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Guide «

Call 1-877-606-6705 if you have questions
about coverage or need help applying.

Dora P.
Caregiver, Tacoma

Get healthcare coverage information in
your language.
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CTpaxOoBOM MNOKPbITUM Ha BalleEM A3blKe.

Ku hel macluumaadka ceymiska daryeelka
caafimaadka lugaddaada.

Obtenga informacion sobre la cobertura
de atencién médica en su idioma.
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Coverage Options and Costs e n e S S ':II:II:I
New & Improved Benefits

Benefit Highlights Beneﬁts

Dental Coverage Options
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In addition to access to high-quality healthcare coverage, you have

7 Health Benefits Account other benefits available at no cost to you—designed to help you

reduce stress, be safe at work and improve your quality of life.

Easily apply, update coverage
or manage benefits online.

Coverage FAQ
Eligibility

Coverage for Kids

When and How To Apply
When Coverage Begins
Monthly Co-premiums
How to End Coverage
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10 How To Keep Coverage Caregiver Kicks: Free Shoes for Caregivers

Get a free pair every year! Available in 90+ styles from Reebok to
Sketchers, Caregiver Kicks are slip-resistant shoes designed to keep
you safer and more comfortable on the job. myseiu.be/kicks

11 Health Benefits Support

Deborah needed open-heart surgery that would have
cost hundreds of thousands of dollars without coverage.
Worrying less about the costs, she says

“I was able to focus on myself and my healing”.

Deborah M. -

C:tr’gg?ver, Vancouver Se"'care BenEflts
Caregivers often put others first, but self-care matters too. There
are many free and low-cost benefits for caregivers that can help
address stress, anxiety and depression. myseiu.bhe/self-care

More Caregiver Benefits ¢ @ O
Learn more about caregiver retirement, learning and job-matching
benefits and how to access them at seiu775henefitsgroup.com.



Step-by-Step
Guide to Applying
for Coverage

n Learn about your coverage

(O Explore your coverage options and benefit highlights in this guide.

(O Check eligibility details on page 8 to see if you qualify.

(O Review the Plan Details Booklet to understand your plan’s out-of-
pocket costs for prescriptions, treatments and services.

(O Select a coverage option and dental plan.

E Prepare to apply

(O Gather your information. You will need your Social Security number
and employer name to apply.

(O Coverage for Kids: Gather your Dependent Verification documents.
See a list of accepted documents and instructions at myseiu.be/cfk.

E Create a health henefits account

(O Visit myseiu.be/hba to learn how to create an account. Once you have
an account, you can log in anytime at myseiu.be/magnacare.

H Submit your application

(O Complete an application before the deadline at myseiu.be/magnacare.
Learn more about deadlines and how to submit by mail on page 8.

(O Coverage for Kids: Submit Dependent Verification documents when you
apply. Learn how to submit your documents at myseiu.bhe/cfk.

E Receive application notifications

QO You'll receive an application receipt by email or through your health
benefits account within 1 day and a coverage decision by letter or
email within 30 days. If not, call 1-877-606-6705.

The enrollment process was fairly
easy. | just went through the booklet
and highlighted things that were
important to me. Being able to do it
online was simple.”

Acacia V., Caregiver

Health Benefits Customer
Service:1-877-606-6705
Get help with questions
about coverage, eligibility
and applying.



After her second child, Dani enrolled
both kids in Coverage for Kids,
praising the “great rates” that help
her family save monthly.

Healthcare
Coverage

Dani R.
Caregiver, Asotin

Plan Options

Get high-quality healthcare coverage starting at just $25
a month. You can choose to cover just yourself or add
Coverage for Kids for your dependent children.

Option 3

22
oW
Individual Coverage

+ Coverage for Kids
Dental-Only

$35/mo.

Monthly Co-premium

Get medical and dental coverage
for yourself, plus dental coverage
for your kids, for just $35 a month.

Option 2
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Individual Coverage

+ Coverage for Kids
Medical and Dental

$125/mo.

Monthly Co-premium

Get medical and dental coverage
for yourself, plus your kids, for just
$125 a month.

Option 1

By

Individual Coverage
Medical and Dental

$25/mo.

Monthly Co-premium

Get medical and dental coverage
for yourself for just $25 a month.

It's the same cost, no matter how many kids you add!
You can add eligible dependent children up to their 26th birthday, including
biological, adopted, stepchildren and domestic partners’ children.
KPWA POS members must switch plans to add Coverage for Kids.

Monthly Co-premium: the amount you
pay each month for your health
coverage, see page 9 for details.

Eligibility

Work 80 hours or more a month.

Health Benefits Customer Service 1-877-606-6705

Work 120 hours or more a month.
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New and
Improved
Benefits

Coverage Reliability

Caregivers now receive 2 Coverage
Reliability Credits per year. Each credit
extends healthcare coverage for 1 month
if you don’t meet required work hours—
providing continuous coverage for you and
your dependents.

Progyny Adoption Benefit

Get up to $15,000 for adoption-related
expenses (lifetime benefit!).

1The maximum amount covered for adoption-related
expenses for as long as you're enrolled in the plan.

Lowered Prescription Costs

Reduced costs for non-preferred brand
inhalers, EpiPens and HIV post-exposure
drugs and therapies.

Gender-Affirming Care Benefits

All plans now cover a variety of procedures
and therapies.

Caregivers deserve access to high-quality, reliable
healthcare that allows them to focus on delivering
exceptional care—without the stress of managing
their benefits. These latest enhancements reflect
our continued commitment to offering coverage
that truly supports the caregiver experience.

Merissa Clyde
CEO,

SEIU 775
Benefits Group

Coverage
Benefit
Highlights

The health plan available to you is based on your
home ZIP code. Your assigned plan offers many ways
to support your health and well-being. Coverage
includes the following benefits:

N

Medical

Preventive Care

Dental & Orthodontia

Prescription Drug

Mental Health

Vision

Hearing

Family-building & Reproductive Health Benefits
Gender-Affirming Care

Massage & Chiropractic

NN N N N N TN NN

Physical Therapy

Free Primary Care Visits

There is no cost” to see your primary care provider (PCP). You
can see your PCP for wellness check-ups and when you're
sick. Your coverage also includes virtual care options, so you
can get care from the comfort of home.

*Visits with your PCP have no co-pay, however if your doctor orders tests or lab
work, you may have to pay a co-pay on those services.

Urgent and Emergency Care

Your plan covers urgent care and emergency room visits.
Urgent care is a low-cost option for non-emergency issues
like minor injuries or flu symptoms when your doctor isn’t
available. Emergency room visits have a $200 co-pay
and should be used for serious conditions like chest pain,
difficulty breathing or severe injuries.

A deductible or co-pay may apply.



Prescription Benefits

You have access to a wide range of prescription medication (Rx)
at little-to-no cost, depending on the medication tier. Generic
medications typically have the lowest co-pay, while brand name
and specialty drugs may have higher costs. Mail-order options
are also available, allowing you to receive a 90-day supply of
medications delivered to your home.

Mental Health Benefits

Your emotional and mental health is as important as your
physical health. Your coverage includes professional support,
medication, group therapy and alternative care, as well as
access to self-care apps and other programs and resources.

Vision Benefits

Your coverage provides comprehensive eye care. This includes
1 free eye exam every 12 months, and $600 every 12 months
for vision hardware (like lenses, frames and contacts).

Hearing Benefits

Through EPIC Hearing, you and your kids can get a no-cost
annual hearing exam with consultation from an in-network
provider. Plus up to $3,000 of hearing hardware with
extended warranty per ear every 36 months.

“One time, | was really sick and was in
the hospital for 45 days. Because | have
health coverage, I only paid a little bit and
insurance paid most of it. That's why it's
really important to have coverage.”

Amy L.
Caregiver, Seattle

Wellness Coaching & Programs

Wellness benefits and coaching can help you address

chronic conditions like diabetes or high blood pressure, as

well as improve your physical health. Your plan includes:

e One-on-one wellness coaching for personalized guidance
to reach your goals.

e Support from a care team to help manage your condition.

e Programs and apps for easy management and tracking.

Massage & Chiropractic

Muscle and joint pain can be treated and prevented
with low-cost physical therapy, massage, chiropractic,
acupuncture and virtual wellness programs.

Check your plan details for visit limits or referral

requirements and confirm with your provider that they
accept your insurance when scheduling an appointment.

Family-building &

Reproductive Health Benefits

Get benefits for every stage of life, from fertility and
family-building to pregnancy, postpartum and menopause.
Get coverage for the latest treatments, personalized
support from dedicated Patient Care Advocates (PCAs)

and in-person or virtual care. And now you can get up to
$15,000 for adoption-related expenses (lifetime benefit).

ogoproggng

See the Plan Details Booklet
for a Full List of Benefits.

The Plan Details Booklet provides a full breakdown of your
medical and dental plans, including out-of-pocket costs,
and coverage for prescriptions, visits and treatments.



MelissaE.
Caregiver, Seattle

Dental
Plan

Dental is included in your
healthcare coverage.

Select the plan that’s right for you.

Use the chart to compare plans and review your
potential out-of-pocket costs for common services
in the Plan Details Booklet.

If you're already enrolled in coverage and would like to switch
your dental plan, you can do so during Open Enrollment.

O DELTADENTAL  3& Willamette Dental

Annual Maximum Benefit $5,000 None
Deductible $0 $0
Routine Exams Covered In Full Covered In Full
Orthodontia Benefits Yes Yes
Delta Dental has a broad network of Willamette Dental has many convenient
. providers, including in rural areas. locations in western Washington,
Provider Network You'll want to find a Delta Dental PPO making it easy to find a Willamette
dentist to maximize your benefit. dentist if you live along the I-5 corridor.
Visit deltadentalwa.com/fad/search Visit locations.willamettedental.com and
Find a Dentist Near You and select ‘Delta Dental PPO’ to filter enter your ZIP code into the search bar.

your search results.

For Questions 1-800-554-1907 1-855-433-6825
or More Information DeltaDental WA.com myseiu.be/willamette



HEALTH BENEFITS ACCOUNT \EE,:I

Apply for
Coverage
Online

Learn how to create
Syt nel al account at
J_.'-,gtuv myseiu.be/hba

Accounts are currently available in English. If you
need help making an account or language support call
1-877-606-6705.

Health Benefits Customer Service 1-877-606-6705

Your online account is managed by MagnaCare,
the administrator of your health benefits.

In addition to being able to apply for healthcare coverage
or make changes, you can pay co-premiums, view
payment history, access plan documents and sign up for
email communications.

Check Your Eligibility
View your work hours and eligibility for coverage
and other wellness benefits like Caregiver Kicks.

Y= Apply or Update Coverage
Access your account to easily apply online or make
changes to existing coverage.

@Q Get Live Chat Support

Get help with questions about applying, eligibility
and more from Health Benefits Customer Service.

GETITON 2 Download on the
® GooglePlay i @ App Store



Healthcare Coverage FAQ

How do | become eligible for individual coverage?

You must work 80 paid hours or more a month for 2 months in a
row to become eligible for individual coverage.

How do I apply?

Apply or make changes online at myseiu.be/magnacare.

If you receive a Health Benefits Application you can mail or
fax the completed application to the address or fax number
listed on the application. U.S. postage is required.

You'll receive an application receipt by email or through your
health benefits account within 1 day and a coverage decision
by letter or email within 30 days. If not, call 1-877-606-6705.

When can | apply ?

There are 3 times when you can apply for coverage:

1. Initial Eligibility: Within 60 days of the date on your newly
eligible enrollment materials. Initial eligibility is when you
become eligible for the first time.

2. Open Enrollment: July 1-20 each year.
If you're already enrolled your coverage renews automatically,
no action is needed unless you want to make changes.

3. Qualifying Life Event (QLE): Within 30 days of a QLE that
changes your health insurance needs. Examples of QLEs

include adopting a baby, losing other healthcare coverage or
getting a divorce. For more information, visit myseiu.be/gle.

Not Eligible Yet?
You can still apply during
Open Enrollment, July 1-20.

Complete a Health Benefits Application* and your
individual coverage will start when you work 80+ hours a
month. If you want to add Coverage for Kids, dependent
coverage begins when you work 120+ hours a month.

*If you don't currently work 80+ a month, you can’t complete an

application online. Email SEIU775BG-caregiver@magnacare.com to
request a copy of the application form.

How do | become eligible for Coverage for Kids?

You must work 120 paid hours or more a month to become
eligible for Coverage for Kids.

Who can | add to Coverage for Kids?

You can add eligible children through their 26" birthday.
Eligible dependent children include biological, adopted,
stepchildren and children of your domestic partner.

Children are enrolled in the same plan as you and can only be
enrolled under one caregiver. Coverage can coordinate with
outside plans. For more information, call 1-877-606-6705.

How do I add Coverage for Kids?

1. Complete the Coverage for Kids section of the application.
2. Choose a coverage option, medical and dental or dental-only.

3. Submit your Dependent Verification document(s) with your
application or within 60 days of applying**. Examples of
accepted documents include copies of government-issued birth
certificates and tax returns listing the dependents you want to
add to your coverage.

**Dependent Verification is needed when enrolling children for the first time.
You don’t need to resubmit previously verified documents, unless requested.

<> Visit myseiu.be/cfk for detailed information on:

e How to apply for Coverage for Kids.

e Who you can add to coverage.

e A list of accepted verification documents.
e How to submit your documents.



When will coverage begin?

Open Enrollment: Submit applications or changes by July 20
for coverage starting August 1.

Initial Eligibility and Qualifying Life Events: Coverage begins on
the 1st of the month after your application is received and
processed, which takes about 2 weeks. For example, if your
completed application is received:

e by March 15, coverage will begin April 1.

e between March 16 - 31, coverage will begin May 1.

Coverage for Kids can’t begin until after your dependent
verification is received and processed.

How do | pay my monthly co-premium?

Your employer will automatically deduct your monthly co-
premium (the amount you pay each month) from your wages.
If your employer is not able to make the deduction, you will
receive a self-pay letter in the mail and by email directing you
to pay your co-premium. You can pay by check, or using your
online health benefits account.

If you're an individual provider (IP) with COWA, your first
monthly payment will be a self-pay.

How do the hours | work affect my coverage?

Once you're enrolled in coverage, the hours you work in one
month determine your coverage status 2 months later.
Example: January’s hours determine coverage in March.

Work Month Coverage Month
JANUARY - MARCH
E FEBRUARY - APRIL
5 £
2 MARCH - MAY £
£ APRIL - JUNE 5
= =
5 MAY -  JULY g,
= —
g JUNE > AUGUST g
E JULY - SEPTEMBER g
=

= AUGUST - OCTOBER E
« [+]
= SEPTEMBER - NOVEMBER 3
K —
= OCTOBER - DECEMBER

NOVEMBER - JANUARY

DECEMBER - FEBRUARY

Health Benefits Customer Service 1-877-606-6705

What if | want to end coverage?

To end coverage for yourself or your children, submit a Waive
Coverage form. Waiver received:

e by the 15th ends coverage on the 1st of the next month.

e after the 15th ends coverage on the 1st of the second month.

Important: You can only re-enroll during Open Enroliment or
after a Qualifying Life Event. Waivers received before July 1
of the current year reset during Open Enrollment. If you had
coverage in the past 12 months, you will be automatically re-
enrolled unless you submit a new Waive Coverage form.

What happens if | lose coverage?

You'll receive information about COBRA (Consolidated
Omnibus Budget Reconciliation Act), administered by
Ameriflex (1-877-606-6705). COBRA allows caregivers and
their children to maintain coverage for a monthly payment.

If you stop caregiving and need long-term coverage, check
eligibility for free Washington Apple Health or explore other
options at wahealthplanfinder.org.

Get more hours to
maintain your coverage.

If you're an Individual Provider (IP) and need
more hours to get or keep coverage, try Carina,
a free job-matching website that helps you find
more clients. Learn more at myseiu.be/carina.

v
& CARINA



Maintain
Your
Healthcare
Coverage

Once you have coverage, you must do the following
to maintain continuous healthcare coverage.

@« Work your required hours.
Individual coverage: You must work 80 paid
hours or more per month to keep your coverage.
Coverage for Kids: You must work 120 paid hours
or more per month to keep dependent coverage

If your hours fall below 120, but remain above 80, you will
lose Coverage for Kids but keep your own coverage.

(¥ Report your hours on time.
You'll lose coverage if you don'’t report your
work hours on time.

You must submit late hours or adjustments with your
employer within 60 days of the worked month.

(t¥ Pay your full monthly co-premium.

See the previous page for more information.

Learn more about maintaining your
coverage at myseiu.be/maintain

See examples of what happens when you can't
work your required hours with and without
Coverage Reliability credits.

NEW BENEFIT! \nﬂ:

Coverage
Reliability

Unpredictable schedules can make it difficult to
meet required work hours. The Coverage Reliability
benefit helps ensure continuous healthcare coverage,
even when you’re unable to work as planned.

How Coverage Reliability Works:

« You get 2 credits per coverage year (August-July).

» Each credit extends coverage for 1 month if you
don’t meet the required work hours. A credit covers
both you and your dependents’ coverage.

. Credits apply automatically—no action is needed.

« You can check your credit balance anytime by
logging into your health benefits account.

Frequently Asked Questions:

When do my credits reset?
Your 2 credits reset on August 1 of each year. They are
available as soon as you're enrolled.

Do unused credits carry over to the next year?
No. Each year on August 1, you receive 2 new credits.
Unused credits don’t roll over.

Can | use my credits for consecutive months?
No, you cannot use credits 2 months in a row.

What if | work enough hours for individual coverage,
but not enough for Coverage for Kids?
In this case 1 credit will be applied to extend your
children’s coverage for that month.

If  use a credit, do I still pay my monthly co-premium?
Yes, you are still responsible for your co-premium that
month. See page 9 for more information on co-premiums.

10
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HEALTH BENEFITS

Customer

Service

Get help with questions about coverage,
eligibility, applying and more.

Customer service is available Monday-Friday, 8 a.m. to 6 p.m.

1-877-606-6705

In-language support available.

Live Chat Support

Log in to myseiu.be/magnacare for chat support.

SEIU775BG-caregiver@magnacare.com
Can’t contact customer service during business hours?
Email and get a response within 2 business days.

Additional Resources

Common Insurance Terms

Better understand your coverage by
learning the definitions of common
health insurance terms.

myseiu.be/hc-terms

Coverage for Kids

Learn how to apply for Coverage for
Kids and what documents are needed
to complete your application.

myseiu.be/cfk

Use Your Coverage

Get tips on making the most of your
benefits to support your well-being
once you're covered.

myseiu.be/covered
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2025-2026 HEALTHCARE COVERAGE

Plan Detalils

Booklet

This booklet includes important documents to help you
understand your healthcare coverage:

Summary of Material Modifications (SMM):
Lists any updates or changes to your plan starting August 1, 2025.

Medical & Dental Plan Snapshot:
A quick, easy-to-read overview of your benefits for your medical plan and
dental options, created by SEIU 775 Benefits Group.

Summary of Benefits and Coverage (SBC):

A detailed explanation of your plan, including:

e How common medical needs and prescriptions (like doctor visits, labs,
diabetes care, etc.) are covered.

e What you pay and what the plan pays (deductibles, co-pays, coinsurance).

e What's included—and what’s not (limitations or exclusions to coverage).

Plan Resources:
Contact numbers and websites to use once you're enrolled.

Maila C.
Caregiver, Seattle

You're eligible for the

Kaiser Permanente Northwest medical
plan. This plan is effective from August 1,
2025, to July 31, 2026.

For more information about the SBC, SMM
or other coverage questions, please contact
Health Benefits Customer Service at:

1-877-606-6705
Monday — Friday, 8:00am — 6:00pm PST

SEIU775BG-caregiver@magnacare.com



Summary
of Material
Modifications

to Health Insurance Coverage provided through
the SEIU Healthcare NW Health Benefits Trust for
Consumer Direct of Washington (CDWA) Individual
Providers (IPs) and Agency Providers (APs)

This Summary of Material Modifications (“SMM”) modifies some of the information
contained in the Summary Plan Description (“SPD”) for the Core Plan health
insurance coverage (the “Plan”) that describes the Plan as of August 1, 2025.

Effective August 1, 2025, plan benefits and the eligibility rules for healthcare coverage will
change. APs and IPs should be aware of the following benefit enhancements:

Coverage Reliability provides caregivers with 2 credits per year. Each credit extends
healthcare coverage for 1 month if you don’t meet required work hours—providing
continuous coverage for you and your dependents.

A $15,000 lifetime adoption benefit offered by Progyny.

Reduced prescription cost shares for:
e |nhalers and EPI pens.
e 1 regimen of HIV post-exposure drugs and therapies will be reduced to $0.

If you are enrolled in Aetna coverage, you can now access expanded Gender-Affirming Care:
e Second-tier medical necessity documentation requirements are removed.
e \oice modification therapy and body contouring procedures now available.

For further information regarding these changes, please contact Customer Service at 1-877-
606-6705 Monday through Friday, 8:00am — 6:00pm PST or email SEIU775BG-caregiver@
magnacare.com.
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2025-2026 HEALTHCARE COVERAGE

Medical &
Dental Plan
Snapshot

A quick, easy-to-read overview of your medical plan and
dental options, created by SEIU 775 Benefits Group.
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KAISER Fully Insured HMO Plan Snapshot
ZITENNAN (B Effective Date 8/1/2025

This is a brief summary of benefits provided by SEIU 775 Benefits Group. THIS IS NOT A CONTRACT OR CERTIFICATE OF COVERAGE. All benefit
descriptions, including alternative care, are for medically necessary services. The Member will be charged the lesser of the cost share for the covered service

or the actual charge for that service. For full coverage provisions, including limitations, please refer to your certificate of coverage.

In-Network Coverage

Out-of-Pocket Maxmium

For one Member $1,250
For an entire Family $2,500
Deductible $0

Routine preventative physical exam $0
Primary Care $0
Specialty Care $15
Urgent Care $30
Preventive Tests $0
Laboratory $0
X-ray, imaging, and special diagnostic procedures $0

CT, MRI, PET scans

Medications (outpatient)

Prescription drugs (up to a 30 day supply)

$50 per department visit. Some services may require prior authorization.

$5 generic/$25 preferred brand/$50 non-preferred brand
Insulin: $0 generic/$0 preferred brand/$0 non-preferred brand
Inhalers & EPI Pens: $5 generic/$25 preferred brand

Mail Order Prescription drugs (up to a 90 day supply)

$10 generic/$50 preferred brand/$100 non-preferred brand

Administered medications, including injections
(all outpatient settings)

$0

Nurse treatment room visits to receive injections

$5

Scheduled prenatal care and first postpartum visit $0
Laboratory $0
X-ray, imaging, and special diagnostic procedures $0

KPNW Fully Insured



Inpatient Hospital Services

Infertility

Medical and surgical services for the treatment of sterility and
infertility and all related services

Hospital Services

Ambulance Services (per transport)

$100 per admission

Covered through a separate benefit: Progyny Fertility and Family Building. 2+1
Smart Cycles to help members through their Fertility and Family Building journey.
Learn more at myseiu.be/progyny

$75

Emergency department visit

$200 (Waived if admitted)

Inpatient Hospital Services

$100 per admission

Chemotherapy/radiation therapy visit

$15

Durable medical equipment, external prosthetic devices, and
orthotic devices

0% Coinsurance

Physical, speech, and occupational therapies
(up to 20 visits per therapy per Calendar Year)

Skilled Nursing Facility Services

Inpatient skilled nursing Services (up to 100 days per Calendar Year)

Chemical Dependency Services

Outpatient Services

$15

$0

$0

Inpatient hospital & residential Services
Mental Health Services

Outpatient Services (Group visit %2 co-pay)

$100 per admission.

$0

Inpatient hospital & residential Services
Alternative Care

Acupuncture Services

$100 per admission

$0 co-pay, up to 20 self-referred visits per year

Chiropractic Services

$0 co-pay, up to 20 self-referred visits per year

Massage Therapy

$25 co-pay, up to 12 self-referred visits per year

Naturopathic Medicine
Vision Services

Routine eye exam (through first month of age 19)

$0 co-pay, unlimited visits

$0

Vision hardware and optical Services (through first month of age 19)

No charge for eyeglass lenses or frames or contact lenses every 12 months.

Routine eye exam (age 19 and older)

$0

Vision hardware and optical Services (ages 19 years and older)*

Hearing Services

Hearing hardware

Initial allowance of up to $600 for eyeglasses or contact lenses, not more than
once in a one year period.

Covered through a separate benefit: EPIC Hearing. No co-pay, up to $3,000 per
ear every 3 years toward the cost of a hearing aid. Learn more at myseiu.be/epic

KPNW Fully Insured




Y% SEIU 775 B PPO Dental Plan Snapshot
b psho
n‘s BENEFITS GRUUP A DEI'TA DE“TAL Effective Date 8/1/2025

This is a brief summary of available benefits for comparison purposes only and does not constitute a contract. Once enrolled in a plan, you
will have access to your benefits booklet which provides more details of your Delta Dental PPO plan. Call the Delta Dental Customer Service
department at 1-800-554-1907 or visit DeltaDentalWA.com if you have any questions.

Benefit Period: Delta Dental Delta Dental Out-of-Network

1/1/2025-12/31/2025 PPO Premier
Benefit Period Deductible

Benefit Period Maximum* Does Not Apply to
(per person; does not apply to Class I): Class | & Orthodontia $0 $50 $50
$5,000 Out-of-Network ($50 Per Person)

Class 1- Diagnostic & Preventative
Orthodontia—Adults & Children:

Exams

50% with a lifetime maximum Cleaning

of $5,000 per person Fluoride 100% 80% 80%
X-Rays

*Dental care received at a PDA dentists will be covered Sealants

in full up to the $2,000 maximum, with coinsurance
waived with Class Il - Major services.

Class Il - Restorative

Restorations

Delta Dental Network Posterior Composite Fillings
Your benefits go the furthest with Enc!odont!cs (Root Canal) L7 60% 60%
Periodontics
the Delta Dental PPO network.
Oral Surgery
You also get access to the Delta
Dental Premier® network, which Class Ill - Major
helps you expand your options.

Dentures
Partial Dentures
Implants 80% 40% 40%
Bridges
Crowns
Get a Free
oot .
Toothbrush
Least out-of-pocket costs (o)
Delta Dental members who
visit a Pacific Dental Alliance Files claims forms for you (o) o
(PDA) provider as a new patient
can receive a free Sonicare Quallty.management and cost o o
toothbrush. protection
View the complete PDA provider Dental Emergency: Participating Providers will provide treatment for Dental Emergencies during office hours. The Company will

provide benefits for Covered Services provided by Participating Providers for treatment of a Dental Emergency. The Enrollee
may see treatment for a Dental Emergency from a Non-Participating Provider if the Enrollee is more than 50 miles from any
Participating Provider Office.

list: myseiu.be/oe-pda.
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Underwritten by Willamette Dental of Washington, Inc., this plan provides extensive coverage. The below list gives information for some of
the most common procedures covered in your plan. Call 1-855-433-6825 or visit myseiu.he/oe-willamette for more information. For a list of
limitations and exclusions, visit myseiu.be/willamette-exclusions.

Annual Maximum No Annual Maximum*
Deductible No Deductible
General & Orthodontic Office Visit No Co-pay per visit

Diagnostic and Preventative Services

Routine and Emergency Exams, X-rays, Teeth Cleaning, Fluoride Treatment,
Sealants (Per tooth), Head and Neck Cancer Screening, Oral Hygiene Covered with the Office Visit Co-pay
Instruction, Periodontal Charting, Periodontal Evaluation

Restorative Dentistry

Fillings (Amalgam) Covered with the Office Visit Co-pay
Porcelain-Metal Crown You pay a $250 Co-pay

Complete Upper or Lower Denture You pay a $400 Co-pay

Bridge (per Tooth) You pay a $250 Co-pay

Root Canal Therapy — Anterior You pay a $85 Co-pay

Root Canal Therapy — Bicuspid You pay a $105 Co-pay

Root Canal Therapy — Molar You pay a $130 Co-pay

Osseous Surgery (per Quadrant) You pay a $150 Co-pay

Root Planning (per Quadrant) You pay a $75 Co-pay

Routine Extraction (Single Tooth) Covered with the Office Visit Co-pay
Surgical Extraction You pay a $100 Co-pay
Pre-Orthodontia Treatment You pay a $150 Co-pay**
Comprehensive Orthodontia Treatment You pay a $1,500 Co-pay

Dental Implant

Dental Implant Surgery Implant benefit maximum of $1,500 per calendar year

Miscellaneous

Local Anesthesia Covered with the Office Visit Co-pay
Dental Lab Fees Covered with the Office Visit Co-pay
Nitrous Oxide You pay a $40 Co-pay

Specialty Office Visit You pay a $30 Co-pay per Visit

Out of Area Emergency Care Reimbursement You pay charges in excess of $250

*TMJ has a $1000 annual maximum/ $5000 lifetime maximum **Co-pay credited towards the Comprehensive Orthodontia Treatment co-pay if patient accepts treatment plan.
Dental Emergency: Participating Providers will provide treatment for Dental Emergencies during office hours. The Company will provide benefits for Covered Services provided by
Participating Providers for treatment of a Dental Emergency. The Enrollee may see treatment for a Dental Emergency from a Non-Participating Provider if the Enrollee is more than
50 miles from any Participating Provider Office.
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Progyny Plan Snapshot
Effective Date 8/1/2025

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. This is only a summary. For more information about your coverage, please contact your
dedicated Progyny Pregnancy and Postpartum coach or your Progyny Patient Care Advocate (PCA) at (833) 233-0517.

Answers

Important Questions

Why This Matters:

What is the overall deductible?

Individual $0 / Family $0

There is no deductible with your Progyny plan.

Do | have a copayment? No

There is no copayment with your Progyny Pregnancy and Post-
partum plan.

Do | have coinsurance? No

There is no coinsurance with your Progyny Pregnancy and
Postpartum plan.

Are there services covered before you meet your deductible? No

You will not pay an out-of-pocket for your Progyny Pregnancy
and Postpartum services. All services provided under the plan
are preventive care services and not subject to cost share.

Are there other deductibles for specific services? No

There is no deductible required for the Progyny Pregnancy and
Postpartum HRA plan. All services provided under the plan are
preventive care services and not subject to cost share.

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

Individual $0 / Family $0

There is no out-of-pocket limit with your Progyny plan.

Will you pay less if you use a network provider?

Not applicable.

Progyny’s Pregnancy and Postpartum coaches and care provid-
ers are all included in this plan. There are no benefits available
for non-Progyny coaches.

Excluded Services & Other Covered Services:

Exclusions include home ovulation prediction kits, services and
supplies furnished by an out-of-network provider, and treatments
considered experimental by the American Society of Reproductive
Medicine. All charges associated with services for a gestational carrier,
including but not limited to fees for laboratory tests, are not covered.
If your doctor requests services that are not listed in this guide, please
check with your PCA to confirm coverage. There are some services that
do not fall under Progyny’s coverage; however, they may be provided
through your medical plan.

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage
after it ends. The contact information for those agencies is: Healthcare.
gov: www.HealthCare.gov or call 1-800-318-2596 or state health
insurance marketplace or SHOP. Other coverage options may be available
to you, too, including buying individual insurance coverage through

the Health Insurance Marketplace. For more information about the
Marketplace, visit www.HealthCare.gov or call 1-800-318- 2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your
plan for a denial of a claim. This complaint is called a grievance or
appeal. For more information about your rights, look at the explanation
of benefits you will receive for that medical claim. Your plan documents
also provide complete information on how to submit a claim, appeal, or
a grievance for any reason to your plan. For more information about your
rights, this notice, or assistance, go to www.dol.gov/ebsa/healthreform
and http://www.cms.gov/CCII0/Resources/Consumer-Assistance-Grants.

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

Does this plan meet the Minimum Value Standards? Not Applicable.

If your plan doesn’t meet the Minimum Value Standards, you may be
eligible for a premium tax credit to help you pay for a plan through the
Marketplace.
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Benefits and
Coverage

A detailed explanation of your plan and examples to help you
understand the costs you might pay for various services.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 08/01/2025-07/31/2026

: SEIU Healthcare NW Health Benefits Trust - Core Plan R Coverage for: Individual / Family | Plan Type: EPO
All plans offered and underwritten by Kaiser Foundation Health Plan of the Northwest

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share

the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see www.kp.org/plandocuments or call
1-800-813-2000 (TTY: 711). For definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at http://www.healthcare.gov/sbc-glossary or call 1-800-813-2000 (TTY: 711) to request a copy.

Important Questions Answers Why This Matters:

What is the overall deductible? $0 See the Common Medical Events chart below for your costs for services this plan covers.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
Not applicable. certain preventive services without cost-sharing and before you meet your deductible.
See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there services covered before
you meet your deductible?

Are there other

deductibles for specific services? No. You don’t have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you
$1,250 Individual / $2,500 Family have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limit has been met.

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

Premiums, health care this plan
doesn’t cover, and services indicated | Even though you pay these expenses, they don’t count toward the out—of—pocket limit.
in chart starting on page 2.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider's charge and what
your plan pays (balance billing).Be aware your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

Yes. See www.kp.org or call 1-800-
813-2000 (TTY: 711) for a list of

participating providers.

Will you pay less if you use a
network provider?
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Yes, but you may self-refer to certain | This plan will pay some or all of the costs to see a specialist for covered services but only
specialists. if you have a referral before you see the specialist.

Do you need a referral to see a
specialist?

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Participating Provider Non-Participating Provider
(You will pay the least) (You will pay the most)

Limitations, Exceptions, & Other
Important Information

Common
Medical Event

Services You May Need

Primary care visit to treat

" . No charge Not covered None
an injury or illness
If you visit a health | Specialist visit $15/ visit Not covered None
c:fr_e }% You may have to pay for services that aren’t
office or clinic i i i ider i i
Prevethg care/screening/ No charge Not covered preventive. Ask your provider if the services
immunization needed are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, X-ray: No charge Not covered None
blood work) Lab tests: No charge
If you have a test ; : o
Imaging (CT/PET scans, . Some services may require prior
$50 / visit Not covered A
MRIs) authorization.

If you need drugs
to treat your illness

Generic drugs

$5 (retail); $10 (mail order) /
prescription

Not covered

Up to a 30-day supply (retail); up to a 90-day
supply (mail order). Subject to formulary
guidelines.

$25 (retail); $50 (mail order) /

Up to a 30-day supply (retail); up to a 90-day

or condition Preferred brand drugs prescription Not covered smp;lz n((rensall order). Subject to formulary

More information SlJJp toa 30. day supply (retail); up to a 90-day

about prescription . . b o i

drug coverage is Non-preferred brand drugs $50 (rgtqll), $100 (mail order) / Not covered supply (mail order). Subject to formulary

_g_g_av qilable at prescription gmdelltpes, when approved through

exception process.
v kp.org/formulary Applicable Generic, Preferred Up to a 30-day supply (retail). Subject to
Specialty drugs brand, Non-Preferred brand Not covered formulary guidelines, when approved

drug cost shares apply. through exception process.

eE I'13ve Facility fee (e.g., ambulatory $50 / visit Not covered Prior authorization required.

outpatient surgery | surgery center)
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Common
Medical Event

Services You May Need

Participating Provider

Non-Participating Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most)

Physician/surgeon fees are included in the

Physician/surgeon fees No charge Not covered o
Facility fee.
Emergency room care $200 / visit $200 / visit Copayment ayment walved .'f admitted directly to the
hospital as an inpatient.
If you need Emergency medical . .
immediate medical | fransportation $75/ trip $75 / tip N
attention Non-Participating Providers covered when
Urgent care $30/ visit Not covered temporarily outside the service area: $30 /
visit
FEEIIES (B noepie] $100 / admission Not covered Prior authorization required.
If you have a room)
hospital stay Physician/surgeon fees No charge Not covered Phy.s.|C|an/surgeon fees are included in the
Facility fee.
If you need mental . .
health, behavioral Outpatient services No charge Not covered None
Healli, G s_ubstance Inpatient services $100 / admission Not covered Prior authorization required.
abuse services
Depending on the type of services, a
copayment, coinsurance, or deductible may
Office visits No charge Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC
If you are pregnant (i.e., ultrasound).
Childbirth/delivery Professional services are included in the
. . No charge Not covered "
professional services facility fee.
Ch"quh/ e el $100 / admission Not covered None
services
Home health care No charge Not covered 130 y|3|t limit / year. Prior authorization
If you need help required.
recovering or have . L Outpatient: 20 visit limit / therapy / year.
other special needs | Rehabilitation services Outpatient $15/ visi Not covered Prior authorization required.
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Common Limitations, Exceptions, & Other

Services You May Need Participating Provider Non-Participating Provider

Medical Event Important Information

(You will pay the least) (You will pay the most)
I . . 20 visit limit / therapy / year. Prior

Habilitation services $15/ visit Not covered authorization required.

Skilled nursing care No charge Not covered :eoc;)u?r?é Tty e iy e zzitan

Durgble medical No charge Not covered Subjegt to.formula.[y guidelines. Prior

equipment authorization required.

Hospice services No charge Not covered Prior authorization required.

Children’s eye exam No charge for refractive exam Not covered None
If your child needs , , Limited to one pair of frames and lenses or
dental or eye care Sl geszs Mo ehisrige NgteaEist contact lenses / 12 months.

Children’s dental checkups | Not covered Not covered None

Excluded Services & Other Covered Services

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

e Cosmetic surgery e Long-term care
o Dental care (Adult and Child) o Non-emergency care when traveling outside ¢ Routine foot care

the U.S o Weight loss programs

o Infertility treatment e Private-duty nursing

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

e Acupuncture (20 visit limit / year) e Chiropractic care (20 visit limit / year)

*  Bariatric surgery *  Hearing aids (§3,000 limit / ear / 36 months) * Routine eye care (Adul

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is
shown in the chart below. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
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contact the agencies in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-813-2000 (TTY: 711) or www.kp.org/memberservices
Department of Labor’'s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

Oregon Division of Financial Regulation 1-888-877-4894 or www.dfr.oregon.gov

Washington Department of Insurance 1-800- 562- 6900 or www.insurance.wa.gov

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-813-2000 (TTY: 711).

Traditional Chinese (HXX): 3N RFZ P XHITE BN, 5518 4T 5 5745 1-800-813-2000 (TTY: 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-813-2000 (TTY: 711).

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-813-2000 (TTY: 711) uff.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-813-2000 (TTY: 711).

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala'au mai i le numera telefoni 1-800-813-2000 (TTY: 711).
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-813-2000 (TTY: 711).
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-800-813-2000 (TTY: 711).

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

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-

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

hospital delivery)

B The plan’s overall deductible $0
M Specialist copayment $15
M Hospital (facility) copayment $100
B Other (blood work) copayment $0

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

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

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

Deductibles $0

Copayments $100

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $160

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

controlled condition)

B The plan’s overall deductible $0
M Specialist copayment $15
M Hospital (facility) copayment $100
M Other (blood work) copayment $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

Deductibles $0

Copayments $500

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Joe would pay is $500

up care)
M The plan’s overall deductible $0
M Specialist copayment $15
M Hospital (facility) copayment $100
B Other (x-ray) copayment $0

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

Diagnostic test (x-ray)

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

Total Example Cost $2,800

In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $400
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $400
Page 6 of 7
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Nondiscrimination Notice

Kaiser Foundation Health Plan of the Northwest (Kaiser Health Plan) complies with applicable federal and state civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual
orientation. Kaiser Health Plan does not exclude people or treat them differently because of race, color, national origin,
age, disability, sex, gender identity, or sexual orientation. We also:
* Provide no cost aids and services to people with disabilities to communicate effectively with us, such as:

« Qualified sign language interpreters

« Written information in other formats, such as large print, audio, and accessible electronic formats
= Provide no cost language services to people whose primary language is not English, such as:

e Qualified interpreters

e Information written in other languages

If you need these services, call Member Services at 1-800-813-2000 (TTY: 711).

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with
our Civil Rights Coordinator, by mail, phone, or fax. If you need help filing a grievance, our Civil Rights Coordinator

is available to help you. You may contact our Civil Rights Coordinator at: Member Relations Department, Attention:
Kaiser Civil Rights Coordinator, 500 NE Multnomah St. Ste 100, Portland, OR 97232-2099, Phone: 1-800-813-2000
(TTY: 711), Fax: 1-855-347-7239.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room 509F,
HHH Building, Washington, DC 20201, Phone: 1-800-368-1019, TDD: 1-800-537-7697. Complaint forms are available at
www.hhs.gov/ocr/office/file/index.html.

For Washington Members

You can also file a complaint with the Washington State Office of the Insurance Commissioner, electronically through
the Office of the Insurance Commissioner Complaint portal, available at https://www.insurance.wa.gov/file-complaint-or-
check-your-complaint-status, or by phone at 1-800-562-6900, or 360-586-0241 (TDD). Complaint forms are available at
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.
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HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance
services, free of charge, are available to you.
Call 1-800-813-2000 (TTY: 711).

A7ICT (Amharic) ad0a: 271,515 7% A7ICE P OHCTI° hCAS
SCEPFE (112 ALLTHPF THIBTPA: DL TLntAD- RTC LLD(r
1-800-813-2000 (TTY: 711).

Ll sacliall Cladd (i iy pall Caaai i€ 13) 148 gala (Arabic) 4wl
(711 :TTY) 1-800-813-2000 & 2 Sl . laally Al 3l 453

B3 (Chinese) jEF | IR ARG - G IR EERS
if = e Bk - 3AEEE 1-800-813-2000 (TTY : 711) -

Sy () el S oo KB o b L) 4 S 4a g (Farsi) utd
580 o (711 TTY) 1-800-813-2000 L 336 o« aa) s Lo 51y I

Frangais (French) ATTENTION: Si vous parlez francais, des
services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-813-2000 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen,
stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfugung. Rufnummer: 1-800-813-2000 (TTY: 711).

HAGE (Japanese) EEHIH : HAGEZE SN 56, EEO
B Xtk a ZRIHWIZIZ £97, 1-800-813-2000

(TTY:711) £ T, BEMICTIEKE S0,
12§ (Khmer) {Utis: 100SMERSUNW Mgl tunsiguw
XA INWESAS WU SFIGESIINUUTEAY GBI
S1t36) 1-800-813-2000 (TTY: 711)¢

&=0] (Korean) F9|: §t=r0] & AL&-3lA= 44
Ao] A| Y Au|~E F 82 o] &t  dFYH
1-800-813-2000 (TTY: 711) H o & A 3lal] 44|
270 (Laotian) {uagau: 1959 1iancdawaz9 290, NI

U3NIMFOBCHDGIMWIF, LOBVCTIH, cCUVIWBLLTIWI.
lns 1-800-813-2000 (TTY: 711).

b
(e}
.

v
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Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu
Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni
argama. Bilbilaa 1-800-813-2000 (TTY: 711).

A= (Punjabi) fimirs fe6: 7 37 Uast s8e J,
3T g fTg H?F?izz’ AT 393 BE He3 GumET J)
1-800-813-2000 (TTY: 711) '3 IS |

Roména (Romanian) ATENTIE: Daca vorbiti limba roméana,
va stau la dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la 1-800-813-2000 (TTY: 711).

Pycckun (Russian) BHUMAHME: ecnu Bbl roBopuTe Ha
PYyCCKOM A3blke, TO BaM AOCTYMHbI 6ecnnartHble ycnyrm
nepesoga. 3soHuTe 1-800-813-2000 (TTY: 711).

Espafiol (Spanish) ATENCION: si habla espafiol, tiene
a su disposicion servicios gratuitos de asistencia linglistica.
Llame al 1-800-813-2000 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka
ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad.

Tumawag sa 1-800-813-2000 (TTY: 711).

Ing (Thai) Bau: diaaunanlng aagiunsalauinig
hendanea e lans Ins 1-800-813-2000 (TTY: 711).

YkpaiHcbka (Ukrainian) YBAIA! Akwo B po3aMoBnsieTe
YKPaiHCbKOK MOBOIO, BU MOXETE 3BEPHYTUCS 00 GE3KOLLTOBHOI
cny>xém MOBHOI MiaTpUMKK. TenedoHynTe 3a HOMEPOM
1-800-813-2000 (TTY: 711).

Tiéng Viét (Vietnamese) CHU Y: Néu ban néi Tiéng Viét, co
cac dich vy ho trgg ngdn nglr mién phi danh cho ban. Goi s6
1-800-813-2000 (TTY: 711).



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Coverage Period: 08/01/2025 - 07/31/2026
Coverage for: SEIU Healthcare NW Health Benefit Trust - Progyny Fertility and Pregnancy & Postpartum Health Reimbursement

Arrangement

0517.

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. This is only a summary. For more information about your coverage, please
contact your dedicated Progyny Pregnancy & Postpartum coach or your Progyny Fertility Patient Care Advocate (PCA) at (833) 233-

Important Questions Why This Matters:

What is the overall Individual $0
deductible? Family $0 There is no deductible with your Progyny plans.
Dol have a No There is no copayment with your Progyny Fertility and Pregnancy & Postpartum
copayment? ’ plans.

There is no coinsurance with your Progyny Fertility and Pregnancy & Postpartum
Do | have coinsurance No. plans.
Are there services You will not pay an out-of-pocket for your Progyny Fertility and Pregnancy &
covered before you No. Postpartum services. All services provided under the plan are preventive care
meet your deductible? services and not subject to cost share.
Are there other There is no deductible required for the Progyny Fertility and Pregnancy &
deductibles for specific No. Postpartum HRA plans. All services provided under the plan are preventive care
servicese services and not subject to cost share.
What is the out-of- Individual $0 / There is no out-of-pocket limit with your Progyny plans.
pocket limit for this plan? Family $0

Will you pay less if you
use a network provider?e

Not applicable.

Progyny'’s Fertility and Pregnancy & Postpartum coaches and care providers
are all included in this plan. There are no benefits available for non-Progyny

coaches.
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Excluded Services & Other Covered Services:

Exclusions include home ovulation prediction kits, services and supplies furnished by an out-of-network provider, and treatments
considered experimental by the American Society of Reproductive Medicine. All charges associated with services for a gestational
carrier, including but not limited to fees for laboratory tests, are not covered. If your doctor requests services that are not listed in this
guide, please check with your PCA to confirm coverage. There are some services that do not fall under Progyny’s coverage; however,
they may be provided through your medical plan.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact
information for those agencies is: Healthcare.gov: www.HealthCare.gov or call 1-800-318-25%6 or state health insurance marketplace
or SHOP. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318- 2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a
claim. This complaint is called a grievance or appeal. For more information about your rights, look at the explanation of benefits you
will receive for that medical claim. Your plan documents also provide complete information on how to submit a claim, appeal, or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, go to
www.dol.gov/ebsa/healthreform and http://www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants.

Does this plan provide Minimum Essential Coverage? Not Applicable.

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

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

through the Marketplace.
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Plan Resources

Health Benefits Customer Service MAGNACARE"
Phone 1-877-606-6705 (8 a.m. to 6 p.m., Monday-Friday)

Email SEIU775BG-caregiver@magnacare.com

Health Benefits Account myseiu.be/magnacare

[ ]
Kaiser Permanente Northwest §\W/}4 KSR ENTE.
New Member Services 1-888-491-1124 myseiu.be/kp-new-member
Member Services 1-800-813-2000 myseiu.be/kp-member
Mental Health Services 1-800-813-2000 myseiu.be/kpnw-bh
Nurse Helpline 1-800-324-8010 myseiu.be/kp-nurse
Member Language Assistance 1-800-813-2000 myseiu.be/kp-language
oertal
Delta Dental 1-800-554-1907 deltadentalwa.com
Willamette Dental 1-855-433-6825 myseiu.be/oe-willamette

Other Benefits
EPIC Hearing 1-877-363-5638 myseiu.be/epic

Progyny (Fertility and Family-building) 1-833-233-0517 myseiu.be/progyny

Get Support in Your Language

Call Customer Service at 1-877-606-6705 or email SEIU775BG-caregiver@magnacare.com. You will be connected to a representative
who speaks your language and can assist with questions about applying for and managing your benefits.

Once you have been enrolled in healthcare coverage, language support will be available through your health plan.

KPNW
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