
PRIVACY NOTICE AVAILABILITY 

The Privacy Rule requires the Cement Masons & Plasterers Local 518 Health Care Fund to
follow certain procedures to protect the privacy of your personal health information 
maintained by the Welfare Fund. The Fund’s Privacy Notice describes how medical 
information about you may be used and disclosed and how you can get access to this 
information. You may request a copy of the Fund’s Privacy Notice by contacting the Fund 
Office at: Wilson-McShane Corporation, PO Box 909500, Kansas City, MO 64190-9500, 
telephone (816) 393-7060 or toll free (877) 518-0518.

ANNUAL NOTICE REGARDING MASTECTOMY COVERAGE 

The Trustees of your Welfare Plan are issuing this notice in compliance with the Women’s 
Health and Cancer Act of 1998. Your Welfare Plan provides the benefits required by this law. 
You have a right to this notice and the Trustees are providing the notice for your information 
so that you may be assured that you are treated in accordance with federal law if the need 
arises. 

REQUIREMENTS UNDER THE WOMEN’S HEALTH AND CANCER RIGHTS 
ACT 

Under federal law, group health plans and health insurance issuers offering group health 
insurance coverage that includes medical and surgical benefits with respect to a mastectomy 
shall include medical and surgical benefits for breast reconstructive surgery as part of a 
mastectomy procedure. Breast reconstructive surgery in connection with a mastectomy shall 
at a minimum provide for: (1) reconstruction of the breast on which the mastectomy has 
been performed; (2) surgery and reconstruction of the other breast to produce a symmetrical 
appearance; and (3) prostheses and physical complications for all states of mastectomy, 
including lymphedema, in a manner determined in consultation with the attending physician 
and the patient.  As part of the Plan’s Schedule of Benefits, such benefits are subject to the 
plan’s appropriate cost control provisions such as deductible and coinsurance. 

Cement Masons & Plasterers Local #518 Fringe Benefit Funds
PO Box 909500

Kansas City, MO 64190-9500

Phone: (816) 393-7060
Fax: (816) 393-0312

Toll Free: (877) 518-0518
www.kcmasonsbenefits.org

Administered by Wilson-McShane Corporation

007576





Premium Assistance Under Medicaid and the 
Children’s Health Insurance Program (CHIP) 

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, 

your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or 

CHIP programs.  If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium 

assistance programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace.  

For more information, visit www.healthcare.gov. 

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your 

State Medicaid or CHIP office to find out if premium assistance is available. 

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents 

might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or 

www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a program that might help you 

pay the premiums for an employer-sponsored plan. 

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your 

employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is 

called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible 

for premium assistance.  If you have questions about enrolling in your employer plan, contact the Department of Labor 

at www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

If you live in one of the following states, you may be eligible for assistance paying your employer health plan 

premiums.  The following list of states is current as of March 17, 2025.  Contact your State for more information 

on eligibility – 

ALABAMA – Medicaid ALASKA – Medicaid 

Website: http://myalhipp.com/ 

Phone: 1-855-692-5447 
The AK Health Insurance Premium Payment Program 

Website: http://myakhipp.com/ 

Phone: 1-866-251-4861 

Email: CustomerService@MyAKHIPP.com 

Medicaid Eligibility:  

https://health.alaska.gov/dpa/Pages/default.aspx 

ARKANSAS – Medicaid CALIFORNIA – Medicaid 

Website: http://myarhipp.com/ 

Phone: 1-855-MyARHIPP (855-692-7447) 

Health Insurance Premium Payment (HIPP) Program Website: 

http://dhcs.ca.gov/hipp 

Phone: 916-445-8322 

Fax: 916-440-5676 

Email: hipp@dhcs.ca.gov 

COLORADO – Health First Colorado 

(Colorado’s Medicaid Program) & Child Health 

Plan Plus (CHP+) 

FLORIDA – Medicaid 

Health First Colorado Website: 

https://www.healthfirstcolorado.com/ 

Health First Colorado Member Contact Center: 

1-800-221-3943/State Relay 711

CHP+: https://hcpf.colorado.gov/child-health-plan-plus

CHP+ Customer Service: 1-800-359-1991/State Relay 711

Health Insurance Buy-In Program (HIBI):

https://www.mycohibi.com/

HIBI Customer Service: 1-855-692-6442 

Website: 

https://www.flmedicaidtplrecovery.com/flmedicaidtplrecover

y.com/hipp/index.html

Phone: 1-877-357-3268 
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GEORGIA – Medicaid INDIANA – Medicaid 

GA HIPP Website: https://medicaid.georgia.gov/health-

insurance-premium-payment-program-hipp 

Phone: 678-564-1162, Press 1 

GA CHIPRA Website: 

https://medicaid.georgia.gov/programs/third-party-

liability/childrens-health-insurance-program-reauthorization-

act-2009-chipra 

Phone: 678-564-1162, Press 2 

Health Insurance Premium Payment Program 

All other Medicaid 

Website: https://www.in.gov/medicaid/ 

http://www.in.gov/fssa/dfr/  

Family and Social Services Administration 

Phone: 1-800-403-0864 

Member Services Phone: 1-800-457-4584 

IOWA – Medicaid and CHIP (Hawki) KANSAS – Medicaid 

Medicaid Website: 

Iowa Medicaid | Health & Human Services 

Medicaid Phone: 1-800-338-8366 

Hawki Website:  

Hawki - Healthy and Well Kids in Iowa | Health & Human 

Services 

Hawki Phone: 1-800-257-8563 

HIPP Website: Health Insurance Premium Payment (HIPP) | 

Health & Human Services (iowa.gov) 

HIPP Phone: 1-888-346-9562 

Website: https://www.kancare.ks.gov/ 

Phone: 1-800-792-4884 

HIPP Phone: 1-800-967-4660 

KENTUCKY – Medicaid LOUISIANA – Medicaid 

Kentucky Integrated Health Insurance Premium Payment 

Program (KI-HIPP) Website: 

https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx 

Phone: 1-855-459-6328 

Email: KIHIPP.PROGRAM@ky.gov 

KCHIP Website: https://kynect.ky.gov 

Phone: 1-877-524-4718 

Kentucky Medicaid Website: 

https://chfs.ky.gov/agencies/dms 

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp 

Phone: 1-888-342-6207 (Medicaid hotline) or  

1-855-618-5488 (LaHIPP)

MAINE – Medicaid MASSACHUSETTS – Medicaid and CHIP 

Enrollment Website:  

https://www.mymaineconnection.gov/benefits/s/?language=en

_US 

Phone: 1-800-442-6003 

TTY: Maine relay 711 

Private Health Insurance Premium Webpage: 

https://www.maine.gov/dhhs/ofi/applications-forms 

Phone: 1-800-977-6740 

TTY: Maine relay 711 

Website: https://www.mass.gov/masshealth/pa 

Phone: 1-800-862-4840 

TTY: 711 

Email: masspremassistance@accenture.com  

MINNESOTA – Medicaid MISSOURI – Medicaid 

Website:  

https://mn.gov/dhs/health-care-coverage/ 

Phone: 1-800-657-3672 

Website: 

http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 

Phone: 573-751-2005 
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MONTANA – Medicaid NEBRASKA – Medicaid 

Website: 

http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 

Phone: 1-800-694-3084 

Email: HHSHIPPProgram@mt.gov 

Website: http://www.ACCESSNebraska.ne.gov 

Phone: 1-855-632-7633 

Lincoln: 402-473-7000 

Omaha: 402-595-1178  

NEVADA – Medicaid NEW HAMPSHIRE – Medicaid 

Medicaid Website: http://dhcfp.nv.gov 

Medicaid Phone: 1-800-992-0900 

Website: https://www.dhhs.nh.gov/programs-

services/medicaid/health-insurance-premium-program 

Phone: 603-271-5218 

Toll free number for the HIPP program: 1-800-852-3345, ext. 

15218 

Email: DHHS.ThirdPartyLiabi@dhhs.nh.gov 

NEW JERSEY – Medicaid and CHIP NEW YORK – Medicaid 

Medicaid Website:  

http://www.state.nj.us/humanservices/ 

dmahs/clients/medicaid/ 

Phone:  1-800-356-1561 

CHIP Premium Assistance Phone: 609-631-2392 

CHIP Website: http://www.njfamilycare.org/index.html 

CHIP Phone: 1-800-701-0710 (TTY: 711) 

Website: https://www.health.ny.gov/health_care/medicaid/ 

Phone: 1-800-541-2831 

NORTH CAROLINA – Medicaid NORTH DAKOTA – Medicaid 

Website: https://medicaid.ncdhhs.gov/ 

Phone: 919-855-4100 

Website: https://www.hhs.nd.gov/healthcare 

Phone: 1-844-854-4825 

OKLAHOMA – Medicaid and CHIP OREGON – Medicaid and CHIP 

Website: http://www.insureoklahoma.org 

Phone: 1-888-365-3742 

Website: http://healthcare.oregon.gov/Pages/index.aspx 

Phone: 1-800-699-9075 

PENNSYLVANIA – Medicaid and CHIP RHODE ISLAND – Medicaid and CHIP 

Website: https://www.pa.gov/en/services/dhs/apply-for-

medicaid-health-insurance-premium-payment-program-

hipp.html 

Phone: 1-800-692-7462 

CHIP Website: Children's Health Insurance Program (CHIP) 

(pa.gov) 

CHIP Phone: 1-800-986-KIDS (5437) 

Website: http://www.eohhs.ri.gov/ 

Phone: 1-855-697-4347, or  

401-462-0311 (Direct RIte Share Line)

SOUTH CAROLINA – Medicaid SOUTH DAKOTA - Medicaid 

Website: https://www.scdhhs.gov 

Phone: 1-888-549-0820 

Website: http://dss.sd.gov 

Phone: 1-888-828-0059 

3 007576



TEXAS – Medicaid UTAH – Medicaid and CHIP 

Website:  Health Insurance Premium Payment (HIPP) 

Program | Texas Health and Human Services 

Phone: 1-800-440-0493 

Utah’s Premium Partnership for Health Insurance (UPP) 

Website: https://medicaid.utah.gov/upp/ 

Email: upp@utah.gov 

Phone: 1-888-222-2542 

Adult Expansion Website: 

https://medicaid.utah.gov/expansion/ 

Utah Medicaid Buyout Program Website: 

https://medicaid.utah.gov/buyout-program/ 

CHIP Website: https://chip.utah.gov/ 

VERMONT– Medicaid VIRGINIA – Medicaid and CHIP 

Website: Health Insurance Premium Payment (HIPP) Program 

| Department of Vermont Health Access 

Phone: 1-800-250-8427 

Website: https://coverva.dmas.virginia.gov/learn/premium-

assistance/famis-select 

        https://coverva.dmas.virginia.gov/learn/premium-

assistance/health-insurance-premium-payment-hipp-programs 

Medicaid/CHIP Phone: 1-800-432-5924 

WASHINGTON – Medicaid WEST VIRGINIA – Medicaid and CHIP 

Website: https://www.hca.wa.gov/  

Phone: 1-800-562-3022 

Website: https://dhhr.wv.gov/bms/ 

      http://mywvhipp.com/ 

Medicaid Phone: 304-558-1700 

CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

WISCONSIN – Medicaid and CHIP WYOMING – Medicaid 

Website:  

https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm 

Phone: 1-800-362-3002 

Website: 

https://health.wyo.gov/healthcarefin/medicaid/programs-and-

eligibility/ 

Phone: 1-800-251-1269 

To see if any other states have added a premium assistance program since March 17, 2025, or for more information on 

special enrollment rights, contact either: 

U.S.  Department of Labor U.S.  Department of Health and Human Services 

Employee Benefits Security Administration Centers for Medicare & Medicaid Services 

www.dol.gov/agencies/ebsa www.cms.hhs.gov 

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext.  61565

Paperwork Reduction Act Statement 

According to the Paperwork Reduction Act of 1995 (Pub.  L.  104-13) (PRA), no persons are required to respond to a collection of 

information unless such collection displays a valid Office of Management and Budget (OMB) control number.  The Department notes 

that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and 

displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless it 

displays a currently valid OMB control number.  See 44 U.S.C.  3507.  Also, notwithstanding any other provisions of law, no person 

shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a 

currently valid OMB control number.  See 44 U.S.C.  3512. 

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.  

Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of information, 

including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security Administration, Office 

of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or 

email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

OMB Control Number 1210-0137 (expires 1/31/2026) 
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ount before this plan begins to pay. If you have other fam

ily m
em

bers on 
the plan, each fam

ily m
em

ber m
ust m

eet their ow
n individual deductible
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 of drug 

cost–m
axim

um
 $588/fill 

M
ail O

rder –$34/fill 

N
on-preferred 

brand drugs

R
etail–G

reater of $37/fill or 50%
 

of drug cost–m
axim

um
 $326/fill 

R
etail W

alk In M
ail O

rder–
G

reater of $111/fill or 50%
 of 

drug cost–m
axim

um
 $978/fill 

M
ail O

rder–$73/fill 

S
pecialty drugs

R
etail–G

reater of $18/fill or 25%
 

of drug cost m
axim

um
 $196/fill 

R
etail W

alk In M
ail O

rder–
G

reater of $54/fill or 25%
 of drug 

cost–m
axim

um
 $588/fill 

N
ot covered 

If yo
u h

ave 
o

utp
atien

t 
su

rgery 

F
acility fee (e.g., 

am
bulatory 

surgery center)
15%

 coinsurance
25%

 coinsurance 
unless otherw

ise required 
by N

o S
urprises A

ct 

-----------------------------------none---------------------------------- 

P
hysician/surgeon 

fees
S

econd S
urgical O

pinion is covered at 100%
 and not 

subject to deductible.

*F
or m

ore inform
ation about lim

itations and exceptions, see sum
m

ary plan description (S
P

D
).

007576
o
n

 odrirt.d30 M0rupvabeoroa
s, E
xcep

tio
ns, &

 O
th

er Im
p

o
rtan

t 

In
fo

rm
atio

n 

n P
rescription B

enefits. C
opaym

ent does 
uctible. 

ption D
rug C

ard at tim
e of retail purchase. 

esented, m
ay subm

it receipt for 
 N

etw
ork includes m

any independent 
 all national pharm

acy chains except 

-day supply 
ail O

rder – 90-day supply 
-day supply 

g C
ard O

ut-of-P
ocket Lim

it - $6,526 per 
er individual.  

alent is available; you w
ill be required to 

le copaym
ent plus the price difference 

neric drug and the brand nam
e drug. 

r generic m
aintenance m

edication m
ust 

ugh the R
etail W

alk In M
ail O

rder or M
ail 

fter the initial fill and tw
o refills. 
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 o

f 8

C
o

m
m

o
n

  

M
ed

ical E
ven

t 

S
ervices Y

o
u 

M
ay N

eed 

W
h

at Y
o

u W
ill P

ay
L

im
itatio

n
s, E

xcep
tio

ns, &
 O

th
er Im

p
o

rtan
t 

In
fo

rm
atio

n 
N

etw
o

rk P
ro

vid
er 

(Y
o

u w
ill p

ay th
e least)

O
u

t-o
f-N

etw
o

rk P
ro

vid
er 

(Y
o

u w
ill p

ay th
e m

o
st) 

If yo
u n

eed
 

im
m

ed
iate 

m
ed

ical atten
tio

n 

E
m

ergency room
 

care
15%

 coinsurance

25%
 coinsurance 

unless otherw
ise required 

by N
o S

urprises A
ct 

S
ubject to $131 E

m
ergency R

oom
 D

eductible and M
ajor 

M
edical D

eductible. C
are related to a M

edical 
E

m
ergency – 10%

 coinsurance, netw
ork provider or out-

of-netw
ork provider, no E

m
ergency R

oom
 D

eductible. 
C

ertain unanticipated out-of-netw
ork services shall be 

subject to in-netw
ork coinsurance.

E
m

ergency 
m

edical 
transportation

-----------------------------------none---------------------------------- 

U
rgent care

15%
 coinsurance

T
elehealth B

lue K
C

 V
irtual C

are P
rogram

 - no 
copaym

ent, deductible or coinsurance. T
elehealth B

lue 
K

C
 V

irtual C
are is an In-netw

ork benefit only – no 
coverage for a telem

edicine program
 other than 

T
elehealth B

lue K
C

 V
irtual C

are. 
V

irtual visits provided by a physician’s office in lieu of a 
face to face visit w

ill be covered under standard rates, 
including the deductible and applicable coinsurance. 

If yo
u h

ave a 
h

osp
ital stay 

F
acility fee (e.g., 

hospital room
) 

15%
 coinsurance

25%
 coinsurance 

unless otherw
ise required 

by N
o S

urprises A
ct 

S
em

i-private room
 only. Inpatient stays require prior 

authorization
. A

n up-to-date list of services that require 
prior authorization can be found at: 
https://providers.bluekc.com

/C
ontactU

s/D
M

E
/. Y

ou m
ay 

have to pay for services that aren’t authorized.
P

hysician/surgeon 
fees

-----------------------------------none---------------------------------- 

007576
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f 8

C
o

m
m

o
n

  

M
ed

ical E
ven

t 

S
ervices Y

o
u 

M
ay N

eed 

W
h

at Y
o

u W
ill P

ay
L

im
itatio

n
s, 

N
etw

o
rk P

ro
vid

er 
(Y

o
u w

ill p
ay th

e least)
O

u
t-o

f-N
etw

o
rk P

ro
vid

er 
(Y

o
u w

ill p
ay th

e m
o

st) 

If yo
u n

eed
 

m
en

tal h
ealth

, 
b

eh
avio

ral 
h

ealth
, o

r 
su

bstan
ce ab

use 
services 

O
utpatient 

services 

15%
 coinsurance

25%
 coinsurance 

unless otherw
ise required 

by N
o S

urprises A
ct 

F
or both inpatient

treatm
ent m

ust be
psychiatrist, clinic
including a licens
an O

ut-of-N
etw

or
covered. T

elehea
B

ehavioral H
ealth

copaym
ent, dedu

K
C

 V
irtual C

are is
coverage for a tel
T

elehealth B
lue K

V
irtual visits provi

face to face visit w
including the dedu

Inpatient services 

If yo
u are 

p
reg

nan
t 

O
ffice visits

15%
 coinsurance

25%
 coinsurance 

unless otherw
ise required 

by N
o S

urprises A
ct 

M
aternity care m

a
elsew

here in the S
fem

ale E
m

ployee

C
hildbirth/delivery 

professional 
services

C
hildbirth/delivery 

facility services 

In-patient stay of 
new

born child foll
hours for the m

oth
cesarean section 
E

m
ployee or depe

If yo
u n

eed
 help

 
reco

verin
g o

r 
h

ave o
th

er 
sp

ecial h
ealth

 
n

eed
s 

H
om

e health care

15%
 coinsurance

25%
 coinsurance

C
overed only as allow

ed under H
ospice C

are B
enefit

R
ehabilitation 

services
-----------------------------------none---------------------------------- 

H
abilitation 

services
S

ervices m
ust be perform

ed by licensed therapist. 

S
killed nursing 

care
C

overed only in cases of physical or rehabilitative 
therapy.

If yo
u n

eed
 help

 
reco

verin
g o

r 
h

ave o
th

er 
sp

ecial h
ealth

 
n

eed
s

D
urable m

edical 
equipm

ent
15%

 coinsurance
25%

 coinsurance

M
ust m

eet the P
lan definition of D

urable M
edical 

E
quipm

ent*. C
ost of these item

s shall be lim
ited to an 

am
ount determ

ined by the T
rustees.

H
ospice services

-----------------------------------none---------------------------------- 

*F
or m

ore inform
ation about lim

itations and exceptions, see sum
m

ary plan description (S
P

D
).

007576
 a aedk lth Tct aemCdicyB oatowedn
 E
xcep

tio
ns, &

 O
th

er Im
p

o
rtan

t 

In
fo

rm
atio

n 

nd outpatient treatm
ent, care or 

adm
inistered by a m

edical doctor, 
l psychologist or licensed practitioner, 
 social w

orker. In-P
atient treatm

ent at 
residential treatm

ent center is not 
 B

lue K
C

 V
irtual C

are P
rogram

 for 
herapy and P

sychiatry S
ervices - no 

ible or coinsurance. T
elehealth B

lue 
n In-netw

ork benefit only – no 
edicine program

 other than 
 V

irtual C
are. 

ed by a physician’s office in lieu of a 
ll be covered under standard rates, 
tible and applicable coinsurance. 

 include tests and services described 
C

 (i.e. ultrasound). B
enefits lim

ited to 
r dependent spouse only. 

 least 48 hours for the m
other and 

ing a vaginal delivery or at least 96 
r and new

born child follow
ing a 

elivery. B
enefits lim

ited to fem
ale 

dent spouse only.



  6
 o

f 8

C
o

m
m

o
n

  

M
ed

ical E
ven

t 

S
ervices Y

o
u 

M
ay N

eed 

W
h

at Y
o

u W
ill P

ay
L

im
itatio

n
s,

N
etw

o
rk P

ro
vid

er 
(Y

o
u w

ill p
ay th

e least)
O

u
t-o

f-N
etw

o
rk P

ro
vid

er 
(Y

o
u w

ill p
ay th

e m
o

st) 

If yo
ur ch

ild
 

n
eed

s d
en

tal o
r 

eye care 

C
hildren’s eye 

exam
N

o charge 
N

o charge up to $45 
Lim

ited to 2 exam
s

C
hildren’s glasses 

Lenses – N
o charge 

P
olycarbonate, S

cratch 
R

esistant, R
im

less M
ounting 

F
ram

es – N
o charge up to $130 

C
ontacts – N

o charge up to $130 

Lenses – N
o charge 

up to $45 – S
ingle 

up to $65 – B
ifocal 

up to $85 – T
rifocal 

up to $125 – Lenticular 
F

ram
es – N

o charge up to 
$47 
C

ontacts – N
o charge up 

to $105

Lenses lim
ited to o

F
ram

es lim
ited to o

C
ontact Lenses ar

lim
ited to once per

S
ee P

lan for furthe

C
hildren’s dental 

check-up
20%

 coinsurance
20%

 coinsurance
N

ot subject to D
ed

person per C
alend

E
xclu

ded S
ervices &

 O
th

er C
o

vered
 S

ervices: 
S

ervices Y
o

ur P
lan

 G
en

erally D
o

es N
O

T C
o

ver (C
h

eck yo
ur p

olicy o
r p

lan
 d

ocu
m

en
t fo

r m
o

re in
fo

rm
atio

n an
d a list o

f 


B

ariatric surgery, except for In-netw
ork, m

edically 
necessary pediatric patients 


Infertility treatm

ent


Long-term

 care 


N
on-em

ergency care w
hen traveling outside the 

U
.S

.


R

outine fo


W
eight los

O
th

er C
overed S

ervices (L
im

itatio
ns m

ay ap
ply to

 th
ese services. T

his isn’t a co
m

p
lete list. P

lease see yo
ur p

lan
 d

ocu


A

cupuncture 


C
hiropractic care 


C

osm
etic surgery (if as a result of a surgical 

procedure covered under the P
lan, injuries w

hile 
covered under the P

lan or reconstruction due to 
a m

astectom
y)  


D

ental care (adult) 


H

earing ai


H
om

e hea
C

are B
enefit) 


P

rivate-duty nursing 


R
outine eye care (adult)

*F
or m

ore inform
ation about lim

itations and exceptions, see sum
m

ary plan description (S
P

D
).

007576
 E pnne  1r uaaotsmdslth
 xcep
tio

ns, &
 O

th
er Im

p
o

rtan
t 

In
fo

rm
atio

n 

er 12 m
onths. 

ce per 12 m
onths 

ce per 12 m
onths 

in lieu of fram
e and lenses and are 

2 m
onths. 

benefits and lim
itations.* 

ctible. Lim
it tw

o dental check-ups per 
r Y

ear.

n
y o

th
er exclu

ded
 services.) 

 care 
 program

s  

en
t.) 

 ($1,000 per ear each 36 m
onths) 

 care (as allow
ed under H

ospice 
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Y
o

ur R
ig

hts to C
agencies is: D

ep
m

ay be availabl
visit w

w
w

.H
ealth

Y
o

ur G
rievan

ce
grievance or app
provide com

plet
contact: the F

un
w

w
w

.dol.gov/eb

D
o

es th
is p

lan
 

M
inim

um
 E

ssen
C

H
IP

, T
R

IC
A

R
E

D
o

es th
is p

lan
 

If your plan does

L
an

gu
ag

e A
cce

P
ara obtener as

–––––––––––

007576
ae C ee dsaptia, mnsis–
 o
ntin

ue C
o

verag
e: T

here are agencies that can help if you w
ant to continue your coverage after it ends. The contact inform

ation for those 
rtm

ent of Labor’s E
m

ployee B
enefits S

ecurity A
dm

inistration at 1-866-444-E
B

S
A

 (3272) or w
w

w
.dol.gov/ebsa/healthreform

. O
ther coverage options 

to you too, including buying individual insurance coverage through the H
ealth Insurance

M
arketplace. F

or m
ore inform

ation about the M
arketplace, 

are.gov or call 1-800-318-2596.  

an
d A

p
peals R

ig
hts: T

here are agencies that can help if you have a com
plaint against your plan for a denial of a claim

. T
his com

plaint is called a 
al. F

or m
ore inform

ation about your rights, look at the explanation of benefits you w
ill receive for that m

edical claim
. Y

our plan docum
ents also 

inform
ation to subm

it a claim
, appeal, or a grievance for any reason to your plan. For m

ore inform
ation about your rights, this notice, or assistance, 

 O
ffice at (877) 518-0518 or the D

epartm
ent of Labor’s E

m
ployee B

enefits S
ecurity A

dm
inistration at 1-866-444-E

B
S

A
 (3272) or 

/healthreform
.  

ro
vid

e M
in

im
u

m
 E

ssen
tial C

overage?
 Y

es 
l C

overage generally includes plans, health insurance available through the M
arketplace or other individual m

arket policies, M
edicare, M

edicaid, 
and certain other coverage. If you are eligible for certain types of M

inim
um

 E
ssential C

overage you m
ay not be eligible for the prem

ium
 tax credit. 

eet th
e M

in
im

u
m

 V
alue S

tan
dard

s? Y
es

’t m
eet the M

inim
um

 V
alue S

tandards, you m
ay be eligible for a prem

ium
 tax credit to help you pay for a plan through the M

arketplace. 

s S
ervices: 

tencia en E
spañol, llam

e al (877) 518-0518. 

––––––––––T
o see exam

ples of how
 this plan m

ight cover costs for a sam
ple m

edical situation, see the next section.–––––––––––––––––––––– 

*F
or m

ore inform
ation about lim

itations and exceptions, see sum
m

ary plan description (S
P

D
).
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T

he p
lan

 w
ould be responsible for the other costs of these E

X
A

M
P

LE
 covered services. 

g
 is H

av
(

f in-netw
o

hospital


erall d

ed


insu
ran

ce


ility) co
ins


ran

ce

T
h

 even
t in

clu
des s

S
p

visits (prenatal car
C

h
ry P

rofessional S
e

C
h

ry F
acility S

ervices
D

ia
(ultrasounds and b

S
p

nesthesia

e C
ost 

In
 

, P
eg

 w
o

u
C

ost

ents

rance

W
hat isn’t covered

r exclusions 
$60 

al P
eg

 w
o

uld p
ay is 

$2,130 

W
hat isn’t covered

Lim
its or exclusions 

$20 

T
he to

tal Jo
e w

o
uld

 p
ay is 

$880 

W
hat isn’t covered

Lim
its or exclusions 

$0

T
he to

tal M
ia w

o
uld

 p
ay is 

$810

A
b

ou
verage E

xam
p

les

T
his is n

o
different de
am

ounts (d
costs you m

007576
)  ld
 pay: 

 S
haring
ab
y

atal care and a 
)

M
ia’s S

ple F
ractu

re
(in-netw

ork em
er

ncy room
 visit and follow

 
p care)

M
an

ag
in

g Jo
e’s T

yp
e 2 D

iab
etes

(a year of routine in-netw
ork care of a w

ell-
controlled condition) 

$260
15%
15%
15%

ervices like:  
e)rvices 
 lood w

ork) $12,700 

$260 

$10 

$1,800 


T

he p
lan

’s o
verall d

ed
uctib

le
$260


S

p
ecialist

co
insu

ran
ce

15%


H
o

sp
ital (facility) co

insu
ran

ce
15%


O

th
er co

insu
ran

ce
15%

T
his E

X
A

M
P

L
E

 even
t in

clu
des services like:  

P
rim

ary care physician office visits (including 
disease education)
D

iagnostic tests
(blood w

ork) 
P

rescription drugs
D

urable m
edical equipm

ent(glucose m
eter)  

T
otal E

xam
ple C

ost 
$5,600 

In
 th

is exam
p

le, Jo
e w

o
uld

 p
ay: 

C
ost S

haring

D
eductibles

$260 

C
opaym

ents
$300 

C
oinsurance

$300 


T

he p
lan

’s o
vera

l d
ed

uctib
le

$260


S
p

ecialist
co

ins
ran

ce
15%


H

o
sp

ital (facility
 co

insu
ran

ce
15%


O

th
er co

insu
ran

e
15%

T
his E

X
A

M
P

L
E

 ev
t in

clu
des services like:  

E
m

ergency room
 ca

e
(including m

edical 
supplies)
D

iagnostic test(x-ra
)

D
urable m

edical eq
pm

ent(crutches)
R

ehabilitation servic
s

(physical therapy) 

T
otal E

xam
ple C

st 
$2,800

In
 th

is exam
p

le, M
 w

o
uld

 p
ay: 

ost S
haring

D
eductibles

$500

C
opaym

ents
$10

C
oinsurance

$300

:t a co
st estim

ato
r. T

reatm
ents show

n are just exam
ples of how

 this plan m
ight cover m

edical care. Y
ur actual costs w

ill be 
pending on the actual care you receive, the prices your providers charge, and m

any other factors. F
o

us on the cost sharing
eductibles, copaym

ents and coinsurance) and excluded services under the plan. U
se this inform

ation
o com

pare the portion of 
ight pay under different health plans. P

lease note these coverage exam
ples are based on self-only c

verage.   
ing
 a B

rk pre-n
 delivery

uctib
le

u
ran

ce
T
he p

la
S

p
ecia

H
o

sp
it

O
th

er
c

is E
X

A
ecialist
ildbirth
ildbirth
gnosti
ecialist

T
otal E

th
is ex

D
educt

C
opaym

C
oinsu

Lim
its o

T
he to

t

P
e

9 m
onths o

n
’s o

v
list

co
al (fac
o

insu

M
P

L
E

 office 
/D

elive
/D

elive
c tests 
 visit (a

xam
pl

am
p

le

ibles

t th
ese C

o

imgeulu)cenryuieoiaC oc to
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