assoclation, an

association of independent Blue Cross and Bluo Shield Plans.,
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UnitedHealthcare

Medical Proposed Rates for Pressmen Welfare Fund (MD)
Effective Date: 10/01/2022

UBUNDLE ELIGIBLE

« The numbers below are on an lilustrative basis. Rates are subject to Underwriting approval.

Medicai Plan Name

Option 1

CKS5P mod {OCI madified)

Option 2
CK6D mod {OCI modified)

Optlon 3

Rx Plan Name Rx Plan: 0} Rx Plan: 0] Rx Plan: 01
Product OC! HMO MMO * OCI HMO HMO * OCtHMO HMO *
Option Option 1 Option 2 Option 3

Ptan Offering Multiple Option Multiple Option Multipte Option
Multipte Option with: 2,3, 4 1,3, 4 1,2,4

HRA or HSA No No No
Benefits* i nalalFs o SinglelFamll
Office Copay (PCP/SPC) PCP $15, SPC $20 PCP $15, SPC $25 PCP $20, SPC $30
Hospital Copays OP $50, IP $100 OP D&C, IP D&C OP D&C, IP D&C
UC and ER UC $20, ER $100 UC $25, ER $100 UC 330, ER $100
Major Diagnostics MO $100 MD D&C MD D&C
X-Ray and Lab X-Ray $0, Lab $0 X-Ray $15, Lab $15 X-Ray $20, Lab $20
Other 30 visits PT,ST,0T 30 visits PT,ST.OT 30 vislts PT,ST,0T
Deductible N/A $750/$1,500 (Emb) $750/$1,500 (Emb)
Colnsurance 100% 90% 80%
Out-of-Pocket $3,500/$9,400 $3,000/$6,000 $3,000/$6,000
Pharmacy $10/$35/870, 2.5 MO (Adv PDL), Natl $10/335/870, 2.5 MO (Adv PDL), Nat! $10/$35/$70, 2.5 MO (Adv PDL), Natl
Deduclible

Coinsurance

Out of Pocket

Enrollment

Employee

Employee + Family

Total

Rates i :

Employee $1,218.93 $1,123.64 $1,100.68
Employee + Family $1,218.93 $1,123.64 $1,100.68
Monthly Cost $52,414 $87,644 $1,101
Annual Cost $628,968 $1,051,727 $13,208

*High level benefit summary. Please see your plan summary for more detalled benefit description.
POD = Benefit paid as follows: Per Qccurrence Deduclible, then plan deductible and coinsurance.

LTD # = the number of services covered at that copay, after the limit plan deductible and coinsurance will apply, note PCF and SPC may be combined (see benefit summary)
Day x# = the max number of days the copay will apply

For markets moving lo service fees, current rates (for renewals only} include commission expenses. Proposed rates, for your convenience, include any applicable producer
service faes, Producer service fees are not a conlingency of oblaining insurance coverage but are fees agreed to between you (client) and your producer/service provider for service

rendered on behalf of client.

For markets conlinuing to pay commissions, both the current (applicable for renewals only) and proposed rates include commissions.

Page 1 of2 726 2632 2:16 M



UnitedHealthcare
Medical Proposed Rates for Pressmen Welfare Fund (MD}

Effective Date: 10/01/2022

UBUNDLE ELIGIBLE

» The numbers below are on an illustrative basls. Rates are subject to Underwriting approval.

Option 4 Optlon 5
Medlcal Plan Name CK78 mod {OCI modified) CLNC mod (Traditional modified)
Rx Plan Name Rx Plan: 997 Rx Plan: 0
Praduct OCI HMO HMO * Cholce Insurance *
Option Option 4 - PA Sub only
Plan Offering Multiple Option Single Option
Multipte Option with: 1.2,3 N/A
HRA ar HSA No No
Beneflts® cSingle/Faml
Office Copay (PCP/SPC) PCP Ded+$70, SPC $90 PCP $15, SPC $20
Hospltal Copays OP D&C, IP D&C OP 350, [P $100
UC and ER UC $90, ER D&C UC $20, ER $100
Major Diagnostics MD D&C MD $100
X-Ray and Lab X-Ray $150, Lab $70 X-Ray $0, Lab $0
Other 30 vislts PT,ST,0T Lab: DDP Applies; 30 visils PT/OT/ST
Deductible $5,000/$10,000 (Emb} N/A
Coinsurance 60% 100%
Out-of-Pocket $6,500/$17,000 $3,500/$9,400

Pharmacy

Deductible
Coinsurance

Out of Pocket
Enroliment
Employee
Employee + Family
Total

$10/850/$100, 2.5 MO (Adv PDL), Natl

$10/$35/$70, 2.5 MO (Adv PDL), Nat!

Rates

Employee $739.10 $1,3957.9¢
Employee + Family $739.10 $1,357.96
Monthly Cost $5,474 $1,358
Annual Cost $62,084 $16,296

*High level benefit summary. Please see your plan summary for more detailed benefit description.
POD = Benefit pald as follows: Per Occurrence Deduclible, then plan deduclible and ceinsurance.

LTD # = the number of services covered at that copay, after the limit plan deductible and coinsurance will apply, note PCP and SPC may be combined (see benefit summary)

Day x# = the max number of days the copay will apply

For markets moving to service fees, current rates (for renewals only) include commission expenses. Proposed rafes, for your convenlencs, include any applicable producer
service fees. Producer service fees are nol a contingency of oblaining insurance coverage but are fees agreed to between you (clieni) and your producer/service provider for service

rendered on behalf of client.

For markets continuing lo pay commissions, both the current (applicable for renewals only) and proposed rates Include commissions.
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UnitedHealthcare

Medical Quote Assumptions for Pressmen Welfare Fund (MD)

Effective Date: 10/01/2022

UBUNDLE ELIGIBLE

« The numbers below are on an illustrative basis. Rates are subject lo Underwriting approval.

Medical Quote Assumptions

- Rates are guaranteed for the contract period of 10/1/22 through 9/30/23.
- Rates are based on your submitted census. UnitedHealthcare reserves the right to adjust the rates from audit date back to effective date if any of the following changes:

- Enroliment +/- 10% - Average Contract Size +/- 10%
- Area Factor +/- 7.5% - AgelSex Factor +/- 10%
- Any Material Changes - Cobra enrollees are more than 10% of enroliment

- This proposal assumes at least 100% of all benefit eligible employees (including spousal waivers) will enroli with United Healthcare, If this assumption is not accurate, we reserve
-he right to requote back o original effective date,

- referred Portfolio plans do not include a provision for 4Q deductible carryover or deductible credit from prior carrier.

-Rates include The Maryland Patients’ Access to Quality Health Care Act of 2004, premium tax of 2% where applicable.

- JC! plans offered by Qptimum Choice, Inc., and UHIC plans offered by UnitedHealthcare Insurance Company
- or all Maryland situs quotes with an effective date of 10/1/12 and forward, the monthly premium quoted on 2011 COC is based on Out-of-Network Reimbursement at 140% of Medicare

- This offer, unless otherwise stated herein, completely replaces all other previous offers or portions thereof. Any previous
offers that may have been extended are hereby null and void.

- Subject to approval of the Employer Form by UHC medical underwriting.

-Please see your state disclosure form for all mandated disclosure information.

- Quote does not include Simply Engaged

- JnitedHealthcare reserves the right to adjust the rates and/or fees (i} in the event of any changes In federal, state or other applicable legislation or regulation; (i) in the event of
any changes in Plan design required by the applicable regulatory authority (i.e. mandated benefits) or by the Plan Sponsor; and (iii} as otherwise permitted in our policy.

- This premium may include state and federal taxes and fees.
- 2remium rates and/or product forms included herein are subject to approval by regulators. If rates or product forms offered herein are subsequently modified by regulators we

will immediately advise you of the change in plan design and retroactively adjust premium in subsequent billings.
- dlan design and corresponding premium rates offered represent a coverage option that is consistent with your current group size (based on mast recent census or survey

information) and closely matches your current coverage. Additional coverage options may be available to you.

- Agents may receive commissions and other compensation from us and these costs may be reflected in your premium o fee. Separately, you may have contracted with producers
10 provide services directly for your group and have agreed to pay them a 'service fee'. Since 'service fees' are not a contingency of the purchase of health insurance such fees

are not part of your premium but may be included in your bill under total amount due,



