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Your Guide to Annual Enrollment

The Episcopal Church Medical Trust (Medical Trust) benefits are part of the
journey to your overall well-being, ensuring that you have access to quality
care. Use this guide to learn about the types of Medical Trust benefits
available to you, key considerations when making your choices, and how to
enroll. You can find additional resources and benefit details on cpg.org.

What You Need to Know

Annual Enroliment PLUS! New Vendor: Delta Dental. Action Required! To secure your Medical Trust
dental coverage for 2024, you must enroll in a Delta Dental PPO + Premier™ (Delta Dental) plan during
Annual Enrollment. Cigna Dental will no longer be offered.

Look for a green envelope in the mail this fall. It will contain a letter with important information for Annual
Enrollment. Save this letter! It includes the email address and Client Number associated with your
MyCPG Account.

See “How to Enroll” to make your medical and dental plan elections.

Some plans described in this guide may not be available in all locations or to all groups or diooeses. You will
see which plans are available to you when you sign in to MyCPG Accounts for Annual Enroliment.

Coverage tiers, which range from single to family coverage, will depend on what is offered by your group or
diooese. Please see your online enroliment form for the coverage tiers available to you. The rates indicated
on your online enrollment form may not necessariily be what your employer requires you to pay.

Please see your group administrator if you need to confirm your eligibility for benefits or that of a dependent.

If you do not make changes or enroll by the deadline, your current medical benefits will continue and any rate
changes will apply. If your current medical plan is not offered in 2024, you must select another plan in
order to have medical benefits in 2024.

If you are currently enrolled in a Cigna Dental plan and you do not select a plan, you will not have dental
coverage through the Medical Trust in 2024.

Since the benefit decisions you make may affect your whole family,
please share Annual Enroliment information with other decision-makers in
your household.

Glossary of Defined Terms  Please see the Uniform Glossary at cpg.org/uniform-glossary for
the definitions of the following commonly used terms: coinsurance,
copayment, cost sharing, deductible, emergency medical condition,
hospitalization, network, network provider, out-of-network provider, out-
of-pocket limit, plan, prescription drugs, and primary care physician.


http://cpg.org
https://www.cpg.org/services/mycpg/
http://cpg.org/uniform-glossary
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Selecting Your 2024 Benefits

Medical Benefits

Dental Benefits

Changes for 2024

Annual Enroliment for 2024 Medical Trust active health benefits begins in
October 2023.

This is your opportunity to review and make changes to your Medical Trust
medical benefits and to add or drop coverage for eligible dependents for the
upcoming plan year.

You must enroll in a Delta Dental PPO + Premier™ plan during Annual
Enrolliment if you want dental coverage for you and your dependents through
the Medical Trust in 2024. Cigna Dental will no longer be offered.

Be sure to take the time to review your options by your enroliment
deadline. You cannot make changes until the next Annual Enrollment period,
unless you have a qualified significant life event (as defined in the Plan
Document Handbook), such as the birth of a child, marriage, or divorce.

Delta Dental

COVID-19 Provisions

Effective January 1, 2024, our dental plans are changing—If you

are enrolled with Cigna Dental through the Medical Trust, that coverage
will not be offered after December 31, 2023. To maintain your dental
coverage through the Medical Trust, you must select a Delta Dental plan
option for yourself and your dependents during Annual Enrollment for
2024. Learn more in the “Dental Benefits” section.

Effective January 1, 2024, member cost sharing (i.e., copayments,
deductibles, and coinsurance) will apply based on service type and place
of service for healthcare services related to the evaluation and testing

for COVID-19.

In addition, effective January 1, 2024, member cost sharing

(i.e., copayments, deductibles, and coinsurance) will apply based on
service type and place of service for healthcare services relating to the
treatment of COVID-19.

COVID-19 Over-the-Counter (OTC) Home Test Kits

* Effective January 1, 2024, eligible individuals and their dependents
who are enrolled in Anthem and Cigna PPO medical plans and Kaiser
EPO medical plans through the Medical Trust may receive up to four
COVID-19 OTC home test kits per month without cost share (i.e.,
copayment, deductible, and coinsurance).

* Eligible individuals and their dependents who are enrolled in Anthem,
Cigna, and Kaiser Consumer-Directed Health Plans (CDHPs) may receive
up to four COVID-19 OTC home test kits per month with no coinsurance
after they meet their annual network deductible.



Telehealth

Deductible Increase for
Anthem and Cigna CDHP-15

Deductible Increase for Anthem,
Cigna, and Kaiser CDHP-20

Although the Medical Trust is no longer required by law to provide OTC
home test kits at no cost, we will still allow members to receive up to four
test kits per member per month as described above until further notice.

Telehealth platforms for active members'—You can access a medical
professional through telehealth platforms offered by Anthem, Cigna, or
Kaiser using your computer or mobile device. You will need high-speed
internet access, a webcam or built-in camera, and audio capability.
Please remember your personal healthcare provider may not participate
on the vendor’s telehealth platform.

For Anthem, Cigna, and Kaiser members, all services received via vendor
telehealth platforms are available to you with no deductible, copayment,
or coinsurance through December 31, 2024.

Anthem Blue Cross Blue Shield—Access LiveHealthOnline.com
or download the LiveHealth Online mobile app in the App Store® or
Google Play™,

Cigna—Access MDLiveforCigna.com on your computer or download
the MDLIVE mobile app by searching in the App Store® or Google Play™.

Kaiser Permanente — Access Kaiser’s telehealth platform services by
calling the number on the back of your member ID card.

For 2024, the Internal Revenue Service (IRS) increased the minimum
and maximum amounts that a high-deductible health plan (HDHP) may
impose as a deductible.?

For 2024, the minimum amount that must be imposed as a deductible for
self-only coverage under an HDHP is $1,600. The minimum amount that
must be imposed as a deductible for family coverage under an HDHP is
$3,200. The amounts for 2023 were $1,500 and $3,000, respectively.

Effective January 1, 2024, the Medical Trust’'s Anthem and Cigna
CDHP-15 network deductible for self-only coverage will be $1,600, and
the network deductible for family coverage will be $3,200. The out-of-
network deductible for self-only coverage will be $3,200, and the out-of-
network deductible for family coverage will be $6,400.

The IRS increased the minimum and maximum amounts that an HDHP
may impose as a deductible.?

For 2024, the minimum amount that must be imposed as a deductible for
self-only coverage under an HDHP is $1,600. The minimum amount that
must be imposed as a deductible for family coverage under an HDHP is
$3,200. The amounts for 2023 were $1,500 and $3,000, respectively.

Effective January 1, 2024, the Medical Trust’s Anthem, Cigna, and Kaiser
CDHP-20 network deductible for self-only coverage will be $3,200, and
the network deductible for family coverage will remain $5,450. The out-
of-network deductible for self-only coverage will be $3,200, and the out-
of-network deductible for family coverage will remain $6,000.

"Please note, telehealth can help with minor, non-life-threatening conditions. During a medical emergency, individuals should visit the nearest hospital or

call 911 for assistance.
2See IRS Notice 2023-23.


https://livehealthonline.com/
https://www.mdliveforcigna.com/mdliveforcigna
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Health Plan Options

\/ All Medical Trust health plans include medical, behavioral, pharmacy, and
Medicare Secondary Payer/ vision benefits, and provide care through a network of doctors and facilities

Small Employer Exception

Some groups have chosen
to participate in the Episcopal
Health Plan for Qualified
Small Employer Exception
(the SEE Plan). See page 5
for information.

Preferred Provider
Organization (PPO)

that have contracted to offer services at reduced rates

You may choose from the following types of health plans, depending on your
group or diocese’s offerings and the network access in your area:

» Preferred Provider Organization (PPO)
* Consumer-Directed Health Plan (CDHP)/Health Savings Account (HSA)
* Exclusive Provider Organization (EPO) (regional Kaiser plans only)®

You have the flexibility to visit any provider you choose —inside or outside
of the plan’s network. However, the plan pays greater benefits if you receive
care from a network provider or facility.

You are responsible for ensuring that the services and care you receive
are covered by your plan. If you use an out-of-network provider, you are
often responsible for submitting your own claims and paying the difference
between what your provider charges and what the plan covers.

Consumer-Directed Health Plan/
Health Savings Account
(CDHP/HSA)

A CDHP is an HSA-qualified plan that works like a PPO. You can receive
services from any provider, and you do not have to coordinate your care

®
\
About the CDHP

The Kaiser CDHP-20/HSA
works like an EPO, with no
out-of-network benefits
except in emergencies.

You pay the full cost of medical
and pharmacy expenses until

you meet the annual deductible.

through a primary care provider (PCP). While the CDHP covers services in
and out of the network, it provides strong financial incentives for you to use
network providers. Despite the high deductible associated with a CDHP,
most preventive care services received from network providers require no
member cost share.

When you enroll in the CDHP, you can contribute tax-free to an HSA, which
is a savings account for qualified medical expenses. Your employer may also
contribute. Here's how the HSA works:

* You decide if you want to contribute and how much, up to IRS maximums.
You can change or stop your contributions any time during the year.

* Use the money in your HSA to pay for qualified medical expenses,
including your annual deductible and medical, prescription, dental, and
vision costs.

* You may also save the money in your HSA for future medical costs—
including qualified medical expenses in retirement.

* Your HSA is portable and will always belong to you, even if you change
employers or retire.

3 Some fully insured plans offered on a regional basis (Hawaii Medical Service Association and Kaiser Permanente Washington) provide an HMO option.
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HSA Tax Advantages

Exclusive Provider
Organization (EPO)—Kaiser

Medicare Secondary Payer/Small
Employer Exception (MSP/SEE)

‘@
@

\

To Contribute to an HSA

You must be enrolled in the
Consumer-Directed Health
Plan and cannot

¢ be covered by Medicare,
TRICARE®, or other
medical insurance,

* be claimed as a dependent
on someone’s tax return, or

* be covered by your or your
spouse’s traditional Flexible
Spending Account.

Summary of Benefits
and Coverage

For an overview of benefits

for each plan, access the
Summary of Benefits and
Coverage documents at cpg.
org/mtdocs. Paper copies are
also available, free of charge, by
calling 800-480-9967, Monday
to Friday, 8:30 AM to

8:00 PM ET.

There are several tax advantages when you contribute to an HSA:

* You do not pay taxes on your contributions.

» Withdrawals from your HSA are tax-free as long as they are used to pay for
qualified medical expenses. Make sure you keep receipts for tax-reporting
purposes.

* You may earn tax-free interest, with certain restrictions, or

investment earnings.
If you enroll in the EPO, you agree to use only Kaiser’s network of
professionals and facilities. Kaiser does not cover the cost of services
received from out-of-network providers, except in emergency situations. You
are also responsible for ensuring that the services and care you receive are
covered by your plan.

With the Kaiser plans, you are required to select a primary care
physician (PCP).

To participate in this program, you must satisfy all of these criteria:

* be age 65 or older,

* actively work for a qualified church or group that offers this choice,
* be enrolled in Medicare Part A (or Medicare Part A and Part B),

* choose a participating Anthem or Cigna plan, and

* be approved for the SEE Plan by Medicare.

If you enroll in the SEE Plan, Medicare will be the primary payer for Part A
services. This program is also available for those enrolled in Medicare Part A
and Part B. Once Medicare has paid its share, Anthem or Cigna pays claims
as it would for any active member, minus the amounts paid by Medicare
and you. It is anticipated that out-of-pocket costs will be lower for SEE Plan
members and that employers may save on the cost of health benefits.

Eligible members approved by Medicare may enroll in the SEE Plan
even if they have dependents who are under the age of 65 and do not
have Medicare.

Eligible participants will receive details in the mail.

The SEE Plan is not available for members who enroll in a Kaiser plan.


https://www.cpg.org/forms-and-publications/publications/health-plans
https://www.cpg.org/forms-and-publications/publications/health-plans

>
Go Digital

No matter which plan you
choose, you have online tools
at your fingertips. Start by
registering on your plan’s website:

e Anthem: anthem.com

e Cigna: mycigna.com

e Kaiser: kp.org

After you register, download
your plan’s app to your mobile
device from the App Store® or
Google Play™ to find network
providers and facilities, check
claims status, download your
Explanation of Benefits (EOB),
find cost share information,
and much more.

Anthem

Health Plan Vendors

The Medical Trust offers medical plan options through three health
plan vendors (not all may be available to you):

Anthem
Cigna
Kaiser

We strive to provide consistent and equitable benefits to all members,
regardless of health plan carrier. However, each health plan vendor
has differences that may include prior authorization/precertification
requirements, medical necessity guidelines, programs and processes,
policies and procedures, provider networks, and health plan care
management programs.

Following are some of the different programs available by health
plan vendors.

See the 2023 Plan Document Handbook for more information about unique
programs available from each health plan carrier.

Anthem Health Guide —Anthem Health Guides provide you with
enhanced member services support. You can contact a health guide
with questions about benefits and programs for your health; scheduling
physician appointments; comparing costs for procedures, and more.
Guides can connect you with knowledgeable health professionals to help
you manage chronic conditions, deal with an illness, or provide support
for emotional concerns like anxiety or depression. Reach out to Member
Services and health guides via phone, email, app, or even chat online.

Virtual Second Opinion Program®—Facing a medical decision? The
Virtual Second Opinion Program allows you to access highly specialized
providers who can offer educational guidance for certain diagnoses,
procedures, or courses of treatment.

Blue Cross Blue Shield Global Core® Program—If you are traveling
outside the United States and need medical care, call Anthem’s
Member Services to find out more about Blue Cross Blue Shield
Global Core benefits.

LiveHealth Online® Telehealth—With LiveHealth Online, you have a
doctor by your side 24/7. LiveHealth Online lets you talk face-to-face with
a provider through your mobile device or a computer with a webcam—
no appointments, no driving, and no waiting at an urgent care center.


https://www.anthem.com/
https://my.cigna.com/web/public/guest
https://healthy.kaiserpermanente.org/

Cigna Cigna One Guide®—0One Guide combines digital technology with
personalized customer service. With One Guide, you have the one-on-
one support you need to take control of your health and your health
spending. Whether it's choosing a plan, finding a provider, or exploring
ways to improve your health, One Guide can help.

You can access a personal guide via app, chat, online, or phone,
whenever you need guidance, support, or answers. To get started, just
call the number on the back of your Cigna ID Card.

MDLive® Telehealth—MDLive for Cigna telehealth platform enables you
to get the care you need—including most prescriptions—for a wide range
of minor conditions. You can connect with board-certified providers via
secure video chat or phone when, where, and how it works best for you.

Kaiser Kaiser Telehealth—Phone, interactive video, internet messaging
applications, and email between members and their personal Kaiser
network providers make it convenient to receive medically appropriate
covered services.

Important: Deductibles and ~ Deductibles—You pay the full cost of healthcare until you reach the
Out-of-Pocket Limits  plan’s annual deductible. Then the plan begins to pay benefits. If
you cover family members, please note this:

The Anthem Consumer-Directed Health Plan-15 (CDHP-15) and the Cigna
CDHP-15 require that the family deductible first be met before the plan
begins to pay benefits.

With all other plans, once a member meets the individual deductible, the
plan will begin to pay for that member. When the family deductible has
been met, the plan will pay for all enrolled family members.

Out-of-Pocket Limits—You plan’s annual deductible. Then the
plan begins to pay benefits. If you cover family members, please
note this:

The Anthem and Cigna CDHP-15 plans require that the family out-of-
pocket limit be met before the plan begins to pay benefits.

With all other plans, once a member meets the individual out-of-pocket
limit, the plan will cover the full cost of eligible expenses for that member
for the remainder of the calendar year. When the family out-of-pocket
limit has been met, the plan will cover eligible costs for all enrolled family
members.
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Prescription Drug Benefits

Express Scripts
Prescription Drug Program®

Kaiser Prescription Drug Program

When you enroll in one of our Anthem or Cigna health plans, you will
automatically have prescription drug coverage through the Express Scripts
Prescription Drug Program.

Express Scripts prescription benefits are available in both retail pharmacies
and via home delivery for ongoing, refillable prescriptions. You can realize
savings in the following ways:

* by requesting generic drugs whenever possible—Your doctor can advise
you on whether a generic medication is appropriate
* by using home delivery for prescriptions you need on an ongoing basis

* by enrolling in the SaveOnSP Copay Assistance Program for certain
specialty medications.*

Home Delivery—You can order up to 90 days of medication at one time,
usually at a significant cost savings, through Express Scripts’ home delivery
service. The benefits of home delivery include automatic refills and reminders
when your prescription is expiring. Use of home delivery is required for
maintenance medications after the third refill at a retail pharmacy.

Visit express-scripts.com to price a medication, download the formulary, or
find a participating retail pharmacy.

For more information, call Express Scripts Member Service at 800-841-3361.
Members enrolled in a Kaiser plan receive prescription drug coverage

through Kaiser. Call the number on the back of your Kaiser Member ID
card for Kaiser pharmacy benefit questions.

* The list of specialty pharmacy medications included in the program can be found at SaveonSP.com/cpg. Learn more about SaveOnSP in the Plan

Document Handbook.


http://express-scripts.com
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Other Plan Benefits’

Vision Benefits

Employee Assistance Program
(EAP)

5 These other plan benefits may not be available to members participating in fully insured plan options offered on a regional basis (Hawaii Medical Service

Association and Kaiser Permanente Washington).

If you enroll in an Anthem, Cigna, or Kaiser plan offered through the
Medical Trust, you will receive vision benefits through EyeMed Vision Care’s
Insight Network®.

Vision care benefits include an annual eye exam with no copay when

you use a network provider and prescription eyewear or contact lenses
offered through a broad-based network of ophthalmologists, optometrists,
and opticians at retail chains and independent provider locations. Certain
calendar year benefit limitations apply. See the Plan Document Handbook
for more information.

If you are already registered on the EyeMed site, visit eyemedvisioncare.
com/ecmt and use your EyeMed member account credentials to log in for
details. Click “Need to register?” to create an EyeMed member account.

To help address your emotional, physical, family, and legal needs, the
Medical Trust offers the Employee Assistance Program (EAP) managed
by Cigna Behavioral Health. If you are enrolled in a Medical Trust health
plan, the Cigna EAP is available to you and your household members at
no cost to you. Your household members do not need to be enrolled in
your health plan to use the Cigna EAP.

This benefit provides immediate help, referrals, and resources. The plan
covers telephone consultations and up to 10 face-to-face counseling
sessions per issue at no member cost. Cigna EAP services are confidential
and available 24/7.

The Cigna EAP staff can provide the following services:

e 24/7 phone access for behavioral health issues

* referrals for in-person counseling

* legal consultations

* financial services and referrals

e tips for balancing work and family

* assistance finding childcare, senior care, and pet care

There are also online resources for topics such as these:

emotional well-being and life events
family and caregiving

health and wellness

daily living

* disaster resource center

9


https://www.cpg.org/forms-and-publications/publications/health-plans
http://eyemedvisioncare.com/ecmt
http://eyemedvisioncare.com/ecmt

Health Advocate®

Dental Benefits

The Cigna EAP includes access to Talkspace® virtual behavioral health.

* Connect with a licensed therapist or psychiatrist onling, by video, or by text
using Talkspace, available for Cigna EAP members, ages 13 and up.

* Visit mycigna.com to access Talkspace virtual behavioral health.

To access the Cigna EAP, visit mycigna.com or call 866-395-7794.

This program is like having your own healthcare navigator at no cost
to you!

Health Advocate offers help when you have questions about your
medical care, from finding a doctor and scheduling an appointment
to understanding treatment options for a medical condition to
understanding your benefits or resolving a claim.

This service can help you navigate the healthcare system and make
the most of your benefits. It is available for you, your dependents, your
parents, and your parents-in-law (even if they do not live with you).

Call as often as you need and speak toll-free with a health advocate
about your healthcare options. Your information is confidential. Your
employer does not receive and does not have access to any of your
confidential information. You will be asked to complete and submit forms
to protect your privacy.

To access Health Advocate, visit healthadvocate.com/ecmt or call
866-695-8622, Monday to Friday, 8:00 AM to 7:00 PM ET.

New Vendor: Delta Dental! Action Required!— Delta Dental has the
largest network of dentists nationwide and will be our new dental vendor
for 2024! If you are currently enrolled in a Cigna Dental plan through the
Medical Trust, that coverage is going away. You must select a Delta
Dental PPO + Premier™ (Delta Dental) plan option during Annual
Enrollment, or you will not have dental coverage through the Medical
Trust in 2024.

How Delta Dental Can Work for You—You'll be able to access services
in two dentist networks (Delta Dental PPO™ and Delta Dental Premier®)
or use out-of-network dentists. Your coinsurance, deductible, and
maximum annual benefit will vary based on the network you use for a
covered dental service. That puts you in charge of making your money
go further.

* Providers in the Delta Dental PPO® network and Delta Dental Premier
network have agreed to contracted rates, and you won’t be charged
more than your expected share of the bill.” Using the Delta Dental PPO
network?® offers the highest annual maximum benefit, allowing you the
most savings. Using an out-of-network dentist may result in higher out-of-
pocket expenses.

* All Delta Dental plan options cover
- diagnostic care and preventive care
- three dental cleanings a year (four cleanings based on certain
conditions)
- basic and major restorative services, subject to applicable coinsurance,
deductibles, limitations, and exclusions.

5 In Texas, Delta Dental Insurance Company provides a dental provider organization (DPO) plan.
" You are responsible for any applicable deductibles, coinsurance, amounts over annual or lifetime maximums, and charges for non-covered services.
Out-of-network dentists may bill the difference between their usual fee and Delta Dental’s maximum contract allowance.

8 You can still visit any licensed dentist, but your out-of-pocket costs may be higher if you choose a non-PPO dentist. Network dentists are paid
contracted fees.
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Travel Assistance Services

» Orthodontia services have an enhanced in-network lifetime benefit in the
Premium Plan and are also offered in our Comprehensive Plan.

Learn more about what Delta Dental offers you at cpg.org/deltadental or call

Delta Dental at 888-894-7059.

* You can find a dental provider, check your benefits, and access other
helpful resources all in one place at deltadentalins.com.

* If you have questions about transition of care, call Delta Dental at
888-894-7059.

See the dental Summaries of Benefits and Coverage at cpg.org/mtdocs for
information on cost sharing for common services.

When you enroll in a Medical Trust health plan, you have access to
UnitedHealthcare Global Assistance®. This travel assistance program
can help you with travel needs you encounter while you are outside the
United States or 100 or more miles away from home.

The program includes these features:
e assistance in making arrangements to obtain medical treatment, such as a
local referral for treatment or evacuation due to a medical emergency

e assistance with providing insurance information and medical records
for treatment

* assistance with replacement of prescriptions, medical devices, and
corrective lenses

* sassistance procuring emergency travel arrangements and replacement of
lost or stolen travel documents
* emergency fund transfers

* destination profiles, which include health and security risks for over
170 countries

IMPORTANT NOTE: UnitedHealthcare Global Assistance is not responsible

for your medical costs while you are traveling. If you incur costs, and
depending on where you travel, you may be required to pay for your

healthcare services.

If you have an emergency medical event while traveling, contact your travel
insurance carrier, if any, and your health plan carrier using the number on
your member ID card.

For more information about UnitedHealthcare Global Assistance services,
please visit worldwatch.uhcglobal.com or call 800-527-0218.
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Choosing the Right Plan

Medical
@
Vi

To Help You Make an
Informed Choice

The Medical Trust provides
Summaries of Benefits and
Coverage (SBC), which offer
important details about a plan’s
benefits in a standard format to
help you compare options.

SBCs are available at
cpg.org/mtdocs. For a free
paper copy, call 800-480-9967,
Monday to Friday, 8:30 AM to
8:00 PM ET.

Plan Going Away

Dental

We know that medical benefits are important to you and your family. There
are several important considerations to help you choose the best health plan
for you and your family and manage your costs when you need care:

* Changes to healthcare usage in the upcoming year—Though it may be
tempting to default to the same medical option year after year, healthcare
needs change over time. During Annual Enroliment, consider how your
healthcare needs might be different in the upcoming year. For example, are
you expecting to have a baby or planning to have a medical procedure?
As your needs change, the best plan for you may change as well. A good
start is to review the current year’s Explanations of Benefits (EOB) to see
how much you used your benefits and consider how that might change for
next year.

* Pay now or pay later—It might help to think of the plan options in terms
of “pay now” or “pay later.” For example, your monthly contributions will
be higher in plans with lower out-of-pocket costs, while your monthly
contributions will be lower in plans that have higher cost shares. You
should consider whether you prefer to pay higher monthly contributions
for your coverage and less when you receive services, or to pay less each
month with the prospect of paying more when you need services.

* Network providers—Your cost for healthcare will be higher if you use a
doctor who is not in your plan’s network. If you enroll in a Kaiser health
plan, you pay the full cost of any non-emergency services provided by a
doctor or facility that is not in the plan’s network. Contact your health plan
or visit its website to check if your provider is in the plan’s network.>

Telehealth—Telehealth allows you to connect with a board-certified provider
for a wide variety of non-emergency conditions, and even get certain
prescriptions from the safety and convenience of your own home. No
appointment is necessary.

If your current medical plan is not offered in 2024, you must choose a
new plan in order to have medical coverage. Also, be sure to verify and
make any necessary corrections to your personal and dependent information,
especially names, Social Security numbers, and addresses.

If you need help with your medical plan selections, contact a Health Advocate
representative for assistance with choosing the best medical plans for you at
866-695-8622 or answers@HealthAdvocate.com.

Your employer may offer dental coverage through the Medical Trust. Dental
coverage for 2024 requires active enrollment. That means you must select
a dental plan or you will not have coverage. Cigna Dental will no longer be

offered after December 31, 2023.
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How to Enroll

Extension of Benefits

Making Your Plan Selections

Learn more about Delta Dental plans at cpg.org/deltadental, or call Delta
Dental at 888-894-7059 to discuss your options.

Before you go online to enroll, you should be sure to review your personal
information, know your plan selections, and have information for any
dependents you are adding.

Have the email address associated with your MyCPG Account and your
Client Number handy. They were included in the letter that was mailed to your
home in a green envelope.

If a dependent will turn age 30 in 2023, they can no longer be covered as
dependents under a Medical Trust plan, unless they were disabled prior

to age 25, as determined by the Medical Trust. However, the Medical

Trust will allow dependent children who turn age 30 in 2023 to voluntarily
continue medical and/or dental coverage on their own for up to 36 months
commencing on January 1, 2024, through the Medical Trust’s Extension of
Benefits provision.

When you are ready to enroll, go to cpg.org/annualenrollment and look for
the link to enroll in your plan selections.

Step 1
Sign in to MyCPG Accounts using the email address included in the letter
that was mailed to your home in a green envelope.

* You may need to update your password to meet new security standards.

* If you did not see an email address in the letter or if you did not access
your account in 2022 or later, please select “Create Account” and follow
the prompts.

- Use your Client Number, which was included in the letter that was
mailed to your home in a green envelope. The number can make it
easier to verify you during the account setup process.

Step 2

Click on “Annual Enrollment” or go to the “Resources” tab and click the
“Annual Enrollment Resources” quick action button to make your elections
for 2024.

REMINDER: To maintain your dental coverage through the Medical Trust in
2024, you must select a Delta Dental plan option for yourself and your eligible
dependents.

Step 3
Review your information to make sure it is correct.

Please review your personal information, dependent information, and plan
elections carefully before completing enrollment.

Step 4
After you make your selections, you can print a confirmation statement for
your records.

Please check your selections carefully before you complete the
enroliment process.

Your new plan choice takes effect on January 1, 2024. You may receive new
ID cards (if applicable) at this time. The Medical Trust can also print many ID
cards, or you can print them from the vendor’s website. Call CPG’s Client
Services for assistance at 800-480-9967, Monday to Friday, 8:30 AM to
8:00 PM ET, or email mtcustserv@cpg.org.
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If You Do Not Enroll
by the Deadline

To Learn More

If you miss the deadline and your current plan is still available for 2024, you
will continue in the same plan with the same coverage tier as long as you
continue to meet the plan’s eligibility rules, and any rate changes will apply.

If you do not enroll by the deadline and your current plan is not offered in
2024, your medical and/or dental benefits will end on December 31, 2023,
and you cannot re-enroll until the next Annual Enroliment period unless you
have a qualified Significant Life Event (as defined in the Plan Document
Handbook).

For more information about the health plan(s) available to you, visit our
vendors’ websites:

Anthem
anthem.com

Cigna Medical
mycignha.com

Cigna Behavioral Health (Employee Assistance Program)
mycigna.com

Delta Dental
deltadentalins.com
Kaiser

kp.org

Express Scripts
express-scripts.com

EyeMed
eyemeavisioncare.com/ecmt

Health Advocate
members.healthadvocate.com

UnitedHealthcare Global Assistance
worldwatch.uhcglobal.com
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The Episcopal Church Medical Trust (Medical Trust) maintains a series

of benefit Plans (each a Plan and collectively, the Plans) for the eligible
employees (and their eligible dependents) of the Protestant Episcopal Church
in the United States of America (hereinafter, The Episcopal Church). Since
1978, the Plans sponsored by the Medical Trust have served the dioceses,
parishes, schools, missionary districts, seminaries, and other institutions
subject to the authority of The Episcopal Church. The Medical Trust serves
thousands of active employees, retirees, and their eligible dependents.
The Plans are intended to qualify as “church plans” within the meaning

of Section 414(g) of the Internal Revenue Code, and are exempt from the
requirements of the Employee Retirement Income Security Act of 1974, as
amended (ERISA).

The Medical Trust funds certain of its benefit Plans through a trust fund
known as The Episcopal Church Clergy and Employees’ Benefit Trust
(ECCEBT).® The ECCERBT is intended to qualify as a Voluntary Employees’
Beneficiary Association (VEBA) under Section 501(c)(9) of the Internal
Revenue Code. The purpose of the ECCEBT is to provide benefits to eligible
employees, former employees, and their dependents in the event of illness or
expenses for various types of medical care and treatment.

The mission of the Medical Trust is to “balance compassion and benefits with
financial stewardship.” This is a unique mission in the world of healthcare
benefits, and we believe that our experience and mission to serve The
Episcopal Church offers a level of expertise that is unparalleled. If you have
questions about any of our Plans, please don’t hesitate to contact us. We're
looking forward to serving you.

For more information about your Medical Trust benefits, please visit
cpg.org or call Client Services at 800-480-9967, Monday to Friday,
8:30 AM to 8:00 PM ET.

This Annual Enroliment Guide does not contain information on eligibility
for plan participation. Should you need confirmation of your eligibility or
related details, please see your group administrator.

¢ Church Pension Group Services Corporation is the sponsor of the benefit plans and is doing business under the name “The Episcopal Church

Medical Trust.”
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MEDICAL TRUST

19 East 34th Street
New York, NY 1001
(800) 480-9967
cpg.org

This material is provided for informational purposes only and should not be viewed as investment, tax, or other advice. It does not constitute a
contract or an offer for any products or services. In the event of a conflict between this material and the official plan documents or insurance
policies, any official plan documents or insurance policies will govern. The Church Pension Fund (“CPF”) and its affiliates (collectively, “CPG”) retain
the right to amend, terminate, or modify the terms of any benefit plan and/or insurance policy described in this material at any time, for any reason,
and, unless otherwise required by applicable law, without notice.

Church Pension Group Services Corporation (“CPGSC”), doing business as The Episcopal Church Medical Trust, maintains a series of health and
welfare plans (the “Plans”) for eligible employees (and their eligible dependents) of The Episcopal Church (the “Church”). The Medical Trust serves
only eligible Episcopal employers. The Plans that are self-funded are funded by the Episcopal Church Clergy and Employees’ Benefit Trust, a
voluntary employees’ beneficiary association within the meaning of section 5017(c)(9) of the Internal Revenue Code.

The Plans are church plans within the meaning of section 3(33) of the Employee Retirement Income Security Act of 1974, as amended, and section
414(e) of the Internal Revenue Code. Not all Plans are available in all areas of the United States or outside the United States, and not all Plans are
available on both a self-funded and fully insured basis. Additionally, the Plan may be exempt from federal and state laws that may otherwise apply to
health insurance arrangements. The Plans do not cover all healthcare expenses, so members should read the official Plan documents carefully to
determine which benefits are covered, as well as any applicable exclusions, limitations, and procedures.
This material is not a substitute for professional medical advice or treatment. CPG does not provide any healthcare services and, therefore, cannot
guarantee any results or outcomes. Always seek the advice of a healthcare professional with any questions about your personal healthcare,
including diet and exercise.
Neither The Church Pension Fund nor any of its affiliates (collectively, “CPG”) is responsible for the content, performance, or security of any website
referenced herein that is outside the www.cpg.org domain or that is not otherwise associated with a CPG entity.
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medical & Rx deductible)

2024 Medical Trust Health Plan Anthem BCBS Anthem BCBS Anthem BCBS Anthem BCBS
BlueCard PPO 100 BlueCard PPO 90 BlueCerd PPO 80 BlueCard PPO 70
0430 - Dlocsse of Los Angeles
Network Out-of-Network Network Out-of-Network Network Out-of-Network Network Out-of-Network
Annual Deductible $0 per person $500 per person $500 per person $1,000 per person $1,000 per person $2,000 per person $3,500 per person $7,000 per person
(CDHPs have a combined $0 per family $1,000 per family $1,000 per family $2,000 per family $2,000 per family $4,000 per family $7,000 per family $14,000 per family

Annual Out-of-Pocket Limit

$2,000 per person
$4,000 per family

$4,000 per person
$8,000 per family

$2,500 per person
$5,000 per family

$5,000 per person
$10,000 per family

$3,500 per person
$7,000 per family

$7,000 per person
$14,000 per family

$5,000 per person
$10,000 per family

$10,000 per person
$20,000 per family

(210 visits per calendar year, combined
network and out-of-network)

any balance billing

any balance billing

any balance billing

Preventive Care

Preventive Services & Well-Child Care $0 copay 50% coinsurance plus  [$0 copay 50% coinsurance plus  |$0 copay 50% coinsurance plus  [$0 copay 50% coinsurance plus
any balance billing any balance billing any balance billing any balance billing

Physician Services

Office Visit $30 copay 50% coinsurance plus  [$30 copay 50% coinsurance plus  [$30 copay 50% coinsurance plus  [$30 copay 50% coinsurance plus
any balance billing any balance billing any balance billing any balance billing

Diagnostic Services (outpatient) $0 copay 50% coinsurance plus  [10% coinsurance 50% coinsurance plus  [20% coinsurance 50% coinsurance plus  [30% coinsurance 50% coinsurance plus

(non-routine) any balance billing any balance billing any balance billing any balance billing

Specialist Care $45 copay 50% coinsurance plus  |$45 copay 50% coinsurance plus  [$45 copay 50% coinsurance plus  |$45 copay 50% coinsurance plus
any balance billing any balance billing any balance billing any balance billing

Hospltal Services

Inpatient Services (including inpatient $250 copay 50% coinsurance plus  [10% coinsurance 50% coinsurance plus  [20% coinsurance 50% coinsurance plus  [30% coinsurance 50% coinsurance plus

maternity services) any balance billing any balance billing any balance billing any balance billing

Outpatient Surgery $200 copay 50% coinsurance plus  [10% coinsurance 50% coinsurance plus  [20% coinsurance 50% coinsurance plus  [30% coinsurance 50% coinsurance plus
any balance billing any balance billing any balance billing any balance billing

Emergency Room Care $250 copay Covered at in-network  [$250 copay Covered at in-network  |$250 copay Covered at in-network  [$250 copay Covered at in-network
benefit level benefit level benefit level benefit level

Ambulance Services $0 copay Covered at in-network  [10% coinsurance Covered at in-network  [20% coinsurance Covered at in-network  [30% coinsurance Covered at in-network
benefit level for benefit level for benefit level for benefit level for
emergency transport emergency transport emergency transport emergency transport

Behavioral Heelth

Outpatient Services $0 copay 30% coinsurance plus  |$30 copay PCP/$45 30% coinsurance plus  |$30 copay PCP/$45 30% coinsurance plus  |$30 copay PCP/$45 30% coinsurance plus
any balance billing copay specialist any balance billing copay specialist any balance billing copay specialist any balance billing

Inpatient Services $250 copay 50% coinsurance plus  [10% coinsurance 50% coinsurance plus  [20% coinsurance 50% coinsurance plus  [30% coinsurance 50% coinsurance plus
any balance billing any balance billing any balance billing any balance billing

Other Medical Services

Durable Medical Equipment $0 copay 50% coinsurance plus  [10% coinsurance 50% coinsurance plus  [20% coinsurance 50% coinsurance plus  [30% coinsurance 50% coinsurance plus
any balance billing any balance billing any balance billing any balance billing

Home Health Care $0 copay 50% coinsurance plus  [10% coinsurance 50% coinsurance plus  [20% coinsurance 50% coinsurance plus  [30% coinsurance 50% coinsurance plus

any balance billing
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(e.g., Physical Therapy/
Occupational Therapy/

copay specialist
(includes speech,

any balance billing
(includes speech,

copay specialist
(includes speech,

any balance billing
(includes speech,

copay specialist
(includes speech,

any balance billing
(includes speech,

copay specialist
(includes speech,

2024 Medical Trust Health Plan Anthem BCBS Anthem BCBS Anthem BCBS Anthem BCBS
BlueCard PPO 100 BlueCard PPO 90 BlueCerd PPO 80 BlueCard PPO 70
Dlocese of Los Angeles
Outpatient Therapy $30 copay PCP/$45 50% coinsurance plus  |$30 copay PCP/$45 50% coinsurance plus  |$30 copay PCP/$45 50% coinsurance plus  |$30 copay PCP/$45 50% coinsurance plus

any balance billing
(includes speech,

balance billing

balance billing

balance billing

Speech Therapy) physical, and physical, and physical, and physical, and physical, and physical, and physical, and physical, and

(60 visits per calendar year per each type |occupational) occupational) occupational) occupational) occupational) occupational) occupational) occupational)

of therapy, combined network and out-of-

network)

Skilled Nursing / Acute Rehabilitation $0 copay 50% coinsurance plus  [10% coinsurance 50% coinsurance plus  [20% coinsurance 50% coinsurance plus  [30% coinsurance 50% coinsurance plus
Facility any balance billing any balance billing any balance billing any balance billing

(60 days per calendar year, combined

network and out-of-network)

Urgent Care Services $50 copay $50 copay plus any $50 copay $50 copay plus any $50 copay $50 copay plus any $50 copay $50 copay plus any

balance billing
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(In-network)

2024 Medical Trust Health Plan Anthem BCBS Anthem BCBS Anthem BCBS Anthem BCBS
BlueCard PPO 100 BlueCard PPO 90 BlueCerd PPO 80 BlueCard PPO 70
Dlocese of Los Angeles
Phamacy Benefits Administered by Express armacy min Y amacy min y EXpress armacy min y EXpress
Scripts Scripts Scripts Scripts
Prescription Drug Benefits Retalil Home Delivery Retall Home Delivery Retalil Home Delivery Retall Home Delivery
Annual Prescription Deductible None None None None None None None None

Tier 1: Generic

Up to a $10 copay

Up to a $25 copay

Up to a $10 copay

Up to a $25 copay

Up to a $10 copay

Up to a $25 copay

Up to a $10 copay

Up to a $25 copay

Tier 2: Preferred Brand Name

25%; up to
$40 min / $80 max

25%; up to
$100 min / $200 max

25%; up to
$40 min / $80 max

25%; up to
$100 min/ $200 max

25%; up to
$40 min / $80 max

25%; up to
$100 min / $200 max

25%; up to
$40 min / $80 max

25%; up to
$100 min/ $200 max

Tier 3: Non-Preferred Brand Name

40%; up to
$80 min / $160 max

40%; up to
$200 min / $400 max

40%; up to
$80 min / $160 max

40%; up to
$200 min / $400 max

40%; up to
$80 min / $160 max

40%; up to
$200 min / $400 max

40%; up to
$80 min / $160 max

40%; up to
$200 min / $400 max

Tier 4: Specialty Rx

40%; up to
$100 min / $200 max

40%; up to
$250 min / $500 max

40%; up to
$100 min / $200 max

40%; up to
$250 min / $500 max

40%; up to
$100 min / $200 max

40%; up to
$250 min / $500 max

40%; up to
$100 min / $200 max

40%; up to
$250 min / $500 max

Dispensing Limits Per Copayment

Up to a 30-day supply

Up to a 90-day supply

Up to a 30-day supply

Up to a 90-day supply

Up to a 30-day supply

Up to a 90-day supply

Up to a 30-day supply

Up to a 90-day supply
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Lenses (eligible once every calendar year)

$32 for single vision
$46 for bifocal
$57 for trifocal

$32 for single vision
$46 for bifocal
$57 for trifocal

$32 for single vision
$46 for bifocal
$57 for trifocal

2024 Medical Trust Health Plan Anthem BCBS Anthem BCBS Anthem BCBS Anthem BCBS
BlueCard PPO 100 BlueCard PPO 90 BlueCerd PPO 80 BlueCard PPO 70
Dlocese of Los Angeles
Vision Benefits Administered by EyeMed Vision Benefits Administered by EyeMed Vision Benefits Administered by EyeMed Vision Benefits Administered by EyeMed
Vision Benefits Network Out-of-Network Network Out-of-Network Network Out-of-Network Network Out-of-Network
$0 copay Plan pays up to $30 for [$0 copay Plan pays up to $30 for [$0 copay Plan pays up to $30 for [$0 copay Plan pays up to $30 for
Eye E inations ophthalmplogists or ophthalmglogists or ophthalmplogists or ophthalmglogists or
optometrists optometrists optometrists optometrists
$10 copay Plan pays up to: $10 copay Plan pays up to: $10 copay Plan pays up to: $10 copay Plan pays up to:

$32 for single vision
$46 for bifocal
$57 for trifocal

Lens Options

Standard progressive (add-on to bifocal)

Up to $75 copay

Plan pays up to $46

Up to $75 copay

Plan pays up to $46

Up to $75 copay

Plan pays up to $46

Up to $75 copay

Plan pays up to $46

UV Coating

Up to $15 copay

Tint (solid and gradient)

Up to $15 copay

Standard Scratch Resistance

Up to $15 copay

Standard Polycarbonate

$0 copay

Standard Anti-Reflective Coating

Up to $45 copay

Disposable

20% off retail price

You are responsible for
the cost of any lens
options that you elect
from out-of-network
providers,

Up to $15 copay

Up to $15 copay

Up to $15 copay

$0 copay

Up to $45 copay

20% off retail price

You are responsible for
the cost of any lens
options that you elect
from out-of-network
providers,

Up to $15 copay

Up to $15 copay

Up to $15 copay

$0 copay

Up to $45 copay

20% off retail price

You are responsible for
the cost of any lens
options that you elect
from out-of-network
providers,

Up to $15 copay

Up to $15 copay

Up to $15 copay

$0 copay

Up to $45 copay

20% off retail price

You are responsible for
the cost of any lens
options that you elect
from out-of-network
providers,

Frames (eligible once every calendar year)

$200 allowance, 20%
off balance
over $200

Plan pays up to $47

$200 allowance, 20%
off balance
over $200

Plan pays up to $47

$200 allowance, 20%
off balance
over $200

Plan pays up to $47

$200 allowance, 20%
off balance
over $200

Plan pays up to $47

Contact Lenses (eliglble once every calendar year)

$200 allowance, 15%

Plan pays up to $100

$200 allowance, 15%

Plan pays up to $100

$200 allowance, 15%

Plan pays up to $100

$200 allowance, 15%

Plan pays up to $100

$200

$200

$200

$200

Conventional off balance off balance off balance off balance

over $200 over $200 over $200 over $200

$200 allowance, then  |Plan pays up to $100 [$200 allowance, then  [Plan pays up to $100 [$200 allowance, then  |Plan pays up to $100 [$200 allowance, then  [Plan pays up to $100
Disposable you pay balance over you pay balance over you pay balance over you pay balance over
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2024 Medical Trust Health Plan

Dlocese of Los Angeles

Anthem BCBS Anthem BCBS Anthem BCBS
CDHP 15/HSA CDHP 20/HSA CDHP 40/HSA
Network Out-of-Network Network Out-of-Network Network Out-of-Network

Annual Deductible
(CDHPs have a combined
medical & Rx deductible)

$1,600 per person
$3,200 per family

(deductible is non-
embedded)

$3,200 per person
$6,400 per family

(deductible is non-

embedded)

$3,200 per person
$5,450 per family

$3,200 per person
$6,000 per family

$3,500 per person
$7,000 per family

$7,000 per person
$14,000 per family

Annual Out-of-Pocket Limit

$2,400 per person

$4,800 per family  (out-

of-pocket limit is non-
embedded)

$4,800 per person

$9,600 per family (out-

of-pocket limit is non-
embedded)

$4,200 per person
$8,450 per family

$7,000 per person
$13,000 per family

$6,000 per person
$12,000 per family

$10,000 per person
$20,000 per family

Preventive Care

Preventive Services & Well-Child Care

$0 copay

40% coinsurance plus
any balance billing

$0 copay

45% coinsurance plus
any balance billing

$0 copay

60% coinsurance plus
any balance billing

Physician Services

Office Visit

15% coinsurance

40% coinsurance plus
any balance billing

20% coinsurance

45% coinsurance plus
any balance billing

40% coinsurance

60% coinsurance plus
any balance billing

Diagnostic Services (outpatient)
(non-routine)

15% coinsurance

40% coinsurance plus
any balance billing

20% coinsurance

45% coinsurance plus
any balance billing

40% coinsurance

60% coinsurance

Specialist Care

15% coinsurance

40% coinsurance plus
any balance billing

20% coinsurance

45% coinsurance plus
any balance billing

40% coinsurance

60% coinsurance plus
any balance billing

Hospltal Services

Inpatient Services (including inpatient
maternity services)

15% coinsurance

40% coinsurance plus
any balance billing

20% coinsurance

45% coinsurance plus
any balance billing

40% coinsurance

60% coinsurance plus
any balance billing

Outpatient Surgery

15% coinsurance

40% coinsurance plus
any balance billing

20% coinsurance

45% coinsurance plus
any balance billing

40% coinsurance

60% coinsurance plus
any balance billing

Emergency Room Care

15% coinsurance

Covered at in-network
benefit level

20% coinsurance

Covered at in-network
benefit level

40% coinsurance

Covered at in-network
benefit level

Ambulance Services

15% coinsurance

Covered at in-network
benefit level for
emergency transport

20% coinsurance

Covered at in-network
benefit level for
emergency transport

40% coinsurance

Covered at in-network
benefit level for
emergency transport

Behavloral Heelth

Outpatient Services

15% coinsurance

40% coinsurance plus
any balance billing

20% coinsurance

45% coinsurance plus
any balance billing

40% coinsurance

60% coinsurance plus
any balance billing

Inpatient Services

15% coinsurance

40% coinsurance plus
any balance billing

20% coinsurance

45% coinsurance plus
any balance billing

40% coinsurance

60% coinsurance plus
any balance billing

Other Medical Services

Durable Medical Equipment

15% coinsurance

40% coinsurance plus
any balance billing

20% coinsurance

45% coinsurance plus
any balance billing

40% coinsurance

60% coinsurance plus
any balance billing

Home Health Care
(210 visits per calendar year, combined
network and out-of-network)

15% coinsurance

40% coinsurance plus
any balance billing

20% coinsurance

45% coinsurance plus
any balance billing

40% coinsurance

60% coinsurance plus
any balance billing
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(e.g., Physical Therapy/

Occupational Therapy/

Speech Therapy)

(60 visits per calendar year per each type
of therapy, combined network and out-of-
network)

(includes speech,
physical, and
occupational)

any balance billing
(includes speech,
physical, and
occupational)

(includes speech,
physical, and
occupational)

any balance billing
(includes speech,
physical, and
occupational)

(includes speech,
physical, and
occupational)

2024 Medical Trust Health Plan Anthem BCBS Anthem BCBS Anthem BCBS
CDHP 15/HSA CDHP 20/HSA CDHP 40/HSA
Dlocese of Los Angeles
Outpatient Therapy 15% coinsurance 40% coinsurance plus  |20% coinsurance 45% coinsurance plus  |40% coinsurance 60% coinsurance plus

any balance billing
(includes speech,
physical, and
occupational)

Skilled Nursing / Acute Rehabilitation
Facility

(60 days per calendar year, combined
network and out-of-network)

15% coinsurance

40% coinsurance plus
any balance billing

20% coinsurance

45% coinsurance plus
any balance billing

40% coinsurance

60% coinsurance plus
any balance billing

Urgent Care Services

15% coinsurance

15% coinsurance plus
any balance billing

20% coinsurance

20% coinsurance plus
any balance billing

40% coinsurance

40% coinsurance plus
any balance billing




Bl
‘d EPISCOPAL CHURCH
MEDICAL TRUST

2024 Medical Trust Health Plan Anthem BCBS Anthem BCBS Anthem BCBS
CDHP 15/HSA CDHP 20/HSA CDHP 40/HSA
Dlocese of Los Angeles
Pharmacy Benefits Administered Dy Express | armacy min Y amacy min| y Express
Scripts Scripts Scripts
Prescription Drug Benefits Retalil Home Delivery Retall Home Delivery Retalil Home Delivery

Annual Prescription Deductible
(In-network)

$1,600 per person
$3,200 per family
(combined with medical

$1,600 per person
$3,200 per family
(combined with medical

$3,200 per person
$5,450 per family
(combined with medical

$3,200 per person
$5,450 per family
(combined with medical

$3,500 per person
$7,000 per family
(combined with medical

$3,500 per person
$7,000 per family
(combined with medical

deductible) deductible) deductible) deductible) deductible) deductible)
(non-embedded (non-embedded
dediictible) dediictible)

Tier 1: Generic You pay 15% after You pay 15% after You pay 156% after You pay 15% after You pay 15% after You pay 15% after
deductible deductible deductible deductible deductible deductible

Tier 2: Preferred Brand Name

You pay 25% after
deductible

You pay 25% after
deductible

You pay 25% after
deductible

You pay 25% after
deductible

You pay 25% after
deductible

You pay 25% after
deductible

Tier 3: Non-Preferred Brand Name

You pay 50% after
deductible

You pay 50% after
deductible

You pay 50% after
deductible

You pay 50% after
deductible

You pay 50% after
deductible

You pay 50% after
deductible

(retail) or
90-day supply
(mail order)

(retail) or
90-day supply
(mail order)

(retail) or
90-day supply
(mail order)

(retail) or
90-day supply
(mail order)

(retail) or
90-day supply
(mail order)

Tier 4: Specialty Rx You pay 50% after You pay 50% after You pay 50% after You pay 50% after You pay 50% after You pay 50% after
deductible deductible deductible deductible deductible deductible
Dispensing Limits Per Copayment Up to a 30-day supply |Up to a 30-day supply |Up to a 30-day supply |Up to a 30-day supply |Up to a 30-day supply |Up to a 30-day supply

(retail) or
90-day supply
(mail order)
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Lenses (eligible once every calendar year)

$32 for single vision
$46 for bifocal
$57 for trifocal

$32 for single vision
$46 for bifocal
$57 for trifocal

2024 Medical Trust Health Plan Anthem BCBS Anthem BCBS Anthem BCBS
CDHP 15/HSA CDHP 20/HSA CDHP 40/HSA
Dlocese of Los Angeles
Vision Benefits Administered by EyeMed Vision Benefits Administered by EyeMed Vision Benefits Administered by EyeMed
Vision Benefits Network Out-of-Network Network Out-of-Network Network Out-of-Network
$0 copay Plan pays up to $30 for [$0 copay Plan pays up to $30 for [$0 copay Plan pays up to $30 for
Eye E inations ophthalmplogists or ophthalmglogists or ophthalmplogists or
optometrists optometrists optometrists
$10 copay Plan pays up to: $10 copay Plan pays up to: $10 copay Plan pays up to:

$32 for single vision
$46 for bifocal
$57 for trifocal

Lens Options

Standard progressive (add-on to bifocal)

Up to $75 copay

Plan pays up to $46

Up to $75 copay

Plan pays up to $46

Up to $75 copay Plan pays up to $46

UV Coating

Up to $15 copay

Tint (solid and gradient)

Up to $15 copay

Standard Scratch Resistance

Up to $15 copay

Standard Polycarbonate

$0 copay

Standard Anti-Reflective Coating

Up to $45 copay

Disposable

20% off retail price

You are responsible for
the cost of any lens
options that you elect
from out-of-network
providers,

Up to $15 copay

Up to $15 copay

Up to $15 copay

$0 copay

Up to $45 copay

20% off retail price

You are responsible for
the cost of any lens
options that you elect
from out-of-network
providers,

Up to $15 copay You are responsible for

the cost of any lens
options that you elect
from out-of-network
providers,

Up to $15 copay

Up to $15 copay

$0 copay

Up to $45 copay

20% off retail price

Frames (eligible once every calendar year)

$200 allowance, 20%
off balance
over $200

Plan pays up to $47

$200 allowance, 20%
off balance
over $200

Plan pays up to $47

$200 allowance, 20%
off balance
over $200

Plan pays up to $47

Contact Lenses (eliglble once every calend

$200 allowance, 15%

Plan pays up to $100

$200 allowance, 15%

Plan pays up to $100

$200 allowance, 15%  |Plan pays up to $100

$200

$200

Conventional off balance off balance off balance

over $200 over $200 over $200

$200 allowance, then  |Plan pays up to $100 [$200 allowance, then  [Plan pays up to $100 [$200 allowance, then  |Plan pays up to $100
Disposable you pay balance over you pay balance over you pay balance over

$200
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medical & Rx deductible)

2024 Medical Trust Health Plan Kalser Kalser Kalser
CDHP 20/HSA EPO 80 EPO High
Dlocese of Los Angeles
Network Out-of-Network Network Out-of-Network Network Out-of-Network
Annual Deductible $3,200 per person Not Applicable $500 per person Not Applicable $0 per person Not Applicable
(CDHPs have a combined $5,450 per family $1,000 per family $0 per family

Annual Out-of-Pocket Limit

$4,200 per person
$8,450 per family

Not Applicable

$3,500 per person
$7,000 per family

Not Applicable

$1,750 per person
$3,500 per family

Not Applicable

Preventive Care

Preventive Services & Well-Child Care $0 copay Not Applicable $0 copay Not Applicable $0 copay Not Applicable
Physician Services

Office Visit 20% coinsurance Not Applicable $25 copay Not Applicable $25 copay Not Applicable
Diagnostic Services (outpatient) 20% coinsurance Not Applicable 20% coinsurance Not Applicable $50 copay Not Applicable
(non-routine)

Specialist Care 20% coinsurance Not Applicable $35 copay Not Applicable $25 copay Not Applicable

Hospltal Services

Inpatient Services (including inpatient
maternity services)

20% coinsurance Not Applicable

20% coinsurance

Not Applicable

$100 per day copay to
maximum of $600

Not Applicable

benefit level for
emergency transport

benefit level for
emergency transport

Outpatient Surgery 20% coinsurance Not Applicable 20% coinsurance Not Applicable $100 copay Not Applicable

Emergency Room Care 20% coinsurance Covered at in-network  [20% coinsurance Covered at in-network  |$100 copay Covered at in-network
benefit level benefit level benefit level

Ambulance Services 20% coinsurance Covered at in-network  [20% coinsurance Covered at in-network  |$0 copay Covered at in-network

benefit level for
emergency transport

Behavloral Heelth

Outpatient Services

20% coinsurance Not Applicable

$25 copay per visit for
individual visit

Not Applicable

$25 copay per visit for
individual visit

Not Applicable

Inpatient Services

20% coinsurance Not Applicable

20% coinsurance

Not Applicable

$100 per day copay to
maximum of $600

Not Applicable

(210 visits per calendar year, combined
network and out-of-network)

Other Medical Services
Durable Medical Equipment 20% coinsurance Not Applicable 20% coinsurance Not Applicable $0 copay Not Applicable
Home Health Care $0 copay Not Applicable $0 copay Not Applicable $0 copay Not Applicable
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2024 Medical Trust Health Plan

Dlocese of Los Angeles

Kalser
CDHP 20/HSA

EPO 80

EPO High

Outpatient Therapy

(e.g., Physical Therapy/

Occupational Therapy/

Speech Therapy)

(60 visits per calendar year per each type
of therapy, combined network and out-of-
network)

20% coinsurance Not Applicable
(includes speech,
physical, and
occupational)

$25 copay (includes
speech, physical, and
occupational)

Not Applicable

$25 copay (includes
speech, physical, and
occupational)

Not Applicable

Skilled Nursing / Acute Rehabilitation
Facility

(60 days per calendar year, combined
network and out-of-network)

20% coinsurance Not Applicable

20% coinsurance

Not Applicable

$0 copay

Not Applicable

Urgent Care Services

20% coinsurance Not Applicable

$50 copay

Not Applicable

$50 copay

Not Applicable
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2024 Medical Trust Health Plan

0430 - Dlocsse of Los Angeles

Kalser
CDHP 20/HSA

EPO 80

EPO High

Phamacy Benefits Administered by Kaiser

Phamacy Benefits Administered by Kaiser

Phamacy Benefits Administered by Kaiser

Prescription Drug Benefits

Retail

Home Delivery

Retalil

Home Delivery

Retail

Home Delivery

Annual Prescription Deductible
(In-network)

$3,200 per person
$5,450 per family
(combined with medical
deductible)

$3,200 per person
$5,450 per family
(combined with medical
deductible)

None

None

None

None

Tier 1: Generic

You pay 15% after
deductible

You pay 15% after
deductible

Up to a $5 copay

Up to a $10 copay for
a 30-day supply or $20
for up to a 90-day
supply

Up to a $5 copay

Up to a $10 copay for
a 30-day supply or $20
for up to a 90-day
supply

Tier 2: Preferred Brand Name

You pay 25% after
deductible

You pay 25% after
deductible

Up to a $30 copay

Up to a $30 copay for
a 30-day supply or $60
for up to a 90-day
supply

Up to a $30 copay

Up to a $30 copay for
a 30-day supply or $60
for up to a 90-day
supply

Tier 3: Non-Preferred Brand Name

You pay 50% after

You pay 50% after

Up to a $70 copay

Up to a $70 copay for

Up to a $70 copay

Up to a $70 copay for

(retail) or
90-day supply
(mail order)

(retail) or
90-day supply
(mail order)

deductible deductible a 30-day supply or a 30-day supply or
$140 for up to a 90- $140 for up to a 90-
day supply day supply
Tier 4: Specialty Rx You pay 50% after You pay 50% after Up to a $90 copay Up to a $90 copay for |[Up to a $90 copay Up to a $90 copay for
deductible deductible a 30-day supply a 30-day supply
Dispensing Limits Per Copayment Up to a 30-day supply [Up to a 30-day supply |Up to a 30-day supply [Up to a 90-day supply [Up to a 30-day supply |Up to a 90-day supply
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2024 Medical Trust Health Plan

0430 - Dlocsse of Los Angeles

Kalser
CDHP 20/HSA

EPO 80

EPO High

Vision Benefits Administered by EyeMed

Vision Benefits Administered by EyeMed

Vision Benefits Administered by EyeMed

Lenses (eligible once every calendar year)

$32 for single vision
$46 for bifocal
$57 for trifocal

$32 for single vision
$46 for bifocal
$57 for trifocal

Vision Benefits Network Out-of-Network Network Out-of-Network Network Out-of-Network
$0 copay Plan pays up to $30 for [$0 copay Plan pays up to $30 for [$0 copay Plan pays up to $30 for
Eye E inations ophthalmplogmts or ophthalmglogsts or ophthalmplogmts or
optometrists optometrists optometrists
$10 copay Plan pays up to: $10 copay Plan pays up to: $10 copay Plan pays up to:

$32 for single vision
$46 for bifocal
$57 for trifocal

Lens Options

Standard progressive (add-on to bifocal)

Up to $75 copay

Plan pays up to $46

Up to $75 copay

Plan pays up to $46

Up to $75 copay

Plan pays up to $46

UV Coating

Up to $15 copay

Tint (solid and gradient)

Up to $15 copay

Standard Scratch Resistance

Up to $15 copay

Standard Polycarbonate

$0 copay

Standard Anti-Reflective Coating

Up to $45 copay

Disposable

20% off retail price

You are responsible for
the cost of any lens
options that you elect
from out-of-network
providers,

Up to $15 copay

Up to $15 copay

Up to $15 copay

$0 copay

Up to $45 copay

20% off retail price

You are responsible for
the cost of any lens
options that you elect
from out-of-network
providers,

Up to $15 copay

Up to $15 copay

Up to $15 copay

$0 copay

Up to $45 copay

20% off retail price

You are responsible for
the cost of any lens
options that you elect
from out-of-network
providers,

Frames (eligible once every calendar year)

$200 allowance, 20%
off balance
over $200

Plan pays up to $47

$200 allowance, 20%
off balance
over $200

Plan pays up to $47

$200 allowance, 20%
off balance
over $200

Plan pays up to $47

Contact Lenses (eliglble once every calend

$200 allowance, 15%

Plan pays up to $100

$200 allowance, 15%

Plan pays up to $100

$200 allowance, 15%

Plan pays up to $100

$200

$200

$200

Conventional off balance off balance off balance

over $200 over $200 over $200

$200 allowance, then  |Plan pays up to $100 [$200 allowance, then  [Plan pays up to $100 [$200 allowance, then  |Plan pays up to $100
Disposable you pay balance over you pay balance over you pay balance over
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(Plan maximums cross-accumulate
between the PPO Network, Premier
Network, and out-of-network
dentists)

Dental Benefits
0430 - Diocese of Los Angeles Delta Dental
Basic PPO Plan Comprehensive PPO Plan Premium PPO Plan
PPO Network Premier Network Out-of-Network PPO Network Premier Network Out-of-Network PPO Network Premier Network Out-of-Network

$0 per person / $0 per person / $0 per person / $0 per person / $0 per person / $100 per person / $0 per person / $0 per person / $50 per person /

$0 per family $0 per family $0 per family $0 per family $0 per family $300 per family $0 per family $0 per family $150 per family
Annual Deductible
Annual Benefit Maximum $2,000 $1,500 $1,000 $2,500 $2,000 $1,500 $3,000 $2,500 $2,000

Diagnostic and Preventive
Services

(e.g., exams, cleanings, x-rays,
sealants and space maintainers)

You pay $0 (not subject to annual deductible)

You pay $0 (not
subject to annual
deductible) plus any
balance billing

You pay $0 (not subject to annual deductible)

You pay $0 (not
subject to annual
deductible) plus any
balance billing

You pay $0 (not subject to annual deductible)

You pay $0 (not
subject to annual
deductible) plus any
balance billing

Basic Services

(Includes fillings, simple extractions,
root canals, oral surgery, and denture
reline/repair/rebase)

You pay 20%
coinsurance

You pay 20%
coinsurance

You pay 30%
coinsurance plus any
balance billing

You pay 15%
coinsurance

You pay 15%
coinsurance

You pay 25%
coinsurance plus any
balance billing

You pay 15%
coinsurance

You pay 15%
coinsurance

You pay 25%
coinsurance plus any
balance billing

Major Services
(Includes crowns, bridges, and
dentures)

You pay 60%
coinsurance

You pay 60%
coinsurance

You pay 99%
coinsurance plus any
balance billing

You pay 50%
coinsurance

You pay 50%
coinsurance

You pay 60%
coinsurance plus any
balance billing

You pay 15%
coinsurance

You pay 15%
coinsurance

You pay 25%
coinsurance plus any
balance billing

Orthodontic Services

Not covered. You pay
100%.

Not covered. You pay
100%.

Not covered. You pay
100%.

You pay 50%
coinsurance up to
individual lifetime
benefit limit of $1,500

You pay 50%
coinsurance up to
individual lifetime
benefit limit of $1,500

You pay 60%
coinsurance up to
individual lifetime
benefit limit of $1,000
after $100 lifetime
deductible plus any
balance billing

You pay 50%
coinsurance up to
individual lifetime
benefit limit of $2,000

You pay 50%
coinsurance up to
individual lifetime
benefit limit of $2,000

You pay 60%
coinsurance up to
individual lifetime
benefit limit of $1,500
after $50 lifetime
deductible plus any
balance billing




This material is provided for informational purposes only and should not be viewed as
investment, tax, or other advice. It does not constitute a contract or an offer for any products or
services. In the event of a conflict between this material and the official plan documents or
insurance policies, any official plan documents or insurance policies will govern. The Church
Pension Fund (“CPF”) and its affiliates (collectively, “CPG”) retain the right to amend, terminate,
or modify the terms of any benefit plan and/or insurance policy described in this material at any
time, for any reason, and, unless otherwise required by applicable law, without notice.

Church Pension Group Services Corporation (“CPGSC”), doing business as The Episcopal Church
Medical Trust, maintains a series of health and welfare plans (the “Plans”) for eligible
employees (and their eligible dependents) of The Episcopal Church (the “Church”). The Medical
Trust serves only eligible Episcopal employers. The Plans that are self-funded are funded by the
Episcopal Church Clergy and Employees’ Benefit Trust, a voluntary employees’ beneficiary
association within the meaning of section 501(c)(9) of the Internal Revenue Code.

The Plans are church plans within the meaning of section 3(33) of the Employee Retirement
Income Security Act of 1974, as amended, and section 414(e) of the Internal Revenue Code. Not
all Plans are available in all areas of the United States or outside the United States, and not all
Plans are available on both a self-funded and fully insured basis. Additionally, the Plan may be
exempt from federal and state laws that may otherwise apply to health insurance arrangements.
The Plans do not cover all healthcare expenses, so members should read the official Plan
documents carefully to determine which benefits are covered, as well as any applicable
exclusions, limitations, and procedures.
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Anthem BlueCard PPO 70
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 - 12/31/2024

Coverage for: All tiers | 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.cpg.org/mtdocs or call (800) 480-9967. 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 www.cpg.org/uniform-glossary or call (800) 480-9967 to request a copy.

What is the overall
deductible?

Network: $3,500 Individual / $7,000
Family

Out-of-Network: $7,000 Individual /
$14,000 Family

Important Questions m Why This Matters:

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. The network and out-of-network deductibles
accumulate separately.

Are there services
covered before you meet
your deductible?

Yes, for example, network
preventive care, emergency room
care, urgent care, and certain
telehealth services.

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 preventive
services at healthcare.gov/coverage/preventive-care-benefits.**

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

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

Network: $5,000 Individual / $10,000
Family

Out-of-Network: $10,000 Individual /
$20,000 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. The network and out-of-network out-of-pocket limits
accumulate separately.

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

Contributions, (premiums),

balance-billing charges, penalties,
copays for certain specialty

pharmacy drugs considered non-
essential health benefits and
healthcare 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.anthem.com or call
(844) 812-9207 for a list of network

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

roviders.

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.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.

Page 1 of 6
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44 Al 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

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

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

Primary care visit to treat an
injury or iliness

Specialist visit

(You will pay the least)
$30 copay/visit
Deductible does not
apply

$45 copay/visit
Deductible does not
apply

(You will pay the most)

50% coinsurance plus
any balance billing

50% coinsurance plus
any balance billing

None.

None.

Preventive care/screening/
immunization

No charge.

50% coinsurance plus
any balance billing

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. See a list of
preventive services at healthcare.gov/
coverage/preventive-care-benefits.

Diagnostic test (x-ray, blood

30% coinsurance

50% coinsurance plus

work) wﬂ does not any balance billing None.
If you have a test PPy :
. 30% coinsurance
Imaging (CT/PET scans, Deductible does not 50% coinsurance plus None
MRIs) a:pl;/j# 0es o any balance billing '
il 0
Facility fee (e.g., ambulatory 30% coinsurance 50% coinsurance plus None.
. surgery center) any balance billing
If you have outpatient
surgery
0
Physician/surgeon fees 30% coinsurance o0 BEIEIETEE JIE None.

any balance billing

If you need immediate
medical attention

Emergency room care

Emergency medical
transportation

$250 copay/visit
Deductible does not
apply

30% coinsurance

$250 copay/visit
Deductible does not
apply

30% coinsurance

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.

**See Page 5 for important information about telehealth services.

The $250 copay will be waived if you are
admitted to the hospital as an inpatient
within 24 hours.

None.
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

Urgent care

(You will pay the least)

$50 copay/visit
Deductible does not
apply

(You will pay the most)
$50 copay/visit plus any

balance hillin
Deductible does not

apply

None.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

30% coinsurance

50% coinsurance plus
any balance billing

Physician/surgeon fees

30% coinsurance

50% coinsurance plus
any balance billing

Prior authorization is required.

$30 PCP / $45 specialist

30% coinsurance plus

, , copay/visit any balance billing
PiEm iz me — Outpatient services Deductible does not Deductible does not None.
health, behavioral 01 —
health, or substance 30%5 {;oinsurance PRY
abuse services , : 0 50% coinsurance plus
Inpatient services Deductible does not , e .
apply any balance billing Prior authorization is required.
$30 PCP / $45 specialist
Office visits copay/visit 50% coinsurance plus Copay applies only to the initial visit to

If you are pregnant

Deductible does not
apply

any balance billing

confirm pregnancy.

Childbirth/delivery
professional services

30% coinsurance

50% coinsurance plus
any balance billing

Childbirth/delivery facility
services

30% coinsurance

50% coinsurance plus
any balance billing

Well-newborn care is covered. Newborn
must be enrolled in the plan within 30 days
of birth.

If you need help
recovering or have
other special health
needs

Home health care

30% coinsurance

50% coinsurance plus
any balance billing

Limited to 210 visits per plan year. Prior
authorization is required.

Rehabilitation services

$30 PCP / $45 specialist
copay/visit

Deductible does not
apply

50% coinsurance plus
any balance billing

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.

**See Page 5 for important information about telehealth services.

Benefits include speech/hearing, physical,
and occupational therapy. Limited to 60
visits per plan year, combined facility and
office, per each of the three therapies.
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Common Medical Event

Services You May Need

What You Will Pay

Out-of-Network Provider

Network Provider

Limitations, Exceptions, & Other
Important Information*

Habilitation services

(You will pay the least)
$30 PCP / $45 specialist

copay/visit

Deductible does not

apply

(You will pay the most)

50% coinsurance plus
any balance billing

Skilled nursing care

Durable medical equipment

30% coinsurance

30% coinsurance

50% coinsurance plus
any balance billing

50% coinsurance plus

any balance billing
50% coinsurance plus

Limited to 60 days per plan year, combined
with acute rehabilitation. Prior authorization
is required.

None.

What You Will Pay

Hospice services No charge. SRS Prior authorization is required.
any balance billin
If your child needs Children's eye exam Not covered. Not covered. Vision benefits are available through
your chi Y -
Hentallor'eyelears Ch!ldren s glasses Not covered. Not covered. EyeMed Vision Care
Children’s dental check-up Not covered. Not covered.

Common
Medical Event

Limitations, Exceptions, & Other

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
WWW.express-scripts.com

Services You May Need Standard Premium
Prescripti Prescription Plan
Retail Hc?me Retail Hc?me
Delivery Delivery
Generic drugs Upto$10  Upto$25  Upto$5 = Upto $12
25%; upto  25%; upto
Preferred brand drugs $40min/ | $100min/  Upto $35 @ Up to $87
$80 max $200 max
40%; upto | 40%; up to
Non-preferred brand drugs ~ $80 min/ | $200 min/ | Upto $70 = Upto $175
$160 max | $400 max
40%; upto | 40%; up to
Specialty drugs $100 min/ | $250min/ | Upto $90 = Up to $225
$200 max | $500 max

Important Information*

Deductible does not apply.

You may get up to a 30-day supply when
using a retail pharmacy, and up to a 90-day
supply when using home delivery.' See
“Important Questions” regarding the Plan’s
out-of-pocket limit on page 1.

No charge for contraceptives.

For a complete list of non-essential specialty
medications, see SaveonSP.com/cpg.

1 The prescription drug plan maintains a retail refill limit policy. The retail refill limit requires that you use home delivery if you are prescribed a maintenance medication. In some circumstances, you
may not be required to use home delivery. See the plan document at www.cpg.org.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.

**See Page 5 for important information about telehealth services.
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Cosmetic surgery e Dental care (Adult) e Long-term care

e Routine eye care (Adult) o Routine foot care (unless related to diabetes or o  Weight loss programs
certain other conditions)

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

e Acupuncture (limit 20 visits per year) e Bariatric surgery (if Medically Necessary) e  Chiropractic care (limit 20 visits per year)

e Hearing aids (limit $3,000 every three years) o Infertility treatment ($50,000 lifetime maximum) e  Non-emergency care when traveling outside the U.S.2
e Private duty nursing (only through home healthcare benefit)

Telehealth Services: The Medical Trust will waive all copays, deductibles, and coinsurance for all telehealth services received through its third-party administrators’
telehealth platforms. The Medical Trust will also allow claims for virtual visits with network and out-of-network providers who do not use a telehealth platform offered
by Anthem Blue Cross and Blue Shield, but standard deductibles, copays, and coinsurance will apply.

Your Rights to Continue Coverage: The Plan’s Extension of Benefits program is similar, but not identical, to the healthcare continuation coverage provided under
Federal law (known as COBRA) for non-church plans. Because the Plan is a church plan as described under Section 3(33) of ERISA, the Plan is exempt from COBRA
requirements?. Nonetheless, subscribers and/or their enrolled dependents will have the opportunity to continue benefits for a limited time in certain instances when coverage
through the health plan would otherwise cease. Individuals who elect to continue coverage must pay for the coverage. Call (800) 480-9967 for more information.

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 Anthem Blue Cross and Blue Shield or Express Scripts, as appropriate.

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 (Espafiol): Para obtener asistencia en Espaiiol, llame al (800) 480-9967.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 480-9967.
Chinese (A X): INRFEHXHIELBR), 1HILITIX A5 5(800) 480-9967.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (800) 480-9967.

|

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

2 Coverage for non-emergency care when traveling outside the U.S. applies only to services available through the medical benefit administered by Anthem Blue Cross and Blue Shield. Non-
emergency services outside the U.S. are not available through the prescription drug benefit administered by Express Scripts.
3 Under Section 4980B(d) of the Code and Treasury Regulation Section 54.4980 B-2, Q. and A. No. 4.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 5 of 6
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About these Coverage Examples:

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

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 awell-
controlled condition)

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

M The plan’s overall deductible $3,500
W Specialist [cost sharing] $45
B Hospital (facility) [cost sharing] 30%
M Other [cost sharing] 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)

M The plan’s overall deductible $3,500
W Specialist [cost sharing] $45
B Hospital (facility) [cost sharing] 30%
M Other [cost sharing] 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 $3,500
W Specialist [cost sharing] $45
B Hospital (facility) [cost sharing] 30%
M Other [cost sharing] 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
In this example, Peg would pay:
Cost Sharing

Deductibles $3,500
Copayments $0
Coinsurance $1,500

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $5,060

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $800
Copayments $500
Coinsurance $800

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,120

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,200
Copayments $600
Coinsurance $30
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,830

The plan would be responsible for the other costs of these EXAMPLE covered services.
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]
'.d EPISCOPAL CHURCH
MEDICAL TRUST

Anthem BlueCard PPO 80
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 - 12/31/2024

Coverage for: All tiers | 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.cpg.org/mtdocs or call (800) 480-9967. 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 www.cpg.org/uniform-glossary or call (800) 480-9967 to request a copy.

What is the overall
deductible?

Network: $1,000 Individual / $2,000
Family

Out-of-Network: $2,000 Individual /
$4,000 Family

Important Questions m Why This Matters:

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. The network and out-of-network deductibles
accumulate separately.

Are there services
covered before you meet
your deductible?

Yes, for example, network
preventive care, emergency room
care, urgent care, and certain
telehealth services.

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 preventive
services at healthcare.gov/coverage/preventive-care-benefits.**

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

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

Network: $3,500 Individual / $7,000
Family

Out-of-Network: $7,000 Individual /
$14,000 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. The network and out-of-network out-of-pocket limits
accumulate separately.

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

Contributions, (premiums),

balance-billing charges, penalties,
copays for certain specialty

pharmacy drugs considered non-
essential health benefits and
healthcare 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.anthem.com or call
(844) 812-9207 for a list of network

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

roviders.

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.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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44 Al 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

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

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

Primary care visit to treat an
injury or iliness

Specialist visit

(You will pay the least)
$30 copay/visit
Deductible does not
apply

$45 copay/visit
Deductible does not
apply

(You will pay the most)

50% coinsurance plus
any balance billing

50% coinsurance plus
any balance billing

None.

None.

Preventive care/screening/
immunization

No charge.

50% coinsurance plus
any balance billing

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. See a list of
preventive services at healthcare.gov/
coverage/preventive-care-benefits.

Diagnostic test (x-ray, blood

20% coinsurance

50% coinsurance plus

work) wﬂ does not any balance billing None.
If you have a test PPy :
. 20% coinsurance
Imaging (CT/PET scans, Deductible does not 50% coinsurance plus None
MRIs) a:pl;/j# 0es o any balance billing '
il 0
. Facility fee (e.g., ambulatory 20% coinsurance 50% coinsurance plus None.
If you have outpatient surgery center) any balance billing
surgery
0,
Physician/surgeon fees 20% coinsurance 20 ColllEVENES plve None.

any balance billing

If you need immediate
medical attention

Emergency room care

$250 copay/visit
Deductible does not
apply

$250 copay/visit
Deductible does not
apply

The $250 copay will be waived if you are
admitted to the hospital as an inpatient
within 24 hours.

Emergency medical
transportation

20% coinsurance

20% coinsurance

None.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.

**See Page 5 for important information about telehealth services.
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

Urgent care

(You will pay the least)

$50 copay/visit
Deductible does not
apply

(You will pay the most)
$50 copay/visit plus any

balance hillin
Deductible does not

apply

None.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

20% coinsurance

50% coinsurance plus
any balance billing

50% coinsurance plus

Prior authorization is required.

Physician/surgeon fees 20% coinsurance
any balance billing
$30 PCP / $45 specialist = 30% coinsurance plus
: : copay/visit any balance billing
If you need mental Outpatient services Deductible does not Deductible does not None.
health, behavioral - o
health, or substance 2(?05 )(/:oinsurance PRy
abuse services . . 0 50% coinsurance plus , e .
Inpatient services Deductible does not bal bl Prior authorization is required.
apply any balance billing
$30 PCP / $45 specialist
Office visits copay/visit 50% coinsurance plus Copay applies only to the initial visit to

If you are pregnant

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Deductible does not
apply

20% coinsurance

20% coinsurance

any balance billing

50% coinsurance plus

any balance billing
50% coinsurance plus

any balance billing

confirm pregnancy.

Well-newborn care is covered. Newborn
must be enrolled in the plan within 30 days
of birth.

If you need help
recovering or have
other special health
needs

Home health care

Rehabilitation services

Habilitation services

20% coinsurance

$30 PCP / $45 specialist
copay/visit

Deductible does not
apply

$30 PCP / $45 specialist
copay/visit

Deductible does not
apply

50% coinsurance plus
any balance billing

50% coinsurance plus
any balance billing

50% coinsurance plus
any balance billing

Limited to 210 visits per plan year. Prior
authorization is required.

Benefits include speech/hearing, physical,
and occupational therapy. Limited to 60
visits per plan year, combined facility and
office, per each of the three therapies.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.

**See Page 5 for important information about telehealth services.
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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)

50% coinsurance plus Limited to 60 days per plan year, combined

Skilled nursing care 20% coinsurance —— with acute rehabilitation. Prior authorization
any balance billin . :
is required.
o
Durable medical equipment 20% coinsurance 50% coinsurance plus None.

any balance billing
50% coinsurance plus

Hospice services No charge. SRRSO Prior authorization is required.
any balance billing
If your child needs Children's eye exam Not covered. Not covered. Vision benefits are available through
your chi I ey
Hentallor'eyelears Ch!ldren s glasses Not covered. Not covered. EyeMed Vision Care
Children’s dental check-up Not covered. Not covered.

Common Services You Mav Need Limitations, Exceptions, & Other
Medical Event y o Important Information*
Retail Home Retail Home | Deductible does not apply.
Delivery Delivery

i e Generic drugs Upto$10  Upto$25 | Upto$5 | Upto$12  You may get up to a 30-day supply when

trg:tu 2‘;‘: iIInI:sgsso: 25%; upto  25%;upto using a retail pharmacy, and up to a 90-day

condi{ion Preferred brand drugs $40min/  $100min/ Upto$35 Upto$87 | supply when using home delivery.” See

) . $80 max $200 max “Important Questions” regarding the Plan’s

More information about out-of-nocket limit on page 1

prescription drug 40%; upto  40%; up to P bage 1.

coverage is available at Non-preferred brand drugs =~ $80 min/ | $200 min/ | Upto $70 = Upto $175 .

T T $160 max | $400 max No charge for contraceptives.

40%; upto = 40%; up to . . .
Specialty drugs $100min/ | $250min/ | Upto$90 Upto $225 = Foracomplete list of non-essential specialty
$200 max  $500 max medications, see SaveonSP.com/cpg.

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.)

o Cosmetic surgery e Dental care (Adult) e Long-term care

¢ Routine eye care (Adult) e Routine foot care (unless related to diabetes or e  Weight loss programs

certain other conditions)

1 The prescription drug plan maintains a retail refill limit policy. The retail refill limit requires that you use home delivery if you are prescribed a maintenance medication. In some circumstances, you
may not be required to use home delivery. See the plan document at www.cpg.org.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 4 of 6
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture (limit 20 visits per year) o Bariatric surgery (if Medically Necessary) e  Chiropractic care (limit 20 visits per year)
e Hearing aids (limit $3,000 every three years) e Infertility treatment ($50,000 lifetime maximum) e  Non-emergency care when traveling outside the
u.S.2

e Private duty nursing (only through home healthcare benefit)

Telehealth Services: The Medical Trust will waive all copays, deductibles, and coinsurance for all telehealth services received through its third-party administrators’
telehealth platforms. The Medical Trust will also allow claims for virtual visits with network and out-of-network providers who do not use a telehealth platform offered
by Anthem Blue Cross and Blue Shield, but standard deductibles, copays, and coinsurance will apply.

Your Rights to Continue Coverage: The Plan’s Extension of Benefits program is similar, but not identical, to the healthcare continuation coverage provided under
Federal law (known as COBRA) for non-church plans. Because the Plan is a church plan as described under Section 3(33) of ERISA, the Plan is exempt from
COBRA requirements3. Nonetheless, subscribers and/or their enrolled dependents will have the opportunity to continue benefits for a limited time in certain instances
when coverage through the health plan would otherwise cease. Individuals who elect to continue coverage must pay for the coverage. Call (800) 480-9967 for more
information.

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 Anthem Blue Cross and Blue Shield or Express Scripts, as appropriate.

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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafiol, llame al (800) 480-9967.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 480-9967.
Chinese (1 30): INRFEhCRIEEB, &L ITIX A5 15(800) 480-9967.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (800) 480-9967.

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

2 Coverage for non-emergency care when traveling outside the U.S. applies only to services available through the medical benefit administered by Anthem Blue Cross and Blue Shield. Non-
emergency services outside the U.S. are not available through the prescription drug benefit administered by Express Scripts.

3 Under Section 4980B(d) of the Code and Treasury Regulation Section 54.4980 B-2, Q. and A. No. 4.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 5 of 6
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About these Coverage Examples:

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

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 awell-
controlled condition)

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

M The plan’s overall deductible $1,000
W Specialist [cost sharing] $45
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 20%

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)

M The plan’s overall deductible $1,000
W Specialist [cost sharing] $45
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 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)
B The plan’s overall deductible $1,000
W Specialist [cost sharing] $45
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 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)

Total Example Cost \ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $1,000
Copayments $10
Coinsurance $2,300

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,370

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $800
Copayments $500
Coinsurance $800

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,120

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,000
Copayments $600
Coinsurance $70
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,670

The plan would be responsible for the other costs of these EXAMPLE covered services.
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]
'.d EPISCOPAL CHURCH
MEDICAL TRUST

Anthem BlueCard PPO 90
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 - 12/31/2024

Coverage for: All tiers | 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.cpg.org/mtdocs or call (800) 480-9967. 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 www.cpg.org/uniform-glossary or call (800) 480-9967 to request a copy.

What is the overall
deductible?

Network: $500 Individual / $1,000
Family

Out-of-Network: $1,000 Individual /
$2,000 Family

Important Questions m Why This Matters:

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. The network and out-of-network deductibles
accumulate separately.

Are there services
covered before you meet
your deductible?

Yes, for example, network
preventive care, emergency room
care, urgent care, and certain
telehealth services.

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 preventive
services at healthcare.gov/coverage/preventive-care-benefits.*

Are there other
deductibles for specific
services?

No.

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

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

Network: $2,500 Individual / $5,000
Family. Out-of-Network: $5,000
Individual / $10,000 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. The network and out-of-network out-of-pocket limits
accumulate separately.

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

Contributions, (premiums),
balance-billing charges, penalties,

copays for certain specialty
pharmacy drugs considered non-
essential health benefits and
healthcare 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.anthem.com or call
(844) 812-9207 for a list of network

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

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
see a specialist?

No.

You can see the specialist you choose without a referral.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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44 Al 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

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

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

Primary care visit to treat an
injury or iliness

Specialist visit

(You will pay the least)

$30 copay/visit
Deductible does not
apply

$45 copay/visit
Deductible does not
apply

(You will pay the most)

50% coinsurance plus
any balance billing

50% coinsurance plus
any balance billing

None.

None.

Preventive care/screening/
immunization

No charge.

50% coinsurance plus
any balance billing

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. See a list of
preventive services at healthcare.gov/
coverage/preventive-care-benefits.

Diagnostic test (x-ray, blood

10% coinsurance

50% coinsurance plus

any balance billing

work) m‘—mm does not any balance billing None.
If you have a test 10% coinsurance
Imaging (CT/PET scans, Deductible does not 50% coinsurance plus None
MRIs) W any balance billing '
Facility fee (e.g., ambulatory o i 50% coinsurance plus
If you have outpatient surgery center) 10% coinsurance any balance billin None.
surgery
. . 50% coinsurance plus
Physician/surgeon fees 10% coinsurance None.

If you need immediate
medical attention

Emergency room care

$250 copay/visit
Deductible does not
apply

$250 copay/visit
Deductible does not
apply

The $250 copay will be waived if you are
admitted to the hospital as an inpatient
within 24 hours.

Emergency medical
transportation

10% coinsurance

10% coinsurance

None.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.

**See Page 5 for important information about telehealth services.
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

Urgent care

(You will pay the least)

$50 copay/visit
Deductible does not
apply

(You will pay the most)
$50 copay/visit plus any

balance hillin
Deductible does not

apply

None.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

10% coinsurance

50% coinsurance plus
any balance billing

Physician/surgeon fees

10% coinsurance

50% coinsurance plus
any balance billing

Prior authorization is required.

$30 PCP / $45 specialist

30% coinsurance plus

: : copay/visit any balance billing
UM e me gl CMFELEINEIEE Deductible does not Deductible does not AL
health, behavioral - o
health, or substance 1(5)05 )(/:oinsurance PRl
abuse services . . 0 50% coinsurance plus , o ,
Inpatient services Deductible does not bal bl Prior authorization is required.
apply any balance billing
$30 PCP / $45 specialist
Office visits copay/visit 50% coinsurance plus Copay applies only to the initial visit to

If you are pregnant

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Deductible does not
apply

10% coinsurance

10% coinsurance

any balance billing

50% coinsurance plus

any balance billing
50% coinsurance plus

any balance billing

confirm pregnancy.

Well-newborn care is covered. Newborn
must be enrolled in the plan within 30 days
of birth.

If you need help
recovering or have
other special health
needs

Home health care

10% coinsurance

50% coinsurance plus
any balance billing

Limited to 210 visits per plan year. Prior
authorization is required.

Rehabilitation services

$30 PCP / $45 specialist
copay/visit

Deductible does not
apply

50% coinsurance plus
any balance billing

Habilitation services

$30 PCP / $45 specialist
copay/visit

Deductible does not
apply

50% coinsurance plus
any balance billin

Benefits include speech/hearing, physical,
and occupational therapy. Limited to 60
visits per plan year, combined facility and
office, per each of the three therapies.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.

**See Page 5 for important information about telehealth services.
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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)

50% coinsurance plus Limited to 60 days per plan year, combined

Skilled nursing care 10% coinsurance —— with acute rehabilitation. Prior authorization
any balance billin s required
o
Durable medical equipment 10% coinsurance 50% coinsurance plus None.

any balance billing
50% coinsurance plus

Hospice services No charge. SRRSO Prior authorization is required.
any balance billing
i hild need Children’s eye exam Not covered. Not covered. Vision benefits are available through
your chiid needs Children’s glasses Not covered. Not covered. EyeMed Vision Care

dental or eye care

Children’s dental check-up Not covered. Not covered.
Common . Limitations, Exceptions, & Other
Medical Event SR LR LE o Important Information *
Retail Home Retail Home ' Deductible does not apply.
Delivery Delivery
i Qe - Generic drugs Upto$10 | Upto$25  Upto$5 | Upto$12 | You may get up to a 30-day supply when
trg:tu 2‘;‘: iIInI:sgsso: 25%; upto  25%;upto using a retail pharmacy, and up to a 90-day
con di){i - Preferred brand drugs $40min/ | $100min/  Upto$35 = Upto$87 | supply when using home delivery.' See
: : $80 max $200 max “Important Questions” regarding the Plan’s
More information about out-of-nocket limit on page 1
prescription drug 40%; upto  40%; up to P page 1.
coverage is available at Non-preferred brand drugs ~~ $80 min/ | $200 min/ | Upto $70 = Upto $175 No charae for confracesfive
WWW.express-scripts.com $160 max  $400 max g pives.
40%; upto = 40%; up to . . .
Specialty drugs $100min/ | $250 min/ @ Upto$90 Upto $225 = Foracomplete list of non-essential specialty
$200 max  $500 max medications, see SaveonSP.com/cpg.
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.)
o Cosmetic surgery e Dental care (Adult) e Long-term care
¢ Routine eye care (Adult) e Routine foot care (unless related to diabetes or @  Weight loss programs
certain other conditions)

1 The prescription drug plan maintains a retail refill limit policy. The retail refill limit requires that you use home delivery if you are prescribed a maintenance medication. In some circumstances, you
may not be required to use home delivery. See the plan document at www.cpg.org.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 4 of 6
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture (limit 20 visits per year) o Bariatric surgery (if Medically Necessary) e Chiropractic care (limit 20 visits per year)
e Hearing aids (limit $3,000 every three years) e Infertility treatment ($50,000 lifetime maximum) e  Non-emergency care when traveling outside the
U.S.2

e Private duty nursing (only through home healthcare benefit)

Telehealth Services: The Medical Trust will waive all copays, deductibles, and coinsurance for all telehealth services received through its third-party administrators’
telehealth platforms. The Medical Trust will also allow claims for virtual visits with network and out-of-network providers who do not use a telehealth platform offered
by Anthem Blue Cross and Blue Shield, but standard deductibles, copays, and coinsurance will apply.

Your Rights to Continue Coverage: The Plan’s Extension of Benefits program is similar, but not identical, to the healthcare continuation coverage provided under
Federal law (known as COBRA) for non-church plans. Because the Plan is a church plan as described under Section 3(33) of ERISA, the Plan is exempt from
COBRA requirements3. Nonetheless, subscribers and/or their enrolled dependents will have the opportunity to continue benefits for a limited time in certain instances
when coverage through the health plan would otherwise cease. Individuals who elect to continue coverage must pay for the coverage. Call (800) 480-9967 for more
information.

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 Anthem Blue Cross and Blue Shield or Express Scripts, as appropriate.

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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafiol, llame al (800) 480-9967.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 480-9967.
Chinese (A 3XX): sNRFEHRXHIFERN, 1ETLTTIX A5 1%(800) 480-9967.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (800) 480-9967.

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

2 Coverage for non-emergency care when traveling outside the U.S. applies only to services available through the medical benefit administered by Anthem Blue Cross and Blue Shield. Non-
emergency services outside the U.S. are not available through the prescription drug benefit administered by Express Scripts.

3 Under Section 4980B(d) of the Code and Treasury Regulation Section 54.4980 B-2, Q. and A. No. 4.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 5 of 6
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About these Coverage Examples:

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

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 awell-
controlled condition)

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

M The plan’s overall deductible $500
W Specialist [cost sharing] $45
B Hospital (facility) [cost sharing] 10%
M Other [cost sharing] 10%

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)

M The plan’s overall deductible $500
W Specialist [cost sharing] $45
B Hospital (facility) [cost sharing] 10%
M Other [cost sharing] 10%

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 $500
B Specialist [cost sharing] $45
B Hospital (facility) [cost sharing] 10%
M Other [cost sharing] 10%

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
In this example, Peg would pay:
Cost Sharing

Deductibles $500
Copayments $10
Coinsurance $1,200

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $1,770

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $500
Copayments $500
Coinsurance $800

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,820

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $500
Copayments $600
Coinsurance $80
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,180

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

Page 6 of 6



https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#primary-care-physician
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan

]
'd EPISCOPAL CHURCH
MEDICAL TRUST

Anthem BlueCard PPO 100
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: All tiers | 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.cpg.org/mtdocs or call (800) 480-9967. 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 www.cpg.org/uniform-glossary or call (800) 480-9967 to request a copy.

Important Questions

What is the overall
deductible?

Answers

Network: $0 Individual / $0 Family
Out-of-Network: $500 Individual /
$1,000 Family

Why This Matters:

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. The network and out-of-network deductibles
accumulate separately.

Are there services
covered before you meet
your deductible?

Yes, for example, network
preventive care, emergency room
care, urgent care, and certain
telehealth services.

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 preventive
services at healthcare.gov/coverage/preventive-care-benefits.**

Are there other
deductibles for specific
services?

No.

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

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

Network: $2,000 Individual / $4,000
Family

Out-of-Network: $4,000 Individual /
$8,000 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. The network and out-of-network out-of-pocket limits
accumulate separately.

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

Contributions, (premiums),
balance-billing charges, penalties,

copays for certain specialty
pharmacy drugs considered non-
essential health benefits and
healthcare 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.anthem.com or call
(844) 812-9207 for a list of network

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

roviders.

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.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Important Information*

Services You May Need

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

Primary care visit to treat an $30 conaylvisit 50% coinsurance plus None
injury or iliness pay any balance billin '
e . 50% coinsurance plus
Specialist visit $45 copay/visit None.
. any balance billin
If you visit a health care
D r¥>vider’s office or You may have to pay for services that aren’t
clinic preventive. Ask your provider if the
Preventive care/screening/ No charae 50% coinsurance plus services needed are preventive. Then check
immunization ge. any balance billing what your plan will pay for. See a list of
preventive services at healthcare.gov/
coverage/preventive-care-benefits.
Diagnostic test (x-ray, blood No charae 50% coinsurance plus None
If vou have a test work) ge. any balance billing '
y Imaging (CT/PET scans, No charde 50% coinsurance plus None
MRIs) ge. any balance billing '
Facility fee (e.g., ambulatory $200 copayhvisit 50% coinsurance plus None
. surgery center) any balance billing '
If you have outpatient
surgery
0
Physician/surgeon fees No charge. agfb(;cl)g:witri“ﬁﬁ e None.
$250 copayl/visit The $250 copay will be waived if you are
Emergency room care $250 copay/visit Deductible does not admitted to the hospital as an inpatient
apply within 24 hours.
If you need immediate Eg}zrqsggzoﬂedlcal No charge. No charge. None.
medical attention e bt
$50 copay/visit plus any
. balance billing
Urgent care $50 copayhvisit Deductible does not None.
apply

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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Common Medical Event |

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

Facility fee (e.g., hospital

(You will pay the least)

(You will pay the most)

50% coinsurance plus

Childbirth/delivery

copay/visit

any balance billing

50% coinsurance plus

. $250 copay/visit
I lling
IsftZ;u nave ahospial room) any balance bili Prior authorization is required.
0
Physician/surgeon fees No charge. 50% coinsurance plus
any balance billing
0,
youlneed me nfal Outpatient services No charge. 30% coinsurance plus None.
health, behavioral any balance billing
health, or substance . . . 50% coinsurance plus , o .
abuse services Inpatient services $250 copay/visit any balance billn Prior authorization is required.
Office visits $30 PCP / $45 specialist = 50% coinsurance plus Copay applies only to the initial visit to

confirm pregnancy.
Well-newborn care is covered. Newborn

If you are pregnant professional services No charge. any balance billing g}u;:tge enrolled in the plan within 30 days
—_ : . Well-newborn care is covered. Newborn
0,
Ch|Ic_Jb|rth/deI|very ey $250 copay/visit 20 ColllEVENES plve must be enrolled in the plan within 30 days
services any balance billing of birth
5 — — ,
Home health care No charge. 50% coinsurance plus Limited to 210 visits per plan year. Prior

If you need help
recovering or have
other special health
needs

any balance billing

authorization is required.

Rehabilitation services

$30 PCP / $45 specialist
copay/visit

50% coinsurance plus
any balance billing

Habilitation services

$30 PCP / $45 specialist
copay/visit

50% coinsurance plus
any balance billing

50% coinsurance plus

Benefits include speech/hearing, physical,
and occupational therapy. Limited to 60
visits per plan year, combined facility and
office, per each of the three therapies.

Limited to 60 days per plan year, combined

Skilled nursing care No charge. with acute rehabilitation. Prior authorization
any balance billing . :
is required.
0
Durable medical equipment = No charge. 50% coinsurance plus None.
any balance billing
0,
Hospice services No charge. 20l BEIENETEE IS Prior authorization is required.

any balance billing

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Services You May Need Network Provider Out-of-Network Provider Important Information*
(You will pay the least) | (You will pay the most)
i hild need \ Children’s eye exam \ Not covered. \ Not covered. Vision benefits are available through .
| deyr:;zlrgr :ayenc?:res ' Children’s glasses ' Not covered. ' Not covered. EyeMed Vision Care |
\ \ Children’s dental check-up \ Not covered. ] Not covered.

Me?i(i)cglmEovr:ent Services You May Need Standard Premium L'm'tﬁ:ogft’aﬁ)t(f:g ::::;:;9 il
Prescription Plan Prescription Plan P
Retail D"".’"'e Retail Home
elivery Delivery ' you may get up to a 30-day supply when
If vou need druas to Generic drugs Upto$10  Upto$25  Upto$5  Upto$12 | using a retail pharmacy, and up to a 90-day
trga t vour iIInesgs or 25%:; upto | 25%; up to supply when using home deliyery.1 See
con di){i - Preferred brand drugs $40min/ | $100min/ Upto$35 Upto$87 | ‘Important Questions” regarding the Plan’s
More information about $80 max $200 max out-of-pocket limit on page 1.
o 40%; upto = 40%; upto
rescription dru ’ ) .
Soverage s avalableat | Non-preferred brand drugs | $80min/ | $200min/  Upto$70 | Upto$175 | Nocharge for contraceptives.
WWW.eXpress-scripts.com $160 max | $400 max , , ,
40%: upto | 40%: up to For a complete list of non-essential specialty
Specialty drugs $100min/ | $250min/  Upto$90 = Upto $225 = medications, see SaveonSP.com/cpg.
$200 max | $500 max

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Cosmetic surgery o Dental care (Adult) e Long-term care

¢ Routine eye care (Adult) o Routine foot care (unless related to diabetes or o  Weight loss programs
certain other conditions)

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

e Acupuncture (limit 20 visits per year) e Bariatric surgery (if Medically Necessary) e Chiropractic care (limit 20 visits per year)

e Hearing aids (limit $3,000 every three years) e Infertility treatment ($50,000 lifetime maximum) e Non-emergency care when traveling outside the U.S.2
e Private duty nursing (only through home healthcare benefit)

1 The prescription drug plan maintains a retail refill limit policy. The retail refill limit requires that you use home delivery if you are prescribed a maintenance medication. In some circumstances, you
may not be required to use home delivery. See the plan document at www.cpg.org.

2 Coverage for non-emergency care when traveling outside the U.S. applies only to services available through the medical benefit administered by Anthem Blue Cross and Blue Shield. Non-
emergency services outside the U.S. are not available through the prescription drug benefit administered by Express Scripts.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 4 of 6
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Telehealth Services: The Medical Trust will waive all copays, deductibles, and coinsurance for all telehealth services received through its third-party administrators’
telehealth platforms. The Medical Trust will also allow claims for virtual visits with network and out-of-network providers who do not use a telehealth platform offered
by Anthem Blue Cross and Blue Shield, but standard deductibles, copays, and coinsurance will apply.

Your Rights to Continue Coverage: The Plan’s Extension of Benefits program is similar, but not identical, to the healthcare continuation coverage provided under
Federal law (known as COBRA) for non-church plans. Because the Plan is a church plan as described under Section 3(33) of ERISA, the Plan is exempt from
COBRA requirements3. Nonetheless, subscribers and/or their enrolled dependents will have the opportunity to continue benefits for a limited time in certain instances
when coverage through the health plan would otherwise cease. Individuals who elect to continue coverage must pay for the coverage. Call (800) 480-9967 for more
information.

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 Anthem Blue Cross and Blue Shield or Express Scripts, as appropriate.

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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafiol, llame al (800) 480-9967.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 480-9967.
Chinese (A 3XX): SNRFZEHRCHIFERN, 1ETLITIX A 51%(800) 480-9967.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (800) 480-9967.

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

3 Under Section 4980B(d) of the Code and Treasury Regulation Section 54.4980 B-2, Q. and A. No. 4.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
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About these Coverage Examples:

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

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 awell-
controlled condition)

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

B The plan’s overall deductible $0
W Specialist [cost sharing] $45
W Hospital (facility) [cost sharing] $250
M Other [cost sharing] 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 $0
W Specialist [cost sharing] $45
W Hospital (facility) [cost sharing] $250
M Other [cost sharing] 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 $0
B Specialist [cost sharing] $45
W Hospital (facility) [cost sharing] $250
M Other [cost sharing] 0%

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

Diagnostic test (x-ray)

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

Total Example Cost \ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $300
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $360

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copayments $500
Coinsurance $800

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,320

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $600
Coinsurance $0
What isn’t covered
Limits or exclusions $40
The total Mia would pay is $640

The plan would be responsible for the other costs of these EXAMPLE covered services.
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]
“ EPISCOPAL CHURCH

MEDICAL TRUST Anthem Consumer-Directed Health Plan-15/Health Savings Account

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 - 12/31/2024

Coverage for: All tiers | 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.cpg.org/mtdocs or call (800) 480-9967. 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 www.cpg.org/uniform-glossary or call (800) 480-9967 to request a copy.

Important Questions m Why This Matters:

What is the overall
deductible?

Network: $1,600 Individual / $3,200
Family

Out-of-Network: $3,200 Individual /
$6,400 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, the overall family deductible
must be met before the plan begins to pay. The network and out-of-network deductibles
accumulate separately.

Are there services
covered before you meet
your deductible?

Yes, for example, network
preventive care and certain
telehealth services.

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 preventive
services at healthcare.gov/coverage/preventive-care-benefits.*

Are there other
deductibles for specific
services?

No.

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

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

Network: $2,400 Individual / $4,800
Family

Out-of-Network: $4,800 Individual /
$9,600 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, the overall family out-of-pocket limit must be met. The network and
out-of-network out-of-pocket limits accumulate separately.

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

Contributions, (premiums),
balance-billing charges, penalties,
and healthcare 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.anthem.com or call
(844) 812-9207 for a list of network

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

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
see a specialist?

No.

You can see the specialist you choose without a referral.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Important Information*

Services You May Need

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

If you visit a health care

provider’s office or
clinic

Primary care visit to treat an
injury or iliness

Specialist visit

Preventive care/screening/
immunization

15% coinsurance

15% coinsurance

No charge.

40% coinsurance plus

any balance billing
40% coinsurance plus

any balance billing

40% coinsurance plus
any balance billin

None.

None.

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. See a list of
preventive services at healthcare.gov/
coverage/preventive-care-benefits.

Diagnostic test (x-ray, blood

40% coinsurance plus

% 15% coinsurance bal il None.
If you have a test work) any e

Imaging (CT/PET scans, 15% coinsurance 40% coinsurance plus None

MRIs) ° any balance billing '

Facility fee (e.g., ambulatory 15% coinsurance 40% coinsurance plus None

If you have outpatient surgery center) ° any balance billin '

0,

surgery Physician/surgeon fees 15% coinsurance 0/oicoinsirancelplus None.
any balance billing

Emergency room care 15% coinsurance 15% coinsurance None.

i you fiCe lmmedlate Emerqency Dicdic 15% coinsurance 15% coinsurance None.

medical attention transportation
o 15% coinsurance plus
Urgent care 15% coinsurance None.

any balance billing

If you have a hospital
stay

Facility fee (e.g., hospital
room)

15% coinsurance

40% coinsurance plus
any balance billing

Physician/surgeon fees

15% coinsurance

40% coinsurance plus
any balance billin

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services.

Prior authorization is required.

Page 2 of 6


https://www.healthcare.gov/sbc-glossary/#plan
http://www.cpg.org/
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#urgent-care
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#balance-billing

Common Medical Event |

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

If you need mental

(You will pay the least)

(You will pay the most)
40% coinsurance plus

If you are pregnant

any balance billing

. . o
e Outpatient services 15% coinsurance any balance billin None.
AEEU, CFETSENES Inpatient services 15% coinsurance 40% coinsurance plus Prior authorization is required
abuse services P ° any balance billing quired.
0,
Office visits 15% coinsurance 40% coinsurance plus None.

Childbirth/delivery
professional services

15% coinsurance

40% coinsurance plus
any balance billin

Childbirth/delivery facility
services

15% coinsurance

40% coinsurance plus
any balance billing

Well-newborn care is covered. Newborn
must be enrolled in the plan within 30 days
of birth.

If you need help
recovering or have
other special health
needs

Home health care

Rehabilitation services

Habilitation services

15% coinsurance

15% coinsurance

15% coinsurance

40% coinsurance plus

any balance billing
40% coinsurance plus

any balance billing
40% coinsurance plus

any balance billing

Skilled nursing care

Durable medical equipment

Hospice services

15% coinsurance

15% coinsurance

15% coinsurance

40% coinsurance plus
any balance billin

40% coinsurance plus

any balance billin
40% coinsurance plus

any balance billing

Limited to 210 visits per plan year. Prior
authorization is required.

Benefits include speech/hearing, physical,
and occupational therapy. Limited to 60
visits per plan year, combined facility and
office, per each of the three therapies.

Limited to 60 days per plan year, combined
with acute rehabilitation. Prior authorization
is required.

None.

Prior authorization is required.

If your child needs
dental or eye care

Children’s eye exam Not covered. Not covered.
Children’s glasses Not covered. Not covered.
Children’s dental check-up Not covered. Not covered.

Vision benefits are available through
EyeMed Vision Care

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services.
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Limitations, Exceptions, & Other
Important Information*

Common Services You Mav Need What You Will Pa
Medical Event d .~ Retail |  HomeDelivery |

Generic drugs 15% (after deductible You may get up to a 30-day supply when
lfrg:tu 23‘:%'(:‘ ?S%SJ? & o ) using a retail pharmacy, and up to a 90-day
condi){ion Preferred brand drugs 25% (after deductible) supply when using home delivery." Your
More information about prescription deductible and out-of-pocket

Non-preferred brand drugs 50% (after deductible) limit is combined with your medical

prescription drug deductible and out-of-pocket limit.

coverage is available at
www.express-scripts.com | Specialty drugs 50% (after deductible)

No charge for contraceptives.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Cosmetic surgery e Dental care (Adult) e Long-term care

e Routine eye care (Adult) ¢ Routine foot care (unless related to diabetes or e  Weight loss programs
certain other conditions)

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

e Acupuncture (limit 20 visits per year) o Bariatric surgery (if Medically Necessary) e Chiropractic care (limit 20 visits per year)
e Hearing aids (limit $3,000 every three years) o |Infertility treatment ($50,000 lifetime maximum) e  Non-emergency care when traveling outside the
U.S.2

e Private duty nursing (only through home healthcare benefit)

1 The prescription drug plan maintains a retail refill limit policy. The retail refill limit requires that you use home delivery if you are prescribed a maintenance medication. In some circumstances, you
may not be required to use home delivery. See the plan document at www.cpg.org.

2 Coverage for non-emergency care when traveling outside the U.S. applies only to services available through the medical benefit administered by Anthem Blue Cross and Blue Shield. Non-
emergency services outside the U.S. are not available through the prescription drug benefit administered by Express Scripts.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services. Page 4 of 6
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Telehealth Services: The Medical Trust will waive all copays, deductibles, and coinsurance for all telehealth services received through its third-party administrators’
telehealth platforms. The Medical Trust will also allow claims for virtual visits with network and out-of-network providers who do not use a telehealth platform offered
by Anthem Blue Cross and Blue Shield, but standard deductibles, copays, and coinsurance will apply.

Your Rights to Continue Coverage: The Plan’s Extension of Benefits program is similar, but not identical, to the healthcare continuation coverage provided under
Federal law (known as COBRA) for non-church plans. Because the Plan is a church plan as described under Section 3(33) of ERISA, the Plan is exempt from
COBRA requirements3. Nonetheless, subscribers and/or their enrolled dependents will have the opportunity to continue benefits for a limited time in certain instances
when coverage through the health plan would otherwise cease. Individuals who elect to continue coverage must pay for the coverage. Call (800) 480-9967 for more
information.

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 Anthem Blue Cross and Blue Shield or Express Scripts, as appropriate.

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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafiol, llame al (800) 480-9967.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 480-9967.
Chinese (A 3XX): SNRFZEHRCHIFERN, 1ETLITIX A 51%(800) 480-9967.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (800) 480-9967.

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

3 Under Section 4980B(d) of the Code and Treasury Regulation Section 54.4980 B-2, Q. and A. No. 4.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services. Page 5 of 6
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About these Coverage Examples:

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

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 awell-
controlled condition)

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

M The plan’s overall deductible $1,600
B Specialist [cost sharing] 15%
B Hospital (facility) [cost sharing] 15%
M Other [cost sharing] 15%

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)

M The plan’s overall deductible $1,600
B Specialist [cost sharing] 15%
B Hospital (facility) [cost sharing] 15%
M Other [cost sharing] 15%

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 $1,600
W Specialist [cost sharing] 15%
B Hospital (facility) [cost sharing] 15%
M Other [cost sharing] 15%

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
In this example, Peg would pay:
Cost Sharing

Deductibles $1,600
Copayments $0
Coinsurance $800

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,460

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $1,600
Copayments $0
Coinsurance $800

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,420

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,600
Copayments $0
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,800

The plan would be responsible for the other costs of these EXAMPLE covered services.
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]
“ EPISCOPAL CHURCH

MEDICAL TRUST Anthem Consumer-Directed Health Plan-20/Health Savings Account

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 - 12/31/2024

Coverage for: All tiers | 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.cpg.org/mtdocs or call (800) 480-9967. 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 www.cpg.org/uniform-glossary or call (800) 480-9967 to request a copy.

Important Questions m Why This Matters:

What is the overall
deductible?

Network: $3,200 Individual / $5,450
Family

Out-of-Network: $3,200 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. The network and out-of-network deductibles
accumulate separately.

Are there services
covered before you meet
your deductible?

Yes, for example, network
preventive care and certain
telehealth services.

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 preventive
services at healthcare.gov/coverage/preventive-care-benefits. ™

Are there other
deductibles for specific
services?

No.

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

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

Network: $4,200 Individual / $8,450
Family

Out-of-Network: $7,000 Individual /
$13,000 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. The network and out-of-network out-of-pocket limits
accumulate separately.

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

Contributions, (premiums),
balance-billing charges, penalties,
and healthcare 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.anthem.com or call
(844) 812-9207 for a list of network

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

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
see a specialist?

No.

You can see the specialist you choose without a referral.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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44 Al 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

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

If you visit a health care

provider’s office or
clinic

Primary care visit to treat an
injury or iliness

Specialist visit

Preventive care/screening/
immunization

(You will pay the least)

20% coinsurance

20% coinsurance

No charge.

(You will pay the most)

45% coinsurance plus

any balance billing
45% coinsurance plus

any balance billing

45% coinsurance plus
any balance billing

None.

None.

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. See a list of
preventive services at healthcare.gov/
coverage/preventive-care-benefits.

Diagnostic test (x-ray, blood

45% coinsurance plus

work) 20% coinsurance any balance billing None.
If you have a test :
Imaging (CT/PET scans, o i 45% coinsurance plus
MRIs) 20% coinsurance any balance billin None.
HR 0,
. Facility fee (e.g., ambulatory 20% CoiNSUrance 45% coinsurance plus None.
If you have outpatient surgery center) any balance billin
surge . . 0
urgery Physician/surgeon fees 20% coinsurance /5l GEITEIEES BITE None.
any balance billing
Emergency room care 20% coinsurance 20% coinsurance None.
i you et lmmedlate Emerqency medical 20% coinsurance 20% coinsurance None.
medical attention transportation
0,
Urgent care 20% coinsurance 20% coinsurance plus None.

any balance billing

If you have a hospital
stay

Facility fee (e.g., hospital
room)

20% coinsurance

45% coinsurance plus
any balance billing

Physician/surgeon fees

20% coinsurance

45% coinsurance plus
any balance billin

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services.

Prior authorization is required.
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Common Medical Event |

Services You May Need

What You Will Pay

Network Provider Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

If you need mental
health, behavioral

health, or substance

abuse services

(You will pay the least)

(You will pay the most)

45% coinsurance plus

If you are pregnant

Outpatient services 20% coinsurance None.
any balance billing
0
Inpatient services 20% coinsurance 45% coinsurance plus Prior authorization is required.
any balance billing
0
‘ Office visits 20% coinsurance /5l GEITEIEES BITE None.

Childbirth/delivery
professional services

Childbirth/delivery facility
services

20% coinsurance

20% coinsurance

any balance billing
45% coinsurance plus

any balance billing
45% coinsurance plus

any balance billing

Well-newborn care is covered. Newborn
must be enrolled in the plan within 30 days
of birth.

If you need help
recovering or have
other special health
needs

Home health care

20% coinsurance

45% coinsurance plus
any balance billing

Limited to 210 visits per plan year. Prior
authorization is required.

Rehabilitation services

Habilitation services

Skilled nursing care

20% coinsurance

20% coinsurance

20% coinsurance

45% coinsurance plus

any balance billing
45% coinsurance plus

any balance billing

45% coinsurance plus
any balance billing

Benefits include speech/hearing, physical,
and occupational therapy. Limited to 60
visits per plan year, combined facility and
office, per each of the three therapies.

Limited to 60 days per plan year, combined
with acute rehabilitation. Prior authorization
is required.

Durable medical equipment

Hospice services

20% coinsurance

20% coinsurance

45% coinsurance plus

any balance billing
45% coinsurance plus

any balance billing

None.

Prior authorization is required.

If your child needs
dental or eye care

Children’s eye exam
Children’s glasses
Children’s dental check-up

Not covered.
Not covered.

Not covered.

Not covered.
Not covered.
Not covered.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services.

Vision benefits are available through
EyeMed Vision Care
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Common . What You Will Pa Limitations, Exceptions, & Other
: Services You May Need
Medical Event

_____ Retail | HomeDelivery Important Information*

Generic drugs 15% (after deductible You may get up to a 30-day supply when
lfrg:tu 2?;:(:"(:‘ r:sgss:? : o ) using a retail pharmacy, and up to a 90-day
condi{ion Preferred brand drugs 25% (after deductible) supply when using home delivery." Your
More information about prescription deductible and out-of-pocket

Non-preferred brand drugs 50% (after deductible) limit is combined with your medical

prescription drug deductible and out-of-pocket limit.

coverage is available at
www.express-scripts.com | Specialty drugs 50% (after deductible)

No charge for contraceptives.

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Cosmetic surgery e Dental care (Adult) e Long-term care

e Routine eye care (Adult) ¢ Routine foot care (unless related to diabetes or e  Weight loss programs
certain other conditions)

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

e Acupuncture (limit 20 visits per year) o Bariatric surgery (if Medically Necessary) e Chiropractic care (limit 20 visits per year)
e Hearing aids (limit $3,000 every three years) e |Infertility treatment ($50,000 lifetime maximum) e  Non-emergency care when traveling outside the
U.S.2

e Private duty nursing (only through home healthcare benefit)

1 The prescription drug plan maintains a retail refill limit policy. The retail refill limit requires that you use home delivery if you are prescribed a maintenance medication. In some circumstances, you
may not be required to use home delivery. See the plan document at www.cpg.org.

2 Coverage for non-emergency care when traveling outside the U.S. applies only to services available through the medical benefit administered by Anthem Blue Cross and Blue Shield. Non-
emergency services outside the U.S. are not available through the prescription drug benefit administered by Express Scripts.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services. Page 4 of 6
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Telehealth Services: The Medical Trust will waive all copays, deductibles, and coinsurance for all telehealth services received through its third-party administrators’
telehealth platforms. The Medical Trust will also allow claims for virtual visits with network and out-of-network providers who do not use a telehealth platform offered
by Anthem Blue Cross and Blue Shield, but standard deductibles, copays, and coinsurance will apply.

Your Rights to Continue Coverage: The Plan’s Extension of Benefits program is similar, but not identical, to the healthcare continuation coverage provided under
Federal law (known as COBRA) for non-church plans. Because the Plan is a church plan as described under Section 3(33) of ERISA, the Plan is exempt from
COBRA requirements3. Nonetheless, subscribers and/or their enrolled dependents will have the opportunity to continue benefits for a limited time in certain instances
when coverage through the health plan would otherwise cease. Individuals who elect to continue coverage must pay for the coverage. Call (800) 480-9967 for more
information.

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 Anthem Blue Cross and Blue Shield or Express Scripts, as appropriate.

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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafiol, llame al (800) 480-9967.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 480-9967.
Chinese (A 3XX): SNRFZEHXHIFERN, 1ETLITIX A5 15(800) 480-9967.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (800) 480-9967.

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

3 Under Section 4980B(d) of the Code and Treasury Regulation Section 54.4980 B-2, Q. and A. No. 4.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services. Page 5 of 6
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About these Coverage Examples:

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

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 awell-
controlled condition)

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

M The plan’s overall deductible $3,200
B Specialist [cost sharing] 20%
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 20%

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)

M The plan’s overall deductible $3,200
B Specialist [cost sharing] 20%
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 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)
B The plan’s overall deductible $3,200
W Specialist [cost sharing] 20%
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 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)

Total Example Cost \ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $3,200
Copayments $0
Coinsurance $1,000

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,260

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $3,200
Copayments $0
Coinsurance $500

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $3,720

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

The plan would be responsible for the other costs of these EXAMPLE covered services.
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]
“ EPISCOPAL CHURCH

MEDICAL TRUST Anthem Consumer-Directed Health Plan-40/Health Savings Account

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 - 12/31/2024

Coverage for: All tiers | 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.cpg.org/mtdocs or call (800) 480-9967. 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 www.cpg.org/uniform-glossary or call (800) 480-9967 to request a copy.

Important Questions m Why This Matters:

What is the overall
deductible?

Network: $3,500 Individual / $7,000
Family

Out-of-Network: $7,000 Individual /
$14,000 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. The network and out-of-network deductibles
accumulate separately.

Are there services
covered before you meet
your deductible?

Yes, for example, network
preventive care and certain
telehealth services.

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 preventive
services at healthcare.gov/coverage/preventive-care-benefits.*

Are there other
deductibles for specific
services?

No.

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

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

Network: $6,000 Individual / $12,000
Family

Out-of-Network: $10,000 Individual /
$20,000 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. The network and out-of-network out-of-pocket limits
accumulate separately.

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

Contributions, (premiums),
balance-billing charges, penalties,
and healthcare 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.anthem.com or call
(844) 812-9207 for a list of network

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

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
see a specialist?

No.

You can see the specialist you choose without a referral.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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44 Al 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

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

If you visit a health care

provider’s office or
clinic

Primary care visit to treat an
injury or iliness

Specialist visit

Preventive care/screening/
immunization

(You will pay the least)

40% coinsurance

40% coinsurance

No charge.

(You will pay the most)

60% coinsurance plus

any balance billing
60% coinsurance plus

any balance billing

60% coinsurance plus
any balance billing

None.

None.

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. See a list of
preventive services at healthcare.gov/
coverage/preventive-care-benefits.

Diagnostic test (x-ray, blood

60% coinsurance plus

% 40% coinsurance bal il None.
If you have a test work) any Jaante bind
Imaging (CT/PET scans, o i 60% coinsurance plus
40% coinsurance None.
MRIs) any balance billing
Facility fee (e.g., ambulatory o i 60% coinsurance plus
If you have outpatient surgery center) 40% coinsurance any balance billin None.
0,
surgery Physician/surgeon fees 40% coinsurance Sl CHMSUEITED (/3 None.
any balance billing
Emergency room care 40% coinsurance 40% coinsurance None.
:ng?c:r:gém?;ﬁd'ate E;nr]zrq()err;;::i/or:]]ed|cal 40% coinsurance 40% coinsurance None.
0,
Urgent care 40% coinsurance 40% cainsurance plus None.

any balance billing

If you have a hospital
stay

Facility fee (e.g., hospital
room)

40% coinsurance

60% coinsurance plus
any balance billing

Physician/surgeon fees

40% coinsurance

60% coinsurance plus
any balance billing

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services.

Prior authorization is required.
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Common Medical Event |

Services You May Need

What You Will Pay

Network Provider Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

If you need mental
health, behavioral

health, or substance

abuse services

(You will pay the least)

(You will pay the most)

60% coinsurance plus

If you are pregnant

Outpatient services 40% coinsurance None.
any balance billing
0
Inpatient services 40% coinsurance 60’ coinsurance plus Prior authorization is required.
any balance billing
0
‘ Office visits 40% coinsurance el)ih BEIEIETEE PIe None.

Childbirth/delivery
professional services

Childbirth/delivery facility
services

40% coinsurance

40% coinsurance

any balance billing
60% coinsurance plus

any balance billing
60% coinsurance plus

any balance billing

Well-newborn care is covered. Newborn
must be enrolled in the plan within 30 days
of birth.

If you need help
recovering or have
other special health
needs

Home health care

40% coinsurance

60% coinsurance plus
any balance billing

Limited to 210 visits per plan year. Prior
authorization is required.

Rehabilitation services

Habilitation services

Skilled nursing care

40% coinsurance

40% coinsurance

40% coinsurance

60% coinsurance plus

any balance billing
60% coinsurance plus

any balance billing

60% coinsurance plus
any balance billing

Benefits include speech/hearing, physical,
and occupational therapy. Limited to 60
visits per plan year, combined facility and
office, per each of the three therapies.

Limited to 60 days per plan year, combined
with acute rehabilitation. Prior authorization
is required.

Durable medical equipment

Hospice services

40% coinsurance

40% coinsurance

60% coinsurance plus

any balance billing
60% coinsurance plus

any balance billing

None.

Prior authorization is required.

If your child needs
dental or eye care

Children’s eye exam
Children’s glasses
Children’s dental check-up

Not covered.
Not covered.

Not covered.

Not covered.
Not covered.
Not covered.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services.

Vision benefits are available through
EyeMed Vision Care
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Common . What You Will Pa Limitations, Exceptions, & Other
: Services You May Need
Medical Event

_____ Retail | HomeDelivery Important Information*

Generic drugs 15% (after deductible You may get up to a 30-day supply when
lfrg:tu 2?;:(:"(:‘ r:sgss:? : o ) using a retail pharmacy, and up to a 90-day
condi{ion Preferred brand drugs 25% (after deductible) supply when using home delivery." Your
More information about prescription deductible and out-of-pocket

Non-preferred brand drugs 50% (after deductible) limit is combined with your medical

prescription drug deductible and out-of-pocket limit.

coverage is available at
www.express-scripts.com | Specialty drugs 50% (after deductible)

No charge for contraceptives.

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Cosmetic surgery e Dental care (Adult) e Long-term care

e Routine eye care (Adult) ¢ Routine foot care (unless related to diabetes or e  Weight loss programs
certain other conditions)

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

e Acupuncture (limit 20 visits per year) o Bariatric surgery (if Medically Necessary) e Chiropractic care (limit 20 visits per year)
e Hearing aids (limit $3,000 every three years) e |Infertility treatment ($50,000 lifetime maximum) e  Non-emergency care when traveling outside the
U.S.2

e Private duty nursing (only through home healthcare benefit)

1 The prescription drug plan maintains a retail refill limit policy. The retail refill limit requires that you use home delivery if you are prescribed a maintenance medication. In some circumstances, you
may not be required to use home delivery. See the plan document at www.cpg.org.

2 Coverage for non-emergency care when traveling outside the U.S. applies only to services available through the medical benefit administered by Anthem Blue Cross and Blue Shield. Non-
emergency services outside the U.S. are not available through the prescription drug benefit administered by Express Scripts.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services. Page 4 of 6
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Telehealth Services: The Medical Trust will waive all copays, deductibles, and coinsurance for all telehealth services received through its third-party administrators’
telehealth platforms. The Medical Trust will also allow claims for virtual visits with network and out-of-network providers who do not use a telehealth platform offered
by Anthem Blue Cross and Blue Shield, but standard deductibles, copays, and coinsurance will apply.

Your Rights to Continue Coverage: The Plan’s Extension of Benefits program is similar, but not identical, to the healthcare continuation coverage provided under
Federal law (known as COBRA) for non-church plans. Because the Plan is a church plan as described under Section 3(33) of ERISA, the Plan is exempt from
COBRA requirements3. Nonetheless, subscribers and/or their enrolled dependents will have the opportunity to continue benefits for a limited time in certain instances
when coverage through the health plan would otherwise cease. Individuals who elect to continue coverage must pay for the coverage. Call (800) 480-9967 for more
information.

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 Anthem Blue Cross and Blue Shield or Express Scripts, as appropriate.

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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafiol, llame al (800) 480-9967.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 480-9967.
Chinese (A 3XX): SNRFZEHXHIFERN, 1ETLITIX A5 15(800) 480-9967.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (800) 480-9967.

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

3 Under Section 4980B(d) of the Code and Treasury Regulation Section 54.4980 B-2, Q. and A. No. 4.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
** See Page 5 for important information about telehealth services. Page 5 of 6
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About these Coverage Examples:

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

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 awell-
controlled condition)

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

M The plan’s overall deductible $3,500
B Specialist [cost sharing] 40%
B Hospital (facility) [cost sharing] 40%
M Other [cost sharing] 40%

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)

M The plan’s overall deductible $3,500
B Specialist [cost sharing] 40%
B Hospital (facility) [cost sharing] 40%
M Other [cost sharing] 40%

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 $3,500
W Specialist [cost sharing] 40%
B Hospital (facility) [cost sharing] 40%
M Other [cost sharing] 40%

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
In this example, Peg would pay:
Cost Sharing

Deductibles $3,500
Copayments $0
Coinsurance $2,500

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $6,640

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $3,500
Copayments $0
Coinsurance $500

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $4,020

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

The plan would be responsible for the other costs of these EXAMPLE covered services.
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]
ld EPISCOPAL CHURCH
MEDICAL TRUST

Kaiser Permanente EPO 80 Plan
Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: All tiers | Plan Type: EPO

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.cpg.org/mtdocs or call (800) 480-9967. 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 www.cpg.org/uniform-glossary or call (800) 480-9967 to request a copy.

What is the overall
deductible?

Important Questions m Why This Matters:

Network: $500 Individual /
$1,000 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, for example, network
preventive care, emergency room
care, urgent care, and certain
telehealth services.

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 preventive
services at healthcare.gov/coverage/preventive-care-benefits.*

Are there other
deductibles for specific
services?

No.

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

What is the out-of-pocket

Network: $3,500 Individual / $7,000

limit for this plan?

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?

Contributions, (premiums),
balance-billing charges, penalties,
and healthcare 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.kp.org or call (866)
213-3062 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?

Yes.

You can see the specialist you choose without a referral.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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44 Al 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

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

(You will pay the least)

(You will pay the most)

Primary care visit to treat an 5 i
injury or illness Deductible does not Not covered. None.
apply
$35 copay/visit
If you visit a health care Specialist visit aDedluctlbIe does not Not covered. None.
provider’s office or PRl :
clinic You may have to pay for services that aren't
preventive. Ask your provider if the
Preventive care/screening/ No char Not covered services needed are preventive. Then check
immunization O charge. ot covered. what your plan will pay for. See a list of
preventive services at healthcare.gov/
coverage/preventive-care-benefits.
vl?lgrk;msnc fest (x-ray, blood 20% coinsurance Not covered. None.
If you have a test .
g (T2 e 20% coinsurance Not covered. None.
MRIs)
. Facility fee (e.g., ambulatory
LT TS O surgery center) 20% coinsurance Not covered. None.
surgery o
Physician/surgeon fees
20% coinsurance
Emergency room care Deductible does not 20% coinsurance None.
apply
i you 15t |m.med|ate Emerqency edize] 20% coinsurance 20% coinsurance None.
medical attention transportation
$50 copay/visit
Urgent care Deductible does not Not covered. None.
apply
- ) Facility fee (e.g., hospital
UTRIIETD E EERAE] room) 20% coinsurance Not covered. Prior authorization is required.

stay

Physician/surgeon fees

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

If you need mental

(You will pay the least)

Individual: $25 copay/
visit

(You will pay the most)

el et Outpatient services CDir?jug:t$;I2 ((:jopay/wtsn Not covered. None.
health, or substance ;ll’# 0es no
abuse services PRl
Inpatient services 20% coinsurance Not covered. Prior authorization is required.
Office visits No charge. Not covered. None.
Childbirth/delivery .
If you are pregnant professional services . Well-newbom care 15 covered..Ngwborn
I : ” 20% coinsurance Not covered. must be enrolled in the plan within 30 days
Childbirth/delivery facility of birth
services '
Includes nurses visits (2 hours), aide visits
Home health care No charge. Not covered. (4 h'ours), therapy' visits, and supplies.
Limited to 210 visits per plan year.
Prior authorization is required.
$25 copay/visit
Rehabilitation services Deductible does not Not covered. Benefits include speech/hearing, physical,
apply and occupational therapy. Limited to 60
If you need help $25 copay/visit visits per plan year, combined facility and
recovering or have Habilitation services Deductible does not Not covered. office, per each of the three therapies.
other special health apply
d - :
neeas Limited to 60 days per plan year, combined
Skilled nursing care 20% coinsurance Not covered. with acute rehabilitation. Prior authorization
is required.
20% coinsurance
Durable medical equipment = Deductible does not Not covered. None.
apply
Hospice services No charge. Not covered. Prior authorization is required.
i hild need Children’s eye exam Not covered. Not covered. Vision benefits are available through
your child needs e EveMed Visi
il e e Ch!ldren s glasses Not covered. Not covered. yeMed Vision Care
Children’s dental check-up Not covered. Not covered.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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Common . What You Will Pa Limitations, Exceptions, & Other
: Services You May Need
Medical Event

. Retal | Mail Order Important Information*
Up to a $5 copay for a
, 30-day supply; upto a
Generic drugs Up to a $5 copay $10 coypayri‘grya 9%_ day
supply Deductible does not apply.
t f
If you need drugs to %%—ga?/ iﬁg;ipsg tgraa Yqu may ge.t up to a 30-day supply when
treat your iliness or Preferred brand drugs Up to a $30 copay $60 copay for é 90-day using a retail pharmacy, and up to a 90-day
condition supply supply when using home delivery.
More information about Up to a $70 copay for a
prescription drug 3%_ dav suool Puy 04 California residents may receive up to a
coverage is available at  Non-preferred brand drugs Up to a $70 copay $140 cgpa;?o)r/’a gO-daY 100-day supply when using home delivery.
WWW.Kp.Org. supply
No charge for contraceptives.
Specialty drugs Up to a $90 copay Up t%g_ggg gﬁg;ly;for a

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

e Cosmetic surgery e Dental care (Adult) e Long-term care
e Non-emergency care when traveling outside the e Routine eye care (Adult) ¢ Routine foot care (unless related to diabetes or
u.S.

certain other conditions)

o Weight loss programs

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

e Acupuncture (limit 20 visits per year) o Bariatric surgery (if Medically Necessary) e  Chiropractic care (limit 20 visits per year)
e Hearing aids (limit $3,000 every three years) e |Infertility treatment ($50,000 lifetime maximum) e  Private duty nursing (only through home healthcare
benefit)

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 4 of 6
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Telehealth Services: The Medical Trust will waive all copays, deductibles, and coinsurance for all telehealth services with a Kaiser Permanente provider.

Your Rights to Continue Coverage: The Plan’s Extension of Benefits program is similar, but not identical, to the healthcare continuation coverage provided under
Federal law (known as COBRA) for non-church plans. Because the Plan is a church plan as described under Section 3(33) of ERISA, the Plan is exempt from
COBRA requirements®. Nonetheless, subscribers and/or their enrolled dependents will have the opportunity to continue benefits for a limited time in certain instances
when coverage through the health plan would otherwise cease. Individuals who elect to continue coverage must pay for the coverage. Call (800) 480-9967 for more
information.

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 Kaiser Permanente.

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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafriol, llame al (800) 480-9967.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 480-9967.
Chinese (1 X0): INRFEDXHIEER, 1HTRFTIXAN575(800) 480-9967.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (800) 480-9967.

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

1 Under Section 4980B(d) of the Code and Treasury Regulation Section 54.4980 B-2, Q. and A. No. 4.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 5 of 6
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About these Coverage Examples:

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

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 awell-
controlled condition)

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

M The plan’s overall deductible $500
B Specialist [cost sharing] $35
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 20%

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)

M The plan’s overall deductible $500
B Specialist [cost sharing] $35
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 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)
B The plan’s overall deductible $500
B Specialist [cost sharing] $35
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 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)

Total Example Cost \ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $500
Copayments $10
Coinsurance $2,100

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,670

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $100
Copayments $800
Coinsurance $200

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $1,120

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $500
Copayments $200
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $900

The plan would be responsible for the other costs of these EXAMPLE covered services.
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]
"d EPISCOPAL CHURCH
MEDICAL TRUST

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

Coverage Period: 01/01/2024 -

12/31/12024

Coverage for: All tiers | Plan Type: EPO

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.cpg.org/mtdocs or call (800) 480-9967. 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 www.cpg.org/uniform-glossary or call (800) 480-9967 to request a copy.

What is the overall
deductible?

$0 Individual / $0 Family

Important Questions m Why This Matters:

See the chart starting on Page 2 for your costs for services this plan covers.

Are there services
covered before you meet
your deductible?

Not applicable.

Not applicable.

Are there other
deductibles for specific
services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket

Network: $1,750 Individual / $3,500

limit for this plan?

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?

Contributions, (premiums),

balance-billing charges, penalties,
and healthcare 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.kp.org or call (866)
213-3062 for a list of network

roviders.

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?

Yes.

You can see the specialist you choose without a referral.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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44 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

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

Limitations, Exceptions, & Other

Common Medical Event Important Information*

Services You May Need

.P il EAEUELIOEELER $25 copay/visit Not covered. None.
injury or illness
Specialist visit $25 copay/visit Not covered. None.
If you visit a health care
provider’s office or You may have to pay for services that aren’t
clinic preventive. Ask your provider if the
Preventive care/screening/ No charae Not covered services needed are preventive. Then check
immunization ge. ' what your plan will pay for. See a list of
preventive services at healthcare.gov/
coverage/preventive-care-benefits.
V[\)/frk?ostlc test (x-ray, blood $50 copay/visit Not covered. None.
If you have a test imaging (CT/PET scan
aging ( —— $50 copay/visit Not covered. None.
MRIs)
Facility fee (e.g., ambulatory $100 copay/visit Not covered. None.
. surgery center)
If you have outpatient
surgery Physician/surgeon fees No charge. Not covered. None.
The $100 copay will be waived if you are
Emergency room care $100 copay/visit $100 copay/visit admitted to the hospital as an inpatient
within 24 hours.
If you need immediate ~ Emergency medical No charge No charge None
medical attention transportation : . -
Urgent care $50 copay/visit Not covered. None.
) Facility fee (e.g., hospital $100 copay per day up
i Physician/surgeon fees No charge. Not covered.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

If you need mental

(You will pay the least)
Individual: $25 copay/

(You will pay the most)

. Outpatient services visit Not covered. None.

health, behavioral S 17 et

health, or substance WQ P dy

abuse services Inpatient services copay perday Ub- Nt covered. Prior authorization is required.

to a maximum of $600
Office visits No charge. Not covered. None.
Childbirth/delivery .

If you are pregnant professional services $100 copay per day up Not covered anlilt ?)Zwebnorg;lgg rl?] I%gonir:aim?:v :?8 rdna S
Childbirth/delivery facility to a maximum of $600 ' of birth e y
services '

Includes nurses visits (2 hours), aide visits
Home health care No charge. Not covered. (4 h'ours), therapy' visits, and supplies.

Limited to 210 visits per plan year.

Prior authorization is required.
Rehabilitation services $25 copay/visit Not covered. Benefits include speech/hearing, physical,

and occupational therapy. Limited to 60
Habilitation services $25 copay/visit Not covered. visits per plan year, combined facility and

If you need help office, per each of the three therapies.

recovering or have Limited to 60 days per plan year, combined

other special health Skilled nursing care No charge. Not covered. with acute rehabilitation. Prior authorization
needs is required.
Durable medical equipment = No charge. Not covered. None.
Hospice services No charge. Not covered. Prior authorization is required.
If your child needs Children's eye exam Not covered. Not covered. Vision benefits are available through
your chi o gy

Hentallor'eyelears Ch!ldren s glasses Not covered. Not covered. EyeMed Vision Care

Children’s dental check-up Not covered. Not covered.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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Common . What You Will Pa Limitations, Exceptions, & Other
: Services You May Need
Medical Event

. Retal | Mail Order Important Information*
Up to a $5 copay for a
, 30-day supply; upto a
Generic drugs Up to a $5 copay $10 coypayF:‘grya 9%_ day
supply You may get up to a 30-day supply when
t f . : )
If you need drugs to %%—ga?/ iﬁg;ﬁp% tgraa using a retail pharmacy, and up to a 90-day
treat your illness or Preferred brand drugs Up to a $30 copay $60 copay for é 90-day supply when using home delivery.
condition supply
More information about Ub toa $70 : California residents may receive up to a
prescription drug 3%_3; S C|0f)3y tgraa 100-day supply when using home delivery.
coverage is available at | Non-preferred brand drugs Up to a $70 copay $140 cg 3 p?o}rl’a 80_ da
www.kp.org. psgp oly Y No charge for contraceptives.
Specialty drugs Up to a $90 copay Up t%g_igg gﬁsgf;for a

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

e Cosmetic surgery e Dental care (Adult) e Long-term care
e Non-emergency care when traveling outside the e Routine eye care (Adult) ¢ Routine foot care (unless related to diabetes or
u.S.

certain other conditions)

o Weight loss programs

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

e Acupuncture (limit 20 visits per year) o Bariatric surgery (if Medically Necessary) e  Chiropractic care (limit 20 visits per year)
e Hearing aids (limit $3,000 every three years) e |Infertility treatment ($50,000 lifetime maximum) e  Private duty nursing (only through home healthcare
benefit)

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 4 of 6



https://www.healthcare.gov/sbc-glossary/#plan
http://www.cpg.org/
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
http://www.kp.org/
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan

Telehealth Services: The Medical Trust will waive all copays, deductibles, and coinsurance for all telehealth services with a Kaiser Permanente provider.

Your Rights to Continue Coverage: The Plan’s Extension of Benefits program is similar, but not identical, to the healthcare continuation coverage provided under
Federal law (known as COBRA) for non-church plans. Because the Plan is a church plan as described under Section 3(33) of ERISA, the Plan is exempt from
COBRA requirements®. Nonetheless, subscribers and/or their enrolled dependents will have the opportunity to continue benefits for a limited time in certain instances
when coverage through the health plan would otherwise cease. Individuals who elect to continue coverage must pay for the coverage. Call (800) 480-9967 for more
information.

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 Kaiser Permanente.

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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafriol, llame al (800) 480-9967.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 480-9967.
Chinese (1 X0): INRFEDXHIEER, 1HTRFTIXAN575(800) 480-9967.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (800) 480-9967.

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

1 Under Section 4980B(d) of the Code and Treasury Regulation Section 54.4980 B-2, Q. and A. No. 4.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 5 of 6
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About these Coverage Examples:

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

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

B The plan’s overall deductible $0
W Specialist [cost sharing] $25

M Hospital (facility) [cost sharing] $100/day

M Other [cost sharing]

$25

B The plan’s overall deductible $0
W Specialist [cost sharing] $25
M Hospital (facility) [cost sharing] $100/day
M Other [cost sharing] $25

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)

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost \ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $900
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $960

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copayments $900
Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $920

care)
B The plan’s overall deductible $0
W Specialist [cost sharing] $25
B Hospital (facility) [cost sharing] $100/day
W Other [cost sharing] $25
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 \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $400
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $400

The plan would be responsible for the other costs of these EXAMPLE covered services.
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]
'.d EPISCOPAL CHURCH
MEDICAL TRUST

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

Kaiser Permanente Consumer-Directed Health Plan-20/Health Savings Account (Network Only)

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: All tiers | Plan Type: EPO

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.cpg.org/mtdocs or call (800) 480-9967. 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 www.cpg.org/uniform-glossary or call (800) 480-9967 to request a copy.

What is the overall

Important Questions m Why This Matters:

Network: $3,200 Individual /

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

covered before you meet
your deductible?

deductible? $5,450 Family their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.
Ao e e Yes, for example, network This plan covers some items and services even if you haven't yet met the deductible amount. But

preventive care and certain
telehealth services.

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 preventive
services at healthcare.gov/coverage/preventive-care-benefits.*

Are there other
deductibles for specific
services?

No.

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

What is the out-of-pocket

Network: $4,200 Individual / $8,450

limit for this plan?

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?

Contributions, (premiums),
balance-billing charges, penalties,

and healthcare 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.kp.org or call (866)
213-3062 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?

Yes.

You can see the specialist you choose without a referral.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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44 Al 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

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information*

Primary care visit to treat an

(You will pay the least)

(You will pay the most)

stay

Physician/surgeon fees

injury or illness 20% coinsurance Not covered. None.
If you visit a health care Specialist visit 20% coinsurance Not covered. None.
provider’s office or :
clinic You may have to pay for services that aren’t
preventive. Ask your provider if the
Preventive care/screening/ No charde Not covered services needed are preventive. Then check
immunization ge. ' what your plan will pay for. See a list of
preventive services at healthcare.gov/
coverage/preventive-care-benefits.
\?’:)ark;]OStIC fest (x-ray, blood 20% coinsurance Not covered. None.
If h ;
you have a test Imaging (CT/PET scans, o i
20% coinsurance Not covered.
MRIs) None.
. Facility fee (e.g., ambulatory
ISnyrOI; have outpatient surgery center) 20% coinsurance Not covered. None.
gery Physician/surgeon fees
Emergency room care 20% coinsurance 20% coinsurance None.
Ir:‘zgiucgf :t(:;mirgﬁdlate Eg}zrqgg;:zornedmal 20% coinsurance 20% coinsurance None.
Urgent care 20% coinsurance Not covered. None.
) Facility fee (e.g., hospital
LN TR 2 e room) 20% coinsurance Not covered. Prior authorization is required.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services.
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Common Medical Event

Services You May Need

What You Will Pay

Out-of-Network Provider

Network Provider

Limitations, Exceptions, & Other
Important Information*

If you need mental

(You will pay the least)

(You will pay the most)

. Outpatient services 20% coinsurance Not covered. None.
health, behavioral
health, or substance . . o . e .
O 0 Inpatient services 20% coinsurance Not covered. Prior authorization is required.
Office visits No charge. Not covered. None.
Childbirth/delivery .
If you are pregnant professional services , Well-newbom care1s covered..N(lawborn
e . " 20% coinsurance Not covered. must be enrolled in the plan within 30 days
Childbirth/delivery facility of birth
services '
Includes nurses visits (2 hours), aide visits
Home health care No charge. Not covered. (4 h_ours) ’ therapy_ visits, and supplies.
Limited to 210 visits per plan year.
Prior authorization is required.
Rehabilitation services 20% coinsurance Not covered. Benefits include speech/hearing, physical,
and occupational therapy. Limited to 60
Habilitation services 20% coinsurance Not covered. visits per plan year, combined facility and
If you need help office, per each of the three therapies.
recovering or have Limited to 60 days per plan year, combined
other special health Skilled nursing care 20% coinsurance Not covered. with acute rehabilitation. Prior authorization
needs is required.
Durable medical equipment = 20% coinsurance Not covered. None.
Hospice services No charge. Not covered. Prior authorization is required.
i hild need Children’s eye exam Not covered. Not covered. Vision benefits are available through
your child needs . : gy
Sl EREE Ch!ldren s glasses Not covered. Not covered. EyeMed Vision Care
Children’s dental check-up Not covered. Not covered.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.

**See Page 5 for important information about telehealth services.
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Common . What You Will Pa Limitations, Exceptions, & Other
: Services You May Need
Medical Event

_____ Retail | MailOrder Important Information*
Generic drugs 15% coinsurance after deductible \ You may get up to a 30-day supply when
Preferred brand drugs 25% coinsurance after deductible using a retail pharmacy, and up to a 90-day
If you need drugs to Non-preferred brand drugs 50% coinsurance after deductible supply when using home delivery. Your

prescription deductible and out-of-pocket
limit is combined with your medical
deductible and out-of-pocket limit.

treat your iliness or
condition
More information about

prescription drug Californi . :
— Specialty drugs 50% coinsurance after deductible alifornia residents may receive up to a
%ggrls Al ’ 100-day supply when using home delivery.

No charge for contraceptives.

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

e Cosmetic surgery e Dental care (Adult) e Long-term care
e Non-emergency care when traveling outside the e  Routine eye care (Adult) ¢ Routine foot care (unless related to diabetes or
u.sS. certain other conditions)

e Weight loss programs

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

e Acupuncture (limit 20 visits per year) o Bariatric surgery (if Medically Necessary) e  Chiropractic care (limit 20 visits per year)
e Hearing aids (limit $3,000 every three years) e Infertility treatment ($50,000 lifetime maximum) e  Private duty nursing (only through home healthcare
benefit)

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 4 of 6
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Telehealth Services: The Medical Trust will waive all copays, deductibles, and coinsurance for all telehealth services with a Kaiser Permanente provider.

Your Rights to Continue Coverage: The Plan’s Extension of Benefits program is similar, but not identical, to the healthcare continuation coverage provided under
Federal law (known as COBRA) for non-church plans. Because the Plan is a church plan as described under Section 3(33) of ERISA, the Plan is exempt from
COBRA requirements®. Nonetheless, subscribers and/or their enrolled dependents will have the opportunity to continue benefits for a limited time in certain instances
when coverage through the health plan would otherwise cease. Individuals who elect to continue coverage must pay for the coverage. Call (800) 480-9967 for more
information.

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 Kaiser Permanente.

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

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

Language Access Services:

Spanish (Espariol): Para obtener asistencia en Espafriol, llame al (800) 480-9967.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 480-9967.
Chinese (1 X0): IR FEDXHIEER, 15TRFTIXA575(800) 480-9967.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' (800) 480-9967.

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

1 Under Section 4980B(d) of the Code and Treasury Regulation Section 54.4980 B-2, Q. and A. No. 4.

* For more information about limitations and exceptions, see the plan or policy document at www.cpg.org.
**See Page 5 for important information about telehealth services. Page 5 of 6
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About these Coverage Examples:

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

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 awell-
controlled condition)

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

M The plan’s overall deductible $3,200
B Specialist [cost sharing] 20%
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 20%

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)

M The plan’s overall deductible $3,200
B Specialist [cost sharing] 20%
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 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)
B The plan’s overall deductible $3,200
W Specialist [cost sharing] 20%
B Hospital (facility) [cost sharing] 20%
M Other [cost sharing] 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)

Total Example Cost \ $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $3,200
Copayments $0
Coinsurance $1,000

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,260

Total Example Cost \ $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $3,200
Copayments $0
Coinsurance $500

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $3,720

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

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

Page 6 of 6
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LiveHealth Online:
see a doctor 24/7

It's easier and faster than going
to urgent care

The next time you or someone in your family needs to
see a doctor, use LiveHealth Online. See a doctor with a
Sign up for LiveHealth Online today! smartphone or tablet using our free app, or a computer
It's quick and easy to sign up — just go with a webcam.’

to livehealthonline.com or download

e moblie app. With LiveHealth Online, you get:

o |mmediate, 24/7 access to board-certified doctors.
o Secure and private video chats with your choice of doctor.
o Prescriptions that can be sent to your pharmacy, if needed.?

2 Download on the N mem»'«r’nou‘
@& AppStore » Google play

The cost of a LiveHealth Online visit is $49 or less
depending on your health plan.

apple.com play.google.com/store

Anthem® LiveHealth
— BlueCross BlueShield V& g@ O NLI NE

1 LiveHealth Online is offered in most states and is expected to grow more in the near future. Visit the home page at livehealthonline.com to see the latest map showing where service is available.
2 Aslegally permitted in certain states.

LiveHealth Online is the trade name of Health Management Corporation, a separate company providing telehealth services on behalf of Anthem Blue Cross and Blue Shield.

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area):
RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In Nevada: Rocky Mountain Hospital and Medical
Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire: Anthem Health Plans of New Hampshire, Inc.; HMO plans administered by Anthem Health Plans of New Hampshire, Inc. and underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in
Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123. In Wiscansin: Blue Cross Blue Shield of Wisconsin (BCBSWi), which underwrites or administers the PPO and indemnity policies; Compcare Health Services Insurance Corporation (Compcare), which underwrites or administers the HMO policies; and Compcare and BCBSWi collectively,
which underwrite or administer the POS policies. Independent licensees of the Blue Cross and Blue Shield Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.
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Frequently asked questions

What is LiveHealth Online®?

With LiveHealth Online, you have a doctor by your side
24/7. LiveHealth Online lets you talk face-to-face with

a doctor through your mobile device or a computer with
a webcam. No appointments, no driving and no waiting
at an urgent care center.

Use LiveHealth Online for common health concerns
like colds, the flu, fevers, rashes, infections, allergies
and more! It's faster, easier and more convenient than
a visit to an urgent care center.

Why would I use LiveHealth Online instead of going
to visit my doctor in person?

LiveHealth Online is not meant to replace your primary
care physician. However, it is a convenient option for
care if your physician is not available, or if you need care
for common problems like a cold or the flu. LiveHealth
Online connects you with a board-certified doctor in
just a couple of minutes. Plus, you can get a LiveHealth
Online visit summary from the MyHealth tab to print,
email or fax to your primary doctor.

LiveHealth Online should not be used for emergency
care. If you experience a medical emergency, call
911 immediately.

When is LiveHealth Online available?

Doctors are available on LiveHealth Online 24/7,

365 days a year.

How do I access the LiveHealth Online mobile app?

You can download the LiveHealth Online mobile
app for free on your mobile device by visiting the
App Store®™ or Google Play™.

42732MUMENABS 05/15

Do doctors have access to my health information?

LiveHealth Online doctors can only access your
health information and review previous treatment
recommendations and information from prior
LiveHealth Online visits.

If you are using LiveHealth Online for the first time,

you will be asked to answer a brief questionnaire about
your health before you speak with a doctor. Then the
information from your first online visit will be available
for future LiveHealth Online visits.

How does LiveHealth Online work?

When you need to see a doctor, simply go to
livehealthonline.com or access the LiveHealth Online
mobile app. Select the state you are located in and
answer a few questions. Best of all, LiveHealth Online

is a part of your health plan. So, the cost of a LiveHealth
Online visit is the same or less than a primary care
office visit.

Establishing an account allows you to securely store
your personal and health information. Plus, you can
easily connect with doctors in the future, share your
health history and schedule online visits at times that
fit your schedule.

Once connected, you can talk and interact with
the doctor as if you were in a private exam room.
How long does a LiveHealth Online session with

a doctor usually last?

A typical LiveHealth Online session lasts about 10 minutes.



How much does it cost to use LiveHealth Online?

LiveHealth Online is a part of your health plan. So,

the cost of a LiveHealth Online visit is the same or less
than a primary care office visit. To find out how much
your visit will cost, enter your member ID on LiveHealth
Online and the cost will be shown before you visit with
a doctor.

Your family and friends also can use LiveHealth Online
by paying the full cost of the visit, $49.

Will I be charged more if | use LiveHealth Online
on weekends, holidays or at night?

No. The cost is the same.

How do I pay for a LiveHealth Online session?

LiveHealth Online accepts Visa, MasterCard and Discover
cards as payment for an online visit with a doctor.

Please keep in mind that charges for prescriptions
aren'tincluded in the cost of your doctor’s visit.

Can | get online care from a doctor if I'm traveling
or in another state?

As long as you are located in a state where LiveHealth
Online is available, you can get online care. To
determine if online visits with a doctor are available
in your state, please visit livehealthonline.com and
view the state map at the bottom of the home page.

Why do some states offer prescriptions after my
visit and other states don’t?

Some state laws require a face-to-face visit before
allowing prescriptions. Every state is different and these
laws change often. Please visit livehealthonline.com
regularly to see if online visits with a doctor are available
in your state. Please note that doctors using LiveHealth
Online are not able to prescribe controlled substances
or lifestyle drugs.

Do | have what I need to access doctors through
LiveHealth Online?

To find out how to use LiveHealth Online on your
computer or mobile device, go to livehealthonline.com
and select the About tab. Then scroll down to the

More Information section on the left side of the page.

Who do | get in touch with if I still have questions?

You can email, customersupport@livehealthonline.com
or call toll free at 1-855-603-7985.
If you send us an email, please be sure to include:

o Your name

o Your email

o A phone number where you can be reached

Anthem.
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LiveHealth Online is the trade name of Health Management Corporation, a separate company providing telehealth services on behalf of Anthem Blue Cross and Blue Shield.

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Indiana: Anthem Insurance Com-
panies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Com-
pany (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded
plans and do not underwrite benefits. In Nevada: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire: Anthem Health Plans of New Hampshire, Inc. HMO plans
are administered by Anthem Health Plans of New Hampshire, Inc. and underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and
Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWi), which underwrites or administers the
PPO and indemnity policies; Compcare Health Services Insurance Corporation (Compcare), which underwrites or administers the HMO policies; and Compcare and BCBSWi collectively, which underwrite or administer the POS policies. Independent
licensees of the Blue Cross and Blue Shield Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.



2022-2023 Consumer-Directed Health Plan/Health Savings Account
Fact Sheet for Members

A Consumer-Directed Health Plan (CDHP)," coupled with a

Health Savings Account (HSA), is similar in many ways to a The Episcopal Church Medical Trust

(Medical Trust) offers seven CDHPs through

more traditional health plan but has features that could potentially its health plans carriers: three through
deliver significant tax and cost savings, depending on the medical Anthem Blue Cross and Blue Shield (Anthem
needs of you and your family and your personal tax situation. BCBS), three through Cigna, and one
That’s why understanding how a CDHP/HSA works will help you through Kaiser Permanente (Kaiser). See
get the most from your benefits. details below about the plans.

In this fact sheet, we'll walk you through CDHP/HSA basics and
practical steps to help you get started on using your benefits:

e How a CDHP Works e Combined Contribution Limits

e How an HSA Works e Timing of HSA Contributions

¢ HSA Tax Advantages e Employer HSA Contributions

o HSA Eligibility e Employee HSA Contributions

e Network = Savings e Expenses Exceeding the Amount in Your HSA
e Using Network Providers e Domestic Partners and Same-Gender Spouses
e Using Out-of-Network Providers o Additional Benefits

e Prescription Benefits e HSA Information from the IRS

e Using Your HSA Contributions e Tax Form Information

e Setting Up an HSA e Questions?

How a CDHP Works

A CDHP is a high deductible health plan that allows you to set up a tax-advantaged savings account called an
HSA to help pay for eligible healthcare expenses. It has many similarities to other types of health plans, such as
these:

e Most preventive care services, such as age-appropriate annual preventive exams, well-child visits, and
OB/GYN annual exams, are covered at 100% with no member cost-sharing when using network providers.
Depending on your age and family history, other preventive care services may also be fully covered when
using network providers.

e You pay out-of-pocket for covered services until you reach the plan’s annual deductible;? then the plan
begins to pay benefits. Note that both your medical (including behavioral health) and pharmacy expenses
count toward your deductible.

 You will generally pay less for covered services when you use a network provider.3

"Unless otherwise explicitly stated, Consumer-Directed Health Plan/Health Savings Account (CDHFP/HSA) is used throughout to refer to the Anthem Blue Cross
Blue Shield (BCBS), Cigna, and Kaiser High Deductible Health Plans (HDHPs) where they are alike.

2 Your network and out-of-network deductibles accumulate separately, meaning one does not apply to the other. Members enrolled in a CDHP-15 with covered
dependents must meet the family deductible before the plan pays for any other covered member.

S The Kaiser CDHPs do not cover out-of-network providers.



¢ The plan has an out-of-pocket limit,* which is the most you will have to pay for eligible healthcare expenses
each plan year. Once you reach this limit, the plan will begin to pay 100% of eligible expenses for the
remainder of the plan year.

There are also important differences:

* CDHPs have higher annual deductibles, which means that you pay the full cost of medical and prescription
drug costs until you reach the plan’s annual deductible.

® Once you meet your annual deductible, you will pay coinsurance, which is a percentage of the cost for eligible
services. This is different from other plans, which often use copayments in addition to, or instead of,
coinsurance.

* You may set up an HSA to help pay for eligible expenses, including your annual deductible and coinsurance,
with tax-free money. You can also choose to save your HSA money for future healthcare expenses.

How an HSA Works

An HSA is like a dedicated savings account for paying eligible healthcare expenses. When you enroll in the
CDHP, you can contribute tax-free to an HSA. You can pay for eligible expenses using an HSA debit card
linked to your account, or you can pay out-of-pocket and reimburse yourself with funds in your HSA, or you
can choose not to reimburse yourself and let your health savings remain in the HSA for future use. Here’s how
an HSA works:

® You decide if you want to contribute and how much, up to IRS limits. You can make one or more lump sum
contributions or make recurring contributions, such as on a monthly basis. And you can change or stop your
contributions any time during the year.

® You can use the money in your HSA to pay for eligible healthcare expenses, including your annual deductible
and medical, prescription, dental, and vision costs.

® You may also save the money in your HSA for future medical costs—including healthcare expenses in
retirement.

® Your HSA is portable and will always belong to you, even if you change employers or retire.

HSA Tax Advantages

There are three tax advantages that come with your HSA:

1. You do not pay taxes on your contributions.

2. Withdrawals from your HSA are tax-free as long as they are used to pay for qualified medical expenses.*

3. Your earnings on investments are tax-free. (Note that certain restrictions, such as minimum balance
requirements, may apply to investment options.)

*If you withdraw money for any reason other than to pay for qualified medical expenses, you will pay taxes and an IRS penalty
(currently 20%) on the amount of the withdrawal. The IRS penalty does not apply if you are age 65 or older, disabled, or if you
have died and your HSA is being used by your spouse who is age 65 or older. (Spouses under age 65 must use HSA funds for
qualified medical expenses or pay a penalty.) If you die and your beneficiary is not your spouse, the account ceases to be an
HSA and accumulated funds will be fully taxable to the beneficiary.

HSA Eligibility

To open an HSA, you must be enrolled in a qualifying CDHP.
Generally, you are not permitted to be covered by other,
disqualifying types of health plans, with these exceptions:
certain limited forms of supplemental health coverage
(described in IRS Publication 969), separate dental and vision

coverage, and disability coverage. ® be claimed as a dependent on someone’s
tax return, or

To contribute to an HSA, you must be
enrolled in a qualifying CDHP and cannot

® be covered by Medicare, TRICARE, or
other medical coverage,

Disqualifying health coverage includes Medicare, TRICARE,
non-CDHP coverage under a plan in which you are a covered
spouse, domestic partner or dependent, and healthcare flexible
spending account (FSA) coverage.

® contribute to a Flexible Spending Account.

4 Your network and out-of-network out-of-pocket limits accumulate separately, meaning one does not apply to the other. Members enrolled in a CODHP-15
with covered dependents must reach the family out-of-pocket limit before the plan begins to pay 100% of covered services for any covered member.



However, you are permitted coverage under a limited-purpose flexible spending account (LPFSA) or limited-
purpose health reimbursement account (HRA). LPFSAs and limited-purpose HRAs are designed to work with
HSAs. Contact your employer to see if an LPFSA or limited-purpose HRA is offered.

Also, note that you may not be claimed as a dependent on another individual’s tax return.

Network = Savings

You will usually pay less for services from network providers than you will from out-of-network providers for
two reasons. First, your network coinsurance is lower than your out-of-network coinsurance.® Second,
network providers can bill you based only on the “allowed amount.”

The allowed amount is what our health plan carriers—Anthem BCBS, Cigna, and Kaiser—have negotiated
with service providers on behalf of the Medical Trust. These discounted rates for medical services from
network providers can save you money.

Using Network Providers

Remember, going to a network provider may have these significant advantages:

1. Your health plan carrier will send you an Explanation of Benefits (EOB) informing you of the cost share you
will pay for the services based on the negotiated rates and plan coverage. Make sure to check your EOB for

the services to confirm that the plan correctly accounted for any amounts you may have paid at the time of
service.®

2. You may pay by using your HSA debit card, or you can use another form of out-of-pocket payment, and
then either reimburse yourself with funds from your HSA” by following your HSA custodian’s instructions,
or choose not to reimburse yourself and let your health savings remain in the HSA for future use.

3. Many preventive care services are paid at 100% when you use a network provider; all other services are
subject to the annual deductible and, if applicable, coinsurance.

Using Out-of-Network Providers

1. It is important to note that if you see an out-of-network provider, you may be required to pay at the time of
service.® Provide your health plan membership information when you call to make the appointment.

2. You may make payment by using your HSA debit card, or you can use another form of payment and either
reimburse yourself with funds from your HSA” or let your health savings remain in the HSA for future use.

3. Be sure that the service and your related payment are run through the health plan carrier claims system,
including by reviewing your EOB, to ensure that your payment is correctly credited toward your out-of-
network deductible and out-of-pocket limit, as applicable.

Prescription Benefits
Prescriptions must be paid for at the time of service at a retail pharmacy or through a mail-order pharmacy.

1. Provide the pharmacy with your Express Scripts card to ensure purchases are applied toward your annual
deductible and coinsurance maximum, as applicable.

2. You will pay the negotiated rate. (Coinsurance begins once you have met your annual deductible.)
3. You may make payment by using your HSA debit card, or you can use another form of payment and either
reimburse yourself with funds from your HSA” or let your health savings remain in the HSA for future use.

NOTE: If you pay out-of-pocket at the time of service, be sure to follow up with your health plan carrier to be
sure that the service and your related payment are run through its claims system.

5 The Kaiser CDHPs do not cover out-of-network providers.

5 We encourage you to wait for your Explanation of Benefits from Anthem BCBS, Cigna, or Kaiser before making payment to ensure that the negotiated rate for
service is applied.

" Note that some banks have fees associated with reimbursing yourself through your debit card. Check with your financial institution.



Using Your HSA Contributions

Making regular contributions to your Health Savings Account is a

Keep Your Receipts
simple and convenient way to build up your HSA balance, creating P P

The IRS requires that you keep records

tax-favored savings for future qualified medical expenses. Any to show that HSA withdrawals were
unused HSA funds will remain in your HSA for use in the future— used to pay for, or reimburse, qualified
there is no “use it or lose it” rule (as there is for certain other types of medical expenses that had not been
accounts, such as FSAs). If you change medical plans or retire, the previously paid or reimbursed from
HSA is still yours and can be used for qualified medical expenses. another source.

HSA funds can be used not only for your personal medical expenses, but also for medical expenses you incur
on behalf of your spouse or dependents. Note that CDHP coverage depends on the Medical Trust’s plan
eligibility rules but using HSA funds on a tax-free basis depends on the federal tax code.

For example, your 25-year-old child may not be a federal tax code dependent, but they would still be eligible for
coverage under a Medical Trust CDHP. However, even though the child is covered under the CDHP, if they are
not a federal tax code dependent, they will not be eligible to have medical expenses incurred on their behalf
reimbursed from the HSA.

Setting Up an HSA
You can select from one of these options for creating a new HSA:

¢ HealthEquity—If you enroll in a Medical Trust CDHP, you will automatically have an HSA set up by
HealthEquity, our designated HSA custodian, and will receive a welcome kit, but it is up to you to decide
whether to use HealthEquity.

o HealthEquity offers many advantages: If you use HealthEquity, there are no setup fees for the HSA, and your
maintenance fees are waived. You will also have access to web-based tools that can assist you in tracking
and monitoring your HSA activity. (Note that if your employment ends or you are no longer enrolled in a CDHP
through the Medical Trust, you will be responsible for all HealthEquity fees.)

¢ Financial institution chosen by your employer—In some cases, your employer may choose an institution other
than HealthEquity for HSA funding. If so, you will receive information from your employer concerning the HSA
funding process.

¢ Financial institution of your choice—If you do not wish to use HealthEquity, you may, after consulting with
your employer, establish an HSA with any qualified financial institution, but you will be responsible for all fees
charged by that institution. Also, keep in mind that you may not be able to direct contributions by your
employer (if any) or pre-tax contributions to that financial institution. Consequently, you may lose valuable
employer contributions and the ability to make contributions through convenient payroll deductions. (You will
still be able to make after-tax contributions up to the contribution limits and claim a deduction on your federal
income tax return.)

~ Please check with your employer and the financial institution as to how employer contributions work.

~ If you establish an HSA with HealthEquity (to receive employer contributions and your pre-tax contributions),
you may then transfer funds to an HSA with another qualified financial institution.

Annual HSA Employer and Employee Combined Contribution Limits

The IRS sets the maximum amount that can be contributed to an HSA each year. These limits include your
contributions plus any employer contributions, so keep that in mind when choosing how much to set aside in
your HSA.

2022 2023
Individual $3,650 Individual $3,850
Family $7,300 Family $7,750

If you are age 55 or older, you may make additional catch-up contributions of up to $1,000 per year.



Timing of HSA Contributions

Contributions to an HSA cannot occur until after the first of the month in which the CDHP becomes effective,
and your HSA has been opened. For example, if your plan becomes effective on January 1, contributions
cannot be made until after that date. If you have medical expenses on January 1 before your account is funded,
you can pay out-of-pocket and reimburse yourself from your HSA once the funds are deposited.

No reimbursement is permitted for expenses incurred before you open your HSA. In this example, if you delay
and do not complete the requisite paperwork to open the account until February 1, expenses incurred in
January cannot be reimbursed.

Employer HSA Contributions

Each employer (diocese, parish, school, or other Episcopal institution) establishes an HSA contribution policy in
line with IRS requirements. Your employer is responsible for communicating its HSA policy to you. The policy
defines the amount of funds, if any, your employer will contribute to your HSA, the frequency with which these
contributions are made (bi-weekly, monthly, quarterly, or annually), and who is eligible for such contributions.

Employee HSA Contributions

If you set up an HSA with HealthEquity or a financial institution chosen by your employer, you can make pre-tax
contributions through automatic payroll deductions, if available. If you choose a different financial institution, you
can mail in an after-tax contribution, for which you can take a corresponding tax deduction at the end of the tax
year. HSA contributions for a given calendar year must be made by the tax filing deadline for that year
(generally, the following April 15).

Be mindful that your own contributions and any funding you will receive from your employer should not exceed
the annual limits for HSA contributions.

If Your Qualified Expenses Exceed the Amount in Your HSA

If your HSA funds do not cover your healthcare expenses, you can SNz [ Tl (B peraes

pay the difference out-of-pocket and reimburse yourself as funds
are added to your account. For example, if you have $1,000 in
your HSA in March and you incur $1,500 in medical expenses, you
can use the $1,000 from your HSA and pay the additional $500
out-of-pocket. Throughout the year, you may reimburse yourself
the remaining $500 from the HSA as contributions are added to
your account. You are responsible for keeping documentation to
prove that the HSA funds being reimbursed were used for qualified
medical expenses.

Domestic Partners and Same-Gender Spouses

Qualified medical expenses include, but
are not limited to, deductibles and
coinsurance, prescription drugs, mental
health and substance use disorder
treatment, and dental and vision services.
HSA distributions can be used for
qualified medical expenses for you, your
spouse, and your federal tax code
dependents. Visit the IRS website to see
a list of qualified medical expenses.

If your employer allows domestic partners to be covered as dependents on your health plan, you may enroll
your domestic partner in the CDHP. However, the IRS permits an employee’s HSA funds to be used to cover
the healthcare expenses of a domestic partner only if that domestic partner otherwise qualifies as your federal

tax code dependent.

Your domestic partner can open their own HSA, which your employer may or may not choose to fund. Note,
however, that an employer contribution to an HSA of a non-employee domestic partner would be included in

the employee’s taxable income.

Same-gender couples who are legally married can use the account in the same way as different-gender married

couples.

Additional Benefits

If you enroll in the CDHP, you will have access to the Medical Trust’s value-added benefits, such as vision care
through EyeMed, the Cigna Employee Assistance Program, Health Advocate, Amplifon Hearing Health Care
discounts, and UnitedHealthcare Global Travel Assistance. For more information about these value-added

benefits, please visit cpg.org.

You may use your HSA funds, if available, to cover any applicable coinsurance amounts under these benefits.


http://www.cpg.org/

HSA Information from the US Internal Revenue Service

The HSA section of the IRS website has links to informational brochures, up-to-date regulations, FAQs, IRS
forms, and publications, including these:

Publication 502 —A list of qualified medical expenses
Publication 969 —A detailed explanation of HSAs and how the IRS treats them

Tax Form Information
Your HSA custodian will provide the following forms to both you and the IRS annually:

Form 5498-SA— Details HSA contributions made by you and your employer for the year.
Form 1099-SA —Reports all HSA distributions made during the year.

Your employer must report to you on your Form W-2, in box 12 with code W, all employer HSA contributions
as well as any HSA amounts contributed by you (from your paycheck) on a pre-tax basis through an Intermnal
Revenue Code section 125 cafeteria plan. You will be responsible for completing Form 8889, which details
HSA contributions, when you file your Form 1040. Also, please note that any additional amounts contributed to
your HSA must be reported on Form 8889 and may be eligible to be claimed as a tax deduction, which could
lower your taxable income.

Questions?

If you have an HSA through HealthEquity and have questions or need assistance with HSA procedures and
account questions, you may contact HealthEquity’s Member Services team 24/7 at (866) 346-5800 or email
memberservices@healthequity.com. Otherwise, please contact CPG'’s Client Services team at (800) 480-9967,
Monday to Friday, 8:30 AM to 8:00 PM ET, or email mtcustserv@cpg.org.

This material is provided for informational purposes only and should not be viewed as investment, tax, or other advice. It does not constitute a contract or
an offer for any products or services. In the event of a conflict between this material and the official plan documents or insurance policies, any official plan
documents or insurance policies will govern. The Church Pension Fund (“CPF”) and its affiliates (collectively, “CPG”) retain the right to amend, terminate,
or modify the terms of any benefit plan and/or insurance policy described in this material at any time, for any reason, and, unless otherwise required by
applicable law, without notice.

Neither The Church Pension Fund nor any of its affiliates (collectively, “CPG”) is responsible for the content, performance, or security of any website
referenced herein that is outside the www.cpg.org domain or that is not otherwise associated with a CPG entity.
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https://www.treasury.gov/resource-center/faqs/Taxes/Pages/Health-Savings-Accounts.aspx
https://www.irs.gov/pub/irs-pdf/p502.pdf
https://www.irs.gov/pub/irs-pdf/p969.pdf
https://www.irs.gov/pub/irs-pdf/f5498sa.pdf
https://www.irs.gov/pub/irs-pdf/f1099sa.pdf
mailto:memberservices@healthequity.com
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PLANNING FOR HEALTHCARE
COSTS IN RETIREMENT

Picture your retirement. What comes to mind? Maybe you envision lazy afternoons with
your grandkids or lots of traveling, boating, golfing, RVing, and all the other fun stuff.

But think beyond the day to day: Retirement will also entail significant healthcare
expenses. In fact, recent estimates show the average couple will need between
$301,000" and $390,0002 to cover out-of-pocket medical expenses in retirement.

Medicare isn’t free. It has premiums just like your health insurance today. Prescriptions
tend to cost more in retirement too. The irony is that healthy couples will need to absorb
even more costs, as longer life expectancy translates into more healthcare spending.

Bottom line: You can't plan for retirement without also planning
for your healthcare. That's why more Americans than ever are
investing in their Health Savings Account (HSA) to build long-
term retirement and healthcare savings.

"Based on median prescription drug expenses. Source: Employee Benefit Research Institute 2019: https://www.ebri.org/content/sav-
ings-medicare-beneficiaries-need-for-health-expenses-in-2019

2CNBC: https://www.cnbc.com/2019/07/18/retiring-this-year-how-much-youll-need-for-health-care-costs.html

3 HSAs are never taxed at a federal income tax level when used appropriately for qualified medical expenses. Also, most states recognize
HSA funds as tax-deductible with very few exceptions. Please consult a tax advisor regarding your state’s specific rules.

Only an HSA delivers
a triple-tax advantage?®

@ Make pre-tax contributions
& Grow tax-free earnings

& Enjoy tax-free distribution
for qualified medical expenses

Taken together, this is a recipe

for potential long-term growth and
significant tax savings compared

to other retirement account options.

2 HSA Investment Guide
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OPTIMIZE YOUR RETIREMENT SAVINGS STRATEGY

Given that a significant portion of retirement spending will go toward healthcare costs, it is not
ideal to use a 401(k) as your sole retirement savings vehicle. An HSA offers much more flexibility
and empowers you to pay for qualified medical expenses in retirement—in many instances, tax-
free. Therefore, in most cases, it is prudent to use a 401(k) in conjunction with an HSA. For many
people, an effective contribution strategy could follow these steps.

0 MAX OUT THE EMPLOYER HSA MATCH
+

Many organizations offer an annual seed contribution. Other organizations offer an
ongoing HSA contribution match. Usually the match is dollar-for-dollar up to a specified
limit. Given the short- and long-term flexibility associated with your HSA, it’s
important to capture this match first. Don’t leave free HSA money on the table!

LON e MAX OUT THE EMPLOYER 401(k) MATCH
$

Commonly, employers match fifty cents on the dollar up to six percent of employee
L\ income. Other match plans go dollar for dollar up to three percent. Regardless of the
= approach, an employer 401 (k) match represents real income that should also be
captured if available.

o 2o (&) CONTRIBUTE THE HSA MAX
The HSA contribution limits for 2021 are $3,600 for individuals and $7,200 for families.
1 Members 55+ can contribute an additional $1000 beyond these limits. In most cases,

it may be advantageous to maximize contributions to your HSA before maxing out
33'600 37'200 your 401(k). FICA savings alone often justify prioritizing the HSA.

w2 @) MAXOUTYOUR4OI(K)

m‘ After maxing HSA contributions, then contribute additional money to a 401 (k). Maxing

contributions to both your HSA and retirement accounts should help you build a nest
egg your future self will appreciate.

There are some members, however, for whom this strategy may not be ideal. Consider that HSA
dollars cover myriad over-the-counter medicines, including cough syrup, pain relievers and even
menstrual care products. If inclined to regularly use the HSA for such routine purchases, then

a different long-term savings strategy should be considered. It’s difficult to save for retirement

if you're regularly dipping into your HSA for routine spending. For some people, the 401(k) early
distribution penalty serves to create the necessary savings discipline.
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GETTING STARTED: HSA INVESTMENT DESKTOP

HealthEquity makes it easy to invest your Once inside, you have several options to choose and manage
HSA dollars. Here's how to access the your investments.

HSA Investment Desktop: & View portfolio performance and allocation

o Log into your HealthEquity member account O Set portfolio targets

Q

9 Hover over ‘My Account’ in the navigation bar Research fund options and historical performance

9 Select ‘Investments’ from the dropdown menu O Buy, sell and trade funds

& Automatically reinvest earnings and
rebalance investments

M MyAccount Claims & Payments Docs & Forms Resources @Help  OyContact

Investment Dashboard

® Visit the investment education center

O R 3 o Allocations
$8,941.22  counswronicss 19.0% ceumonosrnts $1,209.46 @ bonds @ ks @ et

"

- Py FEB MAR APR MaY JUN JuL AUG SEP ocT NOV DEC Rebalance now
You can launch

Monthly admin fee
on-screen step-by-ste
© Self-Driven (] (V] $2,500.00 0.03% X p y P
. T | o 02201 5 . tutorials by cllckmg the
‘Show me how’ tab in
the bottom right of
sHow Stocks Bonds  Alt  Other View transaction history the screen

= Shares o 2 - 2
Fees S T heiding T haig S Couneprices  Closingvalue

My service level Automatic investing | Automatic rebalancing Available to invest

My portfolic® Portfolio performance  Manage portfolio targets  Trade

Fund & Name & s g

VANGUARD SMALL CAP VALUE INDEX
ADMIRAL

vsiax @

VBMPX @  VANGUMDTOTALBONDMARKET DX gy oo 12 i o
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INVEST IN OUR LINEUP OF 24 LOW-COST VANGUARD FUNDS

Vanguard is the largest provider of mutual funds in the world and has more than 6 trillion dollars in assets
under management.” Each of the funds we offer carries a comparatively low expense ratio (an expense ratio
expresses the percentage of assets deducted each fiscal year for fund expenses). In addition, most of the
funds we offer are rated 4- and 5-star by Morningstar,® an industry-leading research and advisory firm.

Be confident that no matter your selection, you’ll be in investing in high-quality funds.

Vanguard Morningstar Mstar Expense
fund Symbol (Mstar) category rating ratio

Bonds
Short Term ldx Adm VBIRX Intermediate - Term Bond 2.8 8 ¢ 0.07
Total Bond Market ldx InstPls VBMPX Intermediate - Term Bond * %k k 0.03
Total Intl Bond Idx Adm VTABX World Bond 2.0, 8.¢ 0.11
Inflation-Protected Secs | VIPIX TIPS % %k %k 0.07
Short-Term Infl-Prot Sec ldx Adm VTAPX TIPS * % 0.06
Stocks
Growth Index | VIGIX Large Growth 2. 2.8. 8.4 0.04
Institutional Index Instl P1 VIIX Large Growth 2. 8.8.8.8 ¢ 0.02
Value Idx Adm VVIAX Large Blend 2. 0.8.8.9 0.05
Extended Market Idx InstIPlus VEMPX Mid-Cap Value 2.8, 8 ¢ 0.04
Mid-Cap Value Idx Adm VMVAX Mid-Cap Blend 2. 0.8.8.9 0.07
Small Cap Index Adm VSMAX Small Blend 2. 8.8.8.8 ¢ 0.05
Small Cap Value ldx Adm VSIAX Small Blend 2.8.8.8 ¢ 0.07
Total Intl Stock Indx InstIPIs VTPSX Foreign Large Blend 2. 8.8.8 ¢ 0.07
Emerging Markets Stock Idx | VEMIX Diversified Emerging Mkts 2.8.8.¢ 0.10
FTSE Social Index Adm VFTAX Large Blend 2. 8.8.8.8 ¢ 0.14
Other
REIT Index | VGSNX Real Estate > %k k 0.10
Materials Index Adm VMIAX Natural Resources 2.2.8.8.¢ 0.10
Wellesley® Income Admiral™ VWIAX Balanced Allocation 2. 8.8.8.8 ¢ 0.16
Target Date Funds
Target Retirement 2020 Inv VTWNX Target Date 2016 - 2020 2. 8.8.8 ¢ 0.13
Target Retirement 2030 Inv VTHRX Target Date 2026 - 2030 2. 8.8.8 ¢ 0.14
Target Retirement 2040 Inv VFORX Target Date 2036 - 2040 2. 8.8.8 ¢ 0.14
Target Retirement 2050 Inv VFIFX Target Date 2046 - 2050 2. 0.8.8.9 0.15
Target Retirement 2060 Inv VTTSX Target Date 2051 - 2.8, 8.¢ 0.15
Retirement Income Inv VTINX Retiremnent Income 2.2.8.8.¢ 0.12

7 Investments made available to HSA holders are subject to risk, including the possible loss of the principal invested, and are not FDIC or NCUA insured, or guaranteed by HealthEquity, Inc. Investing through the
HealthEquity investment platform is subject to the terms and conditions of the Health Savings Account Custodial Agreement and any applicable investment supplement. You should carefully consider the investment
objectives, risks, charges and expenses of any mutual fund before investing. A prospectus and, if available, a summary prospectus containing this and other important information can be obtained by visiting the
Vanguard website at vanguard.com. Please read the prospectus carefully before investing. Consult your advisor or the IRS with any questions regarding investments or on filing your tax return.

& As of Q3 2020
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TAKE ADVANTAGE OF WEB-BASED AUTOMATED
INVESTING ADVIGE AND RECOMMENDATIONS

Investing can be confusing and somewhat time consuming. We understand. If you're not ready to
manage you own portfolio, Advisor™ powered by HealthEquity Advisors, LLC® can help. The integrated
Advisor™ platform offers two configurations, enabling you to adjust your level of control.

€ cps AUTOPILOT

Tap into algorithm-based Let intelligent technologies

guidance and recommendations manage your entire portfolio

GPS recommends investment options based on age, Member inputs create a risk profile, then AutoPilot will
investment objectives, investment experience and more. automatically select investments and rebalance member
This option gives members the opportunity to ultimately portfolios based on specified factors. AutoPilot empowers
select their own investments based on targeted advice. even the most inexperienced members to invest confidently.

9 Investments are subject to risk, including the possible loss of the principal invested and are not FDIC or NCUA insured, or guaranteed by HealthEquity, Inc. HSA holders may select Vanguard funds for investment through
the HealthEquity investment platform but HealthEquity, Inc. does not provide investment advice. HealthEquity Advisors, LLC™, a wholly owned subsidiary of HealthEquity, Inc. and an SEC-registered investment adviser,
provides web-based investment advice to HSA holders that subscribe for its services (minimum thresholds and additional fees apply). Registration does not imply endorsement by any state or agency and does not imply a
level of skill, education, or training. Investing may not be suitable for everyone. You should carefully consider the investment objectives, risks, charges and expenses of any mutual fund before investing. A prospectus and,
if available, a summary prospectus containing this and other important information can be obtained by visiting the Vanguard website at vanguard.com. Please read the prospectus carefully before investing.
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HealthEquity

CONNECTING HEALTH AND WEALTH

@ 8

Get support 24/7 Say goodbye to hassle

Call us day or night. Our US-based Log in and manage everything via our
service team measures success by simple mobile app!® Want to submit
problems solved. We’ll do whatever a claim? Easy. Just snap a photo and
it takes. you’re on your way.

Questions? We're here for you 24/7
866.735.8195 | HealthEquity.com/Learn

Accounts must be activated via the HealthEquity website in order to use the mobile app

Stay informed
Check out our vast library of webinars,
tutorials, videos, calculators, and more.

You'll find tips and tricks to make the
most of your HSA.

HealthEquity does not provide legal, tax or financial advice. Always consult a professional when making life-changing decisions. Copyright © 2021 HealthEquity, Inc. All rights reserved.

HSA_Investment_Guide_Oct_2021
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COMPAREHSATO 401(k)

When it comes to retirement, everyone talks about the 401(k). But your HSA is one of the best
retirement accounts available. Not only can you invest your HSA* and potentially capitalize on
tax-free growth, but your HSA also delivers powerful tax advantages you can’t find anywhere else.

Table 1. HSA vs 401(k)

HSA 401(k)
Assets ¢/ Investable v/ Investable
Contributions ¢/ Not taxed X FICA taxed
Earnings v/ Not taxed v/ Not taxed
Distribution for qualified ¢/ Not taxed X Taxed
medical expenses (as ordinary income)
Distribution for non-qualified X Taxed X Taxed
medical expenses (as ordinary income (as ordinary income

after age 65) after age 59-1/2)

Required minimum distribution v/ Never X Yes (Age 72)

As you can see, your HSA brings all the tax efficiency of a 401(k) along with several extra bonuses.
For example, 401(k) contributions are subject to 7.65% FICA payroll taxes, while HSA contributions
are not. So, HSA contributions go further than 401(k) contributions and can help you save faster.
In addition, HSAs do not have required minimum distributions. Plus, members age 65 and

older can take taxable HSA distributions for any expense —just like a 401(k). And, of course,
distributions are always tax-free when used for qualified medical expenses.

Considering how much you’re likely to spend on healthcare in retirement, those advantages can
translate into huge savings. Here’s an example based on a modest 22 percent effective tax rate.

Table 2. Spending Power in Retirement

HSA 401(k)
Balance (at age 60) $300,000 $300,000
Spending power $300,000 $234,000
(distributions are not taxed) (distributions are not taxed) (distributions are taxed)

a0t =566,000

* Investments are subject to risk, including the possible loss of the principal invested, and are not FDIC or NCUA insured, or guaranteed by HealthEquity, Inc. Investing through the HealthEquity investment platform
is subject to the terms and conditions of the Health Savings Account Custodial Agreement and any applicable investment supplement. Investing may not be suitable for everyone and before making any investments,
review the fund’s prospectus.

5 After age 65, if you withdraw funds for any purpose other than qualified medical expenses, you will be subject to income taxes. Funds withdrawn for qualified medical expenses will remain tax-free.
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Benefit Highlights: Delta Dental PPO Plus Premier ™

Plan Benefit Highlights for: The Episcopal Church Medical Trust (Delta Dental Basic)

Group Number: 22379 Effective Date: 1/1/2024
. Delta Dental PPO Delta Dental Premier Non-Delta Dental
Benefits ) . .
dentists** dentists** dentists**

Deductibles No Deductible No Deductible No Deductible

per member each calendar year
Maximums

Per member each calendar year $2,000 $1,500 $1,000

D&P counts toward maximum? No

L Delta Dental PPO Delta Dental Premier Non-Delta Dental
Covered Services ] ) .
dentists** dentists** dentists**

Diagnostic & Preventive Services (D&P)

Exams, Cleanings, X-Rays, Sealants and Space 100% 100% 100%

Maintainers
Basic Services

Fillings, Simple Extractions, Posterior Composites 80% 80% 70%

and Denture Repair/Reline/Rebase
Er;dodontlcs 30% 80% 70%

oot Canals

Periodontics o o o

Surgical and Non-Surgical Periodontics 80% 80% 70%
Oral Surgery 80% 80% 70%
Major Services o o )

Crowns, Inlays, Onlays and Cast Restorations 40% 40% 1%
Prosthodontics o o o

Bridges and Dentures 40% 40% 1%

All deductibles, plan maximums and service specific maximums cross-accumulate between in and out of network. Benefit frequency
limitations are based on the date of service and cross-accumulate between in and out of networks.

* Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan. Reimbursement is based on
Delta Dental maximum contract allowances and not necessarily each dentist’s submitted fees.
** Reimbursement is based on PPO contracted fees for PPO dentists, Premier contracted fees for Premier dentists and program allowance for

non-Delta Dental dentists.

Delta Dental of Pennsylvania Customer Service Claims Address
One Delta Drive 888-894-7059 P.O. Box 2105
Mechanicsburg, PA 17055 deltadentalins.com Mechanicsburg, PA 17055-6999

This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or Summary Plan Description. If
you have specific questions regarding the benefits, limitations or exclusions for your plan, please consult your company’s benefits

representative.

ECMT Delta Dental - EPISCOPAL CHURCH
Member Information " MEDICAL TRUST

Revised 9/8/2023




Benefit Highlights: Delta Dental PPO Plus Premier ™

Plan Benefit Highlights for: The Episcopal Church Medical Trust (Delta Dental Comprehensive)

Group Number: 22379 Effective Date: 1/1/2024

Delta Dental PPO

Delta Dental Premier

Non-Delta Dental

Benefits . . .
dentists** dentists** dentists**
Deductibles No Deductible No Deductible $100/ $300
per member each calendar year
Deductibles waived for Diagnostic & Preventive? No Deductible No Deductible Yes
Deductibles waived for Orthodontics? No Deductible No Deductible No
Maximums
Per member each calendar year $2,500 $2,000 51,500
D&P counts toward maximum? No

Covered Services*

Delta Dental PPO

Delta Dental Premier

Non-Delta Dental

dentists** dentists** dentists**
Diagnostic & Preventive Services (D&P)
Exams, Cleanings, X-Rays, Sealants and Space 100% 100% 100%
Maintainers
Basic Services
Fillings, Simple Extractions , Posterior Composites 85% 85% 75%
and Denture Repair/Reline/Rebase
Er;dodontlcs 85% 85% 75%
oot Canals
Periodontics o o o
Surgical and Non-Surgical Periodontics 85% 85% 75%
Oral Surgery 85% 85% 75%
Major Services o o o
Crowns, Inlays, Onlays and Cast Restorations 50% 50% 40%
Progthodontlcs 50% 50% 40%
Bridges and Dentures
Implants 50% 50% 40%
mplant Services
Orthodontic Services o o o
Adults and Dependent Children 50% 50% 40%
Orthodontic Maximums $1,500 Lifetime $1,500 Lifetime $1,000 Lifetime

All deductibles, plan maximums and service specific maximums cross-accumulate between in and out of network. Benefit frequency
limitations are based on the date of service and cross-accumulate between in and out of networks.

* Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan. Reimbursement is based on
Delta Dental maximum contract allowances and not necessarily each dentist’s submitted fees.

** Reimbursement is based on PPO contracted fees for PPO dentists, Premier contracted fees for Premier dentists and program allowance for

non-Delta Dental dentists.

Delta Dental of Pennsylvania
One Delta Drive
Mechanicsburg, PA 17055

Customer Service

888-894-7059

deltadentalins.com

Claims Address
P.O. Box 2105
Mechanicsburg, PA 17055-6999

This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or Summary Plan Description. If
you have specific questions regarding the benefits, limitations or exclusions for your plan, please consult your company’s benefits
representative.

ECMT Delta Dental
Member Information

Bl
U

EPISCOPAL CHURCH
MEDICAL TRUST
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Benefit Highlights: Delta Dental PPO Plus Premier ™

Plan Benefit Highlights for: The Episcopal Church Medical Trust (Delta Dental Premium)

Group Number: 22379 Effective Date: 1/1/2024
. Delta Dental PPO Delta Dental Premier Non-Delta Dental
Benefits . . .
dentists** dentists** dentists**
Deductibles No Deductible No Deductible $50/ $150
per member each calendar year
Deductibles waived for Diagnostic & Preventive? N/A N/A Yes
Deductibles waived for Orthodontics? N/A N/A No
Maximums
Per member each calendar year $3,000 52,500 52,000
D&P counts toward maximum? No
o Delta Dental PPO Delta Dental Premier Non-Delta Dental
Covered Services . . .
dentists** dentists** dentists**
Diagnostic & Preventive Services (D&P)
Exams, Cleanings, X-Rays, Sealants and Space 100% 100% 100%
Maintainers
Basic Services
Fillings, Simple Extractions, Posterior Composites 85% 85% 75%
and Denture Reline/Repair/Rebase
Er;dodontlcs 85% 85% 75%
oot Canals
Periodontics
Surgical and Non-Surgical Periodontics 85% 85% 75%
Oral Surgery 85% 85% 75%
Major Services o o )
Crowns, Inlays, Onlays and Cast Restorations 85% 85% 75%
Pro§thodontlcs 85% 85% 759%
Bridges and Dentures
Implants 85% 85% 75%
Implant Services
Orthodontic Services o o o
Adults and Dependent Children 50% 50% 40%
Orthodontic Deductible No Deductible No Deductible S50 Lifetime
Orthodontic Maximums $2,000 Lifetime $2,000 Lifetime $1,500 Lifetime

All deductibles, plan maximums and service specific maximums cross-accumulate between in and out of network. Benefit frequency
limitations are based on the date of service and cross-accumulate between in and out of networks.

* Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan. Reimbursement is based on
Delta Dental maximum contract allowances and not necessarily each dentist’s submitted fees.

** Reimbursement is based on PPO contracted fees for PPO dentists, Premier contracted fees for Premier dentists and program allowance for
non-Delta Dental dentists.

Delta Dental of Pennsylvania Customer Service Claims Address
One Delta Drive 888-894-7059 P.O. Box 2105
Mechanicsburg, PA 17055 deltadentalins.com Mechanicsburg, PA 17055-6999

This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or Summary Plan Description. If
you have specific questions regarding the benefits, limitations or exclusions for your plan, please consult your company’s benefits
representative.
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Maximize
YyOur savings

Visit a PPO or Premier dentist

Choose an in-network dentist to maximize
your savings. These dentists have agreed
to reduced fees, and you won’t get charged
more than your expected share of the bill.

* You’ll save the most by visiting a
Delta Dental PPO™ dentist.

* Your next best bet, Delta Dental Premier®,
is the largest dental network nationwide.’

Both networks offer:

* Reduced out-of-pocket costs
* No balance billing

* No claims to fill out

* Large selection of dentists

* Quality assurance

Find a network dentist at deltadentalins.com.

You pay less for a crown with PPO?

Delta Dental Delta Dental Non-Delta Dental
PPO dentist Premier® dentist dentist
Dentist charges $2,100 $2,100 $2,100
Dentist accepts as
full payment $1,050 $1,500 $2,100
Your plan pays $893 $1,275 $1,575
You pay | :----- $157 $225 $525
You save the P)
most with Don’t skip Maxed OUt .
Delta Dental PPO your cleanings | No worries. Your diagnostic and preventive
and exams | care doesn’t count against your annual
maximum.

' Delta Dental Premier is the largest dentist network nationwide based on total
unique dentists, as of March 2023, according to Zelis Network360.

2 This is for illustrative purposes only and uses the Premium Plan. The
Comprehensive Plan and the Basic Plan work the same way.

Delta Dental PPO and Delta Dental Premier are offered by The Episcopal Church
Medical Trust and administered by Delta Dental of Pennsylvania.

Delta Dental is a registered trademark of Delta Dental Plans Association.

OYy O Mn

deltadentalins.com/members

© 2023 Delta Dental. All rights reserved.
EF84_PPO-PRE_ECMT #46488B (rev. 8/23)
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Understand the difference between Delta Dental PPO

and Delta Dental Premier®

Your plan will pay for covered services you receive from a PPO, Premier or non-Delta
Dental dentist. Your plan will never pay more than the the in- or out-of-network Annual
Maximum. For example, if receive care from an out-of-network dentist and we pay
$300 in benefits, $300 will be applied towards your PPO network, Premier network and

out-of-network provider Annual Maximum.

You can visit any licensed dentist and receive coverage under your plan, but you’ll usually
save the most when you choose a PPO dentist. If you can’t find a PPO dentist, Premier
dentists are your next best bet. Here’s how the dentist networks compare.

PPO

Premier

Non-Delta Dental

More coverage

Procedures are covered at a higher rate
(for example, 85% for basic services).

Procedures are
covered at a lower rate
(for example, 75% for
basic services).

Reduced fees

PPO dentists have
agreed to reduced
fees. These are
usually lower than
Premier fees.

Premier dentists have
agreed to reduced
fees. Premier fees are
usually not as low as
PPO fees.

There’s no fee
agreement, so your
dentist can charge
any amount.

Stretch your
maximum dollars

L o

Your plan pays up
to $3,000 a year
when you visit a
PPO dentist.

Your plan pays up to
$2,500 a year when
you visit a Premier
dentist.

Your plan pays up to
$2,000 a year when
you visit a non-Delta
Dental dentist.

No balance
billing

cle

Your dentist can’t charge you above his or
her accepted fee. So if your plan covers
50% of a procedure, you’ll owe only the

remaining 50%.’

There’s no cap on
how much your
dentist can charge
you. If you get billed
for an amount above
the maximum plan
allowance, you will be
responsible for the
difference.

"This assumes no maximums or deductibles apply. You are responsible for any

applicable deductibles, amounts over your plan maximum and charges for

non-covered services.

OY oD Mn
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Did you
Know Delta
Dental Premier
is the largest
dentist network
in the country??

How can | tell if my dentist is in the Premier or PPO
network?

Find out which network your dentist is in by using the Find
a Dentist tool at deltadentalins.com. You can also call
your dental office to confirm. Ask whether your dentist is a
“contracted Delta Dental PPO (or Premier) dentist.”

What if my dentist is in both the PPO and Premier networks?
If you visit a dentist in both networks, you’ll enjoy all the
advantages of the PPO network.

Can | ask my dentist to join the PPO network?

Visit deltadentalins.com/recommend to recommend your
dentist for the PPO network. Although the final decision is
still up to your dentist, your encouragement may be just what
he or she needs to make the leap. You can also ask about
PPO network participation at your next appointment.

I’'m looking for a new dentist. Which network should | pick?
To save the most on dental expenses, choose a PPO dentist.
You’ll get a higher rate of coverage, reduced fees and a
maximum that stretches further. You can search for a PPO
dentist at deltadentalins.com.

2 Delta Dental Premier is the largest dentist network nationwide based on total unique dentists, as of March 2023, according to Zelis

Network360.

Delta Dental PPO and Delta Dental Premier are offered by The Episcopal Church Medical Trust and administered by Delta Dental of

Pennsylvania.

Delta Dental is a registered trademark of Delta Dental Plans Association.

This is for illustrative purposes only and uses the Premium Plan. The Comprehensive Plan and the Basic Plan work the same way.

© 2023 Delta Dental. All rights reserved.
EF72_ECMT #46488A (rev. 8/23)
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Create your
online account

With an online account, you can view and print your member ID card, find an in-network
dentist, check your plan details and eligibility, browse claim history, and more. Get started to
manage your dental benefits easily, from wherever you are.

How to create your account: Your spouse and adult dependents
can also create their own accounts.

However, they must enter their own
Social Security number or the primary
account holder’s enrollee ID.

1. Visit the Delta Dental member login
page at wwwl.deltadentalins.com/login
and click “Create an account.”

2. Select “Enrollee/Adult Dependent” from
the User Type menu and click Next.

3. Enter your personal information. If you For questions or help with
don’t have your enrollee ID, you can w registering for your online
also use your Social Security number account, please contact
with no dashes or spaces. us at deltadentalins.com/

webforms/login-Form.
4. Create your username and password,

and enter your email address.

5. Choose a challenge question and
answer to use if you forget your
password.

6. Log in to your account.

Log in and create your online account today.

Our Delta Dental enterprise includes these companies in these states: Delta Dental

of California — CA, Delta Dental of the District of Columbia — DC, Delta Dental of 9 ’ ° m
Pennsylvania — PA & MD, Delta Dental of West Virginia, Inc. — WYV, Delta Dental of o
Delaware, Inc. — DE, Delta Dental of New York, Inc. — NY, Delta Dental Insurance i

Company — AL, DC, FL, GA, LA, MS, MT, NV, TX and UT. deltadentalins.com/members

Copyright © 2023 Delta Dental. All rights reserved.
#44475 (rev. 08/23)
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Protect your teeth
and your wallet

Get preventive care without
hitting your maximum

Thinking of skipping a cleaning? Think again. With Delta Dental’s D&P Maximum Waiver®,
you can get your diagnostic and preventive care without affecting your maximum. You’ll
keep your mouth healthy — and save benefit dollars for when you really need them.

What services are included?

Diagnostic and preventive dental services may

include routine exams, cleanings, x-rays and related For more
treatments as defined by your dental plan.

details
How does it help me save? about your
The cost of exams, cleanings and x-rays can add up. coverage,
Without the D&P Maximum Waiver, these procedures

check your

would eat into your maximum. With the waiver, you'll
have more of your maximum left over. That can help plan booklet.
you cover expensive treatment down the road.

Delta Dental Your remaining
pays You pay maximum
Without D&P Maximum Waiver $350 $0 $650
With D&P Maximum Waiver $350 $0 $1,000

This example assumes an annual maximum of $1,000, with T00% coverage for two routine exams, cleanings and x-rays at a Delta Dental
dentist. Please review your plan booklet for specific details about your coverage.

Our Delta Dental enterprise includes these companies in these states: Delta ﬁ ’ ° m
®

Dental of California — CA, Delta Dental of the District of Columbia — DC, Delta

Dental of Pennsylvania — PA & MD, Delta Dental of West Virginia, Inc. — WYV, deltadentaIins.com/enrollees
Delta Dental of Delaware, Inc. — DE, Delta Dental of New York, Inc. — NY, Delta
Dental Insurance Company — AL, DC, FL, GA, LA, MS, MT, NV, TX and UT. Copyright © 2022 Delta Dental. All rights reserved.

EF27 #134567A (rev. 5/22)
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Delta Dental PP.OTM
Delta Dental Premier®

Get the Facts

Straignt

Find out about orthodontic benefits

Preparing for orthodontic treatment? Start by reviewing these FAQs about orthodontic benefits
under most Delta Dental PPO and Delta Dental Premier plans. Then, log into your online account
at deltadentalins.com to review your coverage.

Choosing an orthodontist

1.

Can | select any orthodontist? How can | find one?

You can visit any licensed orthodontist under your plan, but you’ll usually save the most if you
choose a Delta Dental orthodontist."? Search for a dentist at deltadentalins.com and enter
“orthodontist” in the keyword field. You can also ask your general dentist to recommend an
in-network orthodontist or call Customer Service for help.

Orthodontic coverage

2. What’s covered?

Coverage varies depending on your plan,’ but most Delta Dental plans include:

* Pre-orthodontic treatment visit * Orthodontist-recommended tooth extractions
« Exam and start-up records « Comprehensive orthodontic treatment
* X-rays * Post-treatment records

It is less common for plans to cover:

 Two-phase orthodontic treatment

* Appliances to correct harmful habits like thumb-sucking

« Jaw surgery to facilitate orthodontic treatment

* Treatment to prepare for any non-covered surgical procedures

Are retainers covered?

Typically, one set of post-treatment retainers (for orthodontic purposes) is covered in a lifetime.
If your plan covers two-phase orthodontic treatment, retainers are usually covered after

each phase.

"Your benefits may differ from the general information provided here. Review your plan booklet for specific details regarding your plan’s orthodontic

benefits, deductibles, maximums, waiting periods, limitations and exclusions.

2PPO network dentists usually offer the most cost savings; however, the Delta Dental Premier network also offers cost protections.

Oy oo n

deltadentalins.com/enrollees



4. Is Invisalign® covered?
Some plans may cover alternative appliances like Invisalign. If an appliance is not covered, Delta
Dental usually covers some of the orthodontic treatment costs, which can reduce your overall
expenses. If you're interested in Invisalign, ask your dentist to submit a pre-treatment estimate
before you begin treatment.® 4

Managing costs

5. How much does orthodontic treatment cost?
Costs depend on the services you need, but Delta Dental can help estimate costs before
treatment begins. Ask your dentist to submit a pre-treatment estimate to us, and we’ll send you
and your dentist an overview of the total treatment cost, including how much your plan pays
and your share of the cost.h %4

6. If | began treatment under a different dental plan, is work in progress covered?
Work in progress coverage depends on your plan, and is typically only available if you are
undergoing active orthodontic treatment.» > If your plan covers work in progress, ask your
orthodontist to submit an orthodontic treatment claim to us, including:

« All charges and fees (including the down payment or installments paid by your previous
dental plan)

* Banding date and length of active treatment

» Brief description of the dentition, appliance (including type) and treatment

* |If you are covered by more than one plan: information about the secondary carrier

7. Are claims required for orthodontic treatments?
Delta Dental orthodontists will submit claims for you. If you choose a non-Delta Dental
orthodontist, you may need to submit a claim to request reimbursement.

8. When does Delta Dental make payments for orthodontic treatments?
Treatment under $500 is paid in one lump sum once banding has occurred. For treatment
over $500, payments are made in two installments: once banding has occurred and
12 months later, depending on eligibility.

9. Is my treatment subject to both the orthodontic lifetime maximum and regular annual
maximum?
This depends on your group contract. Please check your plan booklet for more information.

3 A pre-treatment estimate is not a guarantee of Delta Dental’s final payment. When the treatment is complete, we will calculate our payment based on
your current eligibility, applicable deductibles and maximums and any dual coverage you have.

41f you choose a non-Delta Dental orthodontist, you may need to submit a claim form yourself to obtain a pre-treatment estimate.

SUnder some plans, you may lose eligibility if coverage has lapsed more than 30 or 60 days.

Delta Dental PPO and Delta Dental Premier are underwritten by Delta Dental Insurance Company in AL, DC, FL, GA, LA, MS, MT, NV, TX and UT and by
not-for-profit dental service companies in these states: CA - Delta Dental of California; PA, MD - Delta Dental of Pennsylvania; NY - Delta Dental of New
York, Inc.; DE - Delta Dental of Delaware, Inc.; WV - Delta Dental of West Virginia, Inc. In Texas, Delta Dental PPO provides a dental provider organization
(DPO) plan.

West Virginia: Learn about our commitment to providing access to a quality dentist network at deltadentalins.com/about/legal/index-enrollee.html.

Copyright © 2022 Delta Dental. All rights reserved
EF60_FFS #133904.13 (rev. 03/22)
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Support for
chronic conditions

Your plan offers additional dental
coverage to support your overall health

Chronic conditions and the medications used to treat them can impact your oral
health. If you or a covered family member has been diagnosed with a chronic medical
condition like diabetes, cancer or rheumatoid arthritis, you may benefit from additional
teeth and gum cleanings.

Take advantage of expanded coverage to help safeguard your oral health. To qualify,
you or a covered family member must be diagnosed with any of the following:

 Amyotrophic lateral sclerosis (ALS) » Joint replacement

* Cancer * Lupus

* Chronic kidney disease * Opioid misuse and addiction
* Diabetes * Parkinson’s disease

* Heart disease * Rheumatoid arthritis

« HIV/AIDS e Sjogren’s syndrome

* Huntington’s disease » Stroke

SmileWay® Wellness Benefits'

One periodontal scaling and root planing procedure per
O,
100% coverage qguadrant (D4341 or D4342) per calendar or contract year?

Four of the following (any combination) per calendar or contract year:?

Prophylaxis (teeth cleaning) (D1110 or D1120)
Periodontal maintenance procedure (D4910)

100% coverage

Scaling in presence of moderate or severe gingival
inflammation (D4346)

" Known as SmileWay Enhanced Benefits in Texas.
2 This coverage is subject to any applicable maximums and deductibles under the terms and conditions outlined in your plan’s
Evidence of Coverage. Please review your plan booklet for specific details about your coverage.

Delta Dental PPO™ is underwritten by Delta Dental Insurance Company in AL, DC, FL, GA, LA, MS, MT, NV and UT and by not-for-
profit dental service companies in these states: CA — Delta Dental of California; PA, MD - Delta Dental of Pennsylvania; NY — Delta
Dental of New York, Inc.; DE — Delta Dental of Delaware, Inc.; WV — Delta Dental of West Virginia, Inc. In Texas, Delta Dental
Insurance Company provides a dental provider organization (DPO) plan.

Opt in by visiting
wwwl.deltadentalins.com/smileway
or by calling Customer Service ﬂ y ° m

Monday through Friday. deltadentalins.com/enrollees

Copyright © 2022 Delta Dental. All rights reserved.
EF89A #133959A (rev. 11/22)
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Pregnancy and
Your Teeth

What expecting mothers
should know

Expecting a baby? Being pregnant has major effects on the body, and your mouth is
no exception.
When you’re pregnant, you’re at higher risk for:

* Tooth decay

* Gum disease (also known as “pregnancy gingivitis”)

* Oral growths called “pregnancy tumors”
These conditions are treatable, so make an appointment with your dentist. Brushing
and flossing vigilantly can help fight gum disease and tooth decay, but there’s

nothing you can do at home to get rid of pregnancy tumors. They usually disappear
after birth, or you can ask your dentist to remove them.

Did you know...? If you have moderate to severe gum disease,

you may be at higher risk for delivering a pre-term, low-birth
weight baby.

I _ACON > Nin

deltadentalins.com/enrollees
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5 ways to stay healthy

1. Visit the dentist. Let your dentist
know how far along you are and if
you have a high-risk pregnancy or
any medical conditions. Your dentist
can help assess your oral health and
map out a plan for the rest of your
pregnancy.

2. Get a dental cleaning. It’s especially
important to keep your teeth and
gums healthy during pregnancy. Your
dental plan may cover an additional
cleaning for pregnant women. Check
if your plan includes this feature.

3. Avoid anesthesia. Anesthesia during
the first trimester may be linked to
early miscarriage. If you need any
dental work that requires anesthesia,
such as a filling or root canal
treatment, talk to your dentist about
postponing the procedure until the
second trimester of your pregnancy.

Enhanced pregnancy benefits

. Eat well-balanced meals full of

vitamins C, D and phosphorus.

Protect your teeth. Morning sickness
can be a hassle — and it can

wear down your teeth. Exposure

to stomach acid dissolves tooth
enamel, weakening your teeth’s
defense against decay. If you suffer
from morning sickness, talk to your
dentist about ways to reduce the
harm, such as using a mouthguard or
rinsing with baking soda.

To help you maintain your oral health, Delta Dental offers enhanced
benefits during your pregnancy. Enhanced coverage for pregnant
women includes an additional exam, cleaning or periodontal procedure

as needed, once pregnancy is confirmed. Check your plan booklet to

see if your plan includes this feature.

Want to know more?

2l

Visit deltadentalins.com/wellness — a one-stop-shop for oral health-related tools
and tips, including interactive quizzes, a risk assessment tool and a subscription to

Grin!, our free oral wellness e-magazine.

Our Delta Dental enterprise includes these companies in these states: Delta Dental of California — CA, Delta Dental of the District of Columbia —
DC, Delta Dental of Pennsylvania — PA & MD, Delta Dental of West Virginia, Inc. — WYV, Delta Dental of Delaware, Inc. — DE, Delta Dental of New
York, Inc. — NY, Delta Dental Insurance Company — AL, DC, FL, GA, LA, MS, MT, NV, TX and UT.

Copyright © 2021 Delta Dental. All rights reserved. @
EF33 #132011AC (rev. 07/21)
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Member perks for

your smile and beyond

Extra features. Exceptional outcomes.

Your Delta Dental membership does more
than help keep your smile bright and
healthy when you visit the dentist. Your plan
also brings exclusive product discounts,
resources and more to support a healthy
lifestyle for your smile and beyond.

Your Delta Dental membership includes
access to:

¢ Virtual dentistry offerings. Get remote
video or photo consultations with a
dentist at low or no cost.

* Free wellness resources. Check out
articles, videos, recipes, newsletters
and more that will help you lead a
healthy life.

Y Ready to make the most of your membership?
% To get started, visit:
wwwl.deltadentalins.com/memberperks

T Based on an Amplifon 2022 MSRP analysis. Your savings may vary.

Oral health product discounts with
BrushSmart™. Enjoy savings on electric
toothbrushes and other home care
products from premium brands.

LASIK discounts with QualSight. Save up
to 35% off the national average price of
LASIK with QualSight!!

Hearing aid discounts with Amplifon.
Save an average of 66% off retail pricing
for hearing aids with Amplifon.?

Thousands of discounts with LifePerks.
Save on childcare, financial, auto and
travel services, fitness gear and gym
memberships, and entertainment like
movies and theme parks.

2 As compared to the reported overall national LASIK eye surgery cost by Market Scope LLC 2021. Discounts or savings may vary by

provider.

Our Delta Dental enterprise includes these companies in these states: Delta Dental of California — CA, Delta Dental of the District of
Columbia — DC, Delta Dental of Pennsylvania — PA & MD, Delta Dental of West Virginia, Inc. — WV, Delta Dental of Delaware, Inc. — DE,
Delta Dental of New York, Inc. — NY, Delta Dental Insurance Company — AL, DC, FL, GA, LA, MS, MT, NV, TX and UT.

BrushSmart is a trademark of Delta Dental of California.

Copyright © 2023 Delta Dental. All rights reserved.
EF42 #32003 (rev. 6/23)
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additional complete pair
of prescription eyeglasses

20 &

non-covered items,
including non-
prescription sunglasses

Find an eye doctor
(Insight Network)

- 866.804.0982

+ eyemed.com

- EyeMed Members App

+ For LASIK, call
1.800.988.4221

Heads Up

You may have
additional benefits.

Log into
eyemed.com/member
to see all plans included
with your benefits.

ECMT

SUMMARY OF BENEFITS

VISION CARE IN-NETWORK OUT-OF-NETWORK
SERVICES MEMBER COST MEMBER REIMBURSEMENT
EXAM SERVICES

Exam S0 copay Up to $30

Retinal Imaging Up to $39 Not covered

CONTACT LENS FIT AND FOLLOW-UP
Fit and Follow-up - Standard

Fit and Follow-up - Premium

FRAME
Frame

STANDARD PLASTIC LENSES
Single Vision

Bifocal

Trifocal

Progressive - Standard
Progressive - Premium Tier 1 - 3
Progressive - Premium Tier 4

LENS OPTIONS

Anti Reflective Coating - Standard

Anti Reflective Coating - Premium Tier1 -2
Anti Reflective Coating - Premium Tier 3
Photochromic - Non-Glass

Polycarbonate - Standard

Polycarbonate - Standard < 19 years of age
Scratch Coating - Standard Plastic

Tint - Solid and Gradient

UV Treatment

All Other Lens Options

CONTACT LENSES
Contacts - Conventional

Contacts - Disposable
Contacts - Medically Necessary

OTHER
Hearing Care from Amplifon Network

LASIK or PRK from U.S. Laser Network

FREQUENCY

Exam

Frame

Lenses

Contact Lenses

Up to $40:; contact lens fit and
two follow-up visits

10% off retail price

S0 copay; 20% off balance
over $150 allowance

$10 copay

$10 copay

$10 copay

$75 copay

$95 - 120 copay

$75 copay; 20% off retail price
less $120 allowance

$45

$57 - 68

20% off retail price
$75

S0 copay

S0 copay

$15

$15

$15

20% off retail price

S0 copay; 15% off balance over
$150 allowance

S0 copay; 100% of balance
over $150 allowance

$0 copay; paid in full

Up to B4% off hearing aids; call
1.877.203.0675

15% off retail or 5% off promo
price; call 1.800.988.4221

ALLOWED FREQUENCY -
ADULTS

Once every 12 months
Once every 12 months
Once every 12 months
Once every 12 months

Not covered

Not covered

Up to $47

Up to $32
Up to $46
Up to $57
Up to $46
Up to $46
Up to $46

Not covered
Not covered
Not covered
Not covered
Up to $28

Up to $28

Not covered
Not covered
Not covered
Not covered

Up to $100

Up to $100

Up to $210

Not covered

Not covered

ALLOWED FREQUENCY - KIDS

Once every 12 months
Once every 12 months
Once every 12 months
Once every 12 months

(Plan allows member to receive either contacts and frame, or frames and lens services)

EyeMed reserves the right to make changes to the products available on each tier. All providers are not required to carry all brands on all tiers. For current listing of brands
by tier, call 866.939.3633. No benefits will be paid for services or materials connected with or charges arising from: medical or surgical treatment, services or supplies for

the treatment of the eye, eyes or supportin

structures; Refraction, when not provided as part of a

omprehensive Eye Examination; services provided as a result of any

Workers' Compensation law, or similar legislation, or required by any governmental agency or program whether federal, state or subdivisions thereof; orthoptic or vision
training, subnormal vision aids and any associated supplemental testing; Aniseikonic lenses; any Vision Examination or any corrective Vision Materials required by a
Policyholder as a condition of employment; safety eyewear; solutions, cleaning products or frame cases; non-prescription sunglasses; plano (non-prescription) lenses; plano
(non-prescription) contact lenses; two pair of glasses in lieu of bifocals; electronic vision devices; services rendered after the date an Insured Person ceases to be covered
under the Policy, except when Vision Materials ordered before coverage ended are delivered, and the services rendered to the Insured Person are within 31 days from the

date of such order; or lost or broken lenses, frames,

lasses, or contact lenses that are replaced before the next Benefit Frequency when Vision Materials would next become

available. Fees charged by a Provider for services other than a covered benefit and any local, state or Federal taxes must be paid in full by the Insured Person to the
Provider. Such fees, taxes or materials are not covered under the Policy. Allowances provide no remaining balance for future use within the same Benefit Frequency. Some
provisions, benefits, exclusions or limitations listed herein may vary by state. Plan discounts cannot be combined with any other discounts or promotional offers. In certain
states members may be required to pay the full retail rate and not the negotiated discount rate with certain participating providers. Please see online provider locator to
determine which participating providers have agreed to the discounted rate.



Ready to live
your best

EyeMed life”?

There’'s so much more to your vision
benefits than copays and coverage. Get
ready to see the good stuff for yourself.

Your network is the place to start

See who you want, when you want. You have
thousands of providers to choose from—
independent eye doctors, your favorite retail
stores, even online options.

Keep your eyes open for extra discounts

Members already save an average 71% off retail
using their EyeMed benefits,! but our long list of
special offers takes benefits even further.

Remember, you're never alone

We're always here to help you use your benefits
like a pro. Stay in-the-know with text alerts or
healthy vision resources from the experts. If it
can make benefits easier for you, we do it.

!Based on weighted average of sample transactions; EyeMed Insight
network/$10 exam copay/$10 materials copay/$120 frame or contact
lens allowance.

Create a member account
at eyemed.com

Everything is right there in one spot. Check claims and benefits, see
special offers and find an eye doctor—search for one with the hours,
location and brands you want. For maximum mobility, try the EyeMed

. Members App (Google Play or App Store).
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Support for your mind and body. For the members

. . ]|
- of Episcopal Church Medical
EAP National Wellness Seminars: Take part in : Trus':and'?cheir household '.d m?)clgAP’fLTESSL%RCH
monthly seminars year-round on topics that apply - members.

to real-life concerns. Watch live or on demand from
a computer, smartphone or tablet at:
Cigna.com/EAPWebCasts.

Behavioral Awareness Series: Cigna offers free
monthly behavioral health awareness seminars
on autism, eating disorders, substance use and
children’s behavioral health issues. For more
information, visit: Cigna.com/individuals-
families/health-wellness.

Suicide Awareness and Prevention: Find crisis
resources and information at Cigna.com/individuals-

families/health-wellness.
Employee Take advant f Healthy Rewards® di t
Assistance ake advantage of your Healthy Rewards® discoun

rogram* for savings on many health and wellness
Program (EAP) brog ving v W
products and services.

Call anytime for questions or support.

1.866.395.7794
myCigna.com

?fl:rsfr:::: registration) :‘%:‘."? REAL SUPPORT
o SNl FOR REAL LIFE

Employee assistance program (EAP) services are in addition to, not instead of, your health

plan benefits. These services are separate from your health plan benefits and do not provide Get to know the Employee Assistance

reimbursement for financial losses. Program availability may vary by plan type and location, Program (EAP)

and are not available where prohibited by law.

* Healthy Rewards programs are NOT insurance. Rather, these programs give a
discount on the cost of certain goods and services. The customer must pay the entire
discounted cost. Some Healthy Rewards programs are not available in all states and

Em_ployee programs may be discontinued at any time. Participating providers are solely responsible
Assistance for their goods and services. j oY,
Program (EAP) Some work/life services offered under the Cigna Employee Assistance Program may be - i"."? C i n
provided by a Cigna-contracted third-party vendor. : ,)(\ g a °

24/7 All Cigna products and services are provided exclusively by or through operating
subsidiaries of Cigna Corporation, including Cigna Health and Life Insurance Company

and Cigna Behavioral Health, Inc. The Cigna name, logo, and other Cigna marks are T°gether: all the way-R
owned by Cigna Intellectual Property, Inc. :

Base (atalog 937484 a 02/21 © 2021 Cigna. Some content provided under license. 937484202/21  SR#
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http://www.Cigna.com/individuals-families/health-wellness
http://www.Cigna.com/individuals-families/health-wellness
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HERE TO HELP.
AND SUPPORT.
AND PROBLEM-SOLVE.

To access mindfulness exercises
and discover stress management
techniques, explore our
Managing Stress Toolkit at
Cigna.com/ManagingStress.

Coping with disasters

canantt
) S

AL N

Emotional Health

Get 1-10 sessions per issue per year with a dedicated,

licensed counselor at no cost to you.

Start by calling or using live chat to get a referral.

Through face-to-face or virtual sessions, get support on

a range of topics, such as:

> Relationships and parenting

? Behavioral health and substance use

? Stress management

Confidential phone consultations are available to you

and anyone living in your household at no cost. Work

with a licensed EAP clinician for 20-30 minutes per

phone session. There are no limits to how often you can

call for various concerns; you can expect up to two

phone sessions per issue.

Home Life Referrals

Get assistance with referrals to community resources

and services.

> Adoption: Learn more about your options and the
agencies that can help.

> Child Care: We'll help you find a place, program or
person that’s right for your family.

> Children with Special Needs: Let us help you better
understand and care for your unique family needs.

> Education Guidance: We'll help you make the best
decisions for your family for college searches and
more.

> Parenting: Find guidance on everything from toilet
training to sibling rivalry.

> Pet Care: From veterinarians to dog walkers, we’ll help
you ensure your pets are well taken care of.

> Prenatal Care: Find guidance through every
pregnancy stage.

> Senior Care: Learn about solutions related to caring
for an aging loved one.

Financial and Legal Assistance

? Financial Services Referral: Free 30-minute
financial consultations by phone per topic and 25%
off tax preparation.t

> |dentity Theft: Get a free 60-minute expert
consultation by phone for prevention or if you
are victimized.

> Legal Consulting: Get a free 30-minute consultation
with a network attorney and 25% off select fees.t

ustomers are required to pay the entire discounted charge for any discounted legal and/or finandial services.
Legal consultations related to employment matters are excluded. Additional restrictions may apply.

Employee
Assistance
Program (EAP)

24/7

CONNECT ANYTIME

Call 1.866.395.7794.
TTY/TDD users call 711.

Connect through
myCigna.com

Employer ID:
episcopal
(for initial registration)

-‘ ‘a

¢ Cigna.

CONNECT ANYTIME

Call 1.866.395.7794.
TTY/TDD users call 711.

Connect through
myCigna.com

Employer ID:
episcopal
(for initial registration)

-\ ‘a

¢ Cigna.


http://www.myCigna.com
http://www.myCigna.com
http://www.Cigna.com/realsupport
http://www.Cigna.com/ManagingStress
http://www.Cigna.com/DisasterResourceCenter

Employee
Assistance &
Work/Life
Support Program

Employee
Assistance &
Work/Life
Support Program

24/7

Support for your mind and body.

EAP National Wellness Seminars: Take part in
monthly seminars year-round on topics that apply
to real-life concerns. Watch live or on demand from
a computer, smartphone or tablet at:
Cigna.com/EAPWebCasts.

Behavioral Awareness Series: We offer free monthly
behavioral health awareness seminars

on autism, eating disorders, substance use and
children’s behavioral health issues. For more
information, visit: Cigna.com/individuals-
families/health-wellness.

Suicide Awareness and Prevention: Find crisis
resources and information at Cigna.com/individuals-
families/health-wellness.

Take advantage of your Healthy Rewards® discount
program* for savings on many health and wellness
products and services.

Call anytime for questions or support.

1.866.395.7794
myCigna.com

Employer ID:

EpiscopalPSN RS
(for initial registration) 3,‘.:'.3
TTY/TDD users /) —
call 711

Employee assistance program (EAP) services are in addition to, not instead of, your health
plan benefits. These services are separate from your health plan benefits and do not provide
reimbursement for financial losses. Program availability may vary by plan type and location,
and are not available where prohibited by law.

* Healthy Rewards programs are NOT insurance. Rather, these programs give a
discount on the cost of certain goods and services. The customer must pay the entire
discounted cost. Some Healthy Rewards programs are not available in all states and
programs may be discontinued at any time. Participating providers are solely responsible
for their goods and services.

Some work/life services offered under the Employee Assistance Program may be

provided by a Cigna-contracted third-party vendor.

All Cigna products and services are provided exclusively by or through operating

subsidiaries of Cigna Corporation, including Cigna Health and Life Insurance Company,

Evernorth Care Solutions, Inc. and Evernorth Behavioral Health, Inc. The Cigna name, logo,

and other Cigna marks are owned by Cigna Intellectual Property, Inc.

Base Catalog 937484 b 09/21 © 2021 Cigna. Some content provided under license.

- Pastoral Support Network

- For the employees

" of Episcopal Church Medical ]| BRI, ESIECH
- Trust - Pastoral Support U,

* Network and their household MEDICAL TRUST

. members.

REAL SUPPORT
FOR REAL LIFE

Get to know the Employee Assistance &
Work/Life Support Program
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3¢ Cigna.

Together, all the way.
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HERE TO HELP.
AND SUPPORT.
AND PROBLEM-SOLVE.

To access mindfulness exercises
and discover stress management
techniques, explore our
Managing Stress Toolkit at
Cigna.com/ManagingStress.

Coping with disasters

Emotional Health
Get 1-10 sessions per issue per year with a dedicated,
licensed counselor at no cost to you.

Start by calling or using live chat to get a referral.
Through face-to-face or virtual sessions, get support on
a range of topics, such as:

> Relationships and parenting
> Behavioral health and substance use
? Stress management

Confidential phone consultations are available to you
and anyone living in your household at no cost. Work
with a licensed EAP clinician for 20-30 minutes per
phone session. There are no limits to how often you can
call for various concerns; you can expect up to two
phone sessions per issue.

Home Life Referrals

Get assistance with referrals to community resources
and services.

> Child Care: We'll help you find a place, program or
person that’s right for your family.

? Senior Care: Learn about solutions related to caring
for an aging loved one.

Financial and Legal Assistance

? Financial Services Referral: Free 30-minute
financial consultations by phone per topic and 25%
off tax preparation.t

> |dentity Theft: Get a free 60-minute expert
consultation by phone for prevention or if you
are victimized.

> Legal Consulting: Get a free 30-minute consultation
with a network attorney and 25% off select fees.t

Pastoral Support Network: The Pastoral
Support Network (PSN) offers counseling
and support services with a particular
sensitivity to the unique issues priests and
their families may experience. If there’s an
issue for which you’d like assistance, you
can talk with a PSN counselor over the
phone or get a referral for a counseling
professional in your area.

The Pastoral Support Network is part of
your EAP benefit, and is completely
confidential. Neither your congregation/
employer nor the Episcopal Church
Medical Trust will be notified when you
use the services.

ustomers are required to pay the entire discounted charge for any discounted legal and/or finandial services.
Legal consultations related to employment matters are excluded. Additional restrictions may apply.

Employee
Assistance &

Work/Life
Support Program

24/7

CONNECT ANYTIME

Call 1.866.395.7794.
TTY/TDD users call 711.

Connect through
myCigna.com

Employer ID:
EpiscopalPSN
(for initial registration)
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CONNECT ANYTIME

Call 1.866.395.7794.
TTY/TDD users call 711.

Connect through
myCigna.com

Employer ID:
EpiscopalPSN
(for initial registration)
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Getting started
with counseling

9

Welcome to Talkspace

Talkspace Is a digital space for private and convenient mental health support. With Talkspace, you can choose
your therapist from a list of recommended, licensed providers and receive support day and night from the
convenience of your device (i0S, Android, and Web).

How 1t works

Our members can begin to exchange unlimited messages (text, voice, and video) with their personal therapist
iImmediately after registration. Therapists engage daily, five days per week, which often includes weekends.
Every Talkspace member is granted a complimentary, 10-minute video session to get to know their new
therapist. Additional video sessions can also be scheduled.

You will continue to work with the same therapist throughout your journey. However, you're always welcome
to switch providers so you can find the perfect fit. Talkspace’s clinical network features thousands of
licensed, insured, and verified clinical professionals with specialties ranging from behavioral to emotional
and wellness needs, including:

Stress Eating disorders Ready to get Started

Anxiety Substance use
_ - Visit talkspace.com/EAPCigna

Depression Sleep

Relationships Identity struggles - Complete our QuickMatch™ survey

Healthy living chronic issues - Review your best matches and choose

_ your personal therapist

Trauma & grief And more
Talkspace can work for you. In a study of 10,000 To access counseling through Talkspace at no cost
member participants, 70% experienced Significant for your available EAP sessions per issue during the
symptom improvement and 50% fully recovered year, you'll need an EAP Code from Cigna EAP

Simply call Cigna at 877.622.4327 or go to your EAP
Coverage Page on myCigna.com for live chat or self

after 12 weeks of reqular engagement with their
Talkspace therapist.

service.

La aplicacion Talkspace no se encuentra disponible actualmente en espafol. Si necesita ayuda para encontrar un proveedor bilingle, envie un correo
electrénico a cigna-support@talkspace.com.


https://bmcpsychiatry.biomedcentral.com/articles/10.1186/s12888-020-02721-x

Real People, Real Stories

“They took the pressure
off a serious situation.”

Don called Health Advocate after
his son suffered a broken leg in a
serious fall.

Personal health
and well-being
support anytime,

His Personal Health Advocate worked
with the health plan and hospital to
coordinate rehab services that could
accommodate his son as soon as he
was discharged. She also scheduled
the initial follow-up appointment with
the orthopedic specialist.

anywhere

Turn to us—we can help.

( 866.695.8622 Download the app today!
a Email: answers@HealthAdvocate.com .' Download on the ) CETTON
Web: HealthAdvocate.com/members App Store Google Play
We’re here when you need us most We’re not an insurance company
Your Health Advocate benefit can be accessed Health Advocate is not affiliated with any
24/7. Normal business hours are Monday - insurance or third party provider, and does not
Friday, from 8 am to 10 pm, Eastern Time (ET). replace health insurance coverage, provide Our experts make healthcare easier, by supporting you
i,:?jﬁ;ﬁ vavvez:(a:rizsfor assistance after hours medical care or recommend treatment. and your eligible family members with a wide range of health
' Your privacy is protected and insurance-related issues through a single toll-free number.
There is no cost to use our service Our staff carefully follows protocols and
Your employer or plan sponsor offers your complies with all government privacy
Health Advocate benefit at no cost to you. standards. Your medical and personal

information is kept strictly confidential.

HealthAdvocate®

HealthAdvocate

©2018 Health Advocate HA-CM-1803005-8BRO



Welcome to
Health Advocate!

This guide contains an overview of Health Advocate and the many ways
we can help. Call the toll-free number anytime for one-on-one,

confidential support.

Expert help at your side

Nothing is more important than your health and the health

of your loved ones.

Our Personal Health Advocates are healthcare experts with extensive

experience supporting people with important medical issues and decisions,
no matter how common or complex. Typically registered nurses supported by
medical directors and benefits experts, we'll work on your behalf to get you
and your family the answers and peace of mind you need.

We support the whole family

Our services are available to employees, spouses, dependents, parents

and parents-in-law.

Quickly reach us any time you like — by phone, email

and secure messaging.

Easy access to your customized website and mobile

app for articles, tips, tools and more!

GETITON
}’ Google Play

How We Can Help

Count on us to:

We'll do the work to:

Our experts can:

Answer questions about health
conditions, diagnoses and treatments,
no matter how complex

Research and explore the latest
treatment options

Coordinate services relating to all
aspects of your care

Use our Perfect Match®" physician locator
to match you with the right quality doctors
for your condition

Make an appointment at a time that
works for your schedule!

Research and identify top experts and
Centers of Excellence nationwide

Arrange for the transfer of medical
records, test and lab results and X-rays

Set up face-to-face appointments

Explain how your benefits work,
including copays and deductibles

Review medical bills to uncover possible
duplicate charges or other errors

Do the research and make the calls to
resolve claims and billing issues

We make healthcare easier

= Expert healthcare help = Healthcare decision support
= Research treatments = Resolve claims issues

r 866.695.8622

Email: answers@HealthAdvocate.com
Web: HealthAdvocate.com/members

We make healthcare easier

= Expert healthcare help = Healthcare decision support
* Research treatments = Resolve claims issues

r 866.695.8622

Email: answers@HealthAdvocate.com
Web: HealthAdvocate.com/members

We make healthcare easier

= Expert healthcare help = Healthcare decision support
= Research treatments = Resolve claims issues

r 866.695.8622

Email: answers@HealthAdvocate.com
Web: HealthAdvocate.com/members

We make healthcare easier

= Expert healthcare help = Healthcare decision support
* Research treatments = Resolve claims issues

r 866.695.8622

Email: answers@HealthAdvocate.com
Web: HealthAdvocate.com/members
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Your Rights and Protections Against Surprise Medical Bills

WHEN YOU GET EMERGENCY CARE OR GET TREATED BY AN OUT-OF-NETWORK PROVIDER
AT AN IN-NETWORK HOSPITAL OR AMBULATORY SURGICAL CENTER, YOU ARE PROTECTED
FROM SURPRISE BILLING OR BALANCE BILLING.

What is “balance billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs,
such as a copayment, coinsurance, and/or a deductible. You may have other costs or have to
pay the entire bill if you see a provider or visit a health care facility that isn’t in your health plan’s
network.

“Out-of-network” describes providers and facilities that haven’t signed a contract with your
health plan. Out-of-network providers may be permitted to bill you for the difference between
what your plan agreed to pay and the full amount charged for a service. This is called “balance
billing.” This amount is likely more than in-network costs for the same service and might not
count toward your annual out-of-pocket limit.

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is
involved in your care—like when you have an emergency or when you schedule a visit at an in-
network facility but are unexpectedly treated by an out-of-network provider.

You are protected from balance billing for:

Emergency services

If you have an emergency medical condition and get emergency services from an out-of-
network provider or facility, the most the provider or facility may bill you is your plan’s in-network
cost-sharing amount (such as copayments and coinsurance). You can’t be balance billed for
these emergency services. This includes services you may get after you’re in stable condition,
unless you give written consent and give up your protections not to be balanced billed for these
post-stabilization services.

Certain services at an in-network hospital or ambulatory surgical center

When you get services from an in-network hospital or ambulatory surgical center, certain
providers there may be out-of-network. In these cases, the most those providers may bill you is
your plan’s in-network cost-sharing amount. This applies to emergency medicine, anesthesia,
pathology, radiology, laboratory, neonatology, assistant surgeon, hospitalist, or intensivist
services. These providers can’t balance bill you and may not ask you to give up your
protections not to be balance billed.

If you get other services at these in-network facilities, out-of-network providers can’t balance bill
you, unless you give written consent and give up your protections.



You’re never required to give up your protections from balance billing. You also aren’t
required to get care out-of-network. You can choose a provider or facility in your plan’s
network.

When balance billing isn’t allowed, you also have the following protections:

e You are only responsible for paying your share of the cost (like the copayments,
coinsurance, and deductibles that you would pay if the provider or facility was in-network).
Your health plan will pay out-of-network providers and facilities directly.

e Your health plan generally must:

o Cover emergency services without requiring you to get approval for services in
advance (prior authorization).

o Cover emergency services by out-of-network providers.

o Base what you owe the provider or facility (cost-sharing) on what it would pay an
in-network provider or facility and show that amount in your explanation of benefits.

o Count any amount you pay for emergency services or out-of-network services toward
your deductible and out-of-pocket limit.

If you believe you’ve been wrongly billed, you may contact the federal No Surprises Help
Desk at 1-800-985-3059.

Visit www.cms.gov/nosurprises/consumers for more information about your rights under federal
law.



http://www.cms.gov/nosurprises/consumers

Premium Assistance Under Medicaid and the

Children’s Health Insurance Program (CHIP)
If you or your children are eligible for Medicaid or CHIP and you're eligible for health coverage from your
employer, your state may have a premium assistance program that can help pay for coverage, using funds from
their Medicaid or CHIP programs. Ifyou or your children aren’t eligible for Medicaid or CHIP, you won't be
eligible for these premium assistance programs but you may be able to buy individual insurance coverage
through the Health Insurance Marketplace. For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact
your State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-
877-KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a
program that might help you pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under
your employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.
This is called a “special enrollment” opportunity, and you must request coverage within 6o days of

being determined eligible for premium assistance. If you have questions about enrolling in your employer

plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health
plan premiums. The following list of states is current as of July 31, 2022. Contact your State for more
information on eligibility -

Website: http://myalhipp.com/ Website:

Phone: 1-855-692-5447 Health Insurance Premium Payment (HIPP) Program
http://dhcs.ca.gov/hipp

Phone: 916-445-8322

Fax: 916-440-5676

Email: hipp@dhcs.ca.gov

COLORADO-Health First Colorado

ALASKA-Medicaid

(Colorado’s Medicaid Program) & Child

Health Plan Plus (CHP+)
Health First Colorado Website:

IThe AK Health Insurance Premium Payment Program

Website: http://myakhipp.com/

Phone: 1-866-251-4861

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

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

https://www.healthfirstcolorado.com/

Health First Colorado Member Contact Center:
1-800-221-3943/ State Relay 711
CHP+: https://www.colorado.gov/pacific/hcpf/child-health-

plan-plus

CHP+ Customer Service: 1-800-359-1991/ State Relay 711
Health Insurance Buy-In Program (HIBI):
https://www.colorado.gov/pacific/hcpf/health-insurance-

buy-program
HIBI Customer Service: 1-855-692-6442

FLORIDA-Medicaid
Website:
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecove

ry.com/hipp/index.html

Phone: 1-877-357-3268



http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
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http://dhcs.ca.gov/hipp
mailto:hipp@dhcs.ca.gov
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https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealth.alaska.gov%2Fdpa%2FPages%2Fdefault.aspx&amp;data=05%7C01%7CBerman.Nathaniel%40dol.gov%7Ca5722ebf007e4847fe8808da69a45fb9%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C637938452103798639%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&amp;sdata=A5Fggwg0lR2c%2FOwofWNVpVk8b5%2FFX1kaOQNuuEwAAAE%3D&amp;reserved=0
https://www.healthfirstcolorado.com/
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
https://www.colorado.gov/pacific/hcpf/health-insurance-buy-program
https://www.colorado.gov/pacific/hcpf/health-insurance-buy-program
http://myarhipp.com/
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html

GEORGIA-Medicaid MASSACHUSETTS-Medicaid and CHIP

GA HIPP Website: https://medicaid.georgia.gov/health- Website: https://www.mass.gov/masshealth/pa Phone: 1-
insurance-premium-payment-program-hipp 800-862-4840
Phone: 678-564-1162, Press 1 GA CHIPRA Website: TTY: (617) 886-8102

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

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

INDIANA-Medicaid MINNESOTA-Medicaid

Healthy Indiana Plan for low-income adults 19-64 Website:  [Website:

http://www.in.gov/fssa/hip/ https://mn.gov/dhs/people-we-serve/children-and-
Phone: 1-877-438-4479 families/health-care/health-care-programs/programs-and-
All other Medicaid services/other-insurance.jsp
\Website: https://www.in.gov/medicaid/ Phone 1-800-457-  [Phone: 1-800-657-3739
4584

IOWA-Medicaid and CHIP (Hawki) MISSOURI-Medicaid
Medicaid Website: https://dhs.iowa.gov/ime/members Website:
Medicaid Phone: 1-800-338-8366 Hawki Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://dhs.iowa.gov/Hawki Phone: 573-751-2005

Hawki Phone: 1-800-257-8563 HIPP Website:
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
HIPP Phone: 1-888-346-9562

KANSAS-Medicaid MONTANA-Medicaid
\Website: https://www.kancare.ks.gov/ Phone: 1-800-792- Website:
4884 http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084
Email: HHSHIPPProgram@mt.gov

KENTUCKY-Medicaid NEBRASKA-Medicaid

Kentucky Integrated Health Insurance Premium Payment Website: http://www.ACCESSNebraska.ne.gov Phone: 1-855-
Program (KI-HIPP) Website: 632-7633
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx|Lincoln: 402-473-7000

Omaha: 402-595-1178

Phone: 1-855-459-6328
Email: KIHIPP.PROGRAM@ky.gov

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

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

LOUISIANA-Medicaid NEVADA-Medicaid

\Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp Medicaid Website: http://dhcfp.nv.gov Medicaid Phone: 1-
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618- 800-992-0900
5488 (LaHIPP)
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https://dhs.iowa.gov/ime/members
http://dhs.iowa.gov/Hawki
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
https://www.kancare.ks.gov/
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
mailto:HHSHIPPProgram@mt.gov
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
mailto:KIHIPP.PROGRAM@ky.gov
https://kidshealth.ky.gov/Pages/index.aspx
https://kidshealth.ky.gov/Pages/index.aspx
https://chfs.ky.gov/
http://www.accessnebraska.ne.gov/
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://www.ldh.la.gov/lahipp
http://dhcfp.nv.gov/

MAINE-Medicaid

NEW HAMPSHIRE-Medicaid

Enrollment Website:
https://www.maine.gov/dhhs/ofi/applications-forms Phone:
1-800-442-6003

ITTY: Maine relay 711

Private Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms Phone: -
800-977-6740.
[TTY: Maine relay 711

NEW JERSEY-Medicaid and CHIP
Medicaid Website: http://www.state.nj.us/humanservices/
dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html CHIP
Phone: 1-800-701-0710

NEW YORK-Medicaid

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

NORTH CAROLINA-Medicaid
\Website: https://medicaid.ncdhhs.gov/ Phone: 919-855-4100

NORTH DAKOTA-Medicaid

Website:
http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825

OKLAHOMA-Medicaid and CHIP

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

OREGON-Medicaid

\Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075

PENNSYLVANIA-Medicaid

Website:

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

Phone: 1-800-692-7462

RHODE ISLAND-Medicaid and CHIP

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

E

SOUTH CAROLINA-Medicaid
Website: https://www.scdhhs.gov Phone: 1-888-549-0820

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

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

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

TEXAS-Medicaid
Website: http://gethipptexas.com/ Phone: 1-800-440-0493

UTAH-Medicaid and CHIP

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

VERMONT-Medicaid

Website: http://www.greenmountaincare.org/ Phone: 1-800-
250-8427

VIRGINIA-Medicaid and CHIP

Website: https://www.coverva.org/en/famis-select
https://www.coverva.org/en/hipp

Medicaid Phone: 1-800-432-5924
CHIP Phone: 1-800-432-5924

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

WEST VIRGINIA-Medicaid and CHIP

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

WISCONSIN-Medicaid and CHIP

Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
Phone: 1-800-362-3002

WYOMING-Medicaid

Website:
https://health.wyo.gov/healthcarefin/medicaid/programs-
land- eligibility/

Phone: 1-800-251-1269
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https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
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To see if any other states have added a premium assistance program since July 31, 2022, or for more information
on special enrollment rights, contact either:

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

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

Neither The Church Pension Fund nor any of its affiliates (collectively, “CPG”) is responsible for the content, performance, or security of any website referenced herein
that is outside the www.cpg.org domain or that is not otherwise associated with a CPG entity.


https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/

HIPAA Notice of Special Enroliment Rights

This notice informs you of your right to enroll in a group health plan sponsored by The Episcopal Church Medical Trust (a
"Medical Trust Plan") under the special enrollment provisions of the Health Insurance Portability and Accountability Act
(HIPAA).

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or
group health plan coverage, you may be able to enroll yourself and your dependents in a Medical Trust Plan if you or your
dependents lose eligibility for that other coverage (or if the employer stops contributing toward your or your dependents’
other coverage). However, you must request enroliment within 30* days after your or your dependents’ other coverage
ends (or after the employer stops contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able
to enroll yourself and your dependents. However, you must request enrollment within 30* days after the marriage, birth,
adoption, or placement for adoption.

Also, if you or any of your dependents loses eligibility for coverage under Medicaid or the Children's Health Insurance Plan
(CHIP) or if you or any of your dependents becomes eligible for premium assistance under Medicaid or CHIP, you may be
able to enroll yourself and your dependents in a Medical Trust Plan. However, you must request enrollment within 60* days
after this change.

To request special enrollment or obtain more information, contact The Episcopal Church Medical Trust at the following
address and phone number:

The Episcopal Church Medical Trust
19 East 34" Street

New York, NY 10016

(800) 480-9967

You may also review the applicable Medical Trust Plan Document Handbook available at www. cpg. org/mitdocs.

*Note: These deadlines have been temporarily extended as a result of the COVID-19 pandemic. Guidance was issued
on April 28, 2020, directing plan sponsors to disregard the “Outbreak Period” when calculating these deadlines. The
Outbreak Period is the period from March 1, 2020 until sixty (60) days after the announced end of the COVID-19
National Emergency (or other date announced through future guidance). If there are different Outbreak Periods in
different parts of the country, additional guidance will be issued.

EXAMPLE: For purposes of this example, assume the National Emergency ends on April 30, 2023, and accordingly the
Outbreak Period ends on June 29, 2023 (i.e., the 60th day after the end of National Emergency). The Outbreak Period
must be disregarded for purposes of determining the special enrollment period described above.

If a plan member gives birth on March 31, 2023, the member has until July 29, 2023 (30 days after June 29, 2023, the
end of the Outbreak Period) to enroll herself and her newborn in the group health plan.

This material is provided for informational purposes only and should not be viewed as investment, tax, or other advice. It does not constitute a contract or an offer
for any products or services. In the event of a conflict between this material and the official plan documents or insurance policies, any official plan documents or
insurance policies will govern. The Church Pension Fund (“CPF’’) and its affiliates (collectively, “CPG”) retain the right to amend, terminate, or modify the terms
of any benefit plan and/or insurance policy described in this material at any time, for any reason, and, unless otherwise required by applicable law, without notice.


http://www.cpg.org/mtdocs
http://www.cpg.org/mtdocs

Joint Notice of Privacy Practices
This notice describes how medical information about you may be used and disclosed and how you can
get access to this information. Please review it carefully.

Introduction

Church Pension Group Services Corporation, doing business as The Episcopal Church Medical Trust (Medical
Trust), is the plan sponsor of certain group health plans (each a Plan and together the Plans) that are subject to
the Health Insurance Portability and Accountability Act of 1996 and the regulations enacted thereunder (HIPAA).

HIPAA places certain restrictions on the use and disclosure of Protected Health Information (PHI) and requires the
Medical Trust to provide this Joint Notice of Privacy Practices (the "Notice") to you. PHI is your individually
identifiable health information that is created, received, transmitted or maintained by the Plans or its business
associates, regardless of the form of the information. It does not include employment records held by your
employer in its role as an employer. This Notice describes how your PHI may be used and disclosed by the Plans
and by employees of the Medical Trust that are responsible for internal administration of the Plans.

It also describes your rights regarding the use and disclosure of such PHI and how you can gain access to it.

What This Notice Applies To

This Notice applies only to health benefits offered under the Plans. The health benefits offered under the Plans
include, but may not be limited to, medical benefits, prescription drug benefits, dental benefits, the health care
flexible spending account, and any health care or medical services offered under the employee assistance
program benefit. This Notice does not apply to benefits offered under the Plans that are not health benefits.
Some of the Plans provide benefits through the purchase of insurance. If you are enrolled in an insured Plan,
you will also receive a separate notice from that Plan, which applies to your rights under that Plan.

Duties and Obligations of the Plans

The privacy of your PHI is protected by HIPAA. The Plans are required by law to:
e Maintain the privacy of your PHI
¢ Provide you with a notice of the Plans’ legal duties and privacy practices with respect to your PHI
o Abide by the terms of the Notice currently in effect

When the Plans May Use and Disclose Your PHI
The following categories describe the ways the Plans are required to use and disclose your PHI without
obtaining your written authorization:

Disclosures to You. The Plans will disclose your PHI to you or your personal representative within the legally
specified period following a request.

Government Audit. The Plans will make your PHI available to the U.S. Department of Health and Human
Services when it requests information relating to the privacy of PHI.

As Required By Law. The Plans will disclose your PHI when required to do so by federal, state or local law. For
example, the Plans may disclose your PHI when required by national security laws or public health disclosure
laws.



The following categories describe the ways that the Plans may use and disclose your PHI without obtaining
your written authorization:

Treatment. The Plans may disclose your PHI to your providers for treatment, including the provision of
care or the management of that care. For example, the Plans might disclose PHI to assist in diagnosing
a medical condition or for pre-certification activities.

Payment. The Plans may use and disclose your PHI to pay benefits. For example, the Plans might
use or disclose PHI when processing payments, sending explanations of benefits (EOBs) to you,
reviewing the medical necessity of services rendered, conducting claims appeals and coordinating
the payment of benefits between multiple medical plans.

Health Care Operations. The Plans may use and disclose your PHI for Plan operational purposes.
For example, the Plans may use or disclose PHI for quality assessment and claim audits.

Public Health Risks. The Plans may disclose your PHI for certain required public health activities (such
as reporting disease outbreaks) or to prevent serious harm to you or other potential victims where
abuse, neglect or domestic violence is involved.

National Security and Intelligence Activities. The Plans may disclose your PHI for specialized
government functions (such as national security and intelligence activities).

Health Oversight Activities. The Plans may disclose your PHI to health oversight agencies for
activities authorized by law (such as audits, inspections, investigations and licensure).

Lawsuits and Disputes. The Plans may disclose your PHI in the course of any judicial or administrative
proceeding in response to a court’s or administrative tribunal’s order, subpoena, discovery request or
other lawful process.

Law Enforcement. The Plans may disclose your PHI for a law enforcement purpose to a law
enforcement official, if certain legal conditions are met (such as providing limited information to locate a
missing person).

Research. The Plans may disclose your PHI for research studies that meet all privacy law requirements
(such as research related to the prevention of disease or disability).

To Avert a Serious Threat to Health or Safety. The Plans may disclose your PHI to avert a serious
threat to the health or safety of you or any other person.

Workers’ Compensation. The Plans may disclose your PHI to the extent necessary to comply with
laws and regulations related to workers’ compensation or similar programs.

Coroners, Medical Examiners and Funeral Directors. The Plans may disclose your PHI to coroners,
medical examiners or funeral directors for purposes of identifying a decedent, determining a cause of
death or carrying out their respective duties with respect to a decedent.

Organ and Tissue Donation. If you are an organ donor, the Plans may release your PHI to
organizations that handle organ procurement or organ, eye or tissue transplantation or to an organ
donation bank, as necessary to facilitate organ or tissue donation and transplantation.

Military and Veterans. If you are a member of the armed forces, the Plans may release your PHI as
required by military commmand authorities.

Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement
official, the Plans may release your PHI to the correctional institution or law enforcement official. This
release would be necessary (1) for the institution to provide you with health care; (2) to protect your
health and safety or the health and safety of others; or (3) for the safety and security of the correctional
institution.

Business Associates. The Plans may contract with other businesses for certain plan administrative
services. The Plans may release your PHI to one or more of their business associates for plan
administration if the business associate agrees in writing to protect the privacy of your information.



¢ Plan Sponsor. ECMT, as sponsor of the Plans, will have access to your PHI for plan administration
purposes. Unless you authorize the Plans otherwise in writing (or your individual identifying data is
deleted from the information), your PHI will be available only to the individuals who need this
information to conduct these plan administration activities, but this release of your PHI will be limited
to the minimum disclosure required, unless otherwise permitted or required by law.

The following categories describe the ways that the Plans may use and disclose your PHI upon obtaining
your written authorization:

e Most uses and disclosures of psychotherapy notes;
e Uses and disclosures of PHI for marketing purposes; and
o Uses and disclosures that constitute a sale of PHI.

Any other use or disclosure of your PHI not identified in this section will be made only with your written
authorization.

Authorizing Release of Your PHI

To authorize release of your PHI, you must complete a medical information authorization form. An authorization
form is available at www.cpg.org or by calling (800) 480-9967. You have the right to limit the type of information
that you authorize the Plans to disclose and the persons to whom it should be disclosed.

You may revoke your written authorization at any time. The revocation will be followed to the extent action on
the authorization has not yet been taken.

Interaction with State Privacy Laws

If the state in which you reside provides more stringent privacy protections than HIPAA, the more stringent state
law will still apply to protect your rights. If you have a question about your rights under any particular federal or
state law, please contact the Church Pension Group Privacy Officer. Contact information is included at the end
of this Notice.

Fundraising
The Plans may contact you to support their fundraising activities. You have the right to opt out of receiving such
communications.

Underwriting
The Plans are prohibited from using or disclosing PHI that is genetic information for underwriting purposes.

Your Rights With Respect to Your PHI
You have the following rights regarding PHI the Plans maintain about you:

Right to Request Restrictions. You have the right to request that the Plans restrict their uses and disclosures
of your PHI. You will be required to provide specific information as to the disclosures that you wish to restrict and
the reasons for your request. The Plans are not required to agree to a requested restriction, but may in certain
circumstances. To request a restriction, please write to the Church Pension Group Privacy Officer and provide
specific information as to the disclosures that you wish to restrict and the reasons for your request.

Right to Request Confidential Communications. You have the right to request that the Plans’ confidential
communications of your PHI be sent to another location or by alternative means. For example, you may ask
that all EOBs be sent to your office rather than your home address. The Plans are not required to
accommodate your request unless your request is reasonable and you state that the ordinary communication
process could endanger you. To request confidential communications, please submit a written request to the
Church Pension Group Privacy Officer.

Right to Inspect and Copy. You have the right to inspect and obtain a copy of the PHI held by the Plans.
However, access to psychotherapy notes, information compiled in reasonable anticipation of or for use in legal
proceedings, and under certain other, relatively unusual circumstances, may be denied. Your request should be


http://www.cpg.org/

made in writing to the Church Pension Group Privacy Officer. A reasonable fee may be imposed for copying and
mailing the requested information. You may contact the Medical Trust Plan Administration at jservais@cpg.org
for a full explanation of ECMT’s fee structure.

Right to Amend. You have the right to request that the Plans amend your PHI or record if you believe the
information is incorrect or incomplete. To request an amendment, you must submit a written request to the
Medical Trust Plan Administration at jservais@cpg.org. Your request must list the specific PHI you want
amended and explain why it is incorrect or incomplete and be signed by you or your authorized representative.
All amendment requests will be considered carefully. However, your request may be denied if the PHI or record
that is subject to the request:

e Is not part of the medical information kept by or for the Plans;

e Was not created by or on behalf of the Plans or its third party administrators, unless the
person or entity that created the information is no longer available to make the amendment;

e s not part of the information that you are permitted to inspect and copy; or

e s accurate and complete.

Right to an Accounting of Disclosures. You have the right to receive information about when your PHI has
been disclosed to others. Certain exceptions apply to this rule. For example, a Plan does not need to account
for disclosures made to you or with your written authorization, or for disclosures that occurred more than six
years before your request. To request an accounting of disclosures, you must submit your request in writing
to the Medical Trust-Plan Administration at jservais@cpg.org and indicate in what form you want the
accounting (e.g., paper or electronic). Your request must state a time period of no longer than six years and
may not include dates before your coverage became effective. The Medical Trust Plan Administrator will then
notify you of any additional information required for the accounting request. A Plan will provide you with the
date on which a disclosure was made, the name of the person or entity to whom PHI was disclosed, a
description of the PHI that was disclosed, the reason for the disclosure and certain other information. If you
request this accounting more than once in a 12-month period, you may be charged a reasonable, cost-based
fee for responding to these additional requests. You may contact Medical Trust Plan Administration at
Jservais@cpg.org for a full explanation of the Medical Trust’s fee structure.

Breach Notification. You have the right to receive a notification from the Plans if there is a breach of your
unsecured PHI.

Right to a Paper Copy of This Notice. You are entitled to get a paper copy of this Notice at any time, even
if you have agreed to receive it electronically. To obtain a paper copy of this Notice, please contact the
Church Pension Group Privacy Officer.

If You Are a Person in the European Union, the Following Provisions Will Also Be Applicable to You:

For the purposes of the General Data Protection Regulation 2016/679 (the “GDPR”), the Data Controller is Church
Pension Group Services Corporation registered in the State of Delaware in the United States with a registered
address at 19 East 34th Street, New York, NY 10016.

You can request further information from our Privacy Officer at Privacy@cpg.org.

In addition to your rights with respect to your PHI addressed above, you may have additional or overlapping
rights under the GDPR. GDPR rights regarding your PHI include the following:

e You may access and export a copy of PHI;

e You may request deletion of, and update to PHI;

e You have the right to be informed about any automated decision-making of PHI including the
significance and consequences of such processing for you;

e You may also object to or restrict the Plans’ use of PHI. For example, you can object at any time to
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the Plans’ use of PHI for direct marketing purposes.

o Where you believe that the Plans have not complied with its obligations under this Privacy Policy or the
applicable law, you have the right to make a complaint to an EU Data Protection Authority;

e Ifthe Plans’ obtained your consent to use your PHI, you may withdraw that consent at any time.

Data Retention
We only retain PHI collected for a limited time period as long as we need it to fulfill the purposes for which have
initially collected it, unless otherwise required by law.

Data Transfers

We maintain servers in United States and Canada and your information may be processed on servers located in
the United States and Canada. Data protection laws vary among countries, with some providing more
protection than others. Regardless of where your information is processed, we apply the same protections
described in this policy.

If You Believe Your Privacy Rights Have Been Violated

If you believe your privacy rights have been violated by any Plan, you may file a complaint with the Church
Pension Group Privacy Officer and with the Secretary of the U.S. Department of Health and Human Services.
All complaints must be filed in writing. You will not be retaliated against for filing a complaint.

To contact the Church Pension Group Privacy Officer:

Privacy Officer

The Church Pension Group
19 East 34th Street

New York, NY 10016

(212) 592-8365
privacy@cpg.org

To contact the Secretary of the U.S. Department of Health and Human Services:
U.S. Department of Health and Human Services

Office of Civil Rights

200 Independence Avenue, SW
Washington, DC 20201

(202) 619-0257 | (877) 696-6775 (toll-free)
www.hhs.gov/contactus.html

Effective Date
This Notice is effective as of August 29, 2018.

Changes

Each Plan sponsored by the Medical Trust reserves the right to change the terms of this Notice and information
practices and to make the new provisions effective for all PHI it maintains, including any PHI it currently maintains
as well as PHI it receives or holds in the future, as permitted by applicable law. Any material amendment to the
terms of this Notice and these information practices will be provided to you via mail or electronically with your
prior written consent.
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Notice of Nondiscrimination

Church Pension Group Services Corporation (“CPGSC”) complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, or sex. CPGSC does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex. CPGSC:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as
qualified interpreters and written information in other formats such as large print materials

e Provides free language services to people whose primary language is not English, such as information
written in other languages

If you need these services, contact Alicia McKinney, Civil Rights Coordinator.

If you believe that CPGSC 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 obtain a copy of the grievance procedures or file a
grievance with: Alicia McKinney, Civil Rights Coordinator, Church Pension Group, 19 East 34" Street, New
York, NY 10016, Phone: 212-592-6307, Fax: 212-592-9487, Email: amckinney@cpg.org. You can file a
grievance by mail, fax, or email. If you need help filing a grievance, Alicia McKinney, Civil Rights Coordinator, is
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 1-800-537-7697(TDD).

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

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia linglistica. Liame al
1-800-480-9967.

T Bt=0E AIEcotAl= B2, 6] A& MBIAE 22 01E0tA! = ASLICH 1-800-480-9967.

A paler 13 S Gaaat S Ballle ol ciland sae L) G il 3155 Al Glaall, Sl o6
1-800-480-9967.

ATENCAOQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-800-480-
9967.

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-480-9967.

R REERERE T DR B EE S TRIIRTS - 5525 1-800-480-9967.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-480-9967.

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis &d pou lang ki disponib gratis pou ou. Rele 1-800-480-9967.


mailto:tdecaneo@cpg.org
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-800-480-9967.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfugung. Rufnummer: 1-800-480-9967.

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngdn ngtk mién phi danh cho ban. Goi sé 1-800-480-
9967.

BHMMAHWE: Ecnu Bbl roBOpUTE Ha pycCKOM £3blKe, TO BaM AOCTYMHbI becnnaTtHble ycnyri nepesoaa.
3BoHuTe 1-800-480-9967.

ATTENTION : Si vous parlez francgais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-480-9967.

IEREE: BAEEEINDGE. BHOSEXEE CRRAWEITFET . 1-800-480-9967.
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1-800-480-9967 bl (e 2, U e 3 45



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

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the
Women'’s Health and Cancer Rights Acts of 1998 (WHCRA). For individuals receiving mastectomy-related
benefits, coverage will be provided in a manner determined in consultation with the attending physician and
the patient, for:

o All stages of reconstruction of the breast on which the mastectomy was performed;

e Surgery and reconstruction of the other breast to produce a symmetrical appearance;
e Prosthetics; and

e Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductible and coinsurance applicable to other medical
and surgical benefits provided under this plan.

If you would like more information on WHCRA benefits, call your Plan Administrator or The Episcopal Church
Medical Trust at (800) 480-9967.

This material is provided for informational purposes only and should not be viewed as investment, tax, or other advice. It does not constitute a contract or
an offer for any products or services. In the event of a conflict between this material and the official plan documents or insurance policies, any official
plan documents or insurance policies will govern. The Church Pension Fund (“CPF*’) and its affiliates (collectively, “CPG™) retain the right to amend,
terminate, or modify the terms of any benefit plan and/or insurance policy described in this material at any time, for any reason, and, unless otherwise
required by applicable law, without notice.

This material is not a substitute for professional medical advice or treatment. CPG does not provide any healthcare services and, therefore, cannot
guarantee any results or outcomes. Always seek the advice of a healthcare professional with any questions about your personal healthcare, including diet
and exercise.
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