MUNICIPAL HEALTH BENEFIT FUND SEMINAR
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MHRBF 2013

PLAN CHANGES & IMPORTANT REMINDERS




Amended & Restated
Declaration of Trust

The Declaration of Trust that formed the Municipal Health Benefit Fund
(“Fund”) has been amended.

> The Fund Booklet is now tied to Declaration of Trust.
> Further defines processes and protocols throughout the document.

o Clarifies the role of the Board of Trustees.




Participation Agreement

Groups have never been required to enter into a formal agreement for
membership in the Fund.

This will change for 2018 and each group will execute a Participation
Agreement.

All the terms are the same, but this will formalize the process and provide
documentation.




2018 FUND BOOKLET

The 2018 Fund Booklet has undergone another transformation.

Many of the enrollment and eligibility requirements can now be found

in the Participation Agreement that each group will be required to
execute.

The contents are consistent throughout and easier to understand.




2018 Required Notices

HIPAA Privacy Notice

Health Insurance Marketplace Coverage Options Notice

Summary of Benefits and Coverage

Acknowledgement (7 years)




Enrollment Forms
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N N - MUNICIPAL HEALTH BENEFIT FUND
Public Health Service Act Exemptions
e e o) MULTIPLE COVERAGE INQUIRY
Beneficiary Designation This completed form is Mandatory at fime of enroliment of a new Employee & Mandatory on a yearly basis.
Effective December 1, 1981 (as Amended Each 7] . [in order to pay your claims quickly and accurately, weneedmplmmnmmammumm that you
J Municipal Health Benefit Fund o your depentunts {oavered by MHEF) may have. PLease. somplcls ’
You must sign this form on your behalf and your You further acknowle Enrolimant/Changs/Term natlon Form FembeEmpioyss Name ember Empioyes S5 or IDF N..,E.fg...m.fcm
dependents. provided benefits for
. o
You must return this signed form to your employer. $’F""‘ does f“;uf‘f" Z'::I‘_"L?me All Fletds Requ i Grou s Aot er: . [Grrent Maiing Address oy Siate |Z|>Q:de
. nesses or com on: - - I Ll 0E N
Iy do ot sign snd return s form o your employer p gmingbelowyon  |[DEe B [Gender Moz / Feme _l—
e not provide you or your dependents wit health care provider s First Mams: [Last Narme: 1. PLEASE ANSWER THIS QUESTION
coverage. tion requested by the Fii a\aarcss “Areat, ctr. s, Zp ccda) Do you or any family member covered as your dependent by MHBF, have any other medical, dental or vision
When you sign the form you are agreeing that you have may be ne 10c P |
received a copy of the Privacy Notice and the Summary Your suthorization fa il & ulus: Sing.c. Warried Dirvozed] Eftecthvs Date: [¥es [ ] [ Yes. please complete seotions 2. 3 and 4 (space has been provided on the back of this form for persons
of Benefits and Coverage (SBC). These are two separate o with more than one health care plan).
documents. wu"ﬂ“’r x;;lﬁ’:’:"mdl [0 b en i Fooll e L Mgt Full Tma ETpleyea jpaskion bald: Mo [ _If No. please sign and date the bottom of this form (Section 4) and retum this form to us as soon as possible.
By signing the form you also acknowledge that you may ob- i i effect until O mefree Mentien fyeosrs o vevie, et in : ZOTHER INSURANCE INFORMATION (More space provided on the back of this form]
tain a copy of the Municipal Health Benefit Fund Bookletat "y 0 Electzd Offcial coffoa Mhamber of e Cenirlsso COMPLETE IN FULL { If Other is Medi Please go to Section 3 of this form)
wwwarml org/mhbf and that you agree to accept the terms Lt L ot toor ire Fighor___ pwdliory Folks - [Fame of Insurance Company Tnsurance Company Phone Number
and conditions of the Municipal Health Benefit Fund. for of medic E—
The Fund's Plan is subject to Federal law, including, You may revoke your TFDED wmeunt T SarerrE I Ciptan 3 s Insurance Company Address (Strest or PO Baw, City, State and Zip Code) | Employer that provides this coverage
the Pau_nm Pmlzcufm and Affordable C_a.r(.An and the o that of your eligibh I =N CE| I e ][ = Wil
Consolidated Omnibus Budget Reconciliation Act of 1987 written T fon to [Mame of Policy Holder Policy Holder Identification No. | Effective Date: ‘ermination Date *
(COBRA). COBRA provides for the extension of coverage - ¢ m“:"m
under the Plan should certain special life events take place. Y"":;!I‘“"ﬁ sgﬂ: [ Rsturn frem Milicary _ess [Type of Caverage | Medical | Dental "1 Vision [ Drug Card Services
gaz the ]:j):fclirim?n of Trust on page 1 of the Fund Booklet ﬁ"“m“i Em"PdI“PP““Im e [ Etarted Offieials DTV Only [Typeof Policy [ Single | Family [ Medicaid  Retiree Coverage
r more information). emplopees e requt [ Persons Covered by Other Insurance
Federal law also allows the Fund to exempt the Fund from o T - " . - Hame Social Security Number Date of Birth__|Relationship to Policy|
- sec by Feceral e The o and Acceptance of Pl O cancet seven . Gause Ml uminalise o seoplegment fReenrioe in b 5 4 Marbe- Dasth - Mg
some requirements impo: ral law. The Fund —
done :'(55, page ,‘_TP [ changs coverae: Sivale<a Farily  Parill o Single Resircve pouse feate ot v o)
Charge Bevddisne_ _._ . Chasge Hame___
g Freimematicr ST be o bmaiea for cha 1325,
Member/Employee: Please check with your £ty Cierk or HR Bept. bo be sure
il el cx CORRA Mamber) - What level of coverage do yon want? Aptions are suallzble ko you thraugh your Employer 3. Medicare {PLEASE PROVIDE COPY OF MEDICARECARD) |
— O = p\:r)kg ooty Blikeand sz O perral O waon frmploy Hame of Medicare Policy Holder [Medicare Identfication Number
e - i ! |
it our Pl Mber M Otiteand 2280 O pental O wsion  'Familyl T STy ST D= oTFaE = YT
Home Telephone Number: Date Sign
[ddmog riane [Erile ™ WuleTumale  realuiiar [Reasan for Medicars Eligibility- T Age 65 or Older Disability * Renal Disease
Plesse list a Beneficiary and their relationship to you for yo [But [F T you are cligible for Medicare due 1o a Disability please altsoh a copy of Social Seourily Drsabiiy Approval Letier
lame of Spouse or olher Dependent who has Medicare [Niedicare Identicabon Number
Beneficiary:
=y =t Effective Date of Part A | Effective Date of Part B | Effective Date of Part D
Beneficiary’s Date of Birth 5
This portion is to be completed by Employer Representative and mailed to: ” I
Municipal Health Benefit Fund, P.0. Bax 188, North Little Rock, AR 72115 P Ty T— R ————— MOTE: AL CLAIS ON YOU & YOUR COVERED DEPENDENTS WILL BE HELD == oy
CoyfBatity o Hemlll el Fand i e cunifetf2- st | am 2r mey- e e ehglbi: end sutheriee it resasad by matn iz o codcbion by UNTIL THIS INFORMATION 1S RECENED. FAILURE TO RESPOND TO
ity B 0% fup man i amuunls sullcientla sore- g cenibula- bwads e pesmkm araerthe 213 L lelal Hechh Zes FLad. MAY RESULT IN CLAIMS BEGIN DELAYED OR DENIED.
Grou]
P - Lmploysa Signaturs: Naree TAHEF use only
This form should be retarned to your Employe ° (Empopec SigRatS 0F RRIFR ToN arNaton) |
Broup Fe Bignalure: _____ Dt




Certificate of Notice and Acceptance of
Plan Provisions

If you have a 2015 Certificate of Notice and Acceptance on
file for an employee, another will not need to be completed
provided they remain covered with your group.

Forms must be completed by:
> New employees;
> Employees moving to another employer with MHBF coverage;
> All employees of a group new to MHBF coverage.




Enrollment/Change/Termination Form

Enrollment in the Plan

Enrollment/Change/Term natlon Form
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Multiple Coverage Inquiry Form

If any employee or their dependent has coverage in addition to MHBF
for medical, dental or vision, the employee must provide that
information on the Multiple Coverage Inquiry.

If the additional coverage is cancelled, this form must be completed to
notify MHBF of the change.

Failure to provide this information can result in claims being delayed
or denied.




2018 Benefit Changes




2018 Changes

Participation Agreement (Group)

Copayment for specialty drugs has changed.

Verification for volunteer firefighters must now be signed by
Fire Chief and City Official.

When a branded drug has a generic equivalent available,
the patient will pay the difference between the cost of the
generic and branded drug if they chose to fill the branded
drug.

Impotence/ED medications will be limited to four (4) per
month. The daily form of Cialis will be excluded.



2018 Changes

The following drugs were added to exclusion list because of generic or
alternative availability: Qudexy XR, Topiramate XR, Celexa, Lexapro,
Prozac, Paxil, Zoloft, Rexulti, Auvi-Q, EpiPen, etc. You can find a
complete list at www.arml.org/MHBF.

The Fund utilizes an evidence-based program. Drug therapies are
evaluated and based on clinical evidence it is determined which are
covered by the plan.



http://www.arml.org/MHBF

2018 Changes

MHBF has changed pharmacy consultants. In the coming months,
members will begin receiving new cards indicating SmarterRx as the
contact for member and provider services. The telephone number is
the same.

If you do not have a new card by the first of the year, don’t worry!! The
card you have now will continue to work. The processing codes have
not changed.




How Members Can Reduce
Out-of-Pocket Costs




Common Mistakes that
Increase Out-of-Pocket Costs

Failure to precertify. When in doubt, call 888-295-3591.
Using the emergency room for non-emergency events.

Failing to check in-network status of a provider. (80% vs. 50%)
Failing to add a dependent to coverage in a timely manner.

Paying a health provider’s bill prior to receiving an EOB. When in doubt,
call us.

Never hesitate to call MHBF 501-978-6137 with any questions or
concerns you may have.




More Money Saving Tips

Call and find out if a service, test or procedure is covered prior to it
being performed.

Keep wellness visits strictly wellness.

Make sure to carry the minimum medical coverage on automobile
insurance.

Turn in Accident Claim Forms or other required documentation.

Read the Fund Booklet or review the SBC and know your benefits.




More . ..

To ensure coverage, buy travel insurance for travel out of the country.

Turn in Multiple Coverage Inquiry Form every time additional coverage
is added or terminated.

Know and understand what qualifying events are (and are not) for the
addition of family members to coverage.

Don’t forget that eDoc America, along with their 24-hour Registered
Nurse Advice Line is a part of your benefit package.

Do not hesitate to call and ask questions. MHBF is here to help.



Final Thoughts

Every employee signs a Certificate of Notice and
Acceptance of Plan Provisions. By signing this
form, each member is acknowledging that they
have read and understand the benefits provided by
the Fund and agree to the terms contained therein.
Encourage employees to actually read the Fund
Booklet and become familiar with the plan.

Educate your employees about their benefits.

Know that we are here to help.






Municipal Health Benefit Fund
Prescription Drug Program
Plan Update for January 1, 2018

October 13, 2017



Summary of 1/1/2018 Changes

* Clinical Management Tools
* Dispensing Limits
* Step Therapy
» Reference Pricing
e Plan Exclusion

* Align Pharmacy Network

* SmarterRx / EBRx (UAMS) / RxBenefits Partnership with MHBF



Dispensing (Quantity) Limits

How do Dispensing (Quantity) Limits work?

Dispensing restrictions can be placed on specific drugs that may limit (1) # of
units/Rx, FZ) # of units per timeframe, or (3) # of units/day.

Purpose:

To promote safe and effective medication therapy and to reduce the
likelihood of wastage.

Example(s): (new for 1/1/2018)

 Men’s Health — oral medications used to treat Erectile Dysfunction (ED) will
be limited to 4 pills/month. The “daily” form of Cialis (2.5mg, 5mg
strengths) will be excluded from plan coverage.



Step Therapy

How does Step Therapy work? Requirement that the presence of a specific drug
and/or condition exists before a particular drug can be used.

Purpose: To promote appropriate and cost-effective drug therapy in a step-wised
fashion.

Example(s):
Respiratory Agents — Advair, Dulera, Symbicort and Airduo (new for 1/1/2018)

* To obtain one of these agents, the patient must have at least 90 days of inhaled
steroid use out of the past 120 days in their medication profile.

* Patients 40 years or older are exempt from this initiative.



Reference Pricing Example
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Reference Pricing - Examples

Additions to Reference Pricing (new for 1/1/2018)

* Selected Antidepressants — Brand name Celexa, Lexapro, Prozac,
Paxil, Zoloft

* Selected Antihypertensives — candesartan (generic Atacand / HCT),
Inderal LA, Inderal XL, Innopran XL

 ADHD Agents — Cotempla XR, Mydayis
* Anti-Migraine Agents (Triptans) — naratriptan (generic Amerge)

Removal from Reference Pricing (new for 1/1/2018)

e Generic Crestor (rosuvastatin) and other historically high-cost
generics



Exclusion from Coverage

How does Exclusion work?

In an effort to provide the most cost-effective drug therapy to Fund
participants, drugs are evaluated based on their safety and
effectiveness as demonstrated in the peer-reviewed published
literature. An evidence-based approach is used to help steer the Fund’s
drug coverage policy. Therefore, drugs not meeting certain standards
are recommended for exclusion by the Fund.

Purpose:

To protect the Fund from the financial exposure related to expensive
low-value drugs and/or unproven drugs.



Exclusions - Examples

 Selected Anticonvulsants (Qudexy XR, Trokendi XR, Topiramate XR)
* Epinephrine Auto Injector (Auvi-Q, Epi-Pen)

e Kits (various)

* Misc. Dermatological Products

e Hyaluronic Acid Knee Injections (Synvisc, Euflexxa, Gel-One, others)

* Selected Multiple Sclerosis Agents



Align Pharmacy Network

 What is the Align network?

* How does the Align network operate?

* How will the pharmacy network operate after 1/1/2018?
 What does this change mean to MHBF and its members?



SmarterRx / EBRx (UAMS) / RxBenefits
Partnership with MHBF

* SmarterRx — provides Pharmacy Benefit Manager (PBM) contract
evaluation and management, oversight of pharmacy vendor
relationships, oversight of the prescription drug program

 EBRx (UAMS) — provides an evidence-based prescription drug
program, defines the drug formulary and drug coverage rules, handles
prior authorization requests for drugs, handles physician appeals for
denied drug requests

* RxBenefits — provides pharmacy benefit management services (claims
processing, pharmacy network, member call center, member
communications, ID Cards)

10



Information Regarding Prescription Drug Benefit

* On-line — updated lists pertaining to Quantity Limits, Step Therapy,
Reference Pricing and Exclusion are found on the MHBF website:

/Services/Benefit Programs/Municipal Health Benefit Fund

* Phone — phone numbers for EBRx (UAMS) and RxBenefits are
forthcoming in the Municipal Health Benefit Fund Booklet

11


http://www.arml.org/




Premium Due Dates

« All premiums are due by the 15t of every
month and considered late after the 5t of
the month.

 Premiums received after the 5t of the month
are considered for late fees.

 Late fees are $10 for the group, plus $1 for every
member in the group.

* Please make sure a copy of all pages of the
billing Is sent with the remittance of payment.




Waiting Periods

* Due to ACA regulations, MHBF can not
allow a waiting period beyond 60 days.

* New employees will be eligible for coverage
the first day of the month following 60
consecutive days of employment.

 New employees with hire dates of the 15t or
2"d of the month, that full month is counted as
part of the 60 day waiting period.

* If an employee transfers from one of our

groups to another, they will transfer without a
waiting period.




Forms

« MHBF documents every change that is
made, for auditing purposes.

* For that reason, we have a form for
everything processed.

« MHBF has a multi-use form
Enroliment/Change/Termination form.

* Enrollments require; Enrollment form,
Certificate of Notice and Acceptance, Multiple
Coverage Inquiry and a copy of social security
card for everyone listed.




FO r m S continued

* Changes require; Change form, supporting
documentation (reason of change), Certificate of
Notice and Acceptance (if adding spouse),
Multiple Coverage Inquiry, and copies of social
security cards for addition of dependents.

« Terminations require; Termination form. Please

remember to have a current

address as this Is

used for Cobra purposes. Also, list last day of
employment for termination date.

« Change of address; We mai
correspondence every day.
address with you, we need t

out
f they change their

nis form.




Things to Remember

 Make sure all forms are completed to its
entirety. Anything missing could delay
enrollment, ID cards, changes,
terminations or even claims payment.

* You do not have to wait until billing to turn
In paperwork. It can be mailed, emailed or
even faxed to your representative.

* |If you ever have any questions or doubts,
call us, that’s what we are here for. ©




Customer Service &
Provider Relations

What You Need te Know.



- Preferred Provider Network
- In-Network Benefits are higher
- Access to thousands of providers
- Access to our wrap-around network for out-of-state providers




Referring A Provider

If you want to use a provider that is not in the MHBF Preferred Provider
Network, it's simple to refer them:

Go to arml.org

Click on the MHBF tab

Click on Preferred Provider Directory
Click on Provider Request Form

When you are finished completing the form, click submit and
an email is sent directly to our office.



- www.arml.org

- Contact Provider Relations
Department

- Contact Customer Service




Customer Service

- Copies of EOB’s

- Verifying if precertification is
required for a service

- Balance billing issues

- Clarification of benefits



Frequently Asked Benefit Questions

Calling to get claim status or information on your spouse?

Requires Authorization to Disclose
Form is located in the back of the MHBF book or request one from MHBF Customer Service

How to file an appeal? .
Write a letter to the Claims Review Team

Mail to MHBF @ PO Box 188 North Little Rock, AR 72115
Response will be returned within 60 days

What are the office visit benefits?
Office visits are reimbursed at 100% after a $20 copay

All other services performed in the office are reimbursed at 80%, subject to
deductible.




Frequently Asked Questions (continued)

| had surgery at an In-Network facility. When | received the EOB for my
anesthesia services, it states the services were paid at 50%, why?

Anesthesia services were performed by an Out-of-Network provider.

MHBF tries to contract with every provider utilized by our members however,
providers do not have to accept a contract.

When precertification is required for a service, is it my responsibility to call
MHBF or the providers?

It is the responsibility of the member to contact MHBF.

Are flu shots covered at the pharmacy?
Yes, when charges are filed through Optum.




| went to the doctor for my annual exam but my claim did not pay as wellness,
why?

A true wellness visit does not have any medical diagnosis associated with it. If you
go to the doctor for a wellness exam and you are diagnosed with any medical
condition, receive a prescription or get a refill prescription for a condition already
diagnosed, this does not qualify as wellness.

| saw my chiropractor for low back pain. MHBF sent a form for me to fill out.
Why?

The diagnosis billed on the claim may have suggested an accident or injury. In this
case you have to complete the Accident Claim Form and Two Page Questionnaire
In order for MHBF to determine there is no other liability.




MHBF Booklet

Online at arml.org/mhbf
Your city’s Human Resources

Call MHBF Customer Service



Important Phone Numbers

Municipal Health Benefit Fund
(501) 978-6137 :

Option 1 — Precertification

Option 3 — Verify Network Status
(Provider Relations)

Option 6 — Customer Service
Option 7 — Premium Accounting







Clinical Team

— Clinical Reviewers

— Jennifer Elliott, LPN

— Deb Hudson, LPN

— Jill Sloan, LPN

— Amanda Woodyard, LPN
— Precertification Specialist

— Stephanie Stroncek



Precertification

—Precertification is prior
notification to the Utilization
Review Program before
services are received by the
covered individual.



It is the member’s
responsibility to precertify.
A penalty deductible of $1500

will apply for failure to
precertify.



What to Pre-certify?

— Ambulatory Surgical Procedures

— Botox Injections

— Mohs Procedures

— PET Scans

— Inpatient Hospital Confinements

— Observation Hospital Confinements over 23 hours

— Durable Medical Equipment if purchase price or annual rental cost
exceeds $2000

— Prosthetic Devises with purchase price exceeding $2000
— Home Health and Hospice Care
— Wound Care & Hyperbaric Oxygen Treatments

— Special Benefits Programs



Special Benefits

— Bariatric Weight Loss Program

— These services will be covered exclusively though the Metabolic
& Bariatric Surgery Accreditation &Quality Improvement
Program (MBS-AQIP).

— Chemical Dependency Treatment

— Services must be rendered at an MHBF Chemical Dependency
Treatment Center to be covered.

— Transplants

— Transplants must be performed at an MHBF Designated
Transplant center to be covered.



How to Pre-Certity

— Call the MHBF Pre-cert line
— 888-295-3591
— If it is after hours, a weekend or a holiday LEAVE A MESSAGE:

— Name
— Member ID or Date of Birth
— Return telephone number

— Brief message of what you need



Nurse Review Process

— Medical Records are requested

— Documentation of conservative treatment that has been
attempted and failed

— Radiology reports or test results

— Once the information is received, it is reviewed with the
MCG Guidelines to ensure that it meets medical necessity.



MCG Guidelines

— MCG Guidelines present best practices for treating
common conditions in a variety of care setting and assist
healthcare professionals in providing quality care by
reducing the under-use, over-use and misuse of medical
and surgical resources.

— The MCG Guidelines are written by a professional
healthcare staff consisting of physicians, nurses and
medical consultants.



How Long Does It Take?

— Generally it takes 2-3 business days to complete a pre-cert.

— Clinical information is requested, if additional information
is needed, your physician will be contacted. It often takes
several calls to a physicians office to get all the information
needed for a pre-cert.



Appeals

— If an adverse determination is made the ordering physician
and member will receive a letter with an explanation as to
why the determination was made.

— If you disagree with an adverse determination you may
submit an appeal in writing within 60 days of receiving the
denial letter.

— Include medical information to support your appeal.

— The appeal will be reviewed by a physician who was not
involved in making the initial decision. These reviews occur
bi-weekly.



Non-Emergency Surgical
Procedures

— A procedure to improve health or quality of life when the
medical condition is not considered immediately life-
threatening. Non-emergency procedures are pre-
scheduled to a specific date and are not considered
emergent in nature.

— Annual benefit of 2 per calendar year.



Sleep Studies

— Annual benefit of 1 per calendar year.

— Sleep studies do not require a precert.



Claims Review

- Claims are reviewed to ensure that the providers are
accurately billing for services

- Claims are reviewed to ensure that they are processed
correctly per the contract



MBS-AQJP Bariatric Weight
Loss Program




MBS-AQIP
Metabolic and Bariatric Surgery Accreditation
and Quality Improvement Program

* Program is designed with a goal of weight loss surgery in mind

* However, you can enroll in the program for supervised weight management
under the guidance of a dietician, if you meet requirements



MHBF designated providers

e Dr. John Wilder Baker
« Baptist Health Medical Center

 Non-designated provider: If morbid obesity treatment is preformed at a non-
designated facility or by a non-designated provider or if medical case
management is refused then the pre-obesity, obesity and post-obesity care
and charges are not covered

 No benefits for services done prior to enrollment with MHBF

American Socicty for
Metabalic & Bariatric Surgery




Why Dr. Baker and Baptist?

« Dr. Baker is the Medical Director of the Baptist Health Weight Loss Center
« Dr. Baker is Co-Director of the Baptist Health Bariatric Program

* Has performed over 2,500 bariatric surgeries

« Committee lead for Arkansas Medical Board and the General Assembly

* Operation New Life Mission in Honduras teaching advanced laparoscopic surgeries to
physicians and students

» Past President of the American Society for Metabolic & Bariatric Surgery and currently
serves on the board of directors

 Former chief surgical resident LSU

* Author and co-author of numerous studies

« Dietician(s) registered thru the state, commission on dietetics and has a master’s degree
* 24 hour access to surgeons/staff thru PMD or TWISTLE



Dr. John Wilder Baker,
Baptist Health Medical Center

Program: Requirements:
e Minimum of 6 months Application with pre-determination

* Must have a BMI of at least 40%; or 35% * No retro authorization requests

with a co-morbidity « No transfer or care or waiver of requirements
 Requires consecutive, monthly weight « 19 years of age or older
lr][\anaglj.emlent v or have b ous| » PCP referral
« If you live locally or have been previously .
enr.oIIed/dlsquaKﬂed you are required todo  ° Letter of recommendation from PCP
weight management with Dr. Baker * Medical records
« Dietician supervision is recommended but Possible clearance based on medical .
not required as long as PCP is willing to dla%noses (example: history of cancer, cardiac
follow program etc.



Requirements

» Bariatric Psych evaluation
» Laboratory work
* Sleep study

» Sleep apnea-download of chip with
compliance

* Dietary test
e Seminar

« Smoke free-willing to consent to
random nicotine tests

* Sobriety x 5 years
 Extended weight management

« Additional testing/clearance based
on medical history



Baptist Health Policy regarding
elective surgery

Patient health requirements:

* Weight at time of surgery must be
400 pounds or less

* \Women: BMI of less than 60%
* Men: BMI of less than 55%

Financial requirements:

* Requires co-insurance and any
remaining deductible 2 weeks prior
to surgery

* Anesthesia, sleep medicine,
laboratory, ancillary charges billed
post operative



Costs:

f--_

f =)
* Deductible Q) * Plan pays 80% of all program
» $20 office co-pay for each visit requirements
» Co-insurance for labs, diagnostic * It you are required to have a

Colonoscopy, EGD, Carotid
screening or Chest x-ray as a
program requirement these will not
be paid under wellness benefits

testing, surgery requirements

* Vitamins, liquid diet, lifelong
requirements



MHBF MBS-AQIP Facts

2013-present

* 166 members enrolled in the
program

* 95 members disqualified for non-
compliance or have dropped out

* 60 members have had surgery

* 11 active members in the program
with upcoming surgeries

* 5 fired from program

Surgeries 2013-present

* 44 Sleeve gastrectomy

* 15 Gastric bypass
1 Lap band
© Befo/e

&

ter ©
er/“



Covered surgeries

New bariatric patients:
* Gastric bypass

* Gastric sleeve
* Biliopancreatic diversion
* Lap band (case by case basis)

Revision or conversion:

* Old records, operative reports,
diagnostic test results

* Bypass or stomach stapling-
documentation that the
anastomosis/staple site no longer in
tact

* Lap band-removal of band 6 months
prior to any conversion



Surgery

Minimum of 2 night stay in-patient, first night
usually ICU

Post op liquid diet for a minimum of 2 weeks

Post op restrictions-no driving for 7 to 10
days and no lifting for 6 weeks




Post operative

Follow up
2 weeks post op

* 1 month post op
3 months post op
6 months post op
* 1 year post op

* Annually for life

* Depending on your medical historg and
tolerance to surgery labs every 3-
months for life




Non-compliance

Warnings: Fired:
* |tis the member’s responsibility to submit all of the * You will not be seen for any office visits or complications
required monthly paperwork, failure to do so can result in and you will not be consulted if you are an ER admit

disqualification « MHBF will not pay any bariatric related charges once you

« MHBF: Warning letter and given 2 weeks to provide are fired (example: labs, office visits, ER visits, diagnostic
documentation testing)
« If disqualified for non-compliance you must wait until * 5 patients fired since 2013

January of the following year to re-apply and will be
required to do all services thru Dr. Baker

« Dr. Baker: First and second offense: If you miss or
cancel lab work or office visit you will get a warning letter
and you will be given a time frame to reschedule



Non-covered food/supplemental
requirements

* The fund will not cover food, shakes, ¢ Non-menopausal women: Calcium,
vitamins and supplements pre or Iron, ADEK
post op

* HMR shakes (liquid diet) minimum
of 2 weeks pre-op and 2 weeks post
op $150 per 1 month supply

* \/itamins/protein supplements
lifelong




Compliance and skin removal

FI\)/Irgmrté]eng gwﬁgtbgaavem fllr?lcrin surger ;iggryHogfop Wity ° Eligible skin removal: arms, thighs, back and

100% compliance thru the pre and posF pannicula (apron)

surgery/case management process » Non-eligible cosmetic: abdominoplasty(tummy
Non-compliance with office visits, required labs and tuck), breast implants or breast lift, breast reduction

not following pre-operative diet requirements and
not documenting weight loss effort can disqualify
you for skin removal

Must be at a % of your ﬂg)al weight and have a
stable weight for 6 months

If you are still loosing weight you are not eligible

Documentation of skin impeding movement, skin
breakdown, irritation or rash



Bariatric Support

* Support Groups
* Exercise Groups

 E-doc America (dietician, MD,
Kinesiology, therapist)

e David Baxter




Jennifer Elliott, LPN
Bariatric Program Case
Manager

jelliott@arml.org

501-9/8-6137/
extension
131

'“e“..!.'“.:..“:': diefing heaith....

WMS

ort natural therapy
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== LOSS!

ce oot therapy @MU Sie FUNNING
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AMENDED AND RESTATED

DECLARATION OF TRUST

MUNICIPAL HEALTH BENEFIT FUND (THE “FUND”™)

This Declaration, initially made on the 16" day of November 1981, and amended effective
January 7, 2008, by the Mermber cities and towns joining herein, and is amended and
restated by the Member cities and towns effective , 2017, witnesseth:

WHEREAS, Ark. Code Ann. § 25-20-101 el seq provides that any governmental powers,
privileges, or authority excreised or capable of exercise by a local governmental unit of

this state alone may be exercised and enjoyed jOlllﬂY with any other local governmental
unit of this state.

WHEREAS, the local governmental units joining herein pursuant to Arkansas law,
specifically but not limited to Axk. Code Ann, § 14-54-101 et seq and § 25-20-101 ef seq,
desire to establish a trust fund to be used as a means for providing group life, dependent
life, and accidental death and dismemberment insurance; disability income, health and
dental coverage, and other employee welfare benefits for employees, former employees,
officials and former officials of member local governmental vnits.

WHEREAS, the trustees as hereinafter articulated have consented to act as Trustees of the
Fund (The “Trustees™), under the provisions of this Declaration of Trust (“Declaration”).

NOW, THEREFORE, in consideration of the mutual promises hereinafter made, the local
governmental units joining herein hereby establish a trust fund to be known as the
Municipal Health Benefit Fund (The “Fund”) and hereby agree to maintain the Fund by
the contribution of such amounts as may be determined by the Trustees to be necessary to
carry out the purposes of this Trust.

PART L. PURPOSES OF THE TRUST

A. The Fund is created for the purpose of providing and maintaining adequate group life,
accidental death and dismemberment and dependent life insurance, disability income,
health and dental coverage, and such other employee welfare benefits as determined by the
Trustees in their sole discretion from time-to-time (collectively, the “Benefits”) for the
benefit of the member local governmental units (“Members™) and their employees, former
employees, officials, and former officials (“Member Employees”).

B.  The Trustees shall effectuate this Declaration by securing appropriate insurance
coverage and seiting up the Fund to provide the Benefits.



C. Members must also be a member in good standing with the Arkansas Municipal

League (the “League™) under whatever membership provisions and qualifications the
League may require,

- PART 1. DEFINITION OF TRUST FUND

The term “Fund” as used herein shall mean the trust estate known as the Municipal Health
Benefit Fund which shall consist of the policies purchased hereunder together with all
experience refunds or other sums payable to the Trustees on account of such policies; all
monies received by the Trustees as contributions from the Members; and any other property
received and held by the Trustees for uses, purposes and trusts set forth in this Declaration.

PART II. APPLICATION OF THE FUND

The Trustees shall use and apply the Fund to pay or provide for the initial cost and the
payment of premiums on the policies in the Fund when such premiums shall become due;
to accept and apply all required dues, assessments, and premium payments from Members
as required in order to provide the Benefits; to pay Benefits to Member Employees of the
Fund according to the governing terms for the respective Benefits; and for all such other
uses and purposes as determined by the Trustees to be necessary and proper in order to
provide the Benefits. '

PARTIV.  POWERS AND DUTIES OF THE TRUSTEES

The Trustees shall have the following duties and powers:

1. To provide and keep in good standing such policies of group life, dependent
life and accidental death and dismemberment or other insurance coverage
as may be deemed necessary to provide Benefits. They shall set up and
maintain the Fund to provide disability income, health, dental, and other
employee welfare benefits as they determine and provide such reinsurance
or other coverage as deemed necessary o provide Benefits.

2. They shall, in their names as Trustee, have the right and power to assess the
Members in such amounts as may be necessary to fulfill the purposes of this
Trust, Such assessments shall be made in such amounts that the Member
shall each pay an amournt proportionate to the Benefits provided by the
Trustees for such Members and Member Employees.

3. If any assessment is not paid by a Member the Trustees may, without notice,
terminate the Member’s rights under this Fund and discontinue the Benefits
as may be provided for the benefit of such Member and Member’s
Employees.



4. The Trustees shall have the right to inspect the records of Members so far
as they are pertinent to the purposes of this Declaration and may require
such reports from Members as may be necessary to the administration of
the Fund.

5. The Tiustees shall keep true and accurate books of account and records of
all their transactions.

0. The Trustees may promulgate such rules and regulations not inconsistent
with the terms hereof as may, in their discretion, be proper or necessary for
the sound and efficient{ administration of the Fund. The rules and
regulations shall be set forth in a Fund Booklet published at least annually,
to Members and Member Employees. Use by the Fund of electronic based
communications and internet sites constitutes timely and complete
publication. A Participation Agreement between the Member and the Fund
shall be fully executed as may be required by the Fund Administrator.

7. The Trustees shall not receive compensation for the performance of their
duties, but shall be entitled to be reimbursed for expenses.

8. The Trustees shall nof be personally Hable for any obligation to pay Benefits
or premiums incurred by them as Trustees or for any action pursuant to this
Declaration in good faith taken or omitted, nor for any action taken or
omitted by any agent, employee, or attorney selected with reasonable care.
The Trustees may delegale any of their ministerial powers or duties
hereunder to an agent or employee,

9. Notwithstanding anything to the contrary herein, the League, the Trustees
of the Fund, the Administrator of the Fund, and the Fund shall not be
obligated, directly or indirectly to pay any sum except from the Fund’s
monies and assets and then only to the extent that funds are available in the
Fund.

10.  The Executive Director of the League shall serve as Administrator of the
Fund.

11, The Trustees shall act as a board of review on all appeals from the decisions
of the Administrator and decisions of the Trustees on such appeals shall be
final and binding upon all parties.

PARTV.  TRUSTEES

A, The Fund shall be administered by five (5) Trustees, one from each Arkansas
Congressional District and one at large from the state of Arkansas, all of whom must be
employees or officials of Member incorporated cities or towns elected only by the
incorporated city and town Members participating in the 'und at the Annual Convention



of the League. Those Member Employees that do not wotk for a city or town or are not an

elected or appointed official of a city or town in Arkansas are not eligible to serve as a
Trustee,

B. Uponelection, the Trustees declare that they will receive and hold the Fund as Trustees

by virtue of this Declaration for the uses, purposes and trusts and with all the powers and
duties of the Fund.

C.  Whenever a Trustee ceases to be an employee or officer of a Member city or town
participating in the Fund, he or she will thereby cease to be a Trustee of this Fund and his
or her stccessor will be chosen by the remaining Trustees to serve until the annual election
of Trustees. During the vacancy, the remaining Trustees shall have the power to act
pursuant to the provisions of this Declaration, provided, however, no act or decision may
be made without the consent or approval of a majority of the total number of Trustees.

D. Meetings of the Trustees shall be held at the call of the Administrator or any three (3)
Trustees, A majority of the Trustees shall constitute a quorum for the transaction of
business. All decisions of the Trustees shall be made by the vote of at least a majority of
the quorum of Trustees.

E.  Trustees may be removed for cause by majority vote of the Trustees but only after
the Trustee is given notice of the possibility of removal and an opportunity to be heard

during a Trustee meeling.

PART VI, TERMINATION OF THE TRUST

A.  This Trust shall terminate under any of the following circumstances:

1. Upon notice of termination in writing to the then participating Members by
the Trustees of the Fund.

2. Upon notice of termination in writing to the Trustees by all the then
participating Members.

3. At such time as the totel number of covered Member Employees shall
become less than 600.

B.  Upon termination of this Trust, the Trustees shall distribute to the then participating
Members in shares proportionate to their contributions any funds which they have in their
hands or which they may receive after such termination by virtue of this Trust,

PART VII.  WITHDRAWAL FROM THE FUND

Any Member may terminate its connection with the Fund upon giving thirty (30) days’
notice in writing to the Trustees of such intention to withdraw. Upon withdrawal, Members



monetary reserves remain in the Trust unless the Trust is terminated as provided for in Part
V1 of this Declaration.

PART VIII. __ADMISSION TO THE TRUST (FUND)

Members shall be admitted as parties to this Fund upon written application for benefits
under said Fund and by entering into a Participation Agreement with the Fund. The Fund
Administrator shall have the authority to execute on behalf of the Trustees such

Participation Agreement and any other documents related to a Member becoming a party
to the Fund. '

PARTIX. AMENDMENT OF DECLARATION

This Declaration may be amended by a majority vote of the entire number of Trustees or a
majority vote of the City or Town Members who are parties hereto, except that the general
purposes of the Trust shall not be changed.

PART X. STTUS AND CONSTRUCTION OF TRUST

This Declaration and all questions pertaining to its validity, construction and administration
shall be construed under and regulated by the laws of the State of Arkansas and where
applicable, federal law.



PARTICIPATION AGREEMIENT
IN THE
MUNICIPAL HEALTH BENEVIT FUND

THIS AGREEMENT, entered into this day of , 2017,
effective as of (hereinafter called the “Effective Date”) by and
between the City of , Arkansas (the “City”) and the Municipal Health

Benefit Fund (the “Fund™).
WITNESSETH

- WIERIEAS, the Tund is a multi-employer, self-funded trust fund created by Declar mon
of Trust dated November 16, 1981, as amended (the “Declaration of Trust?), to provide health

and welfare benefits to employees of participating municipalities who are members of the
Arkansas Municipal League; and

WHEREAS, the City wishes to become a Participating Employer in the Fund to provide
health and welfare benefits to its eligible Employees; and

WHIEREAS, by virtue of the anthority granted to it in the Declaration of Trust, the Fund
agrees to accept the City as a Participating Employer in the Fund.

NOW, THEREFORE, for and in consideration of the promises and of the mutual
covenants herein contained, the parties hereby agree as follows:

1. Beginning on the Effective Date, the City agrees to become a Participating Employer in
the Fund and to make payments to the Fund on behalf of its eligible Employees to provide
the following benefits for the following premium amounts:

Medical Coverage
~ $500 Deductible
$1,200 Deductible
$2,000 Deductible

_ Dental Coverage
___Vision Coverage
Life Insurance

Disability Income Benefits
Option A
Option B



MUNICIPAL HEALTH BENEFIT FUND
PARTICIPATION AGREEMENT

2.

By execution of this Participation Agreement, the City adopts and agrees to be bound by
all of the terms and provisions of the Fund, as amended from time to time. The City further

agrees to timely make all required premium pflymems to the Fund in accordance with the
Fund’s procedures.

The City acknowledges receipt of the proposal dated __ ,20 . Inaccordance
with the eligibility provision outlined in the proposal, the City hereby certifies and agrees
that it will at all times while a Participating Employer in the Fund comply with the
Eligibility Requirements of the Yund as set forth in Exhibit A aftached heteto and
incorporated herein. The City acknowledges that its participation in the I'and is contingent
upon its compliance with the Eligibility Requirements.

By signature below, the City agrees to and does become a party to the Fund as a
Participating Employer. The City hereby acknowledges receipt of a copy of the
Declaration of Trust and the Municipal Health Benefit Fund Booklet.

By execution of the Participation Agreement by the Plan Administrator, the Fand accepts
the Cily as a party to the Fund pursuant to the authority vested in the Plan Administrator
by the Declaration of Trust. The Fund agrees to receive the City’s premiums and to hold,
administer and invest such funds and to pay claims to Employees in accordance with the
terms and provisions of the Fund, as amended from time to time.

The terms of the Fund as in effect from time to time, shall fully apply to the City as of the
Effective Date, with the imposition of any additional {erms or conditions set forth ia this
Agrecment.

The City acknowledges that, pursuant to the Declaration of Trust, the Tund may be
terminated by piving written. notice to member cities and other public entities at their
regular business addresses. Pursuant to the Fund Booklet, the Fund agrees to provide such
written notice by regular mail sixty (60) days prior to termination. The Fund’s Trustees
may also amend the terms of the Fund. Tt is the responsibility of the City to notify its
Employees of any amendments or changes to the Fund.

All capitalized terms used in this Participation Agreement and all Exhibits hereto shall have
the same meanings given to them in the Municipal Health Bene: ﬁt Fund Booklet, unless
otherwise defined in this Agreement,

IN WITNESS WHEREOY, the parties have caused this Participation Agreement to be

executed on their behalf on the date first written above.

[signature page follows]



MUNICIPAL HEALTH BENEFIT FUND
PARTICIPATION AGREEMENT

CITY:

Tis:

MUNICIPAL HEALT BENEFIT FUND:

By:

Don A. Zimmerman
Plan Adiministrator



MUNICIPAL HEALTH BENEFIT FUND
PARTICIPATION AGREEMENT

EXTIBIT A
ELIGIBILITY REQUIREMENTS

Since all eligible employees must be offered coverage, the City’s participation in the
Fund is expressly contingent wpon the City’s continucd compliance with the following
Eligibility Requirements:

The Eligible Class of smployees who may be Covered under the Fund includes all
employees of the City in any of the following classes, The City must include employees in Class
5, and may elect fo include employees in the other classes, as part of the Eligible Class,

Class 1 - Active elected officials

Class 2 —Members of boards and commissions

Class 3 — Volunteer firefighters (See below for further details)

Class 4 — Auxiliary police

Class 5- All full-time active employees of the City who work at least thirty (30) hours per
week.

Class 6 — Retired members age 55 of over (See Retiree Coverage for further details)

For each class to which it offers benefits, the City must meet the following criteria;

1. All eligible Employees have been offered Coverags, and

2. A list of all eligible Employees accepting Coverage has been sitbmitted to the Fund, during
an Open Enrollment Period and/or in the event of a Change of Status Event such as new
hire, birth of a child, or divorce; and

3. Seventy-five (75%) percent of all eligible Employees elect Coverage under the Fund, and

4. A list of all cligible Employees opting out of Caoverage, along with proof of Coverage

through a Spouse, Medicare and/or another cartier has been submitted to the Fund during
an Open Enrollment Period or at the time of qualifying Change of Status Event.

Volunteer Firefighters (Clags 3} —to qualify for Coverage under the Fund, volunteer
firefighters must actively participate in more than:

o 50 percent of fire calls.
50 percent of training sessions.

o Verification of participation must be certified in writing under penalty of perjury
by the Fire Chief.

e Cerlification must be submitted to the Fund each year on or before December 31,



MUNICIPAL HEALTH BENEFIT FUND
PARTICIPATION AGREEMENT

If the City offers Coverage to any of the Classes 1 through 4, then the Coverage must be
offered to all members of the class. When Coverage is offered to a class, the City shall require all
members of that class to sign up for the Coverage or submit arefusal form. A minimum of seventy-
five percent (75%) of classes 2, 3 and 4 must sign up for Coverage, or none of the class may be
Coveted, Thosc persons in Classes 2, 3 and 4 who are eligible for Medicare are excluded from the
seventy-five percent (75%). The City must maintain Covetage on seventy-five percent (75%) of
each participating class (2, 3, 4 or 5) for Coverage to continue.

The City must offer medical Coverage to all eligible Employees working thirty (30) hous
or moxe a week and must ensure that the Employee’s shate of the premivm is affordable. The City
may use one of three “safe barbors” allowed by IRS regulation to determine affordability. The W-
2 wages safe harbor is most frequently used. Itis satisfied il the City ensures that the Employee’s
share of the premium does not exceed 9.5 percent of the Employee’s current W-2 wages for the
cost of employee only (single) coverage for full-iime active employess. Other safe harbors are (1)
the rate of pay safe harbor, and (2) the federal poverly line safe harbor. If the City meets the
requirements of the safe harbor, the offer of coverage is deemed affordable for purposes of Code
section 4980H(b) regardless of whether it is affordable to the Employee under section 368 of the
Code. :

Medicare, Classes 1 through 4 are not eligible for the medical Coverage provided under the
Fund if they are eligible for Medicare.

Active elected officials (Class 1) who are on Medicare are eligible for dental, vision, drug
card and hearing aid Coverage. However, enrollment in all parts of Medicare, Parts A, B and I,
is required for active elected officials (Class 1) choosing to continue Coverage under the dental,
vision, drug card and hearing aid Coverage benefits. However, seventy-five percent (75%) of each
participating class (2, 3, 4 or 5) must participate for Coverage to continue,



Mumnicipal Health Benefit Fund
P.0. Box 188
North Little Rock, AR 72115
501-978-6137

www.arml.org/mhbf

Your Information.
Your Rights.
Our Responsibilities.

By law, the Municipal Health Benefit Fund (Fund) is required to protect the privacy of your protected health
information. 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.

Your Rights
You have the right to:

= Get a copy of your health and claims records

o Correct your health and claims records

e Regquest confidential communication

e  Ask us to limit the information we share

° (et a list of those with whom we've shared your information

e Geta copy of this privacy notice

e Choose someone to act for you

»  File a complaint if you believe your privacy rights have been violated

Your Choices
You have some choices in the way that we use and share information as we:

s Answer coverage questions from your family and friends
e Provide disaster relief
= Market our services and sell your information

Our Uses and Disclosures
We may use and share your information as we:

s Help manage the health care treatment you receive
e Run ourorganization

e Pay for your health services

e Administer your health plan



e Help with public health and safety issues
e Do research
s Comply with the law

s Respond to organ and tissue donation requests and work with a medical examiner or funeral director
e Address workers’ compensation, law enforcement, and other government requests
=  Respond to lawsuits and Jegal actions

Your Rights

When it comes to your health information, you have certain rights. This section explains your rights and some of
our responsibilities to help you.

Get a copy of health and claims records

o You can ask to see or get a copy of your health and claims records and other heaith information we have
about you. Ask us how to do this.

o We will provide a copy or a summary of your health and claims records, usually within 30 days of your
request. We may charge a reasonahle, cost-based fee.

Ask us to correct health and claims records

o  You can ask us to correct your health and claims records if you think they are incorrect or incomplete. Ask
us how to do this,

o We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications

= You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a
different address,

e We will consider all reasonable requests, and must say “yes” if you teli us you would be in danger if we do
not.

Ask us to limit what we use or share

= You can ask us not to use or share certain health information for treatment, payment, or our operations.
o We are not required to agree to your request, and we may say “no” if it would affect your care.

Get a list of those with whom we've shared information

e You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to
the date you ask, who we shared it with, and why,

= We will include alt the disclosures except for those about treatment, payment, and health care
operations, and certain other disclosures {such as any you asked us to make}. We'll provide one

accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one within
12 months.



Get a copy of this privacy notice

You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice
electronically. We will provide you with a paper copy promptly.

Choose someone to act for you

s |f you have given someone medical power of attorney or if someone is your legal guardian, that person
can exercise your rights and make choices about your health information.

e We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are vielated

o You can complain if you feel we have violated your rights by contacting us using the information on page
1.

e You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by
sending a letter tc 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or
visiting www.hhs.govfocrfprivacy/hipaa/complaints/.

o We will not retaliate against you for filing a complaint.

Your Choices

For certain health information, you can tell us your choices about what we share. If you have a clear preference

for how we share your information in the situations described below, talk to us. Tell us what you want us to do,
and we will follow your instructions.

In these cases, you have both the right and choice to tell us to:

e Share information with your family, close friends, or others involved in payment for your care
e Share information in a disaster relief situation
s  Contact you for fundraising efforts.

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share
your information if we believe it is in your best interest. We may also share your information when needed to
lessen a serious and imminent threat to healith or safety.

In these cases we never share your information for marketing purposes and never sell your information.

Our Uses and Disclosures

How do we typically use or share your health information?
We typically use or share your health information in the folfowing ways.



Help manage the health care treatment you receive

We can use your health information and share it with professionals who are treating you.

Example: A doctor sends us informuotion about your diagnosis and treatment plan so we can arrange
additional services.

Run our organization

e

We can use and disclose your information to run our organization and contact you when necessary.
We are not aliowed to use genetic information to decide whether we will give you coverage and the
price of that coverage. This does not apply to long term care plans.

@

Example: We use heafth information about you to develop better services for you.

Pay for your heaith services
We can use and disclose your health information as we pay for your health services.

Example: We share information about you with your other insurance providers to coordinate payment.

Administer your plan

We will not disclose your health information ta your health plan sponsor for plan administration without your
written authorization to do so.

Example: The Plan Sponsor contracts with us to provide o health plan and we provide your Plan Sponsor with
statisticol data to explain the amount charged for coverage. We will not disclose your protected health
information to the Plan Sponsor without your written authorization to do so.

How else can we use or share your health information?
We are allowed or required to share your information in other ways — usually in ways that contribute to the public

good, such as public health and research. We have to meet many conditions in the law before we can share your
information for these purposes. For more information see:

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health and safety issues

We can share health information about you for certain situations such as:

e Preventing disease

= Helping with product recalis

= Reporting adverse reactions to medications

o Reporting suspected abuse, neglect, or domestic violence

e Preventing or reducing a serious threat to anyone’s health or safety



Do research

We can use or share your information for health research.

Comply with the law

We will share information about you if state or federal laws require it, including with the Department of
Health and Human Services if it wants to see that we're complying with federal privacy law.

Respond to organ and tissue donation requests and work with a medical examiner or funeral director

Q

e

We can share health information about you with organ procurement organizations.
We can share health information with a coroner, medical examiner, or funeral director when an individual
dies.

Address workers’ compensation, law enforcement, and other government reguests

We can use or share health information about you:

e

@

=]

@

For workers’ compensation claims

For law enfarcement purposes ar with a law enforcement official

With health oversight agencies for activities authorized by law

For special government functions such as military, national security, and presidential protective services

Respond to lawsuits and legal actions

We can share health information about you in response to a court or administrative order, or in response to a
subpoena.

Our Responsibilities

We are required by law to maintain the privacy and security of your protected health information.

We will let you know promptly if a breach occurs that may have compromised the privacy or security of
your information.

We must follow the duties and privacy practices described in this notice and give you a copy of it.

We will not use or share your information other than as described here unless you tefl us we canin

writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you change
your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.




Changes to the Terms of this Notice

This privacy notice is based upon “Model Notices of Privacy Practices” provided by the United States Department
of Health and Human Services on their website as of September 19, 2017. HHS may change the regulatory law
governing Privacy Practices or may change their model notice. If so, the MHBF will comply with the law and will
change the terms of this notice. The changes will apply to all information we have about you. We will provide you
with a copy of the new notice and the notice will be available on our weh site.

Other Instructions for Notice
e September 19, 2017
e Privacy Official: Katie Bodenhamer, 501-374-3484, ext. 126, kbodenhamer@arml.org.




New Health Insurance Marketplace Coverage
Options and Your Health Coverage

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Healih
Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic
information about the new Marketplace and employment-based health coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Markeatplace offers "one—stop shopping" to find and compare private health insurance options. You may also be eligible
for a new Kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance
coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may gualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or
offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on
your household income.

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

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

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

How Can | Get More Information?

For more information about your coverage offered by your employer, please check your summary plan description or
contact: Municipal Health Beneflt Fund, P. O. Box 188, North Little Rock, Arkansas 721156 , 501-878-6137, or see
www.arml.org/mhbf.

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

T an employer—sponsored health plan meets the "minimum value standard” if the plan's share of the total allowed benefit costs covered
by the plan is no lsss than 60 percent of such costs, The Municipal Health Benefit Fund plan exceeds the minimum value standard.



PART B: Information About Health Coverage Offered by Your Employer

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

Here is some basic information about health coverage offered by this employer:
o As your employer, we offer a health plan to:
O All employees.

O Some employees. Eligible employees are:

= With respect to dependents:
O We do offer coverage. Eligible dependents are:

[0 We do not offer coverage.

This coverage meets the minimum value standard, and the cost of this coverage to you is intended to be
affordable, based on employee wages.

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

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



The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for
employers, but will help ensure employees understand their coverage choices but will help ensure employees understand
their coverage choices.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the

employee eligible for coverage? (mm/dd/yyyy) (Continue)

No (STOP and return this form to employee)

If the plan vear will end soon and you know that the health plans offered will change, go to question 18. If you don't
know, STOP and return form to employee.

16. What change will the employer make for the new plan year?
Employer won't offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost
plan available only to the employee that meets the minimum value standard.* (Premium should
reflect the discount for wellness programs. See question 15.)
a. How much will the employee have to pay in premiums for that plan? $
b. How often? _ Weekly __Every 2 weeks __ Twice a month __Monthly __Quarterly _ Yearly

Date of change (01/01/2018)

= An employer—sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by
the plan is no less than 60 percent of such costs (Section 36B(c)(2)(C) (i) of the Internal Revenue Code of 1986)



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Seivices | Coverage Period: 01/01/2018 ~ 12/31/2018
Municipal Health Benefit Fund: MHBF Coverage for: Individual + Family | Plan Type: PPO

; The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SEC shows you how you and the plan would
A%, share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separaiely.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-5601-978-6137 or visit
www.arml.org/services/mhbfl. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or

other underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/shc-glossary or call 1-501-978-6137 to request a copy.

mportant Questions : e

| Generally, you must pay all of the costs from providers up to the deductible amount before this |
Yihat is the overali $500, $1,200, or $2,000/individual;  plan begins to pay. If you have other family members on the plan, each family member must meet |
deductible? or $6,000/family their own individual deductible until the total amount of deductible expenses paid by all family |

members meets the overall family deductible.

| Thi - F H H pX3 A & 4 1 ES £ I
- , . : s plan covers some items and services even if you haven't yet met the deductible amount. But a |
Are there services coversd [Yes. Preventive care services are : . e :

SRR F e e " copayment or coinsurance may apply. For example, this plan covers certain preveniive services

—

E-ae-fori‘y Al i covere_d petaresyolumeRtyon; without cost-sharing and before you meet your deductible. See a list of covered preventive services
deductible? deductible. ek .
e e——— i = . at https://www.healthcare.gov/coverage/preventive-care-benefits/. i

Are there other -
deduciibles for specific  No.
services? ! |
| For network providers $4,000
Miaat is the ouit-of-pocket individual / $8,000Lfamily; for qu‘t_-faf— The out-of-pocket limit is the most you could pay in a year 'fqr covered s'er\_/ices.ﬂlf you have or"[hef
limit for 'Ehﬂsnﬂan'?— network providers there is no limit.  ffamily membe(s in this plan, they have to meet their own out-of-pocket limits until the overall family
— o For pharmacy providers $2,600 out-of-pocket limit has been met.
| individual / $5,200 family |

Copayments, deductibles, l

hat is not inciuded in premi’gms, bale'mce-foillinq chf}rges, " ‘ ) . ‘ - N
ihe éuﬁ‘-oi’m@ck’e ¢ limit? ‘penal'ues for failure to precertify, out-Even though you pay these expenses, they don'’t count toward the out~of—pocket limit.
: ' > of-state and out-of-network care and !
health care this plan doesn't cover. l

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

Yes. See www.arml.org/services/mhbf/ will pay the most if you use an out-of-networl provider, and you might receive a bill from a provider |

e » L/
iWMI you'gaa}/}esé SR ’or call 1-501-978-6137 for alistof ~ [for the difference between the provider's charge and what your plan pays (balance billing). Be '
FRIE D D T network providers. aware, your network provider might use an out-of-network provider for some services (such as lab

i work). Check with your provider before you get services. M

!Y ou don't have to meet deductibles for specific services. |

|
30 vou Al 4 . e -
Do you need a o Y You can see the specialist you choose without a referral.
see a specialist? '




‘:&E AH J’aavmeni and comsurence cos‘fs shown in thJs chaﬁ are af‘tel your deduchbﬂe has been mex nc a deductlble apphes

; What'You Wlll'Pav ol 165 Lmtat eIE ' ; : _&70te_rwl -ortt |
Network Provider | Out-of-Network Provider'? i x(;n'f)olri?;ion i
{You will pay the most)

Common
Medical Event

Services You May Need [ N
| (You will pay the least) |

r‘

|
-

if you visit a health
care provider’s office

or clinic

If you have a test

Primary care visit to treat an
injury or illness

$20 copayment/visit and
20% coinsurance

$20 copayment/visit and
50% coinsurance

Specialist visit

$20 copayment/visit and
20% coinsurance

$20 copayment/visit and
50% coinsurance

Other practitioner office visit

20% coinsurance

50% coinsurance

Preventive care/screening/
immunization

No charge

50% coinsurance

You may have to pay for services that aren't
preventive. Ask your provider if the services

you need are preventive. Then check what

your plan will pay for. |
Your deductible does not apply to copayments. |

. Diagnostic test (x-ray, blood

work)

20% coinsurance

50% cainsurance

You may have to pay more for out—leﬁﬁefvi\-fgr_!-{-

diagnostic tests, even if they were ordered by
in-network providers.

| Imaging (CT/PET scans, MRIs)

20% coinsurance

50% coinsurance

Coverage limited o 2 PET scans/year. ‘

e T e S

; If you need drugs to
- treat your iliness or
| condition

| surgery

Vare information about
prescripiion drug
coverage is available at
www.arml.org/services/mh
bif and in section 3 of your
policy booklet.

Generic drugs $10 copay/prescription | Not covered
‘Preferred brand drugs $30 copay/prescription ' Not covered

Non-preferred brand drugs

$50 copay/prescription

Not covered

| Your deductible does not apply to copayments
| for any prescription drugs of any type.

Coverage limited to a 30-day supply per
prescription.

Total cost of the
dispensed drug less the |

J Coverage is limited to a 30-day supply per

prescription.

Reference-Priced drugs total cost of the Not covered This difference in total costs is considered a
reference drug per penalty, and will not count towards your
prescription deductible,

Specialty drugs up to $1,000 | $100 copay/prescription | Not covered Coverage is limited to a 30-day supply per

5 . : i _ prescription and you must pre-certity by calling |

Specialty drugs over $1,000 $200 c _op_ay/prescriphon Not covered 844-853-9400. |

“} Facility fee (e.g., ambulatory

| 20% coinsurance

50% coinsurance

If you have outpatient | surgery center)
|

| Physician/surgeon fees
=

| 20% coinsurance

50% coinsurance

Coveragefm non emergency surge:y is I mned

\ to 2 surgeries annually. You must pre-certify

by calling 888-295-3591. There is a $1,500

penalty deductible for failure to pre-cerfify.

| If you need immediate

medical attention

Emergency room care

, e
| $250 copay/visit and
20% coinsurance

I
!
|
S B
L

$250 ogaylv sit and 20%
gq@r_a@

| $250 copayment is waived if admitted to

inpatient hospital. Your deductible does not
apply to copayments.

£}

Questions: Call 501-978-6137 or visit www.arml.org/services/mhbf/. For help understanding any of the underlined terms used in this document,

20f6

please see the Glossary located at hitps://www.healthcare.gov/she-glossary/ or call 501-978-6137 to request a free copy.



if you need immediate
| medical attention

Emergency medical

Coverage s limited to 2 ground and 2 air ’

Urgent care

transportation - i JONEAITGR 1 A0 G transports annually
\ = 850 conavivier 3 :
$20 conap BN e icenany RNt R0y Your deductible does not apply to copayments. !

' 20% coinsurance

| coinsurance

\
|
f Ht i i o
|

It vou have a hospital
stay

| Facility fee (e.g., hospital room)

20% coinsurance

| 50% coinsurance

Fhysician/surgeon fees

‘ 20% coinsurance

lalos

1
E 50% coinsurance
2l :

| to precertify.

| Coverage is limited fo 30 days annually. You

must pre-certify by calling 888-295-3591.
There is a $1,500 penalty deductible for failure

Outpatient mentalibehavioral
health services

20% coinsurance

50% coinsurance

Coverage is limited to 24 visils annually.

| I vou need mental
( health, behavioral
health, or substance

Inpatient mental/behavioral
health services

20% coinsurance

50% coinsurance

| to pre-certify. |

Coverage is limited to 10 days annually. You
must pre-certify by calling 888-295-3591.
There is a $1,500 penalty deductible for failure |

Substance abuse disorder
services ~ inpatient/oulpatient

20% coinsurance

Not covered

Coverage is limited to 1 treatment plan,
whether inpatient or outpatient, per lifetime at
| MHBF Designated Chemical Dependency
Centers. You must pre-cerfify by calling 888-
295-3591. Consult section 2 of your policy
_booklet for more information.

1
|
i
|
! abuse services
'|
{
!
|

It vou are pregaant

o

Prenatal and postnatal care

$20 cé-gha?\g on first?{isi
| and 20% coinsurance

t

' $20 capay on first visit and
50% coinsurance

A single $20 copaymem is assessed per !
maternity for visits. Postnatal care extends up |

Delivery and all inpatient

services

20% coinsurance

[f vou need help
recovering or have
| other special health

| neads
H

i

|

Home health care

Rehabilitation services

i_

20% coinsurance

50% coinsurance

| to 90 days post-delivery. You must pre-certify

an extended inpatient stay by calling 888-295- |
3591. There is a $1,500 penalty deductible for |
| failure to pre-certify. Your deductible does not .

50% coinsurance

| apply to copayments. j

Coverage is limited to 20 visits annuaily. You
must pre-certify by calling 888-295-3591.
There is a $1,500 penalty deductible for failure
to pre-certify.

20% coinsurance

50% coinsurance

Coverage is limited to 30 days for acuie care

I and 15 days for sub-acute care annually, You
- must pre-certify by calling 888-285-3591.
There is a $1,500 penalty deductible for failure

!
| fo pre-certify. )

Questions: Call 501-978-6137 or visit www.arml.org/services/mhbf/. For help understanding any of the underlined terms used in this document,

please see the Glossary located at https:/iwww.healthcare.gov/sbe-glossary/ or call 501-978-6137 to request a free copy.



| These services will be combined to allowa |
Habilitation services 20% coinsurance 50% coinsurance Maximum ofeDyisitannialy W]t.h physical
T therapy, speech therapy, occupational therapy,
and chiropractic services. 4
Coverage is limited to 15 days annually. You

[f vou need help ' . : . y
recovering or have Skilled nursing care 20% coinsurance 50% coinsurance ?ﬁu;?ep l.;e;cgfl“gyogy %ﬁgﬁg gggu%iglg?”gr! faiiur |
other special health ¢ ' bf R y l
needs Al

Durable medical equipment 20% coinsurance 50% coinsurance None

Coverage is limited to 90 days per lifetime.
You must pre-certify by calling 888-295-3591.

Hospice services 20% coinsurance 50% coinsurance There is a $1,500 penalty deductible for failure

e oo ___I - fo pre-certify. i R T

P Children's eye exam Notcovered | Notcovered | Notcovered i
<o e eye-care g Chﬁdren’s glasses Not covered Not covered Not covered

[yl | Children’s dental check-up | Not covered Not covered | Not covered =

_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.) ,

I ° Acupungture e Long-term care o > Routine eye care (adulf
| @ Cosmetic surgery e Non-emergency care when fraveling outside the N ——— /
o Dental care (Adulf) LS.

o Infertility treatment o  Private-duty nursing

e Weight loss program coverage is limited {o two

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

o Bariatric surgery is only covered under the MBS- e Chiropractic care as a component of the 40-visit weight loss program visits annually, or only as
AQIP Program. Please consult section 2 of your combined annual limit for all habilitation services. otherwise covered under the MBS-AQIP ‘
policy booklet for further information, o Hearing aids Program. Please consult section 2 of your policy :

hooklet for further information. |

Questions: Call 501-978-6137 or visit www.arml.org/services/mhbf/. For help understanding any of the underlined terms used in this document,
please see the Glossary located at https:/Awww.healthcare gov/sbe-glossary/ or call 501-978-6137 to request a free copy.



four Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
www.ccilo.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.

For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-25986.

Your Grievance and Appeals Rights: There are agencies that can help if you have. a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information-about your rights, this notice, or assistance,
contact the Municipal Health Benefit Fund at 501-978-6137, visit www.arml.org/services/mhbf/ or consult section 7 of your policy booklet.

Does this plan provide Minimum Essential Coverage? Yes.
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the

requirement that you have health coverage for that month.

Joes 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 fax credit to help you pay for a plan through the Marketplace.

Language Access Services:

bpﬂmsh (Espafiol); Para obtener asistencia en Espanoi llame al 501-978-6137.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.

,
O

Questions: Call 501-978-6137 or visit www.arml.org/services/mhbf/. For help understanding any of the underlined terms used in this document,
nlease see the Glossary located at htlps:/fwww.healthcare gov/sbe-glossary/ or call 501-978-6137 to request a free copy.



About these Coverage Examples:

J
!

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)

2 The plan’s overall deductible $500*
$@ec1ain3u copayment 520
1 Ho
e

ospital (facility) coinsurance 20%
| Prescription copayment (generic) $10/Rx

HL‘H{

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

Diagnostic tests (uftrasounds and biood work)
Specialist visit (anesthesia)

7 Managing Joe’é typ-e-2 Diabetes

(a year of routine in-network care of a well-
controlled condition) -

| The plan’s overall deductible $500*
= Specialist copavmem 520

B Prescription copayment (generic) $10/Rx
= Prescription copayment (brand) $30/Rx

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)

Mié’s Simple Fracture

(in-network emergency room visit and follow

up care)
H The plan’s overail deductible $500*
I Emergency room care cobayment 6250

= Hospital (zacu ity) coinsurance 20%
= Other coinsurance 20%

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

Diagnostic test (x-ray)

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

Total Example Cost | $12,800  Total Example Cost . $7.400  Total Example Cost SR ER1.900°
In this example, Peg would pay: ~Inthis example, Joewouldpay: ©  Inthis example, Miawouldpay: .
o : Cost Sharing 3 Cost Sharing S el Cost Sharing M
Deductibles _ _ $500¢ Deductibles . $500*  Deductibles _ | $500%
Copayments | $60™ Copayments | $800%  Copayments ] oo
Cgms_qu!geﬁ B A | $2,500 Coinsurance g $600 _Cﬂnﬁurance - ”_j ~ $200
_____ What isn’t covered Whaf isn’t COVG‘.‘Sd ; e V@_ﬂ.ﬂ c&rei s
Limits or exclusions ] ‘B_GQ Limits or exo[usmns R $60  Limitsorexclusions | $0
“The total Peg would pay is | $3420  The total Joe would pay is | $1,960 The total Miawould payis |  $950

"‘Vour dedumibie may be more ihan $500 These'numbers are informative exampios only and should not be consfdered cost estimators.

ISCIUIFB opaymem

n the table beginning on page 2 of this document that

hese example scenarios may require the payment of mu tlpie copayments (for example, for multiple visits or prescriptions) over time.
The plan would be responsible for the other costs of these EXAMPLE covered services. :

6 of 6



“< OPTUMRX

Managing your
medications online

optumrx.com is a fast, easy and secure way to
get the information you need to make the most
of your pharmacy benefit.

Website features and tools

Log into or register on optumrx.com and you will be able to:
» Search for drug prices and lower-cost alternatives

* View your claims history

= Enroll in text message reminders

* Manage medications for household members'

* View your real time benefits

While on the go

Access your pharmacy benefits and manage your prescriptions
from your smartphone or tablet with the OptumRx app-?

= View your prescription claim history

* Locate a pharmacy

» Find drug prices and lower-cost options
» Access your ID card, if your plan allows

= Set up refill reminders

We want you to get the most out of your pharmacy plan.
The more you know, the more you can save.

Visit optumrx.com today.

&)

o e =

My medication reminders

Set up text message
reminders to help you
remember when to take
your medication. Text
message reminders have
been shown to improve
medication adherence in
persons taking long-term or
maintenance medications?

Download the OptumRx App
now from the Apple® App
Store or Google Play™.

Tz Duwload . . 4 GET'IT'ON
[ ¢ App Store [ P> Googleplay




The company does not discriminate on the basis of race, color, national origin, sex, age, or disability
in health programs and activities.

Free services are provided to help you communicate with us, such as letters in other languages or large
print. You may also ask to speak with an interpreter. To ask for help, please call the toll-free phone
number listed on your ID card.

ATENCION: Si habla espafiol (Spanish), La compafifa no discrimina por raza, color, nacionalidad, sexo,
edad o discapacidad en actividades y programas de salud.

Se brindan servicios gratuitos para ayudarle a comunicarse con nosotros, como cartas en otros idiomas

o en letra grande. También puede solicitar comunicarse con un intérprete. Para solicitar ayuda, llame al

numero de teléfono gratuito que figura en su tarjeta de identificacion.

SrE - MELRPKL (Chinese) , ARTFTAETHIE, ke, EE. #3, FRIVBRMERRLT

R AES) PR A

NEEHESRIVNE , RNBE—EERRS , ANAEMES PENEHRAFA, BETUER
E0@RANIE, SSREH , FRTEN D FLIHNAFRBRETE,

1. Dependents or spouses you have access to.
2. Adherence rates quantified using OptumRx internal data for oral anti-diabetic medications armong Medicare Part D Beneficiaries, May 2012.
3. App is available for download on both Apple and Android devices. ‘

qu @ @T U M % optumr.com

OptumRx specializes in the delivery, clinical management and affordability of prescription medications and consumer health products. We are an
Optum® company — a leading provider of integrated health services. Learn more at optum.com.

All Optum trademarks and logos are owned by Optum, Inc. All other trademarks are the property of their respective owners.

© 2017 Optum, Inc. All rights reserved. ORX65878-062017_06022017_ManagingMedsOnline



“d OPTUMRY

Customer Service

OptumRx® administers your pharmacy benefit plan on behalt of

your plan sponsor, and we're here to help. In addition to answering Online:

questions about your plan, we may be able to help you save money on optumrx.com®

your prescription medications. We're committed to you and your well-

being, so we make it easy for you to get information that can help you Phone:

and your doctor make informed decisions about medication therapies. 1-855-253-0843
Smart Phone/Tablet:

Easy-to-Use Website OptumRx App”
Our website, optumrx.com, is fast and easy to use. You can
manage your account, get medication pricing, find medication
information and more.

*Registration required to
obtain plan specific details

* Locate a pharmacy: A handy tool to quickly find participating
pharmacies near you

» My account dashboardl: Lets you manage your online account and
get pharmacy benefit plan information

* Health tools: Find up-to-date wellness information and learn
more about your personal health

Plus, now you can manage your prescriptions from anywhere,
any time.

Simply download the OptumRx App® to your smartphone or tablet.
, P> Google play

Dedicated Customer Service

£  Download on the

& Appsore

When you call OptumRx at 1-855-253-0843, you get real-time
answers and information from our friendly and knowledgeable
Customer Service Advocates. They are available to help you

24 hours a day, 7 days a week.





