The following is the benefit highlights for

Plan 6000




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

WNCCUMC Employee Benefit: Plan 6000

Coverage Period: 01/01/2023-12/31/2023
Coverage for: Employee + Family | Plan Type: PPO

. 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
#9  share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.healthgram.com. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 980-201-3020 to request a copy.

Important Questions

Answers

Why This Matters:

What is the overall
deductible?

For network providers
$1,500 individual/$4,500 family; for
out-of-network providers

$3,000 individual/$9,000 family

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care, primary care
services, urgent care, specialist
visit and prescription drug
coverage are covered before you
meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. $250 in-network/$1,000 out-
of-network per occurrence/per
admission deductible for inpatient
and outpatient facility.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services.

What is the out-of-pocket
limit for this plan?

For network providers

$6,000 individual/$13,200 family;
for out-of-network providers
$10,000 individual/$30,000 family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

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

Premiums, balance-billing charges,
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See www.healthgram.com or
call 980-201-3020 for a list of

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

see a specialist?

network providers. billing). Be aware, your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.
Do you need a referral to - .
y S No. You can see the specialist you choose without a referral.
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May

What You Will Pay

Network Provider

Out-of-Network
Provider
(You will pay the
most)

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

40% coinsurance

Hoa (You will pay the least)
Primary care visitto | $30 copaylvisit
reat aninury of 4o quctible does not apply
illness b
L $50 copay/visit
Specialist visit deductible does not apply -
Preventive
care/screening/ No charge
immunization

40% coinsurance

Limitations, Exceptions, & Other
Important Information
None
None

40% coinsurance

You may have to pay for services
that aren’t preventive. Ask your
provider if the services needed are
preventive. Then check what your

plan will pay for.

If you have a test

. Diagnostic test (x-
.hxru.__mmm%%

Imaging (CT/PET
scans, MRIs)

| 0% coinsurance
| deductible does not apply

| 30% coinsurance

deductible does not apply

0% coinsurance

None

40% coinsurance

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 65% of the total
cost of the service.

If you need drugs to treat
your illness or condition
More information about
prescription drug

coverage is available at
www.pharmavail.com

Generic drugs

$10 copay/prescription (retail)
$30 copay/prescription (mail order)
deductible does not apply

Preferred brand
drugs

$25 copay/prescription (retail)

' $75 copay/prescription (mail order)

deductible does not apply

Not covered

Not covered

Non-preferred brand
drugs

$60 copay/prescription (retail)
$130 copay/prescription (mail order)

Specialty drugs

deductible does not apply

Payable under the applicable retail tier

Not covered

Covers up to a 30-day supply (retail
subscription); 31-90 day supply
(retail and mail order prescription).

Not covered

Covers up to a 30-day supply (retail
subscription).

If you have outpatient
surgery

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

30% coinsurance
deductible does not apply

For more information about limitations and exceptions, see the plan or policy document at healthgram.com

40% coinsurance
deductible does not

-apply

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 65% of the total |
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Common Medical Event

Services You May

Need

What You Will Pay

Network Provider
(You will pay the least)

Provider
(You will pay the
most)

Limitations, Exceptions, & Other
Important Information

 cost of the service.

\n@w_‘gmaw:m@moz

If you need immediate
medical attention

deductible does not apply

apply

i 30% coinsurance 40% coinsurance None
$300 copay
MHB%Q room $300 copay . deductible does not Copay waived if admitted.

Emergency medical
transportation

30% coinsurance

| Urgent care

$50 copay/visit
deductible does not apply

30% coinsurance

$50 copay/visit
deductible does not

apply

In-Network deductible must be met

 Facility fee (.9, |
hospital room) |

30% coinsurance, additional per
occurrence deductible $250

40% coinsurance,

Preauthorization is required. If you

additional per

occurrence deductible

don't get preauthorization, benefits
could be reduced by 65% of the total

If you have a hospital stay $1,000 cost of the service.

M“wwm_o_mam:ﬁmo: 30% coinsurance 40% coinsurance None

Outpatient services | 30% coinsurance 40% coinsurance MM,_”M_,M_omwwthmwhm&____zmwm_mgom
If you need mental health, M e T
wwzmsos_ Boalth or | Preauthorization is required. If you
substance abuse services | |npatient services 30% coinsurance 40% coinsurance MMm_M@%M Mmmm_wﬂonwﬂ%m_oﬂﬂm_,._ﬁ%m_

cost of the service.
~ Office visits 30% coinsurance 40% coinsurance Cost sharing does not apply for

If you are pregnant

Childbirth/delivery
professional ,
services W

 Childbirth/delivery
facility services

30% coinsurance

woo\cmm_‘:wca:nm_ additional per
occurrence deductible $250

40% coinsurance

40% coinsurance,
additional per

preventive services. Depending on
the type of services, a coinsurance
may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e.,
ultrasound).

Preauthorization is required. If you

don't get preauthorization, benefits

For more information about limitations and exceptions, see the

plan or policy document at healthgram.com
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Services You May

What You Will Pay

Out-of-Network

Limitations, Exceptions, & Other

check-up

No charge - No charge
|

CommouVedicalBvent Need Network Provider Provider Important Information
(You will pay the least) ou will pay the
most)
occurrence deductible | could be reduced by 65% of the total
_ $1,000 cost of the service. “
Preauthorization is required. If you |
Home health care 30% coinsurance b comsurance ot 8% of ot
cost of the service.
Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 65% of the total
cost of the service.
' If you need help Rehabilitation T — F T eo— m_mo copay applies to in-network office
recovering or have other ~ SErVICes R visits.
special health needs Physical and Occupational Therapy,
calendar year maximum 30 visits.
“ Speech and Hearing Therapy,
calendar year maximum 30 visits.
Habilitation services =~ Not covered Not covered None
Skilled nursing care _ 30% coinsurance 40% coinsurance Preauthorization is required. If you
Durable medical T AT TR don't get preauthorization, benefits
- equipment || e . o ee—— could be reduced by 65% of the total
Hospice services 30% coinsurance 40% coinsurance cost of the service.
Children’s eye exam | q mmo copayivisit One exam per calendar year.
: _ eductible does not apply
If your child needs dental —~ .~ : e e BT =
or eye care Children’s glasses Notcovered | Notcovered None
Children’s dental Calendar year max of $1,000 per

_:a_sacm_.

For more information about limitations and exceptions, see the plan or policy document at healthgram.com Page 4



Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Private duty nursing

Routine foot care

e Habilitation Services

5 g [ ]
o mm:m:j surgery e Long-term care | | e Weight loss programs
e Cosmetic surgery o Non-emergency care when traveling outside the | Dental care (Adult)
us
Other Covered moé_nmm,EE_”mzo:m may apply to these services. This isn't a nmib_ms list. Please see your plan noncamsﬁ.v.._
e Chiropractic care e Hearing Aids e Routine eye care (Adult)
e Acupuncture e Infertility treatment

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how 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: Healthgram at 980-201-3020, or www.healthgram.com, or 1-866-444-EBSA (3272), or www.dol.gov/ebsa.

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: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtistica. Llame al 980-201-3020

Chinese: T2 : MRMEERERP , MO R EESEZSEIRE. F2E980-201-3020

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

For more information about limitations and exceptions, see the plan or policy document at healthgram.com Page 5



About these Coverage Examples:

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

Peg is Having a Baby

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

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

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $1,500
B Specialist copayment $50
B Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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)

B The plan’s overall deductible $1,500
B Specialist copayment $50
B Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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)

care)
B The plan’s overall deductible $1,500
B Specialist copayment $50
B Hospital (facility) coinsurance 30%
B Other coinsurance 30%

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 $1,500 Deductibles* $800 Deductibles* $1,500
Copayments $10 Copayments $800 Copayments $500
Coinsurance $3,000 Coinsurance $0 Coinsurance $200
~ Whatisntcovered What isn’t covered What isn’t covered B
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $4,570 The total Joe would pay is $1,620  The total Mia would pay is $2,200

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: Healthgram.com.

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

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

For more information about limitations and exceptions, see the plan or policy document at healthgram.com Page 6




The following is the benefit highlights for

Plan 4000




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

WNCCUMC Employee Benefit: Plan 4000

Coverage Period: 01/01/2023-12/31/2023
Coverage for: Employee + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.healthgram.com. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 980-201-3020 to request a copy.

Important Questions

Answers

Why This Matters:

What is the overall
deductible?

For network providers
$1,000 individual/$3,000 family; for
out-of-network providers

$2,000 individual/$6,000 family

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care, primary care
services, urgent care, specialist
visit and prescription drug
coverage are covered before you
meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes. $250 in-network/$1,000 out-
of-network per occurrence/per
admission deductible for inpatient
and outpatient facility.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services.

What is the out-of-pocket
limit for this plan?

For network providers

$4,000 individual/$12,000 family;
for out-of-network providers
$8,000 individual/$24,000 family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

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

Premiums, balance-billing charges,
and health care this plan doesn’t
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See www.healthgram.com or
call 980-201-3020 for a list of

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

see a specialist?

network providers. billing). Be aware, your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.
D .- .
you nesda el No. You can see the specialist you choose without a referral.
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other

Important Information

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

Primary care visit to treat  $15 copay/visit 30% colnsurance T
an injury or illness - deductible does not apply S |
e $35 copay/visit 57 e
= deductble does notapply | O colnsurence Nove o
You may have to pay for services
| Preventive care/screening/ that aren't preventive. Ask your
% - No charge 30% coinsurance provider if the services needed are
| ImRunization preventive. Then check what your

plan will pay for.

If you have a test

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

0% coinsurance

0% coinsurance

None

- deductible does not apply

20% coinsurance
deductible does not apply

30% coinsurance

. Preauthorization is required. If you
- don't get preauthorization, benefits
could be reduced by 75% of the

total cost of the service.

If you need drugs to treat
your iliness or condition
More information about
prescription drug

coverage is available at
www.pharmavail.com

Generic drugs

$10 copay/ prescription (retail)
$30 copay/prescription (mail
order)

" deductible does not apply

Not covered

Preferred brand drugs

$25 copay/prescription (retail)
$75 copay/prescription (mail
order)

deductible does not apply

Not covered

Covers up to a 30-day supply (retail
subscription); 31-90 day supply
(retail and mail order prescription).

Non-preferred brand drugs

Specialty drugs

$50 copay/prescription (retail)
$125 copay/prescription (mail
order)

deductible does not apply

retail tier

Not covered

Payable under the mnn_momc_m_,_

Not covered

Covers up to a 30-day supply (retail
subscription)

If you have outpatient
surgery

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

20% coinsurance
deductible does not apply

For more information about limitations and exceptions, see the plan or policy document at healthgram.com

30% coinsurance
deductible does not apply

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 75% of the
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Common Medical Event

Services You May Need

Network Provider
(You will pay the least)

Out-of-Network Provider |
(You will pay the most) _

Limitations, Exceptions, & Other

Important Information

20% coinsurance

total cost of Em service.

If you need immediate
medical attention

- Physician/surgeon fees 30% coinsurance None
| Emergency room care | w2U0 qBag 9200 Y Copay waived if admitted
_ Ay  deductible does not apply deductible does not apply .

" Emergency medical
transportation

20% coinsurance

20% coinsurance

In-Network deductible must be met
prior to co-insurance benefits.

- $35 copay $35 copay _
Urgent care deductible does not apply deductible does not apply "

If you have a hospital stay

Facility fee (e.g., hospital
room)

. 20% coinsurance, additional
'~ per occurrence deductible $250

30% coinsurance,
additional per occurrence
deductible $1,000

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 75% of the
total cost of the service.

Physician/surgeon fees

' 20% coinsurance

30% coinsurance

None

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

Outpatient services

Inpatient services

20% coinsurance

30% coinsurance

$25 copay will apply to services
rendered in an office.

20% coinsurance

30% coinsurance

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 75% of the
total cost of the service.

If you are pregnant

Office visits

20% coinsurance

30% coinsurance

- Childbirth/delivery
professional services

' 20% coinsurance

30% coinsurance

Cost sharing does not apply for
preventive services. Depending on

the type of services, a coinsurance
may apply. Maternity care may
include tests and services
described elsewhere in the SBC
(i.e., ultrasound).

Childbirth/delivery facility
services

B
20% coinsurance, additional
per occurrence deductible $250

30% coinsurance,
additional per occurrence
deductible $1,000

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 75% of the
total cost of the service.

If you need help
recovering or have other
special health needs

Home health care

. 20% coinsurance

30% coinsurance

For more information about limitations and exceptions, see the plan or policy document at healthgram.com

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 75% of the
total cost of the service.
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What You Will Pay

Limitations, Exceptions, & Other
Important Information

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

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 75% of the
total cost of the service.

$35 copay applies to in-network
office visits.

Physical and Occupational Therapy,
calendar year maximum 30 visits.
Speech and Hearing Therapy,
calendar year maximum 30 visits.

Habilitation services - Not covered _ zoﬁ covered None ‘
| Preauthorization is required. If you

. ) , _ don't get preauthorization, benefits
1) 0 1
Skilled nursing care 20% coinsurance 30% coinsurance could be reduced by 75% of the

Rehabilitation services 20% coinsurance 30% coinsurance

“““ total cost of the service.

T - Preauthorization is required over
$1,000. If you don't get

| Durable medical

S _ 20% coinsurance 30% coinsurance reauthorization benefits will be
AL “ reduced by 75% of the total cost of
I | - the service.
_ Preauthorization is required. If you
Hospice services _ 20% coinsurance 20% coinsurance | don t getpreatiianiaoion, benefly |

could be reduced by 75% of the
total cost of the service.

Payable at 100% after a $15 Payable at 100% after a

If hild need Children’s eye exam copay $15 copay One exam per calendar year.
oWM :mq Mm__ G deductible does not apply - deductible does not apply
e  Children’s glasses ~ Not covered | Notcovered ' None

Children’s dental check-up  No charge No charge

Calendar year max of §1,000

For more information about limitations and exceptions, see the plan or policy document at healthgram.com Page 4



Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Private duty nursing

Routine foot care

e Habilitation Services

e Bariatric surgery e Long-term care “ Weight loss programs
e Cosmetic surgery e Non-emergency care when traveling outside the Dental care (Adult)
UsS
Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan aon_cam_._s
e Chiropractic care e Hearing Aids e Routine eye care (Adult)
e Acupuncture o Infertility treatment

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how 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: Healthgram at 980-201-3020, or www.healthgram.com, or 1-866-444-EBSA (3272), or www.dol.gov/ebsa.

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: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingliistica. Llame al 980-201-3020

Chinese: == : MRGERERPX  BOULIRBEESESENRE. HHE80-201-3020

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

For more information about limitations and exceptions, see the plan or policy document at healthgram.com Page 5




About these Coverage Examples:

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

Peg is Having a Baby

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

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

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $1,000
B Specialist copayment $35
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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

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

B The plan’s overall deductible $1,000
B Specialist copayment $35
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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)

care)
H The plan’s overall deductible $1,000
B Specialist copayment $35
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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

Diagnostic test (x-ray)

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

ST Total Example Cost | $5600  Total Example Cost ) S

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 $1,000 Deductibles* $800 Deductibles* $1,000
Copayments $10 Copayments $600 Copayments $300
Coinsurance $2,100 Coinsurance $0 Coinsurance $200
~ Whatisntcovered What isn't covered What isn't covered
Limits or exclusions | $60 Limits or exclusions $20 Limits or exclusions i $0
The total Peg would payis | $3,170 The total Joe would pay is $1,420  The total Mia would pay is $1,500

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: Healthgram.com.

*Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

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

For more information about limitations and exceptions, see the plan or policy document at healthgram.com Page 6




The following is the benefit highlights for

Plan 5500 HSA

Health Savings Account (HSA)High Deductible Heaith Plan (HDHP)




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

WNCCUMC Employee Benefit: Plan 5500

Coverage Period: 01/01/2023-12/31/2023
Coverage for: Employee & Family | Plan Type: HDHP

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
#8.  share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.healthgram.com. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 980-201-3020 to request a copy.

Important Questions

Answers

Why This Matters:

What is the overall
deductible?

For network providers

$5,500 individual/$10,000 family;
for out-of-network providers
$6,650 individual/$13,300 family

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care is covered
before you meet your deductible.

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

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

Are there other
deductibles for specific
services?

No.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services.

What is the out-of-pocket
limit for this plan?

For network providers

$5,500 individual/$10,000 family;
for out-of-network providers
$6,650 individual/$13,300 family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

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

Premiums, balance-billing charges,
and health care this plan doesn't
cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes. See www.healthgram.com or
call 980-201-3020 for a list of
network providers.

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
billing). Be aware, your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

#% All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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Common Medical Event

What You Will Pay

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

Services You May . Out-of-Network Limitations, Exceptions, & Other
Need Network Provider Provider Important Information
(You will pay the least) (You will pay the
most)
 Primary tals <_m_ﬁ. to | 0% coinsurance 0% coinsurance None
_ treat an injury or illness e L
0% coinsurance None

mmmo_m__m:_m;
Preventive
care/screening/
immunization

0% coinsurance

No charge

0% coinsurance

You may have to pay for services
that aren't preventive. Ask your
provider if the services needed are
preventive. Then check what your
plan will pay for.

If you have a test

Diagnostic test (x-ray,

blood work)

0% coinsurance

Imaging (CT/PET
scans, MRIs)

0% coinsurance

0% coinsurance

None

0% coinsurance

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 65% of the total
cost of the service.

If you need drugs to treat
your illness or condition
More information about
prescription drug
coverage is available at
www.pharmavail.com

0% coinsurance (retail)

Generic drugs - _ Not covered

0% coinsurance (mail order) 5 G y (rtail

T : overs up to a 30-day supply (retai
Preferred brand drugs : w e Qmﬁm___v Not covered subscription); 31-90 day supply

0% coinsurance (mail order) : ; 2

. ; (retail and mail order prescription).
Non-preferred brand 0% coinsurance (retail)
| " it ; Not covered

drugs 0% coinsurance (mail order)
e Payable under the applicable retail Nitaovared Covers up to a 30-day supply (retail

tier

subscription).

If you have outpatient
surgery

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

0% coinsurance

0% coinsurance

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 65% of the total
cost of the service.

Physician/surgeon fees

0% coinsurance

0% coinsurance

None

If you need immediate
medical attention

ms_mﬁ_.m:o,\ room care

0% coinsurance

0% coinsurance

Emergency medical

transportation

0% coinsurance

0% coinsurance

In-Network deductible must be met
prior to co-insurance benefits.

Urgent care

0% coinsurance

0% coinsurance

None

For more information about limitations and exceptions, see the plan or policy document at healthgram.com
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Common Medical Event

If you have a hospital stay

Services You May
Need

Facility fee (e.g.,
hospital room)

WhatYouWilltPay .~ .
Out-of-Network

Network Provider
will pay the least)

0% coinsurance

Provider

(You will pay the

most)

0% coinsurance

Important Information

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 65% of the total
cost of the service.

Physician/surgeon fees

0% coinsurance

0% coinsurance

None

If you need mental health,
- behavioral health, or

Qutpatient services

0% coinsurance

0% coinsurance

None

Preauthorization is required. If you
don't get preauthorization, benefits

If you are pregnant

Childbirth/delivery
professional services

Childbirth/delivery
facility services

0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance

| i H i 0 : [\ :
substance abuse services  Inpatient services 0% coinsurance 0% coinsurance could be reduced by 65% of the total
cost of the service.
 Office visits 0% coinsurance 0% coinsurance Cost sharing does not apply for

preventive services. Depending on
the type of services, a coinsurance
may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e.,
ultrasound).

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 65% of the total
cost of the service.

If you need help
recovering or have other
special health needs

Home health care

0% coinsurance

0% coinsurance

Preauthorization is required. If you
don't get preauthorization, benefits
could be reduced by 65% of the total
cost of the service.

Rehabilitation services

0% coinsurance

0% coinsurance

Preauthorization is required. If you

don't get preauthorization benefits will
be reduced by 65%.

Physical and Occupational Therapy,
calendar year maximum 30 visits.
Speech and Hearing Therapy,
calendar year maximum 30 visits.

For more information about limitations and exceptions, see the plan or policy document at healthgram.com
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Services You May

Common Medical Event
Need

What You Will Pay
 Out-of-Network
Provider
(You will pay the

most)

Limitations, Exceptions, & Other

Network Provider Important Information

(You will pay the least)

H_‘mu__:m:o: mmiomm
Skilled nursing care

0% coinsurance

Not covered

Not covered B
0% coinsurance

None -
Preauthorization is required. [f you

Durable medical
_equipment

Hospice services

don't get preauthorization, benefits
could be reduced by 65% of the total
cost of the service.

0% coinsurance 0% coinsurance

0% coinsurance 0% coinsurance

Children's eye exam
If your child needs dental

0% coinsurance | 0% coinsurance One exam per calendar year.

or eye care

Children’s glasses Not covered Not covered None | _
Children’s dental _ Calendar year max of $1,000 per
check-up “ Noreharge Noinergs individual.

Excluded Services & Other Covered Services:

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

[ ]
e Bariatric surgery o
e Cosmetic surgery s

e Private duty nursing

¢ Routine foot care

e Weight loss programs
e Dental care (Adult)

Habilitation Services
Long-term care

Non-emergency care when traveling outside the
us

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

e Chiropractic care .
e Acupuncture °

Hearing Aids o
Infertility treatment

Routine eye care (Adult)

For more information about limitations and exceptions, see the plan or policy document at healthgram.com
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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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.qov. 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 on how 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: Healthgram at 980-201-3020, or www.healthgram.com, or 1-866-444-EBSA (3272), or www.dol.gov/ebsa.

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: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica. Llame al 980-201-3020

Chinese: T& : MREFERAERPX  MOUREESESEIRE. F2E980-201-3020

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

For more information about limitations and exceptions, see the plan or policy document at healthgram.com Page 5



About these Coverage Examples:

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

Peg is Having a Baby

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

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

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $5,500
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

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

B The plan’s overall deductible $5,500
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

care)
B The plan’s overall deductible $5,500
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 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 | $12700  Total Example Cost | $5600  Total Example Cost | $2800
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 $5,500 Deductibles* $5,400 Deductibles* $2,800
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered . What isn't covered - Whatisn'tcovered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is - $5,560 The total Joe would pay is $5420  The total Mia would pay is $2,800

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s weliness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: Healthgram.com.

“Note: This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?” row above.

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

For more information about limitations and exceptions, see the plan or policy document at healthgram.com Page 6




Employee Privacy Notice

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

This Notice is Effective on April 14, 2021

Background: The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires health plans to notify plan participants
and beneficiaries about its policies and practices to protect the confidentiality of their health information. This document is intended to
satisty HIPAA's notice requirement with respect to all health information created, received, or maintained by the Western North Carolina
Conference group health plan (the “Plan™), as sponsored by the Western North Carolina Conference of The United Methodist Church
(the "Conference").

The Plan needs to create, receive, and maintain records that contain health information about you to administer the Plan and provide
you with health care benefits. This notice describes the Plan’s health information privacy policy with respect to your: Medical, Cancer,
Dental, Vision, and/or Health Care Flexible Spending Arrangement (FSA) benefits. The notice tells you the ways the Plan may use and
disclose health information about you, describes your rights, and the obligations the Plan has regarding the use and disclosure of your
health information. However, it does not address the health information policies or practices of your health care providers.

Western North Carolina Conference of The United Methodist Church’s Pledge Regarding Health Information Privacy

The privacy policy and practices of the Plan protects confidential health information that identifies you or could be used to identify you
and relates to a physical or mental health condition or the payment of your health care expenses. This individually identifiable health
information is known as “protected health information” (PHI). Your PHI will not be used or disclosed without a written authorization
from you, except as described in this notice or as otherwise permitted by federal and state health information privacy laws.

Privacy Obligations of the Plan
The Plan is required by law to:

» make sure that health information that identifies you is kept private;
« give you this notice of the Plan’s legal duties and privacy practices with respect to health information about you; and
»  follow the terms of the notice that is currently in effect.

How the Plan May Use and Disclose Health Information About You
The following are the different ways the Plan may use and disclose your PHI:

*  For Treatment. The Plan may disclose your PHI to a health care provider who renders treatment on your behalf. For example,
if you are unable to provide your medical history as the result of an accident, the Plan may advise an emergency room physician
about the types of prescription drugs you currently take.

*  For Payment. The Plan may use and disclose your PHI so claims for health care treatment, services, and supplies you receive
from health care providers may be paid according to the Plan's terms. For example, the Plan may receive and maintain
information about surgery you received to enable the Plan to process a hospital’s claim for reimbursement of surgical expenses
incurred on your behalf,

*  For Health Care Operations. The Plan may use and disclose your PHI to enable it to operate or operate more efficiently or
make certain all of the Plan’s participants receive their health benefits. For example, the Plan may use your PHI for case
management or to perform population-based studies designed to reduce health care costs. In addition, the Plan may use or
disclose your PHI to conduct compliance reviews, audits, actuarial studies, and/or for fraud and abuse detection. The Plan may
also combine health information about many Plan participants and disclose it to the Conference in summary fashion so it can
decide what coverage’s the Plan should provide. The Plan may remove information that identifies you from health information
disclosed to the Conference so it may be used without the Conference learning who the specific participants are.

* To the Conference. The Plan may disclose your PHI to designated Conference personnel so they can carry out their Plan-
related administrative functions, including the uses and disclosures described in this notice. Such disclosures will be made
only to the Conference’s Benefits Administrator ("the Plan Administrator") and/or the members of the Conference’s Benefits
Administration Department. These individuals will protect the privacy of your health information and ensure it is used only as
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described in this notice or as permitted by law. Unless authorized by you in writing, your health information: (1) may not be
disclosed by the Plan to any other Conference employee or department and (2) will not be used by the Conference for any
employment-related actions and decisions or in connection with any other employee benefit plan sponsored by the Conference.

* To a Business Associate. Certain services are provided to the Plan by third party administrators known as "business
associates." For example, the Plan may input information about your health care treatment into an electronic claims processing
system maintained by the Plan's business associate so your claim may be paid. In so doing, the Plan will disclose your PHI to
its business associate so it can perform its claims payment function. However, the Plan will require its business associates,
through contract, to appropriately safeguard your health information.

* Treatment Alternatives. The Plan may use and disclose your PHI to tell you about possible treatment options or alternatives
that may be of interest to you.

*  Health-Related Benefits and Services. The Plan may use and disclose your PHI to tell you about health-related benefits or
services that may be of interest to you.

* Individual Involved in Your Care or Payment of Your Care. The Plan may disclose PHI to a close friend or family member
involved in or who helps pay for your health care. The Plan may also advise a family member or close friend about your
condition, your location (for example, that you are in the hospital), or death.

* As Required by Law. The Plan will disclose your PHI when required to do so by federal, state, or local law, including those
that require the reporting of certain types of wounds or physical injuries.

Special Use and Disclosure Situations
The Plan may also use or disclose your PHI under the following circumstances:

*  Lavwsuits and Disputes. If you become involved in a lawsuit or other legal action, the Plan may disclose your PHI in response
to a court or administrative order, a subpoena, warrant, discovery request, or other lawful due process.

* Law Enforcement. The Plan may release your PHI if asked to do so by a law enforcement official, for example, to identify
or locate a suspect, material witness, or missing person or to report a crime, the crime's location or victims, or the identity,
description, or location of the person who committed the crime.

*  Workers’ Compensation. The Plan may disclose your PHI to the extent authorized by and to the extent necessary to comply
with workers' compensation laws other similar programs.

»  Military and Veterans. If you are or become a member of the U.S. armed forces, the Plan may release medical information
about you as deemed necessary by military command authorities.

¢  To Avert Serious Threat to Health or Safety. The Plan may use and disclose your PHI when necessary to prevent a serious
threat to your health and safety, or the health and safety of the public or another person.

*  Public Health Risks. The Plan may disclose health information about you for public health activities. These activities include
preventing or controlling disease, injury or disability; reporting births and deaths; reporting child abuse or neglect; or reporting
reactions to medication or problems with medical products or to notify people of recalls of products they have been using.

*  Health Oversight Activities. The Plan may disclose your PHI to a health oversight agency for audits, investigations,
inspections, and licensure necessary for the government to monitor the health care system and government programs.

*  Research. Under certain circumstances, the Plan may use and disclose your PHI for medical research purposes.

» National Security, Intelligence Activities, and Protective Services. The Plan may release your PHI to authorized federal
officials: (1) for intelligence, counterintelligence, and other national security activities authorized by law and (2) to enable them
to provide protection to the members of the U.S. government or foreign heads of state, or to conduct special investigations.

*  Organ and Tissue Donation. If you are an organ donor, the Plan may release medical information to organizations that handle

organ procurement or organ, eye, or tissue transplantation or to an organ donation bank to facilitate organ or tissue donation
and transplantation.
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»  Coroners, Medical Examiners, and Funerals Directors. The Plan may release your PHI to a coroner or medical examiner.
This may be necessary, for example, to identify a deceased person or to determine the cause of death. The Plan may also
release your PHI to a funeral director, as necessary, to carry out his/her duty.

Your Rights Regarding Health Information About You
Your rights regarding the health information the Plan maintains about you are as follows:

+  Right to Inspect and Copy. You have the right to inspect and copy your PHI. This includes information about your plan
eligibility, claim and appeal records, and billing records, but does not include psychotherapy notes.

To inspect and copy health information maintained by the Plan, submit your request in writing to the Plan Administrator. The
Plan may charge a fee for the cost of copying and/or mailing your request. In limited circumstances, the Plan may deny your
request to inspect and copy your PHI. Generally, if you are denied access to health information, you may request a review of
the denial.

*  Right to Amend. If you feel that health information the Plan has about you is incorrect or incomplete, you may ask the Plan
to amend it. You have the right to request an amendment for as long as the information is kept by or for the Plan.

To request an amendment, send a detailed request in writing to the Plan Administrator. You must provide the reason(s) to
support your request. The Plan may deny your request if you ask the Plan to amend health information that was: accurate and
complete, not created by the Plan; not part of the health information kept by or for the Plan; or not information that you would
be permitted to inspect and copy.

* Right to An Accounting of Disclosures. You have the right to request an “accounting of disclosures.” This is a list of
disclosures of your PHI that the Plan has made to others, except for those necessary to carry out health care treatment, payment,
or operations; disclosures made to you; or in certain other situations.

To request an accounting of disclosures, submit your request in writing to the Plan Administrator. Your request must state a
time period, which may not be longer than six years prior to the date the accounting was requested.

* Right to Request Restrictions. You have the right to request a restriction on the health information the Plan uses or disclosures
about you for treatment, payment, or health care operations. You also have the right to request a limit on the health information
the Plan discloses about you to someone who is involved in your care or the payment for your care, like a family member or
friend. For example, you could ask that the Plan not use or disclose information about a surgery you had.

To request restrictions, make your request in writing to the Plan Administrator. You must advise us: (1) what information you
want to limit; (2) whether you want to limit the Plan’s use, disclosure, or both; and (3) to whom you want the limit(s) to apply.

Note: The Plan is not required to agree to your request.
*  Right to Request Confidential Communications. You have the right to request that the Plan communicate with you about
health matters in a certain way or at a certain location. For example, you can ask that the Plan send you explanation of benefits

(EOB) forms about your benefit claims to a specified address.

To request confidential communications, make your request in writing to the Plan Administrator. The Plan will make every
attempt to accommodate all reasonable requests. Your request must specify how or where you wish to be contacted.

« Right to a Paper Copy of this Notice. You have the right to a paper copy of this notice. You may write to the Plan
Administrator to request a written copy of this notice at any time. Even if you have agreed to receive this notice electronically,

you are still entitled to a paper copy of this notice.

You may obtain a copy of this notice at the Conference website, www.wnccume.org.

Changes to this Notice
The Plan reserves the right to change this notice at any time and to make the revised or changed notice effective for health information

the Plan already has about you, as well as any information the Plan receives in the future. The Plan will post a copy of the current notice
in the Conference’s Benefits Administration Department at all times.
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Complaints

If you believe your privacy rights under this policy have been violated, you may file a written complaint with the Plan Administrator at
the address listed below. Alternatively, you may complain to the Secretary of the U.S. Department of Health and Human Services,
generally, within 180 days of when the act or omission complained of occurred.

Note: You will not be penalized or retaliated against for filing a complaint.

Other Uses and Disclosures of Health Information

Other uses and disclosures of health information not covered by this notice or by the laws that apply to the Plan will be made only with
your written authorization. If you authorize the Plan to use or disclose your PHI, you may revoke the authorization, in writing, at any
time. If you revoke your authorization, the Plan will no longer use or disclosure your PHI for the reasons covered by your written
authorization; however, the Plan will not reverse any uses or disclosures already made in reliance on your prior authorization.

Contact Information

If you have any questions about this notice, please contact:

Western North Carolina Conference

The United Methodist Church

Benefits Administration Department

13924 Professional Center Drive, Suite 200
P O Box 2757 (28070)

Huntersville, NC 28078

(704) 535-2260

Notice Effective Date: April 14, 2021



