Employee Insurance
Orientation

Overview of the Enrollment Process for New Employees



Benefit Eligibility

Employees e Spouses e Dependents



DETERMINING EMPLOYEE
ELIGIBILITY FOR THE PLAN

Full Time (ACA) is defined as 30 Hours of Service or more

Does Not include

per week, non-seasonal : Hours of Service
Hours of Service Includes All Paid
Hours Plus

Based on Hours of Service: Hours worked + Paid leave

: : Unpaid FML
Full Time for Wood County is 40 hours per week
Discini
Military Leave

Vacation/Holiday eligible
o




Non Benefit-Eligible Employees

« Sign-Off on Non-Benefit Eligible Status
 Communicates when Initial Measurement Period Ends
* Wellness Waiver Sign-Off

» Marketplace Notice

* Health Benefits Guide Access on-line

Looks at first full 26 consecutive pay
periods to determine hours of service

1,560 Hours during Measurement Period = Benefit Eligible for Stability Period



Beneflt -Eligible Employee - Blue Folder

Health Benefits Guide
» Benefit-Eligible Insurance Checklist
« Universal Application
» Certification Forms — Spousal/Dependent/OBRA
« Mandatory Wellness Screening Information
* Wellness Waiver
* Flyers from Vendors
» FrontPath Health Coalition (Medical Network)
» Meritain Health (Medical Claims Processor)
 MedBenRx
* Delta Dental
* Rx Mail Order — Kroger PPS
 Vision Claim Form
» Employee Assistance Program Information
» Deferred Compensation Programs
» Marketplace Notice
« HIPAA Privacy Notice/Initial COBRA Notice 30-Day Waiting Period/Enrollment Period Applies
« AFLAC — Supplemental Insurance (optional) Coverage effective first day of next month




NOTICE

Enroliment Period begins at time of hire or
change to benefit-eligible status

All forms and wellness screening must be
completed during this 30-day period

Failure to submit required enroliment
information will result in loss of eligibility
until the Open Election Period.




2026 Plan Year: Benefit-Eligible Insurance Checklist ranccus e isieain o, iaiic.

Employee Name Department,

You are Benefit-Eligible. Coverage will be effective on

[ mnitial Offer (New FT Hire o Status Change to FT) [ Delayed Offer: Stability Period Ends
30-day enrcliment period begins ends on

| understand that the Universal losurance Appfication with required forms and confirmation of my 'Wedl S ing are due within the 30-doy
enroliment period to my Insurance Group Rep by 429 p.m.on

| understand that falure 1o submit this information to my group rep. by this date wil result in my loss of eligibility until the Open Election Period.
Imm@emdhmﬁwmmmwhmmwﬁolmmmum

| acknowiedge that com of the mand.
Ihm:r:u:mdgeﬂut:ddmon:lrﬁmmwmaybemudbymkmmngmdapePbmmﬁmDotm&modlmm
v woodcountyohio.gov of through my group representative.

Employee Signature Date
Group Representative Signature Date
All lings must bs initialed by smployes UDON review with group rep.

__ Benefit Elighiity: Measursd Monthly through

. am&gmycmmnPMsshmume«mbymlhammdSm
o Monthly Method - Mustmeel|30hwumnum«mragewlmrarmmmehs(d:yéuwm

o Employee transitions to the Look-Back Method ing completion of Standard M Period. May take up to 24 months fo
Fansition depending on date of hire.
* SpousalDependent/OBRA Certification, COB inft ¥ ired for d: lity Certification Process for

Elgini
Dependents/Spouses (prmary coverageNOBRA: hm:l:ppbmnmd:mu:lymmmmm 1 1o Sept. 30 to certify for the following

calendar year unless loss of eligibility.

— Availoble Benefits: Medical, Prescription, Vision, Dental, and Life: Life insurance is mandatory and requires completion of Wellness Si ing

- GnndhhmdPhnDomﬂuvehwvdemnbmeﬂsmdﬁngmummfmhe
Deductitle, Co-# Cop Networks, Schedule of Benefits, Pr

. mmmmmmmmmcmmwm»nmm

+ Coverage or Claim Issues: Contoct the appropriate administrator 3s listed on back of Health Benefits Guide.
*  Monthly Premiums: Enuloyum Emp!cmeﬁ%. Svo.ls.iPmmmsf\nded 100% by the employee.

+  Collection of Premiums: i electi ion will begin on check date

P

+ Moréhly payroll deducson for employee premiumis spit between the st and second poy Gotes of each month and moy be colecied 01 3 pre-

ax basis pr ficient woges are avadable. If insufficient woges, employee must self-pay the full monthly employee premium prior o the

month ofoomage.

+ Mandstory Weliness Screening for Benefit-Eligible Employees: Recured even f waiving coversge. Free & corfiderssl. sl ard foloe-

up visits are required within enrcliment period. Spouse must complete if enroling in any coverage. F:efotrr'ssedappcinm
*  Individual Enroliment S: ¥ (IEV): Sent following receipt of Universal | Application to verify information (SSNs, prmary

coverage, names, efc.). Review upon receipt and ided is with signoff.
« ldentification Cards: Approx. 30 days. ImenmmdcalmoesuuSS#fotlD RX - purchase & request reimbursement.
« COBRA Notification: Provided ot initial enroliment/addition of dependenthtermination. BCC mais required nofification to home.

_ Special Enroliment Rights (SER): Declining Initial Enrcliment due to Other CoveragelQualifying Events

+ Qualifying Events must be reported within 30 days of event (i.e., mamage, birth, adopsion; dworce, death, loss of student status; changes in

other insurance coverage — see page 9 of Health Benefits Guide).

o Open Election Period: Nov. 15 to Dec. 15 - Eff. January 1: Allows employees to electichangefiermi ge without SER.
— Wellness Programs: Wellness Waiver and program information
. Federal Notices: D are on the employee website, www.woodcountyohio.gov, or through group representative.

*  Marketplace Notice, Summary of Benefits & Coverage (SBC), Uniform Glossary of Benefits
Notice of Privacy Practices (HIPAA). Sign-off required by carier to permit access to HIPAA information of family member.

BENEFIT ELIGIBLE
CHECKLIST

Communicates:

» Coverage Effective Date

» Offer Type

« 30- Day Enrollment Period End Date
* Measurement Period Date

* Premium Effective Date

Employee must sign and initial all lines as reviewed
with Group Rep.




Full Time: Monthly Measurement Method

Looks at employee’s hours each month until placed in a Standard Stability Period.

* Hours measured each month to determine on-going eligibility
(130 paid hours per month)

« Eligibility may change monthly based on hours of service
* If not meeting 130 hours — retro term to the first of the month in which hours were not met

 Transition to Look-Back Method following
completion of full Standard Measurement Period

» May take up to 24 months for transition — Depends on hire date during
calendar year.




Ongoing Eligibility: Standard Look-Back Method

Standard Look Back Method

* ALL employees' hours are measured each year
« Standard Look-back Method (Oct-Oct)
« Coverage offered for next calendar year if full time




Spousal Eligibility

= Employees seeking primary coverage for a spouse must certify spousal income to
determine eligibility. Annual certification is also required (Sept. 1 to 30).

= Spouse seeking primary or secondary coverage under any benefit must complete
a wellness screening during the employee’s 30-day enrollment period.

Income Less than $33,500 Income $33,500 to $63,200 | Income Greater than
$63,200

Spouse may be primary Spouse may be primary; the = Spouse may be secondary
under Family Coverage, a spousal premium will apply in under Family Coverage.
spousal premium will not addition to the Family Primary coverage is not
apply Coverage rates listed on available.

Page 6 of SPD.

Primary insurance information must be submitted in order to enroll in secondary coverage.
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Spousal Premium Rates

= Refer to the Spousal Eligibility section on Page 5 in the Health Benefits Guide to
see if an additional premium applies for spousal coverage.

= The Spousal Premium is in addition to the employee’s portion of the Family
Coverage rate listed above and is funded 100% by the employee. The premium is
collected through payroll deduction and available on a pre-taxed basis.

Health & Prescription $873.00

Vision $9.18

Dental $34.22




Spousal Certification Forms (Sample)

Anmua Eligibility Certification for Plan Year 2024
Spousal Certification (Primary Coverage)
Employees seeking primary coverage for a spouse shall certify spousal income to determine elizibility. Upon
venfication, spousal eligibility is effactive for the entire 2024 Plan vear; provided there iz no change m your
spouse’s eligibility. Refer to the Summary Plan Description and Plan Document for eligibility rules.

Employee Name: D

Spouse’s Name: Phone No:

Home Work

Employees whose spouses are full-time permanent employees in 2 deparment covered under this insurance plan are exempt from
participating in this process.

Employees whose spouses are pan-time employees must complete this form and document all sources of spousal income
[0 My Spouse works for Wood County. List Dep Office O Full-time [0 Past-time

2024 Spousal Eligibility Levels (Basd on prior year's annual adjusted gross iscome as documented on federal iscome tax retun. )
Less than §33,500 Spouse can remain as primary, the spousal premium will not apply.

$33,500 10 §63,200 Spouse can remain as primary, the spousal premium will apply.

Greater than $63,200 Spouse may remain as secondary at no additional cost. No primary coverage available.

®» To Elect Primary Coverage for a Spouse:
o Complete the Spousal Income Verification form.
o Provide enfire 2022 tax return, filed m 2023 including IRS 1040, -23 for :nnlg;‘n and spouse as
i3

reported on IRS 1040, and all other applicable forms and tax information 1s
\m!.ludsolel\ for the purpose of determining spousal eligibility for insurance purposes and may be
fidentially to an outside for verification.)

o Place Spousal Income Verification Form and tax retum information m a sealed envelope with name and
department clearly marked on the outside. (Do not include forms for Dependent Certification or other
insurance forms in the sealed envelope)

o Retumn sealed lope to your I Group R tative within 30 days of becoming benefit
eligible, following a change in eligibility status, or Qualifying Event.

o Failure to provide the required information will result in the loss of spounszal eligibility for primary
coverage until the next Open Election period or Qualifying Event.

Mumnnwmd@wm of any covered individual may result in i ofco&mmdco!lxmot
paid claims, as well as disciplivary 2ction and possible legal action as, andbdzmmtpummzdmﬂuapphmbh

All eligibility changes must be reported by completing and submitting a Univensal Insurance Application within 30 days of the

eventichange.

1 certify that the individual pamed above is my lawful spouse according to the Plan’s eligibility rules that define a Lawful Spouse as a

legally recognized marit2l partner of 2 covered employee, who is peither divorced por legally separated from the employee

Empl "s Signature Date
Spouse’s Signature Date

Eligibility Certification for Plan Year 2024
Spousal Income Verification (Primary Coverage)
Use 2022 Tax Return (filed in 2023)
p Contact Phone Number
Employee Name s8#
Spouse’s Name 5S¢
Contact E-Mail
Usizeg spouse’s 2022 enx vecurs, filed im 2023. duplacane iformation from the 1040 uu; ta foem into the “IRS 1040° cobumn. Spouses filing
joizty muzt complece che “IRS 1040™ column and breakeut information from che “IRS 1040” column into the “Emsployee™ and “Spouse™
Colums. *If koldizg joimt accouns (e, 1avings, property, eec), 1plit fumds 50.50; ockerwize list under accousc'cdle holder.
Please provide:

o ENTIRE 2022 tax retura including IRS 1040, 1099, W-2: for canplovee and spoase as separted on IRS 1080, Schedules 125, Schedule €,
C-EZ F. F, K-1, SE, . Additicasl infocmation may be requested 1o venfy aocount bolder. T information wall be rexened in a scaled

enclope.
& ALL searce dscumencs (W.2's, etc) must be aceached. The oueside sccomnesnt does not work for Wood Couney and does mot have
access to employee W.2's,
Refer co the Spousal Cergficadon form for additional requirement:. Lpoa recepe of requised documentation. spousal cligibility levels will be
e —

(e [ Toceme TS Tapleyee [ Spoee ]

la "Total senows: from FoOm ) W-1. BOX 1 (W -1s mtst mansch [0S 1090 [anmaio. |

12 | Addlimcs 1a tevugh 1h (of IRS 1040)

by Taxable interest

& [ Ovcimary dvideads

5| TRA disnbuticos Tawable Amout

) Pesaacen and annatics — Tauable Amount

3 Social Secunty Beactits. . Tauble Aot

T [ Capal gain o (lows)._Armach Schedule D f required

3 Other mcome fhom Schedule 1 ine 10

9 “Total Income. Add lincs 17, 2, Wb, 46, 3b. 6b, 7, aad §

o | Afustmeats o Bcome from Schedule 1 ne 16

TT | Adjested Gross [ncome. Subiract liae 10 frown e 9.

1 certify that S infomsation provided shove is oot and authorize any noocssary confmation of spousal wome for the purpose of establishing
my spousal eligibibry. Addisanal ianformatioa may be required. and rndom checks may be performed.

Fmployee’s Sipmture D
Spouse's Sigature Dane

T P I L NI S P PR,
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Dependent Certification

= Dependent Eligibility: Health & Prescription

= Qualified dependents are eligible for coverage on the employee’s family coverage from birth
to the end of the month in which they turn 26 — includes biological son or daughter, adopted
son or daughter (includes placement for adoption), stepson or daughter

= Dependent Eligibility: Vision & Dental
= Dependent Certification Required for Dependents Ages 20 to 23
= Recertify annually: September 15t — September 30t

= Applies to next calendar year or Plan Year provided no change in eligibility
= Must report if no longer attending college (graduation/non-returning student)

See Health Benefits Guide (Page 5) for full details and eligibility requirements.

13



Annual Eligibility Cenification for Plan Year 2024
Dependent Certification

Employees secking Visson or Dental coverage for a dependent between the ages of 20 and 23 shall certify dependent
eligibility upon enrollment in the plan and on an annual basis. Upon verification, eligibility is permitted for the entire Plan
year; provided the dependent continues 1o meet the Plan's eligibelity rules.

Employee Name: Department:
Dependent Name: Dateof Birth: ___________ Agein 2024: _____
Eligibility Rule Verification for Dependent: (Check appropriate box)
Unmarried 0O Yes [ Ne
Not employed on a regular full time basis O Yes 0O %o
Dependent on the covered employee or the covered employee’s Spouse
for more than S0% of their linancial support (or if a stepchild: wholly dependent
on the covered employee for financial support) D Yes D No
Claimed for tax exemption purposes under Section 152 of the Internal Revenve Code [ Yes O Neo
Full Time Student at an accredited school O Yes 0 nNo

Name of School:

Address:

Street/PO Box City State Zip

If you answered yes to all of these questions, your dependent is eligible for Dental and Vision coverage. Please
have the school named above complete the Verification of Full Time Student Status below. A statement from the
school’s clearinghouse may also be submitted with this certification as prool of full time student status.

Full ime student coverage continmes oaly between semesters/quarters if the dependent is enrolled as a full time student in the next
regular semesteriquanter and maintains dependont status 2 definad by the Plan. If the dependent withdraws from school or graduates
midyear, the dependent must be removed from the Plan by submitting a Universal Insarance Application and COBRA Personnel
Action form. Refer to the Plan Document and Summary Plan Description for cligibility rules.

Misrepresentation regarding cligibility of any covered individual may result in retroactive termination of coverage and collection of
paid claims, as well as disciplinary action and possible legal action as, and to, the extent permitted under applicable law.

All ehigabilaty changes, including mad-year graduations mast be reported by completing and submitting a Universal Insurance
Application within 30 days of the eventkhange 10 your insurance group represcntative.

1 cerufly that the dependent named above, is considered a dependent based upon thas Plan's carrent cligibility rules. | also authonize
the school listed above 1o verify and/or release any information necessary to confirm fulltime atendance for the purpose of
establishing student status for the Dependent listed above.

Employee”s Signatare Date

Dependent’s Signature Date
1
FOR SCHOOL USE ONLY: SCHOOL STAMP

Verification of Full Time Stadent Statas
Please confirm the above noted Dependent’s registration/enrollment at your institution:

Dependent
Certification

Employee’s seeking Vision or Dental
coverage for a dependent between
the ages of 20-23 must complete the
Certification Process.




PRIMARY COVERAGE SELECTION FORM
(See reverse side for COBRA/OBRA Explanation)

EMPLOYER GROUP NO

ADDRESS

ciTty STATE ZIP,

Write in the appropriate information for the active employee who is over age 65 or disabled and is affected by
COBRA or OBRA.

's Name 1D# Group #

Age Effective Date of Change

Chose and mark one of the following options: (Note: If no election is made, group coverage is primary.)

[m} | choose my group health care program as my primary coverage.
O | choose Medicare as my primary coverage.

Please read and sign: | have been informed of the choices to me in with the C

Omnibus Budgel Reconciliation Act (COBRA) and OBRA. | ¢ the of my decision, have
elected the health care coverage program as marked above as my primary coverage, and submit my signed
authorization lo proceed.

Employee Signature

Write in the f 1 for the sp di dent of active employee who is over age 65 or
disabled andalladad by COBRA or OBRA

's Name ID# Group #

Age Birthdate Effective Date of Change

Chose and mark one of the following options: (Note: If no election is made, group coverage Is primary.)

B | choose my group health care program as my primary coverage.
| choose Medicare as my primary coverage.

Please read and sign: | have been informed of the choices lomeh
Omnibus Budget Reconciliation Act (COBRA) and OBRA. | y
elected the health care coverage program as marked above as my pnma:y ooverago and submit my pgnod
authorization to proceed

's Sig

Employer Authorization
Please process the above changes and adjust enrollment records and applicable billings accordingly.
Employer Auth Signat

For Processing, return a copy of this form to: Benefits Coordinator, Wood County Commissioners’ Office
One Courthouse Square, Bowling Green, Ohio 43402

Q:\HR\INS'Forms\Health'\obra.doc - 10222008

OBRA SELECTION FORM
Age 65 or disabled

OBRA law requires employees to notify the Plan
when a Plan participant becomes disabled or
reaches age 65.

Plan participants must elect primary coverage
under this Plan or Medicare.

Wood County provides employees/dependents
over the age of 65, or disabled, the same group
health plan coverage provided for
employees/dependents under age 65.

Employees must report their election on the
Primary Coverage Selection Form (OBRA) which
is available on the employee website. The Plan is
subject to Medicare regulations.

See page 5 of the Health Benefits Guide
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Available Benefits

Medical/Prescription e Vision e Dental e Life



Plan Structure

Self-Insured
Non-Federal Governmental
Non-ERISA

AFFORDABLE
CAREACT

Meets Affordability & Minimum Standards

GRANDFATHERED PLAN

Not all provisions of the ACA apply
(e.g., preventative care at no cost)

17



Eligible Medical Expenses
I

= Services must be medically necessary due to iliness s
or injury

= Limitations may apply

Predetermination of Benefits

= If unsure, request a Predetermination of Benefits
through Meritain’s customer service

= Process may take 15 to 30 business days to complete

= Predetermination is separate from Precertification
requirements under the plan s



Precertification Requirements

Services that require precertification are listed on the back of your medical

ID card along with the required timeframe to complete the precertification.

Medical:

Prior to receiving services, verify that your provider has obtained precertification by either confirming with
the provider or contacting the Medical Management Program Administrator listed on the back of your
Medical ID card.

Prescription:

Medical Necessity Review prior to receiving prescriptions over $1,000 and outpatient infusions/injections.

19



FrontPath Health Coalition

Medical Network

In-Network | My provider is offering a discount if |

« Contractual agreement pre-pay for services.

that determines the rate

paid to the provider. Should | take advantage of this
discount?

Member cannot be billed
for the difference.

Out-of-Network

« Member may be billed
for the difference
between the billed
amount and the allowed
amount.

20



419.891,5206 Option 5 4

Home  Our Solutions Cost/Quality Compare Provider Directory ContactUs Q

Choose Quality frontpat
Network Providers | v ot

You are hers: Home [ Cost and Quality Portsl

www.frontpathcoalition.com

COST AND QUALITY PORTAL

You wouldn’t trust just

Use our member only portal to compare quality and cost in the FrontPath network.

anyone tO WatCh you r kldS or + Compare the QUALITY of inpatient care provided by hospitals in the FrontPath network. Quality is based off indicators such as complication rates, readmission rates,
and mortality.
remodel your house. Would o
) + Compare the COST of inpatient and outpatient procedures performed in the FrontPath network. If different places charge different amounts for the same service, you
yOU ' deserve to know who is the most cost effectivel

+ |f data is missing for a provider, that means there is not sufficient data to provide an accurate rating.

Doesn’t your health deserve

the same considerations?
What type of report would you like to view?

Quality Patient Satisfaction

21




MEDICAL
COVERAGE

Questions about an EOB?
Contact Meritain

* 1.800.925.2272
* meritain.com
* Mobile access available

Questions about a provider?
Contact FrontPath

 1.888.232.5800
 Frontpathcoalition.com

In-Network Out-of-Network

(Balance billing protection) (No balance billing protection)

Co-Payments Co-Payments
Office Visit- $15 Office Visit- $15
ER - $45 ER - $45

Deductible Deductible
$150 Single $300 Single

$450 Family $900 Family

Co-Insurance Co-Insurance
20% to 40% to
$250 Single $500 Single
$750 Family $1,500 Family

Out-of-Network Applies
to In-Network Only

22



Medical Claim Submission

When seeking services, remind your provider to forward all claims to
FrontPath using the address on the back of your insurance card.

Claims sent directly to Meritain will be denied causing delays in claim

front =
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Meritain.com

Meritain Health’

an¥aetna company

{3 pan - - Claims ~  FndCae  Subrogation  Submita Claim
—

@ om— rage B Member iD Cards > Member Resources View All>
All Coverages>
ol Demal  Vion  Rx Accolads Health Assistant®
n Healthcare Bl Book.
] Group Name. Name Effective Dats. Tetadoc
Demo Group JANEY DOEY orron/2023 2dxT Nusse Line
(Selt) 9BPoints
Demo Group JOHNNY DOEY 07/0V/2023
ariod Spouse)
Demo Group ROBERT DOEY orov/e023
(Chd By Bitn)
Demo Group MARY DOEY otoV2023 e " View All>
(Chad By Bith) Pocke!
Expenses
Medical  Dental
Family In-Network Dedustible Limit -
Treatment Cost
d Care > Teoaimant By runoocs B oicounts> £900.00
$900.00
Remaining
amount carried over from




Explanation of
Benefits (EOB)

IMPORTANT: REVIEW THIS DOCUMENT UPON

RECEIPT

This notice may state that a claim was denied
and that additional information is needed.

Common reasons for claim denial:

Follow-up with your provider is recommended to

Provider is not submitting the claim sent to incorrect address.
Provider did not provide primary insurance information
needed for Coordination of Benefits with claim submission.

Subrogation Questionnaire needs completed by the
employee.

Provider submitted claim after filing deadline.
Provider did not precertify services.

Letter of Medical Necessity needed from Provider.

resubmit claim.

Meritain Health' e . RIAH]1efl

anwaetng sorpary Explanation of Benefits @
m‘ﬂ Mm S 0 RETAIN FOR TAX PURPOSES
Mnneapous MN 5441 THIS IS NOT A BILL
- ding Service R -
24 WEOCAASI AL i ne0
9525410444 285-765-2100
Group Name: GROUP ABC123
........................ 1.DIGIT 630
D s 1 Group & ABC12
Ry Ao Ot hats s
SNEEONS MY DT nsured: JOHN A SAMPLE
Insured 1D: 54321 1235
Patient: JOHN A SANPLE
Patient Acct & 95687766
Prepared On: 01192015 By: ASC
Benefit Year: 2015 Claim: Meokal
Provider: SAMPLE PROVIDER, ND
999 CENTRALSTREET
ANYTOWNMO 12325
Provider TIN: 999999999 )
Claim # 1A2345 ovider: Lo
Patient: JOHN A SAMPLE '
“Es“ Prxcedure / 1
0108010015 sl k0 s 000 = 000 000 now 000 $138:
01RECINBNS 92010 1 0 w15 %000 . 000 0o now 5000 1
OURS-N0E2015 Se88L 1 31 3043 . a 3000 X 1% .00 sus
0.0 #0.00 200 $2.00 17
Other Incurance Credtic o
Totsl Payment Ameurt 7S
Fal Check & Amourt
SAVPLE PROVOER, WO 12121212121 517583

Provioer discount Trougn AETNA PPO. Patiert not responeioie for Tis amaurt.

Tris cocument contains Important INfrmation hat you SNOUKd retain for Jour records.
Tris diaim was Processed In Jcooance Wi e group Nedih plan 02sarbed In your Bucence of SUENCE and Schadule of Benets. If your
u:rnnmmmanmmmmmmannmmummmuaﬂmmw
the Flan because e benefs requested e Not covered Dy Me FIan and Tis GOCUMENt Senes 35 nooe Of an a0verse beneft detemination.
(Plesse refer 1 e reason(s) prowsed for aadiond Information )

¥ you Tink s GeeeTinaton was made In eor, you hawe he right 1 3pped (588 e back of this page for Intrmaton 2wt your appeal
fights). I you are envcied |n an ERISAQouemed fian and your pped Is Gered and all levels Of revlaw Nae Dien eXausted, you have e fight
10 0ing 3 civl action unoer ERISA S02(3). (To eenmine whether your heaih lan I an ERISAGovEMed plan, plesse refer 1 your Cersicate)

This notice Is NOT 3 bAl. The amount laennea 35 patient responsitiiity may have 3iready deen pald to the provider at the time of service or

—u



Chronic Condition Management:
Teladoc

Teladoc Health program offers a personalized experience to help

members understand their condition and develop healthy lifestyle
habits.

= Must have one of the following qualifying
conditions:

« Diabetes — diagnosed Type 1 or Type 2

* Prediabetes — meets CDC National Diabetes
Prevention Program qualification criteria

* Hypertension
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Know where to go...

Need a primary care
physician?

. ‘ Wood County }-Iealth Department
.' Community Health Center

« Taking new patients

» Offers Sliding Fee Schedule even for
those with insurance coverage

* Provides access to the Rx Savings
Program

Need urgent care?

FALCON

HEALTH CENTER

« Bills at the doctor office rate, which is
lower than an urgent care facility

_ Acute Issues/Monitoring
/  PRIMARY CARE PHYSICIAN

After Hours/Non-Life Threatening
URGENT CARE

Life Threatening/Medical Emergency

EMERGENCY ROOM

Non-emergency visit may not be covered by the Plan.
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PRESCRIPTION COVERAGE

Retail Pharmacy Mail Order
Formulary Copay Copay
34-day supply Maximum 90-day supply Maximum

Tier 1 or select
OTC with $5 $10
prescription

Tier 2 $20 + 20% TCC; $45 max $40 + 20% TCC; $90 max 5
Tier 3 $20 + 20% TCC; $85 max $40 + 20% TCC; $170 max
Medical

] Some restrictions apply.
Necessity $20 + 50% TCC; $200 max | $20 + 50% TCC; $400 max See Page 14 of the Health
Review Benefits Guide for more
information

TCC (Total Claim Charge) = Drug Ingredient Cost plus Dispensing Fee

Prescriptions can move between tiers & may be removed from the formulary throughout the year



RX Savings Program: Savings Example for Eliquis 4 mg tablet — Tier |l

. « $45 per month
Retall (30-day fill)

Pharmacy . $540 annually

_ * Not Available >$1,000
Mail Order Limited to Retail or

Rx Savings Program

. - $5 for 90-day supply*
RX SavmgS « $20 annually

P rOg ra m * Some restrictions apply

. ‘ Wood County _Hea]th Department
-. Community Health Center




- Wood County Health Department

= A federally qualified health center, the Community Health Center provides comprehensive primary
and preventive care.

= Located at 1840 East Gypsy Lane, it is an entity of the Wood County Health Department.

Community Health Center Hours*

Monday: 8:30 a.m. - 6 p.m.

Tuesday, Wednesday, Thursday: 8:30 a.m. - 4:30 p.m.

Friday: 8:30 a.m. - 2 p.m.

Pharmacy staff take lunch from Noon - 1 p.m. Monday through Thursday.
Call 419.354.9049 to schedule an appointment.

30



Benefit
Preservation
Program

= Utilizes Patient Assistance Programs and/or
Copay Assistance Coupons for eligible
members.

= MedBenRx will reach out directly to the
member to see if they qualify and offer
assistance in enroliment in available
programs.

1-877-393-0009
help@benefitspreservationprogram.com

31



MedBern,

pharmacy solutior

Change my Preferences

MedBen,,

pharmacy solutions

Member Prescription Portal

Message Center

Welcome

Participant Name:
Address:
Birth Date:

What would you like to do today?

®© O

View Locate A View Rx View Out-of- Compare View My ID
Coverage Nearby History Pocket & Drug Pricing Card
Information Pharmacy Deductible

Accumulators

mbaccess.medben.com 39



DENTAL COVERAGE O DELTA DENTAL

$1,500
Annual
Maximum
Per
Person

$100
Annual
Deductible

2 Exams/Cleanings
(anytime within the year)

1 Bitewing Radiograph

2 Fluoride Treatments
(any age)

Not subject to deductible.
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Dental Benefits - Delta Dental

Class I: Covered annually at 100% of the Usual, Customary and Reasonable (UCR) fee.

Not subject to the deductible -- includes 2 cleanings, 2 fluoride treatments, 1 set of
bitewing radiographs, Sealants for children under 14 (limited)

Class ll: Covered annually at 80% of the UCR fee after the deductible has been met:

Class lll: Covered at 50% of the UCR fee after the deductible has been met:

Useful Tip: Predetermination of benefits is recommended for services over $200
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Dual PPO Network Model—QOverview

Delta Dental PPO™ Delta Dental Premier®

* Delta Dental PPO™
* The deepest discounted PPO network

* Delta Dental Premier®
* A broad-access PPO network with significant discounts

* Access to the nation’s largest dental network
* We combine our two PPO networks to drive superior value
* Deep discounts for all patients visiting a Delta Dental in-network provider
* Claims are adjudicated in a manner to maximize savings

35



Stay in network and save!

Visiting an in-network /\ All Delta Dental participating dentists agree to accept lower
dentist will likely save fees as full payment for covered services. They also agree to

you the most money v abide by our processing policies and will submit claims for you.

Savings example for a crown by network: Delta Dental PPO (Point-of-Service)

Submitted charge: $1,100 (covered at 50% coinsurance)

Network Delta Dental PPO Delta Dental Premier” Out-of-network
Savings level Most significant savings Significant savings No savings
Dentist’'s agreed upon fee $754 $988 $1,100
Amount Delta Dental pays $377 $494 $399
Amount you pay $377 $494 $701
Amount you save $346 $1N2 $0

Dentist can balance bill

Mo balance billing up to submitted charge

NOTE: Payment example above is illustrative only. Fees and reimbursements can vary by location and dentist.



Member Portal Features
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Vision Benefit

m

Vision Program

Payable only as primary
(no coordination of
benefits)

No restriction on access

Requires original receipt
and claim form with
patient and services

clearly identified

Covers

Exams

Prescription glasses/
frames and contacts

Refractive Surgery

Benefit Period

Up to $150 available
per participant

Automatic
carryover of unused
benefit into next
benefit period

(2025 to 2026;
2026 to 2027)



Vision Coverage




Life Insurance Benefit — Mandatory Enroliment

Term Insurance - Certificate available on Employee Website

« $20,000 Policy*

Benefits Terminate at Separation of Employment

» Conversion Opportunities

Accelerated Death Benefit

Waiver of Premium

Wellness Screening Required — Results not shared with
Employer

*Board of DD Employees Refer to the Life Certificate for Board of DD
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Enrolling &
Waiving Coverage

Monthly Premiums e Universal Application to enroll or waive coverage



Single Total Rate | Employer | Employee | COBRA

Coverage

Health & $873.00 $742.06 $130.94 | $890.46
Prescription

Vision $9.18 $7.80 $1.38 $9.37
Dental $34.22 $29.10 $5.12 $34.91
Life* $8.54 $8.54 $0 N/A
Total $924.94 $787.50 $137.44

Family Total Rate | Employer | Employee | COBRA

Coverage

Health & $2,357.10| $2,003.54 $353.56 | $2,404.25
Prescription

Vision $24.80 $21.08 $3.72 $25.30
Dental $92.42 $78.56 $13.86 $94 .27
Life* $8.54 $8.54 $0 N/A
Total $2,482.86 $2,111.72 $371.14

*Board of DD Employees refer to the Life Certificate

2026 Monthly Premiums

- 85% - Paid by Employer
- 15% - Paid by Employee

Premium is split between the first
and second pay dates of each
month.

May be collected on a pre-tax basis
under the Section 125 Premium
Only Plan (POP).




Insufficient Wages for Monthly Payroll Deductions

During a month in which you are enrolled in coverage and your wages are insufficient to
collect your portion of the premium for one or both of the payroll deductions, your payroll
deduction will stop.

You will be required to self-pay the full employee portion of the monthly premium by the last
day of the month prior to the month of coverage. A five working days advance notice is
required if you choose to continue coverage.

Failure to provide proper payment, coverage will terminate retroactive to the first of the
month for which payment was not received.

If you are in a Stability Period and lose coverage due to a failure to pay the premium, you
are not permitted to re-enroll in the Plan for the remainder of the Stability Period unless a
Qualifying Event is experienced, and retroactive premiums are paid upon re-enrollment.
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Enroliment

= During the 30-day waiting period (enrollment period),
benefit eligible employees must elect or waive coverage by
submitting a Universal Application along with any required
certification forms.

= Completion of a confidential Wellness Screening is also
required prior to enrollment for employees and their
spouse's seeking coverage. Individuals who fail to
complete the stated requirements will not be eligible
for coverage until the next Open Election Period.

= A Special Enroliment Right permits enrollment within 30
days of a Qualifying Event for those who initially waived
coverage (see Page 2 of the Health Benefits Guide).

= Also note that the IRS restricts enrollment in other
coverage if enrolled in a High Deductible Plan that is
partnered with a Health Savings Account (HSA).

= Use names listed on your/dependents social security cards

Med fe

Meniin 419238 ¢  ApproRe #90060068 o BOC-Vson Subgroup # o Dela Dental X125 »

WOOD COUNTY EMPLOYEE HEALTH BENEFITS PLAN UNIVERSAL INSURANCE APPLICATION

D) Intad AppicationMew Enrolee [ Cortractinkormaton Change  [] Employment Termination [T Open Election: Nov. 15- Dec. 15
PLEASE PRINT (Use names as penied on Socal Seaurty Card)

Department Name Swogow ¥ SN
Emgloyee Last Name FrstName M
Accress
DreatFO B Coy ™ 2
Prmary Phone Work Phone Sex (Mol [ Fernale
Martal Sots: [JSnge [JMomed Dute [ Owvorced: Dute ) Widowed
Brth Date Payrol Numter Emal Adcress
ENROLLMENT ANDIOR WAIVER OF COVERAGE : a
Ful Time Hre Dot Errciment ESoctve Date Check  Retwred []
| wish to enroll in, reinstate, or walve the folloming: Usmaried boses = Wasver of Coverage Pror End Date__
Medical & Prescription [ Sngle L Famiy [ Wawe Coverage: Intal £ ervolied n oher coverage
Vision Coverage Snge Famiy [ Wane Coverage: Intal f errclied n oher coverage
Derzal Snge Famiy [ Wawe Coerage: intad f ervclied n oher coverage
Lide I= Mardatory for al benefit ebgitie ermpioyees. Requres complston of Welness Screenng wettin ensoliment pernd
Prmary Beneficary Retatnonshp
Seconcary Relatorshp

I no election s made. State of Oho rules will apply. Secondary beneficary payabie only f prmary s deceased.
L] Crech f you o any ot Bamidy merbars are SuTondy covend ander B Wood Coamy Evpicves Heals Eanets Plas

CONTRACT CHANGE/TERMINATION: Complete Coverage LevelPremium Change section below if coverage level changes

Date of Contract Change/Event or Termination:

[ Empioyes Information Lst updat sbove in Enplopss Inbenaton secton [ Uife Beneficiary List update stove in Ewolment Secton

m [~ of Benefit (COB) Corzets COB Informaton wcton wit dlche dats of %1 COvrads

[ Department Transter Lst rew degartmest o Transfer From

Emﬂ‘l Requires copy of 53 cand - List nira name n Erpicyse fomasen secdtion Prewous Name

[: Add $S # 1:0ude famaton tr agpkcatie wasedecendat n SecuseDependent Exelmant Saction

] Acd Dependents) Coverage Carpies SocuseDasendest Evolrent Sacton'sl ] Mariage Oam [ Open Enscliment
O loss of Oher Covernge ] Newly Eigtie/CHIP [ Other

[T Add SELECTED bemefit for Subscriber/Famdy Comziste ivial Envalimest and SpcuseDepencen CO8 Sectons

Reason for ADDING [] Renstate from Leave of Absence [ Newiy Edgie [ Open Enroliment
) Laste Ervollee due o LossGainof Coverage ] Death [ Owoxce
Done_ — -
[ TERMNATION
T Terminate Dependentis) O Mescal 8Rx  [J Vison [ Dental
T ——— O Mescal ARx [ Vison [ Dental
L) Terminate SELECTED besefit for subscriber and famiy O Mecscai 8Rx [ Vision [ Dental
O Terminate ALL benefits for subscrider and family
Reason for Termination
O Seperaton of Empioyment [ Reduced Hours [ Leave of Abserce [ Open Enroiment
[0 Loss of Dependent Sutue/Overage O Mstnary Loave ] Deasy [ Owoxce
O Oeeaned oher Growp dte CoverageMastetpince Ensoliment 0] E=goyee becomng eigibie for Medicare
O Ohe

Termed Employes: Last Day of AcovePay States —
ACA NMeasurement Type at Separalion Ses ebplddy "ies 1y covirage o0l S [ Ongong ] Mentiy

COVERAGE LEVELPREMIUM CHANGE: Note majority of changes effective 1¢ day of month following event
Effective Date for CoveragePremium Change:

[J Medical & Prescrigtion ] Sngle 1o Family ] Family 1o Sngle I No change
O Vision ) Sngle o Famiy [ Family 1o Single DI Nochange 44
L] Dental D) Sngle o Famty [ Famiy 1o Snge ) Nochange

SIGNATURE REQUIRED ON LAST PAGE - Page !




2023 E ligibility Guide for the Wood County E mployee H ealth Benefits Plan

) Type of Coverage _
Eligibility Details - Review Report Forms Required within 30 days of QE -
Coverage/Process SPD for full details H&P V D L e ffective Date Universal Application (UA) req d forall
Full-time ACA -30 hours per week o more H&P V D L [whimi0dns FOM following 20 days - Spouse + Dependent certification if applicable
-Measured monthly unt| the end of eligiblity - Confidential Weliness Seening for Empioyee & Spouse (primaryor secondary}
stability pericd Required wi/i 30 days
- Beneft Efigible Cheodiist All Boxes/Lines Completed + Signad
- Weliness Waiver
Part-ime: Reasonably ~Deiay=d Ofer H&P V D L |[MP=iZmonhsto [See Oher hio [-TNon Benelt & Insurance Ghedist
expected not to be Full-time - Not Full-tme ACA at §me of hire. measure aerage
(Variable Hour or Elgibility ined followir hours worked per |- MP & Admin period can't extend beyond 13 months from hire date plus number
completion of 28 full pay pericds. wesk. |of days from the hire dae © month-end.
- Works less han 30 bours per week
Seasonal: Six months orless -Delayed Cfier H&P V D L - Non Benefl Eligible Insurance Cheddist
peryear, same employment -Breakin servoe of 13weeks
time each year. between seasonalwok d 1 A .
- not expected to be Full Time
E nrollee Continued E ligibility Monthiy 130 hours of servicepermo. [H&P V D L FOM inwhah 1oss elgibifty woiiﬂyﬁmwmﬁ.moﬁ.
et Sy Loty 3y selfpay il premium f spproved leate wio pay non-PULA, & day noficaton
prior to month of coverage is provided
Spouse as Primary ~Tier 1; Less than $33,500 H&P V D [wi 30days ofevent |Dae of Mamiage - Spouse Wellne ss Screening. Required b all bene s
Law bl spouse- based on spouse’s annual -Tier2: $33.500 to $53,200 Submit paperworkcas |FDM following QE - Spousal Cerificaton Process: Full Tax Retum + Cartifcation Forms Required
adjused gross income «Tier3: Greawr than $83.200 200N 35 you getit - Spousal Income Verification . . 4
Srvvon g e e Helps identify needed forms, effective
Spouseas Secondal -Lawii spouse H&P D wi20days ofevent  |FDM following OE - Primary Coverage Informa fon 1 1 1
pee "f e Rl e dates, and other information regarding
- No Secondary Vision RGN HH
Spouse/D ependent eligible for - Spouses 65 or oider H&P wi 20days ofevent  [Dam enrolled in Medicare |- OBRA form - Review for y details. ellglblllty.
Medicare - Spouses/De penden's disabied " |fPian is selected as primary, Medicare becomes
| Medicare is selecied primary, Plan terms FDM bllowing
Dependent - Birth to 26 ~Eigible untl the &nd of b monthin | & P WA Z0dzysofevent |- Dateof bih - Adopton Docmentton (i 3ppi abie)
which dependent tums 28, |or 80 days depending |- FDM bliowing QE |- Medicaid CHIF (if applicable)
(Federal Requiremeng. - If disabled, check SPD br details onevent |date of birth or adopton dake |- QUMCSO (Birth to 18) (if applicable)
|- OBRA Form if child is disablad (if applicable)
D ependent - 26th B irthdate aged out - no longer eligibie H&P FDM foliowing birhdate - COB RA Personnel Action Form
D ependent - birth to 19 - Eligible urtil the end of the year in vV D wh 30days ofevent |- Date of birh - QMCSO = FDM bllowing receipt
- Review SPD for eligiblity details which dependent tums 15 |- Marriage
|- QMCSO or Disabled wiSddays ofevent |- FDM Following QE
Dependent - 19 to 23 - FT SudentMeets Eigibility Rules Vv D wi 30days ofevent  |FDM Following QE - Dependent Certification
(Jan 1 fllowing 15th birthday through endof |- Must contnue FT beween - Must meet ALL Eligiblity Rues
calendar year inwhich tun 23) semestersiquarters and go back FT - FT Student to FT Student Graduason, or Resign fom College = Report
Immediately
D as Sec - No Secondary Vision H&P D wii 30 days ofevent  |FDM Sollowing QE |- UA with primary coverage inbrmation
Bithto 19 |-No Secondary Vison H&P D w!gdl;lo:lm FOW following GE [-UR with primary coverage nbrmation
19t023 o Secondary Vison H&P D WiZdays ofevent |FOM folowing GE - UA With primary coverage nbrmation
|- Depercert Certifcation
23t0 28 N Vision H&P [wi 30days ofevent |FOM folowing GE |- UA with primary coverage &
Disabled Dependent Meets eigibdity rules. Mustbedeclared (H &P V D [wi 80 days of - Court Order and Sooal Se curity Disabil ity Determingtion
prior to reaching limiting age, check enroliment or bliowing
plan document for details limiting 3ge

Q:\H RN S\E ligibiltyAE ligibility Guide\E ligiblity G uide 10/27/2023




Complete a Wellness Screening
* Mandatory — Complete within your 30-day enrollment period

* Required for all new employees prior to enroliment in the Plan
and for their spouses if enrolling in the Plan as primary or
secondary

=AW Health Risk '

’-g__% Assessment (HDL/LDL)
Ele =
Pressure ‘ _‘

2 AC i Occult Blood l
(Blood Sugar). Screening

\.Coro.nary Riskﬂ

p—

FREE & 100%
CONFIDENTIAL -
ONLY RECEIVING
THE DATE
COMPLETED

| | WOOD COUNTY

| , 4 HosPITAL
Depend on us.

Individuals who do not provide the required 24-hour cancellation notice for scheduled visits or who do not

report to their appointment will be charged $15 for missed appointments.
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e OFFICE OF THE WOOD COUNTY COMMISSIONERS

3122023 Individual Enroliment Verification
000-00-0001 Last Name, First Name MI 000-0 Department Name 01/01/2023
Street Address
City, State Zip Code
Date of Birth : Home Phone : g Work Phone: . - -
Permanent Full Time Hire Date Payroll No: Section 125 Election: I d d I E I I t
Marital Staws : [ Single [ Married /Date : [Jvivorced mate: [ widowed mate: n IV I u a n ro m e n
Life Insurance Beneficiary Primary/Secondary : 1)First Beneficiary 2) Second Beneficiary V n f. t » F
o erification Form
The benefit information listed below reflects the current insurance information on file with the camiers.
Coverage Type: Health RX Dental Vision Life I E V

Current Coverage: Family Family Family Single Single
Dependant Enrollments
The "X" listed in the column against the types of coverage indicate enrollment in that coverage.  The Y™ represents primary coverage and the "N” represents secondary coverage.
SSN : 000-00-0002 Type Coverage Primary Insurance Company Name - Group Policy ID (Level) Eff. Date . 4 .
Dependant - Last Name, First Namme Mi e Sent following receipt of Universal

elationship :  Spouse RX
Date of Birth : Vision H H
Eligibily - Deatal X Y Application.
SSN : 000-00-0003 Type = Coverage Primary Insurance Company Name - Group Policy ID (Level) Eff Date ! :
e | N B s 1 s X X Review upon receipt and
Date of Binth : Visi H H H

et Deaui x v acknowledge information provided
i . 000000004 Type  Coverage  Primay  Insurance Company Name - Group Polcy ID (Leve) EM Date is accurate with signoff.
Dependant @ Last Name, First Name MI Health X ¥
Relationship :  Son RX X ¥
Date of Birth - Vision

Dental X X

All eligibility rules apply for insurance coverage by the Health Benefits Plan. Employoes shall document any and all changes that affect employee or family member eligibility to the Plan (via office/department
group representative) within 30 days of the change or qualifying event. Sece Subscriber Booklet for complete eligibility rules.

You may also make changes by pleting and itting a Universal ication along with any other applicable paperwork during the Annual Open Election period which takes place at year end,
with an cffective date of January 1, of the following year.

| certify that the above information is true and comect as of this date.

Employee Signature Date

Page 1 of 1




Approx. 30 days to receive.

Register for Vendor Portal for access to digital
copies.

Vendor and Group Numbers needed are listed on
the back of the Health Benefits Guide.

Identification Cards

If services are needed prior to activation in the
vendor’s system:
= Medical - Interim medical services use SS#

= Once ID Card is available on vendor portal, request the
provider resubmit claim.

= Prescription — Purchase & Request reimbursement

= A paper claim form is available on the employee website to
request reimbursement. Reimbursement may take up to
45 days.




COBRA Notification

= Plan participants no longer eligible for coverage may be eligible to continue
coverage at their own expense under Public Law 99-272 Title X, commonly
referred to as COBRA.

= Participants are notified of their COBRA rights upon enrollment in the health
benefits program.

= When coverage terminates, employees must complete a COBRA personnel
action report form to determine COBRA eligibility.

= Written communication regarding COBRA offerings are mailed to the affected
employee and/or spouse and dependents following termination of benefits.

= See page 6 of the Health Benefits Guide
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Special Enroliment
Rights

Qualifying Events/Reporting Requirement



Special Enroliment Rights

= If you are declining enroliment for yourself or your dependents (including your
spouse) because of enrollment in other health insurance coverage, you may in
the future be able to enroll yourself or your dependents in this plan, provided that
you request enrollment within 30 days after your other coverage ends.

= You may be able to enroll yourself and your eligible dependents if you have a
Qualifying Event (e.g., marriage, birth, adoption or placement for adoption, death,
change of employment status that results in a gain or loss of insurance eligibility,
etc.).

= Changes must be reported within 30 days of the Qualifying Event.

= Examples: Address, adding dependents, loss of eligibility




Understand Your Plan’s Rules

* Coordinati f Benefit
Re pO I‘t Oth er . g%rntgitl?-lno(ljder?sn TDIri?nary on their coverage, secondary
I nsurance on other coverage
Coverage

Children use birthday rule if dual coverage

 High Deductible with HSA (possible limitations — contact
your tax advisor)

Report

Changes  Special Enrollment Opportunities/Qualifying Events see
H - age 9 of the Health Benefits Guide
within 30 days B

of Event

52



Open Election Period (Nov. 15 — Dec. 15)

= Benefit eligible employees are automatically re-enrolled in their existing coverage
for the following calendar year.

= Every year during the Open Election period, eligible employees have the
opportunity to enroll in, or make changes to, their benefit program without a
Special Enroliment Right.

= To request a change to your coverage during Open Election, employees must
submit a completed Universal Application with any required certification forms to
their Insurance Group Representative by December 15.

= Permitted changes become effective January 1 of the next year.




Wellness Programs

Every Minute Counts



Earn Deductible Credit

for your 2027 Medical Deductible Every

* 5,000 active minutes} $25 Minute
* 6,500 active minutes}

e 8,000 active minutes

J
|

* 9 500 active minutes




Wellness Screenings
Required for enroliment

Available annually thereafter _

Know Your Numbers = Program purchase must be made within the

HDL/LDL/A1C/Optional PSA Same year
= Up to $50 reimbursement available

Lower cost option for lab work

Take results to your physician

Receive 60 minutes of Wellness Credit Overtime

for completing your screening in 2026!




Reimbursement Programs

Fitness Facility

Open Swim

Tobacco
Termination

Reimbursement forms and deadlines are posted on the Employee
Website under the Wellness Programs.

Programs are a taxable fringe benefit.

Ohio Tobacco Quit Line

Counseling to help you quit
smoking and/or the use
of other tobacco products,
including electronic cigarettes.

Available 24 hours a day,
7 days a week.

Your choice of nicotine patches,
gum or lozenges sent
directly to your home.

And it’s all free.
For everyone in Ohio.

Call 1-800-QUIT NOW
(1-800-784-8669) to
start your journey to a
nicotine-free life, today.

There are so many reasons to quit.
What’s yours?



EMPLOYEE
ASSISTANCE

PROGRAM

Acentra Health Employee Assistance Program (EAP) is a complimentary service available to you through
your employer. The EAP provides counseling sessions at no cost to you, as well as a wide variety of services
to enhance overall wellbeing and support healthy work-life balance. Services and commonly addressed
issues are described below. The program is completely confidential.

Call anytime to learn more or to get started.

EAP Products and Services

Immediate 24/7 Support & Guidance
Toll-Free Phone: 1.800.607.1522

EAP Website: www.EAPHelplink.com
Company Code: WEBEAP




Federal Notices




Attachment B
New Health Insurance Marketplace Coverage
- Form Approved
Options and Your Health Coverage OMB No. 12100149

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way 1o buy health insurance: the Health
Insurance Marketplace. To assis! 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 Iis designed to help you find health insurance that meets your needs and fits your budget. The Marketplace
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 enroliment 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 qualify 10 save money and lower your monthly premium, but only # your does not offer or offers ge that
cdoesn't meet cenain standards. The savings on your premium that you're eligible for depends on your househald 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 meets 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
10 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
your empk does not meet the " value” dard set by the Affordable Care Act, you may be
@ligible for a tax credit. «

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer,

then you may lose the employer contribution (if any) to the employer-offered Also, this | bution -as
well as your employee contribution to employer-offered coverage— is often excluded from income for Federal and State
income tax Your for through the A are made on an after-tax basis.

How Can | Get More Information?

For more inf about your ¢ offered by your employer, please check your summary plan description or contact:
Bensfit Wood at 419.364.9100 .QOv of
swillame@woodoountvohio. gov,

The Marketplace can help you evaluate your options, including your eligibility for through the A

and its cos!. 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.

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 lor coverage in the Marketplace, you will be asked 1o provide this information. This information is numbered

o correspond lo the Marketplace application.

3. Employer Name 4.Employer Identification Number (EIN)
Wood County, Ohio 34-6401607

5. Employer Address 6. Employer Phone Number

One Courthouse Square 419-354-9100

7.Gty | 8.state 9. Zip Code

Bowling Green | Ohio 43402

10. Who can we contact about health coverage at this job?

Josh Schroeder or Shelby Williams, Benefits Clerk

11. Phone Number (if different from above) 12. Email Address
schroeder@woodcountyohio gov of
Same
swilli @ dcountyohio.gov

CMRAns/Meatih Care Rafom Markatplace NOHCES = o om ployar-sponscred haalth plan Meets the *minimum vaki Standard® It the plan's shase of
tha total alowad benefit costs coverod by the plan is no lss than 60 percent of such costs. (Section 36B(cH2)(CHI) of the Internal
Revenue Coda of 1986)

Marketplace Notice

- Gives information about where to
find other coverage.




Wood County Employee Health Benefits Plan

NOTICE OF PRIVACY PRACTICES
Effective 4/14/04 Revised 9/23/13

The Wood County Employce Heahh Benefits Plan (Plan) has adopted the following practices and p dures with respect 1o the use
and p of your indi Health ion (PHI). This notification is ired by the Health Insurance Portability
and Accountability Act (lew

This Notice describes how your mx!n:l.l information may be used and dnclomd. It also descnbes hou you cann:cm llm
information. *“Py d health u ion” (PHI) is individually i health i

collected from a covered individual, created, maintained or received by a health care provider, a health plan, d\cemployer (when
functioning on behalf of the group health plan), or a health care clearinghouse and that relates to: (i) your past, present, or future
physical or mental health or conditions; (i1) the provision of health care to persons covered under the plan; oe (iii) past, present, or
future payment for the provision of health care to covered individuals, whether in writing, in electronic format or as an oral
communication.

HIPPA law requires the Plan to maintain the privacy of health & ion of covered emp and family members, provide them
with notice of the legal duties and privacy practices with respect to Protected Health Information and follow the practices described
hercin. These rules apply to the health benefits Plan, not Wood County as an employer. PHI will not be shared from the Plan to the
employer for any employment related action.

The Plan reserves the right 10 change privacy mmesandlhclmoflhu Notice at any time. All material revisions to this Notice
will be provided through a revised copy. This Notice and any revisions are available on the county website at
www.woodcountyohio. goviemplovee or may be obtained by contacting the Privacy Officer below.

All questions regarding this notice may be addressed to the designated County Privacy Officer: Pamela Boyer, Human Resources and
Benefits Manager, who may be reached through the Commissioners” Office at 419-354-9100.

C Permitted Discl es and Uses of Protected Health Infc

The Plan is atted to maintaining the confidentiality of health infi ion of employees and family members covered by its Plan.
PHI of employees and family members covered by the Plan may be used and disclosed for purposes set forth below. Use of PHI for
other purposes requires a signed authorization from the covered individual, unless the law permits or requires us to use or disclose the
PHI without authorization. Covered members may revoke their authorization, in writing, except if the Plan has already acted basedon
their member's authorization. Where Ohio law imposes greater restrictions on disclosure than the federal laws and regulations
protecting the privacy of health information, the Plan will comply with Ohio law.

A. Third-Party Administrator Disclosure: As a self-insured plan, the Plan receives, maintains and stores PHL It may

disclose PHI to our Third Party Administrator(s) to assist Wood County in istering the health, p iption, vision and

dental and life Plans. Wood County is not permitted to use the PHI for any purp other than as required for ad

purposes.

B. Treatment, Pay mt. and Healthcare Operations Except as i C the Plan may disclose PHI
for p of and as otherwise permitied by law, l'ot operation of the Plan, This may
mc!n.ldeduclommlomodmhﬂlhampmnder such as a physician, a case or medical revi who is. Ived

in your treatment. The Plan may also disclose for p of ap | of reimbursement from the Plan or disclosure for

audit purposes, customer service, appeals, stop loss or use hlmdir-lingbuu:ﬁm

C. Busi it Discl ThePhnmybemunmd&buPHllowummsdcpcmmoecmtmlhtmm
with the health perations. such as auditi stop loss, risk. I legal services, ete.
These busit iates are d to safeguard the privacy of any health information and require their sub-contractors 1o
do the same.

D. Treatment Alternatives and Case Management: Wood County may contact covered individuals 1o provide treatment
alternatives and other health-related benefits that may be of interest.

E. Other Uses and Discl of P d Health Infe lon: Wood County may use or disclose medical information
about employees and covered family members without prior authorization for the reasons listed below:
1. public health purposes; 9. military and national security protective services;
2. accrediting organizations; 10. coerectional institutions;
3. required abuse or neglect reporting: 11. workers’ compensation purposes;
4. bealth oversight audits or inspections: 12. upon request from law enfc in specific ci
5. authorized research studies; 13. in response to valid judicial or administrative orders;
6. coroner or funeral arrangements; 14. as required by federal law;
7. o donations; 15. emergencies or disaster relief efforts such as serious threat to
8. others involved in your care; health and safety.

QAHRUNS\HIPAAWForms\2013 Privacy Practices & Forms\Notice of Privacy Practices 2013 No Sign Line.doc

Notice of Privacy
Practice (HIPAA)

Sign off required by carrier to
permit access to HIPAA information
of family member




Claim/Benefit
Questions?

Refer to the last page of
the Health Benefits Guide
for current vendor
information

Wood County Employee Health Benefits
2026 Plan Administrator Information

Eligibility and enrollment questions can be directed to the Benefits Line at 419.354.1373

or email benefits@woodcountyohio.gov.
Medical Insurance

Vision Services Plan

Group Number: 19238-XXX (XXX = sub-group no.)

Third Party Administrator/Claims Processor
Meritain Health 1.800.925.2272 « www.meritain.com
Mon. -Fri. 8a.m.to 5 p.m.

Network (Participating Providers & Medical Facilities)
FrontPath Health Coalition

419.891.5206 » www.frontpathcoalition.com

Mon. - Fri. 8:30 a.m. to 5 p.m.

Pre-Certification & Medical Management (Medical Manager)
Meritain Health Medical Management - 1.800.242.1199

Claims Submission

FrontPath Paper Claims: PO Box 5810; Troy, Ml 48007-5810
include Group Number 19238 to expedite payment
Electronic Claims: FrontPath Coalition: EDI: Emdeon 34171

Appeals

Check the Explanation of Benefits for appeal time lines.
Submit to: Appeals Department, Meritain Health,

PO Box 660908, Dallas TX 75266-0908

Prescription Insurance

Group Number: XXX

Administrator/Claims Processor
Commissioners’ Office

Benefits Line: 419.354.1373
benefits@woodcountyohio.gov
Confidential Fax: 419.353.7429
Mon. - Fri. 8:30 a.m. to 4:30 p.m.

See your Insurance Group Rep. for
claims submission and questions.

Dental Insurance

Group Number: 10615-XXX

Pharmacy Benefits Manager/Claims Processor
MedBen Rx - 1.888.633.2366

Mon. - Fri. 8 a.m. to 6:30 p.m.
MBaccess.MedBen.com

Claims Submission: RX Bin 018893 (PCN: MEDB),
Ventegra, Inc. 10400 Overland Road Box #353 Boise, ID 83709

Prescriptions over $1,000 (including outpatient injectables and

Group Number: 1395-1XXX

Administrator/Claims Processor
Delta Dental of Ohio
1.800.524.0149

Automated inquiry system is
available 24/7 and can answer
most questions

Customer service representatives
are available Mon. - Fri. 8:30 a.m.
to 8 p.m.
www.deltadentaloh.com

Claims Submission:
Delta Dental of Ohio, PO Box 9085
Farmington Hills, Ml 48333-9085

Life Insurance

Admi.nistrator/(:laims Processor
Ve -




Eligibility Questions
Contact

\ Benefits Line - 419.354.1373

<.7] benefits@woodcountyohio.gov
wellness@woodcountyohio.gov

Employee Website
www.woodcountyohio.gov
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Employee Website: woodcountyohio.gov

One Courthouse Square  Bowling Green, OH 43402 Phone: 419-354.9000 Toll Free: 1-866-860-4140 Email Us
1820
- *

-
t_.‘*

Woop countY Government Departments Quick Links HowDoll...
c

Home » How Do L. » Employee Website » Employee Health Benefits Plan

Medical Coverage

Prescription Coverage Employee Health Benefits Plan

Vision Coverage The Commissioners are the trustees of the Health Benefits Plan and are committed to maintaining a quality, affordable health care plan for employees,
although it is not a statutorily-mandated benefit. They believe this governmental, self-insured, non-ERISA Plan is a "grandfathered health plan” under
Dental Coverage the Federal Health Care Reform: Patient Protection and Affordable Health Care Act. As permitted by this Act, a grandfathered health plan can preserve
basic health coverage that was already in effect when the law was enacted. Questions regarding which protections apply and which protections do not
apply to a grandfathered health plan and what might cause a plan to change from grandfathered status can be directed to the Commissioners' Office at

Life Insurance Coverage 419,354,9100. You may also contact the U.S. Department of Health and Human Services at www.hhs.gov.

Members of the Employees Health Benefits Committee take their role of preserving the long-term viability of employee benefits very seriously.
Their task is difficult when weighing employee satisfaction and preservation of benefits.

Insurance Application and Forms Notice to Employees:
o Universal Application (PDF)

Employers are no longer required to send employees a Form 1095-C,
© Spousal Certification 2025 unless the employee requests a copy of the form, per the Paperwork
o Dependent Certification 2025 Burden Reduction Act (H.R. 3797) ("PBRA"), passed by the 118th
Congress on December 11, 2024.

o OBRA Primary Coverage Selection Form (PDF)
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Annual Insurance Meetings in November

= Provides an update on Plan performance and tips on how to utilize benefits in a
more cost-effective manner.

= The complete meeting schedule noting locations and times can be viewed in the
employee newsletter and on the employee website.

= A copy of the power point presentation will be posted on the employee website at
www.woodcountyohio.gov following the meetings.




