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COBRA
CONTINUATION COVERAGE

“Very Important Notice”

Introduction

You are getting this notice because you recently gained coverage under a group
health plan (the Plan). This notice has important information about your right to
COBRA continuation coverage, which is a temporary extension of coverage under
the Plan. This notice explains COBRA continuation coverage, when it may become
available to you and your family, and what you need to do to protect your right to get
it. When you become eligible for COBRA, you may also become eligible for other
coverage options that may cost less than COBRA continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). COBRA
continuation coverage can become available to you and other members of your
family when group health coverage would otherwise end. For additional informa-
tion about your rights and obligations under the Plan and under federal law, you
should review the Plan’s Benefit booklet or contact the Plan Administrator.

You may have other options available to you when you lose group health cov-
erage. For example, you may be eligible to buy an individual plan through the
Health Insurance Marketplace. By enrolling in coverage through the Marketplace,
you may qualify for lower costs on your monthly premiums and lower out-of-pock-
et costs. Additionally, you may qualify for a 30-day special enrollment period for
another group health plan for which you are eligible (such as a spouse’s plan),
even if that plan generally does not accept late enrollees.

What is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of Plan coverage when coverage
would otherwise end because of a life event known as a “qualifying event.” Specific
qualifying events are listed later in this notice. After a qualifying event, COBRA con-
tinuation coverage must be offered to each person who is a “qualified beneficiary”
You, your spouse, and your dependent children could become qualified beneficia-
ries if coverage under the Plan is lost because of the qualifying event. Under the
Plan, qualified beneficiaries who elect COBRA continuation must pay for COBRA
continuation coverage.

If you are an employee, you will become a qualified beneficiary if you lose your cover-
age under the Plan because either one of the following qualifying events happens:

e Your hours of employment are reduced, or
* Your employment ends for any reason other than your gross misconduct.

If you are the spouse of an employee, you will become a qualified beneficiary if
you lose your coverage under the Plan because any of the following qualifying
events happens:

* Your spouse dies;

* Your spouse’s hours of employment are reduced;
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* Your spouse’s employment ends for any reason other than his or her gross
misconduct;

* Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or
both); or

* You become divorced or legally separated from your spouse.
Your dependent children will become qualified beneficiaries if they lose coverage
under the Plan because any of the following qualifying events happens:

* The parent-employee dies;

e The parent-employee’s hours of employment are reduced;

* The parent-employee’s employment ends for any reason other than his or
her gross misconduct

* The parent-employee becomes entitled to Medicare benefits (Part A, Part B,
or both);

* The parents become divorced or legally separated; or

* The child stops being eligible for coverage under the plan as a “dependent child”

When is COBRA Coverage Available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries
only after the Plan Administrator has been notified that a qualifying event has
occurred. When the qualifying event is the end of employment or reduction

of hours of employment, death of the employee, or the employee’s becoming
entitled to Medicare benefits (Under Part A, Part B, or both), the employer must
notify the Plan Administrator of the qualifying event.

You Must Give Notice of Some Qualifying Events

For the other qualifying events (divorce or legal separation of the employee
and spouse or a dependent child’s losing eligibility for coverage as a
dependent child), you must notify the Plan Administrator within 60 days
after the qualifying event occurs. You must provide this notice to your
applicable Plan office:

CLEVELAND TOLEDO

1603 East 27th Street 420 South Reynolds Rd.
Cleveland, Ohio 44114 Suite 106

(216) 781-6420 Toledo, Ohio 43615
(800) 526-7201 (419) 536-0880

(800) 237-2631

CINCINNATI

1213 Tennessee Avenue
Cincinnati, Ohio 45229
(513) 641-4111

(800) 562-1822



How is COBRA Coverage Provided?

Once the Plan Administrator receives notice that a qualifying event has occurred,
COBRA continuation coverage will be offered to each of the qualified beneficiaries.
Each qualified beneficiary will have an independent right to elect COBRA continu-
ation coverage. Covered employees may elect COBRA continuation coverage on
behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage. When the
qualifying event is the death of the employee, the employee’s becoming entitled
to Medicare benefits (under Part A, Part B, or both), employee’s divorce or legal
separation, or a dependent child losing eligibility as a dependent child, COBRA
continuation coverage lasts for up to a total of 36 months. When the qualifying
event is the end of employment or reduction of the employee’s hours of em-
ployment, and the employee became entitled to Medicare benefits less than 18
months before the qualifying event, COBRA continuation coverage for qualified
beneficiaries other than the employee lasts until 36 months after the date of Medi-
care entitlement. For example, if a covered employee becomes entitled to Medi-
care eight months before the date on which his employment terminates, COBRA
continuation coverage for his spouse and children can last up to 36 months after
the date of Medicare entitlement, which is equal to 28 months after the date of
the qualifying event (36 months minus 8 months). Otherwise, when the qualifying
event is the end of employment or reduction of the employee’s hours of employ-
ment, COBRA continuation coverage generally lasts for only up to a total of 18
months. There are two ways in which this 18-month period of COBRA continua-
tion coverage can be extended.

Disability extension of 18-month period of continuation coverage

If you or anyone in your family covered under the Plan is determined by the Social
Security Administration (SSA) to be disabled and you notify the Plan Adminis-
trator in a timely fashion, you and your entire family may be entitled to receive up
to an additional 11 months of COBRA continuation coverage, for a total maximum
of 29 months. The disability would have to have started at some time before the
60th day of COBRA continuation coverage and must last at least until the end of
the 18-month period of continuation coverage. You must notify the Plan of your
disability within the initial 18-month period of the continuation coverage or if later,
within sixty (60) days after SSA issues the disability determination.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event while receiving 18 months

of COBRA continuation coverage, the spouse and dependent children in your
family can get up to 18 additional months of COBRA continuation coverage, for a
maximum of 36 months, if notice of the second qualifying event is properly given
to the Plan. This extension may be available to the spouse and any dependent
children receiving continuation coverage if the employee or former employee
dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), or
gets divorced or legally separated, or if the dependent child stops being eligible
under the Plan as a dependent child, but only if the event would have caused the
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spouse or dependent child to lose coverage under the Plan had the first qualify-

ing event not occurred. In all these cases, you must make sure that the Plan Ad-
ministrator is notified of the second qualifying event within 60 days of the second
qualifying event. You must provide this notice to your applicable Plan office:

CLEVELAND

1603 East 27th Street
Cleveland, Ohio 44114
(216) 781-6420

(800) 526-7201

CINCINNATI

1213 Tennessee Avenue
Cincinnati, Ohio 45229
(513) 641-4111

(800) 562-1822

TOLEDO

420 South Reynolds Rd.
Suite 106

Toledo, Ohio 43615
(419) 536-0880

(800) 237-2631

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other
coverage options for you and your family through the Health Insurance Market-
place, Medicaid, or other group health plan coverage options (such as a spouse’s
plan) through what is called a “special enrollment period.” Some of these options
may cost less than COBRA continuation coverage. You can learn more about
many of these options at www.healthcare.gov.

Trade Act of 2002

If you qualify for Trade Adjustment Assistance (TAA) as defined by the Trade Act
of 2002, then you will be provided with an additional 60-day enrollment period,
with continuation coverage beginning on the date of such TAA approval.

If You Have Questions

Questions regarding your Plan or your COBRA continuation coverage rights
should be addressed to the contact or contacts identified below. For more infor-
mation about your rights under ERISA, including COBRA, the Patient Protection
and Affordable Care Act, and other laws affecting group health Plans, contact the
nearest Regional or District Office of the U.S. Department of Labor’'s Employee
Benefits Security Administration (EBSA) in your area or visit the EBSA website at
http://www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District
EBSA Offices are available through EBSAs website.) For more information about
the Marketplace, visit www.HealthCare.gov.
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Keep Your Plan Informed of Address Changes

In order to protect your family’s rights, you should keep the Plan Administrator in-
formed of any changes in the addresses of family members. You should also keep
a copy, for your records, of any notices you send to the Plan Administrator.

Plan Contact Information

If you have changed marital status, or you, your spouse or dependents have
changed addresses, please notify the Plan Administrator at Ohio AFSCME Care
Plan at one of the following addresses:

CLEVELAND

1603 East 27th Street
Cleveland, Ohio 44114
(216) 781-6420

(800) 526-7201

CINCINNATI

1213 Tennessee Avenue
Cincinnati, Ohio 45229
(513) 641-4111

(800) 562-1822

TOLEDO

420 South Reynolds Rd.
Suite 106

Toledo, Ohio 43615
(419) 536-0880

(800) 237-2631

USERRA CONTINUATION COVERAGE

If you are called into military service (active duty or inactive duty training) or
certain types of service in the National Disaster Medical System, you may elect
to continue your health coverage, as required by the Uniformed Services Employ-
ment and Reemployment Rights Act of 1994 (USERRA).

If you are called into military service for up to 31 days, your group health care
coverage will continue if you make the required employee contributions, if ap-
plicable. If you are called into military service for more than 31 days, you and
your eligible dependents may continue coverage by paying the required monthly
premiums for up to 24 months under USERRA.

Your coverage will continue until the earlier of:

* The date you or your dependents do not make the required premium payment;

* The date you become eligible for coverage under the Ohio AFSCME Care Plan;



* The end of the period during which you are eligible to apply for re-employ-
ment in accordance with USERRA,;

* The last day of the month after 24 consecutive months; or

* The date the Ohio AFSCME Care Plan terminates.
You need to notify the Plan Administrator at one of the Local offices at least 30
days prior to the date you will leave for the military. For more information about
the election of USERRA coverage and payment of the required premiums, con-
tact one of the following:

CLEVELAND

1603 East 27th Street
Cleveland, Ohio 44114
(216) 781-6420

(800) 526-7201

CINCINNATI

1213 Tennessee Avenue
Cincinnati, Ohio 45229
(513)641-4111

(800) 562-1822

TOLEDO

420 South Reynolds Rd.
Suite 106

Toledo, Ohio 43615
(419) 536-0880

(800) 237-2631

If you do not elect to continue coverage under USERRA, your coverage will end
immediately when you enter military service. Your eligible dependents may contin-
ue coverage under the Ohio AFSCME Care Plan by electing and making self-pay-
ments for COBRA Continuation Coverage.

Upon your discharge from military service, you may apply for reemployment with
an employer in accordance with USERRA. Such reemployment includes the
right to elect reinstatement in any health insurance coverage offered under the
Ohio AFSCME Care Plan. According to USERRA guidelines, reemployment and
reinstatement deadlines are based on your length of military service and your
honorable discharge from that service.

The following information outlines the deadlines that apply to your rights to
reemployment and reinstatement of health care coverage. When you are dis-
charged or released from military service that lasted:

* Less than 31 days, you have one day after discharge (allowing eight hours for
travel) to return to work for an employer;

* More than 30 days but less than 181 days, you have up to 14 days after dis
charge to return to work for an employer;
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* More than 180 days, you have up to 90 days after discharge to return to work
for an employer.

When you are discharged, if you are hospitalized or recovering from an illness or
injury that was incurred during the military service, you have until the end of the
period that is necessary for you to recover to return to work for an employer.

If you take military leave but do not elect USERRA coverage within sixty days of
the receipt of the notice of your right to elect the coverage, your health insurance
coverage offered under the Ohio AFSCME Care Plan will terminate. When you
meet the re-employment deadlines and return to work with an employer, your
health insurance coverage will be reinstated upon your re-employment date with-
out regard to any waiting periods or pre-existing condition limitations.

I. ELIGIBILITY
A. Employee

1. Effective Date of Your Benefit Coverage. You are eligible to receive benefits
as a Participant of the Ohio AFSCME Care Plan on the first day of the month on
which your employer is first required to make a monthly contribution to the Plan on
your behalf in accordance with the provisions of your collective bargaining agreement
or in accordance with the participation agreement of your employer provided that you
meet all of the following eligibility requirements:

(a) Your employer offers a group health plan (medical benefit coverage) to you
as an employee that provides “minimum value” as defined by Healthcare
Reform rules,

(b) You are actually enrolled in a group health plan (medical benefit coverage)
that provides “minimum value” as defined by Healthcare Reform rules. That
group health plan coverage can be with the group health plan of either your
employer, your spouse, or your parents, and

(c) You have submitted the required forms to the Ohio AFSCME Care Plan
confirming this information.

2. Termination Date of Your Benefit Coverage. You will no longer be eligible
to receive benefits as of the last day of the month for which your employer is last
required to make a contribution to the Plan on your behalf in accordance with the
provisions of your collective bargaining agreement or participation agreement, if
applicable. You will no longer be eligible to receive benefit coverage after the last
day on which you are able to certify to the Ohio AFSCME Care Plan that you are
actually enrolled in a group health plan that provides “minimum value” as defined by
Healthcare Reform Rules.

3. Exceptions to the Termination of Your Benefit Coverage.

a. Approved Leave of Absence. if your benefit coverage terminates because
of approved leave of absence, your benefit coverage may be continued
during the period of approved leave of absence but not for longer than twelve
(12) months, provided you pay the required contributions to the Plan in
advance for each month for which your benefit coverage is to be continued
beginning with the first month following the termination of your eligibility for
benefit coverage.



b. Disability. If your benefit coverage terminates because of disability, your
eligibility for benefit coverage will be extended for three (3) months subject
to submission of any information required by the Plan to verify your
disability. At the end of three (3) months, benefit coverage may be
continued during the period of your disability but not for longer than nine (9)
months provided you pay the required contributions to the Plan for each
month following the termination of your eligibility for benefit coverage.

c. Cobra Continuation Coverage. See the Cobra Continuation Coverage “Very
Important Notice” for a summary of your rights and obligations to continue
coverage for a limited time period through self-payment to the Plan.

d. USERRA Continuation Coverage. See the USERRA Continuation
Coverage section for a summary of your rights and obligations to continue
coverage for a limited time period.

4. Waiver of Coverage. You have the right to elect to not receive coverage
under this Plan by notifying the Plan Administrator in writing.

B. Benefit Plan Coverage For Your Dependents

1. Definition of Dependent. Dependent means only (1) your spouse, or (2) your
child, including a legally adopted child or any stepchild who is less than twenty-eight
(28) years of age. The term ,“dependent” will not include any person who is in full-time
military, naval or air service status.

2. Dependents’ Eligibility Date. You become eligible for coverage for your depen-
dents on the later of (1) your eligibility date for benefit coverage, or (2) the date you
acquire your first dependent.

3. Dependents’ Effective Date. The benefit coverage for each eligible dependent will
become effective on the date he or she qualifies as a dependent.

4.Termination of Dependents’ Benefit Coverage. Your dependents’ benefit
coverage will automatically terminate on the earlier of (a) the date your benefit cov-
erage terminates, or (b) the date he or she ceases to qualify as a dependent.

5. Exceptions to the Termination of Your Dependents’ Benefit Coverage.

a. Dependent children are eligible to participate in the Plan up to age 28. The
benefit coverage of a dependent child will not cease solely because the child
has passed the upper age limit for dependent children as long as the child is
not capable of self-support because of mental or physical disability and:

1. the disability began before the upper age limit was reached under the Plan
and the dependent disabled child was an eligible dependent under the Plan
when he/she reached the upper age limit; and

2. is unmarried and depends on the Employee for financial support.

The Plan may require periodic proof of mental or physical disability. If
not provided earlier, written notice of mental or physical disability must
be provided to the Plan office within 31 days of when the dependent
child attains age 28. This extension will continue until the earliest of (1)
the date he or she ceases to be eligible for reasons other than age, (2)
the date he or she ceases to be incapacitated, or (3) the thirty-first
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(31st) day after we request additional proof of his or her incapacity if
you fail to furnish such proof.

b. COBRA Continuation Coverage. See the COBRA Continuation Coverage
“Very Important Notice” for a summary of your rights and obligations to
continue coverage for a limited time period through self-payment to the Plan.

6. Effective Date Proviso. If any dependent is confined in a hospital when his bene-
fit coverage, or additional benefit coverage or any increased benefits, would become
effective, his effective date will be the day after he is released from the hospital.

7.Waiver of Coverage. You have the right to elect to not receive coverage for your
Dependents under this Plan by notifying the Plan Administrator in writing.

Il. PRESCRIPTION BENEFIT

1. Prescription Benefit. If you or your dependent incurs expense during any
calendar year for (1) federal legend or state controlled drugs or medicines which
under Federal and State Law may be dispensed only upon written prescription
of a doctor, or (2) insulin upon the written prescription of a doctor, we will pay
benefits at 90% of your cost for the prescription drug purchased at a Network
Pharmacy or the authorized mail order service vendor through the prescription
card company and you pay a ten percent (10%) co-pay directly to the Network
Pharmacy or the authorized mail order service vendor subject to the mandatory
generic drug requirement.

2. Mandatory generic drug requirement - If a multi-source prescription drug

is available, then you pay the difference between the cost of the name brand
prescription drug and the generic equivalent prescription drug if you purchase the
name brand prescription drug instead of the generic equivalent prescription drug,
unless the Doctor requires the use of the name brand prescription drug due to the
medical condition.

3. Use of a Network Pharmacy or the authorized mail order service vendor is
required. If a non-Network Pharmacy or a non-authorized mail order service
vendor is used, then the maximum reimbursement to you is the amount which the
prescription drug card company would have paid to a Network Pharmacy or the
authorized mail order service vendor, with the reimbursement coming based upon
written submission of the claim to the prescription drug card company.

4. Maximum annual prescription drug benefit is Five Thousand Dollars ($5,000)
for you and each of your dependents during a calendar year.

5. Birth control pills are included.
6. Purchase of maintenance prescription drugs is allowed.
7. The following limitation is in place on the prescription drug Viagra:

e Limit, 12 pills for a 30-day period

e Limit, 36 pills for a 90-day supply.

» Will not be covered for males under 18 years of age.

» Will not be covered for females since it is an investigative drug for females at
this time.
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8. Self-injectable drugs (except when specifically listed as an excluded medica-

tion).

9. Emergency allergic reaction kits.

Excluded Expense. This Plan does not pay for your expenses for:

1.

10.

11.

12.

13.

14.

15.
16.

Drugs or medicines dispensed while confined in a hospital, extend-
ed care facility, rest home, nursing home, sanitarium, psychiatric fa-
cility, or other similar institution, or drugs dispensed by a physician.

. Drugs used for cosmetic purposes, e.g., Topical Minoxidil (Rogaine),

Tretinoin/Renova (Retin-A) age 25 or older, etc.

. Beauty aids.

. Nutritional and dietary supplements or dietary aids; AntiObesity drugs;

Anorexients.

. Professional charges for the administration or injection of drugs or medicine.

. Overthe-Counter Drugs.

Investigational or experimental drugs, or drugs used for non-FDA approved
indications.

. Disposable/consumable medical supplies; Therapeutic devices or

appliances such as hypodermic needles, syringes, support garments,
and other non-medical substances.

. Immunization agents, biological sera, blood, blood plasma, and blood

products.
Norplant or other implantable contraceptive devices.
Growth hormones, Anabolic Steroids.

All drugs or medicines to the extent provided under (a) any other
Group Plan, including any Union or Association Welfare Plan, or (b)
any governmental plan or law under which you or your dependent
is entitled to coverage, whether or not you or your dependent has
elected such coverage.

Except for maintenance drugs, when taken or used in accordance
with directions of the prescribing Doctor, are made available in
sufficient quantity to provide more than a thirty-four (34) day supply
without necessity for a refill.

Any maintenance drugs, when taken or used in accordance with the
directions of the prescribing Doctor, are made available in sufficient
quantity to provide more than a ninety (90) day supply without the
necessity for a refill.

Allergy serum.

Ostomy supplies.
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17. Non-federal legend drugs.
18. State-restricted drugs.

Iil. DEFINITIONS

“Calendar Year” means the period of twelve (12) consecutive months beginning
with the first day of each January.

“Expense Incurred” means only fees and prices regularly and customarily
charged for prescription drugs generally furnished in the particular geographical
area concerned. Expense is considered to be incurred on the date the service or
supply is rendered or obtained.

“Network Pharmacy” means only fees and prices regularly and customarily
charged for prescription drugs generally furnished in the particular geographical
area concerned. Expense is considered to be incurred on the date the service or
supply is rendered or obtained.

“Hospital” means an institution which (1) has permanent, full-time facilities for
bed care of (5) or more resident patients, (2) has a doctor in regular attendance,
(3) provides twenty-four (24) hours a day service by Registered Nurses, (4) pri-
marily provides diagnostic and therapeutic facilities for medical and surgical care
of patients, and (5) is not a rest home, nursing home, convalescent home, or a
place for the aged or drug addicts. The term “Hospital” will also include a commu-
nity mental health facility or alcohol treatment facility certified by the appropriate
regulatory agency of the State of Ohio or approved by the Joint Committee or
Accreditation of Hospitals.

“Doctor” means the Doctor of Medicine or Doctor of Osteopathy. To the extent that
benefits are provided and while practicing within the scope of his or her license, doc-
tor will include a dentist, podiatrist, chiropractor, optometrist, or psychologist.

IV. COORDINATION OF MEDICAL BENEFITS

Payment of Prescription Drug Benefits under the Plan is subject to Coordination
of Benefits.

“Coordination of Benefits” means that if you or your eligible dependents are
covered under more than one Plan, the total amount payable under This Plan,
when added to the amount or value of the benefits or services provided by

all Other Plans, will not exceed the amount of the Allowed Expense which is
incurred. In no event will the amount paid by us be more than would be paid if
there were no Other Plan. Coordination of Benefits provisions will be applied on a
calendar year basis.

The term “Other Plan” means any other coverage for prescription drug benefits
under: (a) an insurance policy, a service Plan contract, a pre-payment Plan or
other non-insured Plan, or (b) Medicare.

Other Plan does not include: (a) an accidental injury policy provided through
a school for students through grade twelve (12), (b) a hospital indemnity Plan
except as allowed by law, (c) the Civilian Health and Medical Program of the
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Uniformed Service (CHAMPUS), nor (d) an individual policy except one which
provides “no-fault” automobile insurance or is issued on a franchise basis. “No-
fault” automobile insurance means coverage under which personal injury benefits
are paid as expenses accrue without regard to fault.

The term “Allowed Expense” means the charge for a prescription drug which is
customary, needed and reasonable and for which the claimant is entitled to payment
under one or more Plans. When any Other Plan provides services rather than cash
payment, the reasonable cash value of each service will be an Allowed Expense.

If a person is covered under This Plan and under one or more Other Plans, the
following rules will apply. In these rules, the Plan which pays first does so without
regard to coverage under Other Plans.

1. A Plan which does not provide for Coordination of Benefits will pay its benefits first.

2. A Plan which covers a person other than as a dependent will pay its bene-
fits before the Plan which covers the person as a dependent.

3. When a child is covered by the Plans of both parents, unless they are
divorced or legally separated, the Plan of the parent whose birthday occurs
earlier in the Calendar Year, regardless of the year of birth, will pay first.
However, if the Other Plan’s Coordination of Benefits provisions do not use
the parents’ birthdays to determine which of the parents’ Plans pays first,
the Other Plan’s provisions will make the determination.

4. If a child’s parents are divorced or legally separated, payment will be made:
(a) under the Plan of the parent with custody before the Plan of the step-
parent or of the parent without custody, or (b) under the Plan of a step-
parent before the Plan of the parent without custody. However, if, by court
decree, one parent is held responsible for the child’s health care expenses,
payment will be made first under the Plan of that parent.

5. When the rules above do not apply, the Plan which has covered the person for
the longer period of time will pay its benefits first. A new Plan is not established
when coverage by one carrier is replaced within one day of that another.

With the consent of the covered person, we may release to or obtain from the Other
Plan any data needed to carry out these provisions or those of Other Plans.

We have the right to recover from Other Plans or persons any payments made
which exceed those required by these provisions. We also have the right to make
direct payment to Other Plans or persons of amounts paid by them which should
have been paid by us. Such payment will be deemed benefits paid under This
Plan and will discharge our liability to the extent of the payment.

V. BENEFIT CLAIM PROCEDURE

If you do not purchase prescription drugs using your prescription drug card at a
Network Pharmacy or the authorized mail order service vendor, in order to receive
a payment of your prescription drug card benefit, a claim form must be submitted to
CVS Caremark, P.O. Box 52196, Phoenix, Arizona 85072-2196.

Claims will be processed upon receipt of the claim form. All benefit claims must
be received by December 31 after the end of the calendar year in which the



expense for the prescription drug benefit was paid. For example, all benefit
claims for 2014 must be received by December 31,2015

VIi. GENERAL INFORMATION

No legal action on claims will be taken within sixty (60) days after a benefit claim is
submitted as required by the benefit Plan nor later than three (3) years after the bene-
fit claim is required to be submitted to the Plan office.

The benefit Plan does not replace nor affect any requirement for coverage by workers’
compensation insurance.

Any provision of the benefit Plan which is in conflict with the laws of the governing
jurisdiction is hereby amended to conform to the minimum requirements of such law.

VIl. INFORMATION REQUIRED BY THE EMPLOYEE
RETIREMENT INCOME SECURITY ACT OF 1974

The Ohio AFSCME Care Plan (The Plan) is administered by a joint Board of
Trustees, consisting of fourteen (14) Trustees, seven (7) appointed by the Employ-
ers participating in the Plan, and seven (7) appointed by the Union. The Board of
Trustees has been designated as the agent for the service of legal process.

The joint Board of Trustees is responsible for the operation and administration of
the Plan. As of December 1, 2017, the members of the Board of Trustees are:

Employer Trustees

Ms. Deborah Allison

City of Cincinnati

805 Central Avenue

Suite 100, Centennial Two
Cincinnati, Ohio 45202

Mr. Mark E. Owens

Clerk of Dayton Municipal Court
301 West 3rd Street

Dayton, Ohio 45402

Mr. Michael Stern

Senior VP and Chief of Staff
The MetroHealth System
2500 MetroHealth Drive
Cleveland, Ohio 44109-1998

Mr. Richard Jackson
Director, Human Resources
Trumbull County

160 High Street, Fifth Floor
Warren, Ohio 44481

Ms. Joni Harbaugh
Benefits Manager
Cuyahoga County
2079 East 9th St.
Cleveland, Ohio 44115
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Mr. Michael Phillips

Senior Vice President, Chief Legal Officer
The Metro Health System

2500 Metro Health Drive

Cleveland, Ohio 44109

Mr. Thomas J. Ritchie Sr.

Dayton Civil Service Board Member
1644 Spaulding Rd.

Dayton, Ohio 45342

Union Trustees

Mr. John A. Lyall

President

AFSCME Ohio Council 8, AFL-CIO
6800 North High Street
Worthington, Ohio 43085

Mr. Harold F. Mitchell

First Vice President

AFSCME Ohio Council 8, AFL-CIO
6800 North High Street
Worthington, Ohio 43085

Mr. Jack Filak

Regional Director

AFSCME Ohio Council 8, AFL-CIO
150 South Four Mile Run Rd.
Youngstown, Ohio 44515

Ms. Marcia Knox

Director of Field Services
AFSCME Ohio Council 8, AFL-CIO
15 Gates Street

Dayton, Ohio 45402

Ms. Pamela D. Brown

Cleveland Regional Vice President
President-AFSCME Local 1746

Cuyahoga County Department of Human Services
1603 East 27th Street

Cleveland, Ohio 44114

Mr. R. Sean Grayson

General Counsel

AFSCME Ohio Council 8, AFL-CIO
6800 North High Street
Worthington, Ohio 43085
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Mr. Gary Martin

Associate Director
OAPSE/AFSCME Local 4, AFL-CIO
255 Trail East

Etna, Ohio 43062

If you wish to contact the Board of Trustees, you may do so in care of Ohio
AFSCME Care Plan, 1603 East 27th Street, Cleveland, Ohio 44114.

The Board of Trustees is designated as the Plan Administrator. This means that
the Board of Trustees is responsible for seeing that the information regarding
the Plan is disclosed to Plan participants and beneficiaries and to governmen-
tal agencies in accordance with the requirements of the Employee Retirement
Income Security Act of 1974 (ERISA). Day-to-day details for the Plan are handed
for the Board of Trustees by the Plan Administrator who may be reached at 1603
East 27th Street, Cleveland, Ohio 44114, (216) 781-6420.

Plan participants and beneficiaries may write to the Board of Trustees to find out
if a particular employer is one of the contributing employers on behalf of partic-
ipants working under a collective bargaining agreement, and, if so, to find out
the employer’s address. The Plan is maintained pursuant to collective bargaining
agreements, and Plan participants may obtain a copy of any such agreement for
a reasonable charge by writing to the Board of Trustees.

The Plan’s benefits for eligible participants are provided through employer
contributions made to the Plan under either the applicable collective bargaining
agreement or participation agreement.

All assets of the Plan are held in Trust by the Board of Trustees. The Plan is
an employee welfare benefit Plan maintained for the purpose of providing, as
applicable in each collective bargaining agreement or participation agreement,
loss of life benefits, including accidental death and dismemberment benefits,
dental benefits, vision benefits, hearing aid benefits, and prescription drug
benefits. A detailed written description of the Plan benefits that you, as a
participant, are entitled to, is available at the Plan’s administrative office, and
you may also obtain a free copy of the booklets that describe the benefits
available to you by writing or calling the administrative office at the address and
telephone number shown above. If you wish to inspect or receive copies of any
documents relating to the Plan, contact the Plan administrative office. You will be
charged a reasonable fee to cover the cost of any material you wish to receive.

The number assigned to the Board of Trustees by the Internal Revenue Service
is 34-6726788, the number assigned to the Plan by the Board of Trustees is 501.
The financial records of the Plan are maintained on a fiscal period commencing
March 1 and ending on the following February 28 of each year.

The Plan provides for different benefits for different groups of employees. The
benefits available to you vary according to the collective bargaining agreement or
participation agreement under which you are working. The rules which describe
your eligibility for benefits are contained in the Plan description booklets issued to
you. If you have any questions concerning your eligibility, you may call or write the
Plan administrative office.
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As a participant in this Plan, you are entitled to certain rights and protections under
the Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides
that all Plan participants shall be entitled to:

Receive Information About Your Plan and Benefits

Examine, without charge, at the Plan Administrator’s office and at other specified
locations, such as work sites and union halls, all documents, including insurance
contracts, collective bargaining agreements, and a copy of the latest annual
report (Form 5500 Series) filed by the Plan with the U.S. Department of Labor
and available at the Public Disclosure Room of the Pension and Welfare Benefit
Administration.

Obtain, upon written request to the plan administrator, copies of documents
governing the operation of the plan, including insurance contracts and collective
bargaining agreements, and copies of the latest annual report (Form 5500
Series) and updated summary plan description. The administrator may make a
reasonable charge for the copies.

Receive a summary of the plan’s annual financial report. The Plan Administrator
is required by law to furnish each participant with a copy of this summary annual
report.

Continue Group Health Plan Coverage

Continue health care coverage for yourself, spouse or dependents if there is a
loss of coverage under the plan as a result of a qualifying event. You or your
dependents may have to pay for such coverage. Review this summary plan
description and the documents governing the Plan on the rules governing your
COBRA continuation coverage rights.

Prudent Actions by Fiduciaries

In addition to creating rights of Plan participants, ERISA imposes duties upon the
people who are responsible for the operation of the employee benefit plan. The
people who operate your plan, called “fiduciaries” of the Plan, have a duty to do
so prudently and in the interest of you and other plan participants and beneficia-
ries. No one, including your employer, your union, or any other person, may fire
you or otherwise discriminate against you in any way to prevent you from obtain-
ing a welfare benefit or for exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you
have a right to known why this was done, to obtain copies of documents relating
to the decision without charge, and to appeal any denial, all within certain time
schedules. Under ERISA, there are steps you can take to enforce the above
rights. For instance, if you request a copy of a plan document or the latest annual
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report from the Plan and do not receive them within thirty (30) days, you may file
suit in federal court. In such a case, the court may require the plan administrator
to provide the materials and pay you up to $110 a day until you receive the materi-
als, unless the materials were not sent because of reasons beyond the control

of the administrator. If you have a claim for benefits which is denied or ignored,

in whole or in part, you may file suit in state or federal court. In addition, if you
disagree with the plan’s decision or lack thereof concerning the qualified status

of a medical child support order, you may file suit in federal court. If it should
happen that the Plan fiduciaries misuse the plan’s money, or if you are discrim-
inated against for asserting your rights, you may seek assistance from the U.S.
Department of Labor, or you may file suit in federal court. The court will decide
who should pay court costs and legal fees. If you are successful, the court may
order the person you have sued to pay those costs and fees. If you lose, the
court may order you to pay these costs and fees, for example, if it finds your claim
is frivolous.

Assistance With Your Questions

If you have any questions about your plan, you should contact the Plan Administra-
tor. If you have any questions about this statement or about your rights under
ERISA, or if you need assistance in obtaining documents from the plan administra-
tor, you should contact the nearest office of the Employee Benefits Security Admin-
istration, U.S. Department of Labor, listed in your telephone directory or the Division
of Technical Assistance and Inquiries, Employee Benefits Security Administration,
U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210.
You may also obtain certain publications about your rights and responsibilities
under ERISA by calling the publications hotline of the Employee Benefits Security
Administration.

VIil. CLAIMS FILING AND APPEAL PROCEDURE
To make a claim for benefits under this Plan, follow these instructions:

Filing of Claims. Using your prescription drug card is easy and convenient.
When you visit a pharmacy that participates in the Ohio AFSCME Care Plan/CVS
Caremark Drug Plan, simply present your card to the pharmacist, along with the
Doctor’s prescription.

The pharmacy’s computerized TelePAIDs™ system will confirm your eligibility

and benefits. The system allows the pharmacist to check your new prescription
against other TelePAID*" -issued prescriptions you may currently be taking, thus
guarding against the possibility of unwanted drug interactions. The pharmacist
receives an electronic message displaying the correct amount to charge you. You
will be asked to sign a signature log to prove you have received the prescription
drug. There are no claim forms to fill out, and no waiting for reimbursement.

Since you save time and money whenever your prescriptions are filled at a
Network Pharmacy or the authorized mail order service vendor that participates
in the Ohio AFSCME Care Plan/CVS Caremark Drug Plan, it makes sense to
carry your card with you at all times.
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When You Use a Non-Participating Pharmacy. If you use a pharmacy that
does not participate in the Ohio AFSCME Care Plan/CVS Caremark Drug Plan,
you must pay for medications in full at the time of purchase and submit a claim
form for reimbursement. You may obtain these claim forms by calling 1-800-776-
1355. Send your completed claim forms to CVS Caremark, P.O. Box 52196,
Phoenix, Arizona 85072-2196. Your reimbursement will be limited to the amount
your benefits plan would have paid if you had used a Network Pharmacy or the
authorized mail order vendor participating in the Ohio AFSCME Care Plan/CVS
Caremark Drug Plan.

Appeal and Review Procedure. If your claim for benefits is denied in whole or
in part, you will receive written notification stating the specific reason or reasons
for the denial, specific reference to Plan provisions on which the denial is based,
and, if applicable, a description of any additional material or information neces-
sary to complete the claim with an explanation of why the material or information
is required. You will also receive an explanation of the claims appeal procedure.
If you are not satisfied, or do not agree with the reasons for the denial of your
claim, you may appeal and request a written review within sixty (60) days of the
date you received the letter denying your claim. The appeal must be in writing,
and can be made either by your or your authorized representative. In it you
must set out your disagreement. You may also request an opportunity to review
necessary and pertinent documents which may affect your appeal.

Who Is Responsible to Make a Decision on Your Appeal? The review shall be
by the Board of Trustees of the Plan. Send your appeal to:

Board of Trustees

Ohio AFSCME Care Plan
1603 East 27th Street
Cleveland, Ohio 44114

An applicant who has not received a decision on his claim for benefits within nine-
ty (90) days (or one hundred eighty [180] days if you have been notified of special
circumstances) may request a review of his claim.

Your claim appeal will be promptly reviewed, and you will be advised of a decision
within sixty (60) days after receipt of your appeal, unless special circumstances
require an extension of time for processing, in which case a decision shall be
made within one hundred twenty (120) days. The decision will be in writing and will
include the specific reasons for the decision and specific references to Plan provi-
sions on which the decision is based.
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IMPORTANT
NOTICE

It is important that you
contact the Plan Office to:

1. Fill out an ENROLLMENT CARD.
2. Change your home address
whenever you move.

For further information call or write
OHIO AFSCME CARE PLAN

CLEVELAND
1603 East 27th Street
Cleveland, Ohio 44114
(216) 781-6420
(800) 526-7201
Michael D. Bauer, Plan Administrator

CINCINNATI
1213 Tennessee Ave.
Cincinnati, Ohio 45229
(513) 641-4111
(800) 562-1822

TOLEDO
420 South Reynolds Rd., Suite 106
Toledo, Ohio 43615
(419) 536-0880 (800) 237-2631
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