Highlights of your Health Care Coverage

VIGILANT MANUFACTURERS TRUST

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.

Medical Benefits apply after the calendar-year deductible is met unless otherwise noted, or if the cost share is a copay.

PREMERA |

Effective Date: 10/01/2023

MEDICAL PLAN

2023 PPO 70% PLAN 3000

HERITAGE PRIME IN-NETWORK

OUT-OF-NETWORK

MEDICAL COST SHARE OPTIONS

copay and pharmacy if applicable (Family embedded OOP max 2X Individual)

Individual Deductible PCY (Family embedded deductible 2X Individual) $3,000 Shared with In-Network
Coinsurance (Member's percentage of costs after deductible based on o o

30% 50%
allowable charges)
Individual Out of Pocket Maximum PCY, includes deductible, coinsurance, $6,500 PCY Shared with In-Network

Office Visit Cost Share

$40 Copay, applies to the $6,500 PCY Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

PREVENTIVE CARE OPTIONS AND HEALTH EDUCATION

Preventive Office Visit (Unlimited, subject to standard medical guidelines)

Covered In Full

Shared with INN Ded, then 50% Coinsurance,
applies to Shared INN & OON Out of Pocket
Max

Immunizations (Unlimited, subject to standard medical guidelines)

Covered In Full

Dep Child to Age 18 Covered In Full;
Members Over 18 Out of Network Deductible,
then 50%

Health Education (HE) (Unlimited)

Covered In Full

Not Covered

Nicotine Dependency Programs (ND) (Unlimited)

Covered In Full

Shared with INN Ded, then 50% Coinsurance,
applies to Shared INN & OON Out of Pocket
Max
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MEDICAL PLAN

2023 PPO 70% PLAN 3000

HERITAGE PRIME IN-NETWORK

OUT-OF-NETWORK

Diabetes Health Education (DE) (Unlimited)

Covered In Full

Shared with INN Ded, then 50% Coinsurance,
applies to Shared INN & OON Out of Pocket
Max

PROFESSIONAL CARE

Professional Office Visit

$40 Copay, applies to the $6,500 PCY Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Telemedicine with Traditional Providers - General Medical

$40 Copay, applies to the OOP Max

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

VIRTUAL CARE SERVICES

Telemedicine - General Medical (Virtual Care Only)

$40 Copay, applies to the OOP Max

Not Covered

Telemedicine - Mental Health (Virtual Care Only)

Subject to Mental Health Outpatient
Professional Care In-Network Cost Share

Not Covered

Telemedicine - Chemical Dependency (Virtual Care Only)

Subject to Chemical Dependency Outpatient
Office Visit

Not Covered

DIAGNOSTIC SERVICE OPTIONS

Preventive Professional Imaging and Laboratory Services - Including
Mammogram and PAP/PSA

Covered In Full

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

Other Professional Diagnostic Imaging

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

First $500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

Professional Diagnostic Major Imaging

First S500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

First S500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

Other Professional Diagnostic Laboratory/Pathology

First S500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

First S500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

Diagnostic Mammography

First S500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

First S500 PCY Covered In Full Shared
Benefit, Subsequent Services
Deductible/Coinsurance

FACILITY CARE OPTIONS

Inpatient Facility

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Inpatient Professional Services

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum
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MEDICAL PLAN

2023 PPO 70% PLAN 3000

HERITAGE PRIME IN-NETWORK

OUT-OF-NETWORK

Outpatient Surgery Facility

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Skilled Nursing Facility (90 days PCY; includes room and board, and facility
billed professional and ancillary fees)

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

HOSPICE & HOME HEALTH CARE

Hospice Inpatient Facility (30 days Inpatient; within the 6 month lifetime
maximum)

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Hospice Care (Hospice Home Visits: Unlimited; Respite: 240 hours; within the 6
month lifetime maximum)

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

MATERNITY & REPRODUCTIVE CARE

Contraceptive Management Services (Unlimited)

Covered in Full

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Sterilization - Female (Unlimited)

Covered in Full

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Sterilization - Male (Unlimited)

Covered in Full

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

PREMERA DESIGNATED CENTERS OF EXCELLENCE

Centers of Excellence for Knee & Hip Total Joint Replacement (Not Including
Partial & Revisions) (Excluded)

Not Applicable, no eligible Centers of
Excellence providers

Not Applicable, no eligible Centers of
Excellence providers

Centers of Excellence for Knee & Hip Total Joint Replacement (Including
Partial & Revisions) (Excluded)

Excluded

Excluded

Centers of Excellence for Radiology (Member Outreach Included)

Covered as any other service

Covered as any other service

MEDICAL TRANSPORTATION BENEFITS

Transplant Travel & Lodging (S7,500 per transplant)

$3,000 Deductible, 0% Coinsurance, applies
to $6,500 PCY Out of Pocket Maximum

$3,000 Deductible, 0% Coinsurance, applies
to $6,500 PCY Out of Pocket Maximum

EMERGENCY CARE AND TRANSPORTATION OPTION

Emergency Care (If applicable, waive copay if admitted to inpatient facility)

$200 Copay then $3,000 Deductible and 30%
Coinsurance; all cost shares apply to the
$6,500 PCY Out of Pocket Maximum

$200 Copay then $3,000 Deductible and 30%
Coinsurance; all cost shares apply to the
$6,500 PCY Out of Pocket Maximum

Emergency Room Physician

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

33,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum
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MEDICAL PLAN

2023 PPO 70% PLAN 3000

HERITAGE PRIME IN-NETWORK

OUT-OF-NETWORK

Urgent Care Center

$40 Copay, applies to the $6,500 PCY Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Ambulance Transportation (Unlimited)

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

ALTERNATIVE CARE

Acupuncture (12 visits PCY)

$40 Copay, applies to the $6,500 PCY Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Manipulations (Spinal and other) (12 visits PCY)

$40 Copay, applies to the $6,500 PCY Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

CHEMICAL DEPENDENCY & MENTAL HEALTH

Chemical Dependency Inpatient Facility Care (Unlimited)

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Chemical Dependency Outpatient Professional Care (Unlimited)

$40 Copay, applies to the $6,500 PCY Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Mental Health Inpatient Facility Care (Unlimited)

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Mental Health Outpatient Professional Care (Unlimited)

$40 Copay, applies to the $6,500 PCY Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

REHABILITATION & NEURO

Rehab Inpatient Facility (30 days PCY combined limit for inpatient services)

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Rehab Outpatient Care, Including Physical, Occupational, Speech and Massage
Therapy, and Chronic Pain (25 visits PCY combined limit for outpatient services)

$40 Copay, applies to the $6,500 PCY Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Rehab Outpatient Care Chronic Conditions, Including Cardiac, Pulmonary

Rehab, and Cancer

$40 Copay, applies to the $6,500 PCY Out of
Pocket Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

OTHER SERVICES

Allergy/Therapeutic Injections

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum
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MEDICAL PLAN

2023 PPO 70% PLAN 3000

HERITAGE PRIME IN-NETWORK

OUT-OF-NETWORK

Medical Supplies, Equipment, Prosthetics (Unlimited)

$3,000 Deductible, then 30% Coinsurance,
applies to $6,500 PCY Out of Pocket
Maximum

Shared with In-Network Deductible, then 50%
Coinsurance, applies to Shared with
In-Network Out of Pocket Maximum

Transplants (Unlimited)

Covered as any other service

Not Covered

ANNUAL PLAN MAXIMUM

Annual Plan Maximum

Unlimited

Unlimited

Prior Authorization is required for many services to be covered. For more information, please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts more than the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit highlight is not a contract and may change. Please see your benefit booklet or call Customer Service for full

coverage information including a description of waiting periods, limitations, and exclusions.
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Highlights of your Health Care Coverage

VIGILANT MANUFACTURERS TRUST

Effective Date: 10/01/2023

Below is a brief overview of your Pharmacy Benefits. For more information on your benefits, please refer to your benefit booklets. To find out what tiers apply to a

specific medication, refer to our Preferred Drug List at www.premera.com.

PHARMACY PLAN 2023 PPO 70% PLAN 3000 - RX
PRESCRIPTION DRUGS
Preferred B4
Tier 1 = generic
Drug List Tier 2 = preferred brand

Tier 3 = non-preferred brands
Tier 4 = specialty

Annual Benefit Maximum

Unlimited

Individual Deductible PCY

$0

Family Deductible PCY

No Family Deductible

Out of Network (Non-participating retail pharmacies)

Same as In-Network

Out of Pocket Maximum

Applies to the medical out of pocket maximum

Retail Cost Shares

$10/550/580/$150

Mail Cost Shares

$30/$150/$240/$150

Day Supply

Retail: 30 Days; Mail: 90 Days; Specialty: 30 Days

Prior Authorization is required for many services to be covered. For more information, please refer to your benefit booklet.

PCY = Per Calendar Year. Balance billing may apply if a provider is not contracted with Premera Blue Cross. Members are responsible for amounts more than the allowable charge.

This is not a complete explanation of covered services, exclusions, limitations, reductions, or the terms of the plan. This benefit highlight is not a contract and may change. Please see your benefit booklet or call Customer Service for full

coverage information including a description of waiting periods, limitations, and exclusions.
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Discrimination is Against the Law

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the
basis of race, color, national arigin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat
them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free
aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and written
information in other farmats (large print, audio, accessible electronic formats, other formats). Premera provides free language services to
people whose primary language is not English, such as qualified interpreters and information written in other languages. If you need these
services, contact the Civil Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with:
Civil Rights Coardinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592
TTY: 711, Email AppealsDepartmentinquiries@Premera com You can file a grievance in person ar by mail, fax, or email. If you need help
filing a grievance, the 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.govfocriportalAobby jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence
Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1018, 800-537-7697 (TDD). Complaint forms are available at
http:/Awww. hhs. goviocr/officeffilefindex.html. You can also file a civil ights complaint with the Washington State Cffice of the Insurance
Commissioner, electronically through the Office of the Insurance Commissioner Complaint Portal available at

https:iwwwinsurance wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 800-562-6900, 360-586-0241 (TDD).
Complaint forms are available at hitps:/fortress. wa.gov/oic/onlineservices/cc/pub/complaintinfarmation.aspx.

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtistica. Llame al 800-722-1471 (TTY: 711).
AR P REERER O EHME BB SRR - 55EE 8007221471 (TTY 2 711) -
CHU Y- Néu ban noi Tiéng Viét, co cac dich vu hé tror ngdn nglr mién phi danh cho ban. Goi s6 800-722-1471 (TTY: 711).
FY: E=0E ASotAE 3=, 80 XY AHIAE 22 08514 = USLICH 800-722-1471(TTY: T1) B2 H3H6] FH AL,
BHUMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM A3bIKE, TO BaM AOCTYNHbI Decn natHble yenyr nepesopa. 3sonute 800-722-1471 (tenetaiin: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 {TTY: /11).

YBATA! fAKLIO BM PO3MOBAAETE YKPATHCHKOI MOBOIO, BM MOMETE 3BEPHYTUCA A0 BE3KOWTOBHOT CAYKBIU MOBHOT NiATPUMKN.

Tenedonyiite 3a Homepom 800-722-1471 (Tenetain: 711).
Jutlis: WdstysSunw Manier iwhd swigsman inwSsSsun SN SInUOTL S G $iid0 8007221471 (TTY: 711)1
FEEE  AFRELZEINLGS. BHOEEUEZ CRBOVLEFEY, 8007211471 (TTY:71) £T. BEHEICTIERE LS,
TRFVE: PG KIE ATICT NP PRCIP RCA S SCEFFT 198 ALTHEF HHIEFPA: @F T hvFade #7C L@ 800-722-1471 (met arasFa- 711).
XIYYEEFFANNAA- Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfalfiidhaan ala, ni argama. Bilbilaa §00-722-1471 (TTY- 711).
(T oS s anall it 8 5) 800-722-1471 &g Jasil inalls ll 31 575 Ay gall o Loaall cilar (8 el €3 iaas o€ 1Y Ada gala
fimrs 26 A gt JArst e 3, 37 I ST AoiEsT AT 398 S5 HeS SussT J1 800-722-1471 (TTY: 711) ‘2 9% 1
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung. Rufnummer: 800-722-1471 (TTY 711).
EUogw: 1909 WMDY 290, NVVINIVFOBCHDOMWWIT, Zoef)c:ﬁgm, ccuviuenlsinw. tns 800-722-1471 (TTY: 711).
ATANSYON: Si w pale Kreyal Ayisyen, gen sévis ed pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711).
UWAGA: JeZeli mowisz po polsku, mozesz skorzystac z bezplatnej pomocy jezykowej. Zadzwon pod numer 800-722-1471 (TTY: 711).
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE - In caso la lingua parlata sia litaliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-722-1471 (TTY: 711).
A8 il 800-722-1471 (TTY: 711) L 28 e and b Ladi ol 885 oy (1) gt S o S8 o B i s S e

037378 (07-01-2021)
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