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Options and Your Health Coverage (expires 12-31-2026)

PART A: General Information

Even if you are offered health coverage through your employment, you may have other coverage options through the
Health Insurance Marketplace (*"Marketplace”). To assist you as you evaluate options for you and your family, this notice
provides some basic information about the Health Insurance Marketplace and health coverage offered through your
employment.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace
offers "one-stop shopping" to find and compare private health insurance options in your geographic area.

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

You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer
does not offer coverage, or offers coverage that is not considered affordable for you and doesn’t meet certain minimum
value standards (discussed below). The savings that you're eligible for depends on your household income. You may also
be eligible for a tax credit that lowers your costs.

Does Employment-Based Health Coverage Affect Eligibility for
Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain
minimum value standards, you will not be eligible for a tax credit, or advance payment of the tax credit, for your
Marketplace coverage and may wish to enroll in your employment-based health plan. However, you may be eligible for a
tax credit, and advance payments of the credit that lowers your monthly premium, or a reduction in certain cost-sharing, if
your employer does not offer coverage to you at all or does not offer coverage that is considered affordable for you or meet
minimum value standards. If your share of the premium cost of all plans offered to you through your employment is more
than 9.22%* of your annual household income, or if the coverage through your employment does not meet the "minimum
value" standard set by the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit, if
you do not enroll in the employment-based health coverage. For family members of the employee, coverage is considered
affordable if the employee’s cost of premiums for the lowest-cost plan that would cover all family members does not
exceed 9.12% of the employee’s household income.*2

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through your
employment, then you may lose access to whatever the employer contributes to the employment-based coverage. Also,
this employer contribution -as well as your employee contribution to employment-based coverage- is generally excluded
from income for federal and state income tax purposes. Your payments for coverage through the Marketplace are made on
an after-tax basis. In addition, note that if the health coverage offered through your employment does not meet the
affordability or minimum value standards, but you accept that coverage anyway, you will not be eligible for a tax credit. You
should consider all of these factors in determining whether to purchase a health plan through the Marketplace.

* Indexed annually; see https://www.irs.gov/pub/irs-drop/rp-22-34.pdf for 2023.

2 An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the
plan is no less than 60 percent of such costs. For purposes of eligibility for the premium tax credit, to meet the "minimum value standard,” the health plan must
also provide substantial coverage of both inpatient hospital services and physician services.
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When Can | Enroll in Health Insurance Coverage through the
Marketplace?

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open
Enrollment varies by state but generally starts November 1 and continues through at least December 15.

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a Special Enrollment
Period. In general, you qualify for a Special Enrollment Period if you’ve had certain qualifying life events, such as getting
married, having a baby, adopting a child, or losing eligibility for other health coverage. Depending on your Special
Enrollment Period type, you may have 60 days before or 6o days following the qualifying life event to enroll in a
Marketplace plan.

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or
Children’s Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of
the nationwide COVID-19 public health emergency, state Medicaid and CHIP agencies generally have not terminated the
enrollment of any Medicaid or CHIP beneficiary who was enrolled on or after March 18, 2020, through March 31, 2023. As
state Medicaid and CHIP agencies resume regular eligibility and enrollment practices, many individuals may no longer be
eligible for Medicaid or CHIP coverage starting as early as March 31, 2023. The U.S. Department of Health and Human
Services is offering a temporary Marketplace Special Enrollment period to allow these individuals to enroll in
Marketplace coverage.

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update
an existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of
Medicaid or CHIP coverage within the same time period, are eligible for a 60-day Special Enrollment Period. That means
that if you lose Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, you may be able to enroll in
Marketplace coverage within 6o days of when you lost Medicaid or CHIP coverage. In addition, if you or your family
members are enrolled in Medicaid or CHIP coverage, it is important to make sure that your contact information is up to date
to make sure you get any information about changes to your eligibility. To learn more, visit HealthCare.gov or call the
Marketplace Call Center at 1-800-318-2596. TTY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance
Coverage?

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health
plan), you or your family may also be eligible for a Special Enrollment Period to enroll in that health plan in certain
circumstances, including if you or your dependents were enrolled in Medicaid or CHIP coverage and lost that coverage.
Generally, you have 6o days after the loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but
if you and your family lost eligibility for Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can
request this special enrollment in the employment-based health plan through September 8, 2023. Confirm the deadline
with your employer or your employment-based health plan.

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace
or applying directly through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-
medicaid-chip/ for more details.

How Can | Get More Information?

For more information about your coverage offered through your employment, please check your health plan’s summary
plan description or contact the State of Montana, Health Care & Benefits Division (HCBD) at (800) 287-8266 or email
BenefitsQuetions@mt.gov.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.
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PART B: Information About Health Coverage Offered by Your
Employer
This section contains information about any health coverage offered by your employer. If you decide to complete an

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to

correspond to the Marketplace application.

3. Employer nhame 4. Employer Identification Number (EIN)
State of Montana 81-0302402
5. Employer address 6. Employer phone number
125 N Roberts St (800) 287-8266
7. City 8. State 9. ZIP code
Helena MT 59601

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

State of Maontana Denartment of Administration Health Care & Benefits Division
11. Phone number (if different from above) 12. Email address

BenefitsQuestions@mt.gov

Here is some basic information about health coverage offered by this employer:
e Asyour employer, we offer a health plan to:
All employees. Eligible employees are:

[

Some employees. Eligible employees are:

See Attachment 1: Employee Health Benefits Eligibility

e With respect to dependents:
xI We do offer coverage. Eligible dependents are:

See Attachment 2: Dependent Health Benefits Eligibility

] We do not offer coverage.

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be

affordable, based on employee wages.

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

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

premiums.
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The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for

employers, but will help ensure employees understand their coverage choices.

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

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

employee eligible for coverage? (mm/dd/yyyy) (Continue)
|:| No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?
[] Yes (Go to question 15) [ ] No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.

a. How much would the employee have to pay in premiums for this plan? $
b. How often? [_] Weekly [ ] Every 2 weeks [] Twice a month [ IMonthly [ ]Quarterly [] Yearly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't know,

STOP and return form to employee.

16. What change will the employer make for the new plan year?
[ ] Employer won't offer health coverage
[ ] Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium should reflect the

discount for wellness programs. See question 15.)

a. How much would the employee have to pay in premiums for this plan? $
b. How often? [_|Weekly [ _]Every 2 weeks [] Twice a month [I™Monthly [ ]Quarterly [ ]Yearly

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

ATTACHMENT 1: Employee Health Benefits Eligibility

Eligible Employees include the following:

1. Employees of a department or agency of the judicial, legislative and executive branches of the
State;

2. Elected Officials;

3. Officers of the legislative branch;

4, Judges;

5. Employees of Montana State Fund; and

6. Members of the legislature.

An Employee becomes eligible under this Plan for each employment status and schedule as follows:

STATUS SCHEDULE INSURANCE
Seasonal < 6 months Full-Time No.
Part-Time Audit for employment > 6
Variable months.
Short-Term Worker Full-Time Yes.
Part-Time
Short-Term Worker Variable No.
Audit for 90 days in a year.
Short-Term Recurring Full-Time No.
Part-Time Audit for 90 days in a year.
Variable
Regular No.
Temporary Variable Audit for average hours > 20
Seasonal hours per week.
Regular Full-Time Yes.
Temporary Part-Time
Seasonal

An Employee is eligible while on active military duty or in a leave of absence status.

WAIVER OF COVERAGE AND RE-ENROLLMENT

If an eligible Employee waives coverage under this Plan, the State Employer contribution continues to accrue to the
benefit plan for the group benefit cost (§ 2-18-703, MCA).

An eligible Employee may enroll for Employee only coverage under this Plan at anytime.
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STATUS DEFINITIONS

1.

6.

“Temporary” means an Employee who is hired on a temporary basis, and will not work in that position more than
twelve (12) months. If the Employee is in a Temporary position and meets the requirements of “Seasonal < 6 Months”,
the Employee is moved into the “Seasonal < 6 Months” status.

“Seasonal < 6 Months” means an Employee hired in a position that is both filled for a particular season roughly the
same time every year AND for a period of less than six (6) months. If the Employee is temporary, employment must
be terminated at the end of the six (6) months. If the Employee is permanent, the Employee should be put on a leave
of absence without pay at the end of the six (6) month period.

“Seasonal” means an Employee who performs duties interrupted by seasons and who may be recalled. Seasonal
status is used when the Employee is expected to work six (6) months or more in a “Regular” position that is re-hired
roughly the same time every year.

“Short-Term Worker” means an Employee who is hired to work ninety (90) days or less in a twelve (12) month period
and is in a position that does not recur each year.

“Short-Term Recurring” means an Employee who is hired to work ninety (90) days or less in a twelve (12) month
period and the position is filled on a recurring basis, roughly the same time of year and within six (6) months.

“‘Regular” means an Employee who is permanent or eligible to become permanent.

SCHEDULE DEFINITIONS

1.

“Variable” means an Employee is expected to work an average of less than twenty (20) hours per week, or the number
of hours vary, or the days worked are intermittent or unknown. Employee is not offered benefits until the Employee
completes a Measurement Period of twelve (12) consecutive months, during which the Variable Employee averages
twenty (20) hours per week of actual work and/or paid leave, FMLA leave or jury duty whether paid or not for twelve
(12) consecutive months.

“Full-Time” means an Employee is expected to work forty (40) hours per week. Employee is offered benefits when
employment begins.

“Part-time” means an Employee is expected to work an average of twenty (20) hours or more, but less than forty (40)
hours per week. Employee is offered benefits when employment begins.

AFFORDABLE CARE ACT (ACA) COVERAGE DETERMINATION DEFINITIONS

1.

“Standard Measurement Period” or “SMP” means the 12-month period adopted by the Plan for during which
Employees’ work hours and applicable leave are measured to determine whether such Employees are eligible for
coverage. The SMP begins each year on October 3.

“Initial Measurement Period” or “IMP” means the initial 12-month period during which a newly hired Employee’s work
hours and applicable leave is measured to determine whether such Employee is eligible for coverage.

“Initial Stability Period” or “ISP” means the 12-month period a Variable Employee may be eligible for coverage under
the Plan after completion of an IMP. The Variable Employee remains eligible for benefits during the entire ISP,
regardless of the number of hours worked and applicable leave, as long as the Variable Employee remains in active
employee status with the Employer. A Variable Employee’s ISP begins the first of the month following a 30-day
administrative period.

“Standard Stability Period” or “SSP” means the 12-month period of time the Employees may be eligible for coverage
under the Plan after completion of a SMP. An Employee remains eligible for benefits during the entire SSP, regardless
of the number of hours worked and applicable leave, as long as the Employee remains in active employee status with
the Employer. The SSP begins each January 1%, which is the 15! of the month following a 90-day administrative
period.
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ATTACHMENT 2: Dependent Health Benefits Eligibility

DEPENDENT ELIGIBILITY

An eligible Dependent includes any person who is a citizen, resident alien or is otherwise legally present in the United States
or in any other jurisdiction that the related Participant or Retiree has been assigned by the Employer, who submits the
Dependent Verification described in the next section, and who is either:

1. The Participant's or Retiree’s legal spouse, according to the marriage laws of the state where the marriage was first
solemnized or established

An eligible Dependent does not include a spouse who is legally separated or divorced from the Participant or a Retiree and
has a court order or decree stating such from a court of competent jurisdiction, and regardless of a court order requirement to
carry or pay for a legally separated or divorced spouse’s coverage.

2. The Participant’s or Retiree’s domestic partner provided all of the following “Required Eligibility Conditions” are met:

A.

B.

The Participant or Retiree and domestic partner are both eighteen (18) years of age or older;

The Participant or Retiree and domestic partner share a common residence, as evidenced by the Shared
Residence Affidavit;

Neither the Participant or Retiree nor the domestic partner is married to any other person;

The Participant or Retiree and domestic partner are not legally related to each other as a parent, brother or
sister, half-brother or half-sister, niece, nephew, aunt, uncle, grandparent or grandchild; and

The Participant or Retiree and domestic partner have a financially-interdependent relationship as evidenced
by at least one (1) of the following:

1) Mutually granted powers of attorney or mutually granted health care powers of attorney; or

2) Designation of each other as primary beneficiary in wills, life insurance policies, or retirement plans.

3. The Participant's or Retiree’s Dependent child who meets all of the following “Required Eligibility Conditions”:

A.

Is anatural child; step-child; legally adopted child; a child who has been Placed For Adoption (must provide pre-
adoption placement agreement) with the Participant or Retiree or spouse/domestic partner and for whom
as part of such placement the Participant or Retiree or spouse/domestic partner has a legal obligation for the
partial or full support of such child, including providing coverage under the Plan pursuant to a written
agreement; a person for whom the Participant or Retiree or spouse/domestic partner has been appointed
the legal guardian by a court of competent jurisdiction prior to the person attaining eighteen (18) years of age;
and

Is less than twenty-six (26) years of age. This requirement is waived if the Participant’s or Retiree’s child
meets the criteria of an incapacitated child.

An eligible Dependent does not include a spouse of the Dependent child or a child of the Dependent child.

If both spouses are employed by the Employer, and both are eligible for Dependent Coverage, either spouse, but notboth, may
elect Dependent Coverage for their eligible Dependents. No one can be covered under this Plan as both an Employee and a
Dependent. No one can be covered under this Plan as a Dependent by more than one Participant.
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Notice of COBRA Continuation Coverage Rights

Introduction

You’re getting this notice because you recently gained coverage under the State of Montana
Benefit 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 more information about your rights and obligations under the Plan and under
federal law, you should review the Plan’s Wrap Plan Description or contact the Plan
Administrator.

You may have other options available to you when you lose group health coverage. 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-pocket costs. Additionally, you may qualify
Medicaid or 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 doesn’t accept late enrollees.

What is COBRA continuation coverage?

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

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the
Plan because of the following qualifying events:

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

If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your
coverage under the Plan because of the following qualifying events:

e Your spouse dies;
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e Your spouse’s hours of employment are reduced;

e Your spouse’s employment ends for any reason other than his or her gross misconduct;
e Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
e You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan
because of the following qualifying events:

e The parent-employee dies;

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

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

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

e The parents become divorced or legally separated; or

e The child stops being eligible for coverage under the Plan as a “dependent child.”

Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a
qualifying event. If a proceeding in bankruptcy is filed with respect to the State of Montana, and
that bankruptcy results in the loss of coverage of any retired employee covered under the Plan,
the retired employee will become a qualified beneficiary. The retired employee’s spouse,
surviving spouse, and dependent children will also become qualified beneficiaries if bankruptcy
results in the loss of their coverage under the Plan.

When is COBRA continuation 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. The employer must notify
the Plan Administrator of the following qualifying events:

The end of employment or reduction of hours of employment;

Death of the employee;

Commencement of a proceeding in bankruptcy with respect to the employer; or

The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all 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: State of Montana Benefit Plan, Health Care & Benefits Division, (406) 444-
7462, (800) 287-8266, or TTY (406) 444-1421, PO Box 200130, Helena, MT 59620-0130,
benefitsquestions@mt.gov. Failure to notify the Plan Administrator within 60 days after
the qualifying event will result in loss of COBRA continuation coverage rights.

How is COBRA continuation 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 continuation coverage. Covered
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employees may elect COBRA continuation coverage on behalf of their spouses, and
parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally
lasts for 18 months due to employment termination or reduction of hours of work.
Certain qualifying events, or a second qualifying event during the initial period of
coverage, may permit a beneficiary to receive a maximum of 36 months of coverage.

There are also ways in which this 18-month period of COBRA continuation coverage
can be extended:

Disability extension of 18-month period of COBRA continuation coverage

If you or anyone in your family covered under the Plan is determined by Social
Security to be disabled and you notify the Plan Administrator in a timely fashion, you
and your entire family may be entitled to get up to an additional 11 months of COBRA
continuation coverage, for a 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 COBRA continuation
coverage.

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

If your family experiences another qualifying event during the 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 the Plan is properly notified about the second qualifying event. This extension may
be available to the spouse and any dependent children getting COBRA continuation
coverage if the employee or former employee dies; becomes entitled to Medicare
benefits (under Part A, Part B, or both); gets divorced or legally separated; or if the
dependent child stops being eligible under the Plan as a dependent child. This
extension is only available if the second qualifying event would have caused the
spouse or dependent child to lose coverage under the Plan had the first qualifying event
not occurred.

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 Marketplace,
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.

If you have questions
Questions concerning your Plan or your COBRA continuation coverage rights should
be addressed to the Plan Administrator. For more information about your rights under

the Employee Retirement Income Security Act (ERISA), including COBRA, the
Patient Protection
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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 www.dol.gov/ebsa.
(Addresses and phone numbers of Regional and District EBSA Offices are available
through EBSA’s website.) For more information about the Marketplace, visit
www.HealthCare.gov.

Keep your Plan informed of address changes

To protect your family’s rights, let the Plan Administrator know about 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 Administrator contact information

State of Montana Benefit Plan
(State Plan) Health Care &
Benefits Division

125 N Roberts St.

PO Box 200130

Helena, MT 59620-0130

Ph: (406) 444-7462, (800) 287-8266, TTY (4006) 444-1421
Fax: (406) 444-0080

Email:
BenefitsQuestions@mt.gov
Website: benefits.mt.gov
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STATE OF MONTANA BENEFIT PLAN
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW
IT CAREFULLY.

We are required by law to protect the privacy of your personal health information that is maintained by the
State of Montana Benefit Plan (the “Plan”), sponsored by the State of Montana for State employees,
retirees, and dependents. We are required to provide you with this notice to explain how we may use your
personal health information and when we can disclose that information to others.

This notice describes the privacy practices of the Plan, including group medical benefits, prescription drug
benefits, dental and vision benefits, health flexible spending accounts, Montana Health Centers, wellness
plan, and employee assistance programs. This notice does NOT apply to other State of Montana benefits
like life insurance, disability, or retirement programs.

We will follow the terms of this notice. We have the right to change our privacy practices and the terms of
this notice, and changes will apply to all information we already have about you and any new information
we may receive in the future. We will post the revised notice on the Health Care & Benefits Division website
and provide you with a copy of the revised notice, or information about the changes and how to obtain a
revised notice.

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

Get a copy of e You can ask to see or obtain an electronic or paper copy of your claims

your health information and other health information we have about you. You may also

information take photos of your information or send a copy to a third-party provider or
upload to a mobile health app. See page 5 for information on how to do
this.

e We will provide a copy or a summary of your health and claims records,
usually within 15 days of your request. We may charge a reasonable, cost-
based fee.

e Note: If you store or access your health information on your personal cell
phone or tablet, the protections for the privacy of your information explained
in this notice may not apply.

Ask us to e You can ask us to correct your health information ifyou think that information

szi?: your is incorrect or incomplete. See page 5 for information on how to do this.
ea . . g . .

information e If we deny your request, we will tell you why inwriting within 60 days.

Reqt_Jest ] e You can ask us to contact you in a specific way (for example, mobile, home,

conflden_tlal . or office phone) or to send mail to a differentaddress.

communications e We will say “yes” to all reasonable requests.

Ask us to limit e You can ask us not to use or share certain health information for treatment,

what we use or payment, or our operations. You may also ask us not to disclose your

share information to family members or others involved in your care or payment of

that care. In certain circumstances, your dependents may request restrictions
on your ability to see their information. See page 5 for information on how
to do this.

e We will permit any requests allowed by law or our policies, but we are not
required to agree to any request.
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Get a list of
those with
whom we’ve
shared
information

You can ask for a list (accounting) of the times we’ve shared your health
information during the six years prior to the date youask, who we shared it
with, and why. See page 5 for information on how to do this.

We will include all disclosures except for those about treatment, payment, and
health care operations, and certain other disclosures (such as any you asked
us to make). We'll provide one free accounting per year but may charge a
reasonable, cost-based fee if you ask for another one within 12 months.

Get a copy of
this privacy
notice

You can ask for a paper copy of this notice at any time, even if you have
agreed to receive the notice electronically. We will also post a copy of this
notice on our website.

Choose
someone
to act for you

If you have given someone medical power of attorney, or you have a legal
guardian, that person can exercise your rights and make choices about your
health information.

We will verify that person has this authority and can actfor
you before we take any action.

File a complaint

If you believe your privacy rights have been violated, you may file a written
complaint with us. See page 5 for information on how to do this.

You may also file a complaint with the regional Office for Civil Rights of the
United States Department of Health and Human Services. See page 5 for
information on how to do this.

We will not retaliate against you for filing a complaint.

We typically use orshare your health information in the following ways without

your authorization:

Treatment

Providing, coordinating, or managing health care by a health care provider or
doctor. Treatment can include coordination or management of care between
a provider and a third party, consultation with, or referrals between providers.

For example, the Plan may share information about you with your treating
providers.

Payment

Activities by the Plan, other plans, or providers to obtain premiums, make
coverage determinations, and provide reimbursement for health care.

For example, the Plan may share information about your coverage or the
expenses you have incurred with another health plan to coordinate payment
of benefits between the two plans.

Health care
operations

Activities by the Plan such as wellness and risk assessment programs,
quality assessment and improvement activities, customer service and
communications, and claims and appeals. Health care operations can
include vendor evaluations, credentialing, training, underwriting, premium
rating, arranging for medical review and audit activities, and business
planning.

Activities for individual-level care coordination and case management. We
may also contact you or your physician to provide information about
treatment alternatives or other health-related benefits that could improve
your health.

We will not use your genetic information for underwriting purposes. We may
use some health information in risk rating and pricing, such as age and
gender, as permitted under state and federal law.

Except for activities related to individual-level care coordination and case
management, we will only disclose the minimum necessary information that
relates to the task being performed.
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We may also disclose limited health information on your status as a Plan member or if you have enrolled
or disenrolled in a health benefit option offered through the Plan. We may disclose summary health
information to your employer to obtain premium information for coverage under the Plan, or to modify,
amend or terminate the Plan. Summary information summarizes health and claims information but has
names and other identifying information removed.

You should know that your employer will not use health information obtained from the Plan for
any employment-related actions. However, your employer may collect health information from other
sources, such as the Family Medical Leave Act and workers compensation coverage that is not
protected under HIPAA.

We may collect, use, orshare your health information in the following ways, as permitted
by law. We will verify that a use or disclosure is not prohibited by law before disclosing
your information.

Types of disclosures:

Required by Law ¢ Disclosures made to federal, state or local agencies as required by law.
Persons Involved in ¢ Disclosures to persons involved in your care or who help pay for your care,
Your Care such as a family member, when you are incapacitated or in an emergency,

or when you agree or fail to object when given the opportunity. If you are
unavailable or unable to object, we will use our best judgement to decide if
the disclosure is in your best interest. Special rules apply if we disclose
health information about a deceased individual to family members and
others. We may disclose information to any persons involved, prior to
death, in the care or payment for care of a deceased individual, unless we
are aware that doing so would be inconsistent with a preference previously
expressed by the deceased.

Public Health e Disclosures for public health reasons, such as reporting or preventing
disease outbreaks to a public health authority. We may also disclose your
information to the Food and Drug Administration (FDA) or persons under
the jurisdiction of the FDA for purposes related to safety or quality issues,
adverse events or to facilitate drug recalls.

Abuse, Neglect, o Disclosures to report a suspected case of abuse, neglect, or domestic

or Domestic violence to government authorities authorized by law to receive such

Violence information.

Health o Disclosures to a health oversight agency for activities authorized by law,

Oversight such as licensure, governmental audits, and fraud and abuse

Activities investigations.

Judicial and o Disclosures for judicial or administrative proceedings, including responding

Administrative to court orders, discovery requests, subpoenas or other lawful process

Proceedings once HIPAA’s administrative requirements are met.

Law o Disclosures for law enforcement purposes such as providing limited

Enforcement information to locate a missing person or report a crime.

Purposes

Preventing o Disclosures made in the good-faith belief that releasing your health

Serious Threats information is necessary to prevent or lessen a serious and imminent threat

to Health and to public or personal health or safety. This includes disclosures to law

Safety enforcement officials to identify or apprehend an individual in certain
circumstances.

Specialized ¢ Disclosures for specialized government functions related to the military and

Government veterans, national security and intelligence, or to correctional institutions

Functions about an inmate(s).

Workers o Disclosures to workers compensation programs as necessary to comply

Compensation with federal or state workers compensation laws.
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Research o Disclosures for research purposes, if the research study meets federal
privacy requirements, or for certain activities related to preparing a
research study.

Death o Disclosures to a coroner or medical examiner to identify a deceased
person, determine cause of death, and to funeral directors to carry out their
duties.

Organ, Eye or e Disclosures to entities that handle organ procurement, banking, or

Tissue transplantation of organs, eyes or tissue to facilitate donation or

Donation transplantation.

We will disclose your health information to our business associates.

Business associates are vendors that we contract with to perform functions on behalf of the Plan,
including claims administration for medical, prescription drugs, dental and vision benefits, enroliment
activities, benefits consulting, employee assistance and wellness programming and our Montana Health
Centers. Our business associates are required by law and by contract to protect the privacy of your
health information.

Additional Restrictions on Use and Disclosure of Your Health Information

Federal and state privacy laws may require special privacy protections that restrict the use and
disclosure of certain sensitive health information. We will follow the more stringent and protective law,
where it applies to us. Such laws may protect the following categories of information:

Alcohol and substance use disorder, including counseling notes
Biometric information

Sexually transmitted diseases

Mental health, including psychotherapy notes

Communicable diseases

Genetic information

Prescriptions

HIV/AIDS

Minors’ information

Child or adult abuse or neglect, including sexual assault

Uses and disclosures of your alcohol/substance use disorder notes and mental health/psychotherapy notes
are generally prohibited without your written consent or a court order. However, these notes may be
disclosed for treatment purposes without the need for your consent to mental health care providers or the
State’s employee assistance program.

Disclosures Requiring Your Written Authorization

Except for situations described in this notice and as federal privacy law permits, we will use and disclose
your health information only with a written authorization from you. This includes using or disclosing
alcohol/substance use disorder or psychotherapy counseling notes, using or disclosing your information
for certain marketing communications, or sharing with individuals not directly involved in your care such
as your attorney. Marketing communications do not include appointment or drug refill reminders, a
description of your benefits, or communications about treatment alternatives, We will not sell your health
information, and we do not allow our business associates to sell your health information.

Once you give us authorization to use or disclose your health information, you may take back or revoke
that authorization at any time in writing. However, if we have already acted based on your written
authorization, your revocation will not apply to those uses or disclosures. See page 5 for information
on how to exercise your rights.
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How We Keep Your Information Safe

The security of your health information is very important to us. The information we get from you, or
others on your behalf is protected by strict security safeguards. We annually validate the controls our
business associates maintain by a thorough review of third-party audits such as the SOC Il Type Il audit.
Our security program is based upon industry best practices and complies with the security standards
set forth in NIST special publication 800-53. These standards include security policies and procedures,
employee training, facility controls to limit physical access to systems that store data, limiting access to
those who “need to know”, encrypting data both at rest and in motion in a manner consistent with
applicable NIST standards, authenticating users who access the data systems, and regularly testing
security systems and processes.

Exercising Your Rights

o Contact Your Health Plan. If you have any questions about this notice or need information on how
to exercise your rights, contact the Health Care & Benefits Division:

Attn: Privacy Officer

State of Montana Benefit Plan

% Health Care & Benefits Division

PO Box 200130

Helena, MT 59620-0130

(406) 444-7462; (800) 287-8266; TTY (406) 444-1421
benefits.mt.gov; benefitsquestions@mt.gov

e Submit a written request. To exercise your rights described in this notice, you may submit your
written requests to us at the address above.

o File a complaint. If you believe your privacy rights have been violated, you may file a complaint with
us at the address above.

o Notify the Secretary of the U.S. Department of Health and Human Services of your complaint.
Information on how to file a complaint is available on the Department’s website at:
www.hhs.gov/ocr/privacy/hipaa/complaints. We will not take any action against you for filing a
complaint.

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

Effective date: October 1, 2025
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NOTICES

NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT: Group health insurance
issuers offering group health insurance coverage generally may not, under Federal law, restrict
benefits for any hospital length of stay in connection with childbirth for the mother or newborn
child to less than 48 hours following a normal vaginal delivery, or less than 96 hours following a
cesarean section. However, Federal law generally does not prohibit the mother’s or newborn’s
attending provider, after consulting with the mother, from discharging the mother or her newborn
earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under
Federal law, require that a provider obtain authorization from the plan or the issuer for prescribing
a length of stay not in excess of 48 hours (or 96 hours).

WOMEN’S HEALTH AND CANCER RIGHTS ACT: This Plan, as required by the Women’s
Health and Cancer Rights Act of 1998, provides benefits for mastectomy-related services including
all states of reconstruction and surgery to achieve symmetry between the breasts, prostheses, and
complications resulting from a mastectomy, including lymphedema.

Call BlueCross BlueShield of Montana at (888) 901-4989 for more information.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 - 12/31/2026
State of Montana: PPO Trad Coverage for: Individual/Family | Plan Type: PPO

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, visit
benefits.mt.gov/Resources/Publications or by calling 1-888-901-4989. For general definitions of common terms, such as allowed amount, balance billing,
coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or
call 1-855-756-4448 to request a copy.

Important Questions Why This Matters:

What is the overall In-Network: $1,000 Individual Generally, you must pay all of the costs from providers up to the deductible
deductible? Out-of-Network: $1,500 Individual amount before this plan begins to pay.

This plan covers some items and services even if you haven't yet met the
Are there services covered |Yes. Services with a copayment and preventive  |deductible amount. But a copayment or coinsurance may apply. For example,

before you meet your health are covered before you meet your this plan covers certain preventive services without cost-sharing and before you
deductible? deductible. meet your deductible. See a list of covered preventive services at

www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles No

for specific services? You don't have to meet deductibles for specific services.

Medical In-Network: .
$4,000 Individual / $8,000 Family The out-of-pocket limit is the most you could pay in a year for covered services.

xvr:]‘;tfi:-tt“?sowg:]; ocket Medical Out-of-Network: If you have other family members in this plan, they have to meet their own out-of-
S plan: $4,950 Individual / $10,900 Family pocket limits until the overall family out-of-pocket limit has been met.

Pharmacy: $1,800 Individual / $3,600 Family

Premiums, balance-billed charges and health care
. . . this plan doesn't cover. Non-Preferred (Tier 3)
m?;f._s ggﬁé?ﬁlrl;ﬂ%d in the brand and Non-Preferred specialty (Tier 4)
P ' products do not accrue towards the pharmacy out-
of-pocket maximum.

Even though you pay these expenses, they don't count toward the out-of-pocket

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

Will you pay less if you use a [Yes. See www.bcbsmt.com or call you might receive a bill from a provider for the difference between the provider's
network provider? 1-888-901-4989 for a list of participating providers.|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.

Do you need a referral to see No
a specialist? '

You can see the specialist you choose without a referral.
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45 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

. . Limitati E i h
Common Medical Event| Services You May Need NetV\.IOI'k Provider Out-of-r\.letwork Provider ImIt?rtrll;r;srian);cl?f);lr?r?:t,ignOt et

. . - Copayment applies only for evaluation and
.P rimary care visitto treatan | $25/ V'S'.'t’ 35% coinsurance management. Additional charges are subject
injury or illness deductible does not apply to deductible and coinsurance
- _— Copayment applies only for evaluation and
LT V'S'.t a i}ealth- Specialist visit $35/V'S.'t’ 35% coinsurance management. Additional charges are subject
care provider’s office deductible does not apply 1o deductible and coinsurance
or clinic :

You may have to pay for services that aren’t
Preventive care/screening/ No Charge; 35% coinsurance preventive. Ask your provider if the services
immunization deductible does not apply —— needed are preventive. Then check what
your plan will pay for.

Diagnostic test (x-ray, blood Recommended Clinical Review; see your plan

0 i 0 i
i h - work) 25% coinsurance 35% colnsurance document* for details.
you have a tes : . .
Imaging (CT/PET scans, 5% Coinsurance 35% CoinsUrance Recommefded Cllnllcal Review; see your plan
MRIs) - - document* for details.

* For more information about limitations and exceptions, see the plan or policy document at benefits.mt.gov
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
benefits.mt.gov or call 1-
866-333-2757 for
Commercial members or
1-866-270-3877 for
Medicare RX members.

$0 Preventive products

(You will pay the least)

No Charge (certain preventive
care and select medications).

(You will pay the most)

No Charge (certain
preventive care and select
medications), limited to a 10

day supply.

Tier 1 Preferred generics and
some lower cost brand
products

$15 copayment retail 1-34 day
supply,

$30 copayment retail 35-90
day supply,

$30 copayment mail order up
to 90 day supply.

$15 copayment retail, limited
to a 10 day supply.

Tier 2 Preferred brand
products and some high cost
non-preferred generics

Tier 3 Non-preferred
products (may include some
high cost non-preferred
generics)

$50 copayment retail 1-34 day
supply,

$100 copayment retail 35-90
day supply,

$100 copayment mail order up
to 90 day supply.

50% coinsurance retail or mail
order up to 90 day supply.

$50 copayment retail, limited
to a 10 day supply.

50% coinsurance retail,
limited to a 10 day supply.

Tier 4 Specialty products

$200 copayment Preferred
Specialty Pharmacy.

50% coinsurance Non-
Preferred Specialty
Pharmacy or retail.

Charges payable through the Plan's
Pharmacy Benefit Manager (PBM) program,
Navitus.

If generic is available and chosen over
brand, regardless of how prescription is
written, member is responsible for the
difference in cost plus applicable brand
copayment.

Fills provided by a non-preferred pharmacy
are limited to 10 day supply.

Certain prescriptions require prior approval
before the drug can be authorized for
coverage.

Tier 3 Non-Preferred brand prescriptions do
not accrue towards the pharmacy out-of-
pocket maximum.

Specialty prescriptions should be obtained
from a specialty pharmacy.

Specialty prescriptions are limited to a 34
day supply.

Non-Preferred Specialty prescriptions do not
accure toward the pharmacy out-of-pocket
maximum.

A $50 copayment will apply to Preferred
Specialty Pharmacy products for Medicare
retirees only.

* For more information about limitations and exceptions, see the plan or policy document at benefits.mt.gov
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What You Will Pay

Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Limitations, Exceptions, & Other

Common Medical Event Important Information

Services You May Need

Facility fee (e.g., ambulatory

25% coinsurance 35% coinsurance

If you have outpatient
surgery

surgery center)

Physician/surgeon fees

25% coinsurance

35% coinsurance

Recommended Clinical Review; see your plan
document* for details.

If you need immediate
medical attention

Emergency room care

Facility Charges:
25% coinsurance
ER Physician Charges:
25% coinsurance

Facility Charges:
25% coinsurance
ER Physician Charges:
25% coinsurance

None

Emergency medical
transportation

25% coinsurance

25% coinsurance

Recommended Clinical Review; see your plan
document* for details.

Urgent care

$35/visit;
deductible does not apply

35% coinsurance

Ancillary charges are subject to deductible
and coinsurance.

If you have a hospital
stay

Facility fee (e.g., hospital
room)

25% coinsurance

35% coinsurance

Physician/surgeon fees

25% coinsurance

35% coinsurance

Recommended Clinical Review.

None

$25/office visit;
. . deductible does not apply o i Recommended Clinical Review; see your plan
If you need mental Olipatieniservices 25% coinsurance for other | o070 coinsurance document* for details.
health, behavioral outpatient services
health, or substance " : S
abuse services Recommended Clinical Review. Residential
Inpatient services 25% coinsurance 35% coinsurance treatment facilities will be covered if medical
necessity criteria are met.
$25 Primary Care/ Copayment applies to first prenatal visit (per
Office visits $35 Specialist; 35% coinsurance pregnancy). Cost sharing does not apply for
deductible does not apply preventive services. Depending on the type

If you are pregnant

Childbirth/delivery
professional services

25% coinsurance

35% coinsurance

Childbirth/delivery facility
services

25% coinsurance

35% coinsurance

of services, a copayment, coinsurance, or
deductible may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e. ultrasound).
Recommended Clinical Review.

* For more information about limitations and exceptions, see the plan or policy document at benefits.mt.gov
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Common Medical Event

Services You May Need

What You Will Pay

Out-of-Network Provider

Network Provider

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or have other
special health needs

Home health care

(You will pay the least)

25% coinsurance

(You will pay the most)

35% coinsurance

Recommended Clinical Review. 70 visit
maximum per benefit period.

. . $25/visit; o i
Rehabilitation services deductible does not apply 35% coinsurance
Habilitation services $25/V'S'.'t; 35% coinsurance

deductible does not apply _—

Recommended Clinical Review. Deductible
and coinsurance apply to other therapy
services.

Skilled nursing care

25% coinsurance

35% coinsurance

Recommended Clinical Review. 70 days
maximum per benefit period.

Durable medical equipment

25% coinsurance

35% coinsurance

Recommended Clinical Review for items
$2,500 and over.

Hospice services

25% coinsurance

35% coinsurance

Recommended Clinical Review. Includes
bereavement counseling.

If your child needs
dental or eye care

Children’s eye exam Not Covered Not Covered None
Children’s glasses Not Covered Not Covered None
Children’s dental check-up  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 Bariatric surgery

e Dental care (Adult)

e Infertility treatment (diagnosis of infertility

o Cosmetic surgery (except for correction of
congenital deformities or conditions resulting from e Long term care
accidental injuries, scars, tumors, or diseases)

covered)

¢ Routine eye care (Adult)

¢ Routine foot care (except for individuals with co-
morbidities, such as diabetes)

o Weight loss programs (except preventive services)

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

o Acupuncture (20 visit maximum combined with
Chiropractic per benefit period)

e Chiropractic care (20 visit maximum combined
with Acupuncture per benefit period)

e Hearing aids (for dependent children under age
19, and medically necessary cochlear implants,
per medical policy)

¢ Non-emergency care when traveling outside the
u.S.

* For more information about limitations and exceptions, see the plan or policy document at benefits.mt.gov

o Private-duty nursing
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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: the plan at 1-888-901-4989, U.S. Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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, contact: Blue Cross and Blue Shield of Montana at 1-888-901-4898, the U.S. Department of Labor's Employee Benefits Security Administration at 1-866-
444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform, or the Montana Commissioner of Securities and Insurance at 1-406-444-2040 or 1-800-332-6148.
Additionally, a consumer assistance program can help you file your appeal. Contact the Montana Consumer Assistance Program at 1-800-332-6148 or visit

WWW.Csi.mt.gov.

Does this plan provide Minimum Essential Coverage? Yes
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? 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 1-888-901-4989.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-901-4989.
Chinese (A XX): SN R FZEH SCHIEEBY, 15K TIX 15 151-888-901-4989.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-901-4989.

] 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
hospital delivery)

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

B The plan’s overall deductible $1,000
B Specialist copayment $35
B Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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)

B The plan’s overall deductible $1,000
B Specialist copayment $35
B Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan’s overall deductible $1,000
B Specialist copayment $35
B Hospital (facility) coinsurance 25%
B Other coinsurance 25%

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

Diagnostic test (x-ray)

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

Total Example Cost ‘ $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $1,000
Copayments $40
Coinsurance $2,900
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,000

Total Example Cost ‘ $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $900
Copayments $1,100
Coinsurance $0
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,020

Total Example Cost \ $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $1,000
Copayments $200
Coinsurance $300
What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,500

The plan would be responsible for the other costs of these EXAMPLE covered services
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BlueCross BlueShield of Montana

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English knowledge and first
language), age, disability, or sex (as understood in the applicable regulation). We provide people with disabilities with
reasonable modifications and free communication aids to allow for effective communication with us. We also provide free

language assistance services to people whose first language is not English.

To receive reasonable modifications, communication aids or language assistance free of charge, please call us at 855-

710-6984.
If you believe we have failed to provide a service, or think we have discriminated in another way, you can file a grievance with:
Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
Attn: Office of Civil Rights Coordinator TTY/TDD: 855-661-6965
300 E. Randolph St., 35th Floor Fax: 855-661-6960
Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free phone number
listed on the back of your ID card (TTY: 711).

You may file a civil rights complaint with the US Department of Health and Human Services, Office for Civil Rights, at:

US Dept of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main. jsf

Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at bcbsmt.com/legal-and-privacy/non-discrimination-notice

ATTENTION: If yvou speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information inmn accessible formats are also available
free of charge. Call 855-710-6984 (TTY: 711) or speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicidon servicios gratuitos de asistencia
Espafiol limngdistica. Tambien esta N disponibles de forma gratuita ayuda y servicios auxiliares
Spanish apropiados para proporcionar in formacion enmn formatos accesi bles. Llame al 855-710-
69844 (TTY: 711) o hable corn su proveedor.
PR B il Aalie Caland g facliue (Jlie 5 58 950 LaS Ale all A Rl Soac lisell Clesda SN 58 9ETed oAy e ARNNY e 0N s 15) s
. N RO L VR, USSR T G| BENIPI, WP § P JPTUPS | PEPC PN B TINLS SR P PPN 1)
Arabic Aiassl) anbe ) Chaas S (TTY: 711) 855-710-6934
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BlueCross BlueShield of Montana

- TEE GO S,  IRATDE S S ON SR BRIA S O E R . PRI Ge SR BRI 219 A fil B T H N
Chimese FE 55, LA RS R A2 0515 M. Bl 855-710-6984 (AR HLid: 711> B 9 vl 125 (14 TR 55 3
i -
ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre
Francgais disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 855-710-6984 (TTY : 711) ou parlez
a votre fournisseur,
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Deutsch Verfugung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
German barrierefreien Formaten stehen ebenfalls kostenlos zur Verfugung. Rufen Sie 855-710-6984 (TTY:
711) an oder sprechen Sie mit lhrem Provider.
. e2llet iUl ol AR 2o lcdl el al 8l cll Ul Gl Slal ASlalcll el LR HIE GUclotl 8,
éu'arati 21loal =41 AL ASL2L Al AsARD et s1He i @ I uLs al HeEell Aazdl u@{ (Aot He
g GUEOGEL 9. 855-710-6984 (TTY: 711) WR SlEl S3 242l AHLRL WELAL 2UE allt 530,
o T &: g oy f@dl Sierd 8, 1 amuds e gless Uy WeradT JanT Iuers gt 8 | e uReut
fj”hd.l T SHF R Ug 31 & T Sugad Ter™e A= 3R a1l ol Fgre Iuasy 1 855-710-6984
(TTY: 711) U HIaT B T ST HGTT & ST H |
ltaliano ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre
Itali disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
alian Chiama I'855-710-6984 (tty: /11) o parla con il tuo fornitore.
=04 FE2: =0 E AIESIA|= 458 2 g0 X8 MH| =5 0|25 == Q&=L CF O| & s Tt
o delecz FE2g MHI3ste HET = 7|7 U MHA5 222 &M FE L CH 855-710-
erean GABATTY: 711V H e 2 TFISHAHLE MH| A2 HI SN 22|k Al 2.
SHOOH: Diné bee yanitti'gogo, saad bee ana’awo’ bee aka’anida’awo’it’aa jiik'eh
Dineé na holg. Bee ahit hane’go bee nida’anishi t'aa akodaat’'éhigii déd bee
. aka'anida’wo’i ako bee baa hane’i bee hadadilyaa bich’j" ahoot’i'igii €i t'aa jiik'eh
Navajo héld. Kohji’ 855-710-6984 (TTY: 711) hodiilnih doodago nika’analwo’i bich’j’
hanidziih.
R Alatin ol 5 Lad SIS Cndamearn 10 S8 Lad (il o OBLL LAl A lailin wolods cduS L Coms (_SJQL'Q_):’;W tdo g3
. & :__.35413) 855-710-6984 o)lein L Ls 2990 QS;b )_91949 s (LB (Gl  JB o ole s as) ) S wlie
Farsi S e 3 0B L L 0 nSs Leles (711
Polski UWAGA: Osoby mowigce po polsku moga skorzystac z bezptatnej pomocy jezykowej. Dodatkowe
lish pomoce i ustugi zapewniajace informacje w dostgpnych formatach sg réwniez dostepne bezptatnie.
Polis Zadzwon pod numer 855-710-6984 (TTY: 711) lub porozmawiaj ze swoim dostawcg.

. BHIMMAHWE: ECNni Bbl TrOBOPUTE Ha PYCCKME, BaM AOCTYNMHBI BecnaaTHbIE YCAYIM ASbIKOBON MNOAaOepRHKKM.
PYCCKKI CooTBEeTCTBYIIOWME BCNOMOraTeAbHbBI€ CPpeaAcTBa 1M yCAyrin No npegoctaeneHmnio mHipopmaumnm B
Russian AOCTYMHBIX popmMmaTax TakKe NpenoctTaenfatoTca BecnnatTHo. NozpoHKMTE No TenedpoHy 855-710-6984

(TTY: 711) nnm oBpaTUTECE K CBOEMY MNOCTaBLWKWKY YCAYT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang rmagbigay ng
Tagalog impormasyon sa mga naa-access ha format. Tumawag sa 855-710-6984 (TTY: 711) o makipag-usap
sa iyong provider.
g3 claghane re Gelaasld Glen (Bl - On o bdawes woleos ($oue cabe (O o 52T 55 com e 50 T L8 i Aaed
22 L S U L (ZT11:TTY) 855-710-6984 _ iy oldled Ctn g2 o loda o) olasl Oiolas (wlin o 5 5 S aplb
Urdu oS L i S el
) LU'U Y: Néu ban néi tiéng Viét, chuing téi cung cédp mié&n phi cac dich vu hd tror ngén ngcr.
Viet Cac hd trer dich vu phu hep dé cung cap théng tin theo cac dinh dang dé tiép can clting duegc
Vietnamese cung cap mién phi. Vui long goi theo s6 855-710-6984 (Ngweoi khuyét tat: 71 1) hod&c trao doi
v&i nguwdi cung cap dich vu cta ban.
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Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the
Blue Cross and Blue Shield Association

MT1557_ENG_20250410
bcbsmt.com

State Plan Legal Notices Page 28 of 29



State of Montana:

Non-Discrimination Statement: State of Montana complies with applicable Federal civil rights laws, state
and local laws, rules, policies and executive orders and does not discriminate on the basis of race, color, sex,
pregnancy, childbirth or medical conditions related to pregnancy or childbirth, political or religious
affiliation or ideas, culture, creed, social origin or condition, genetic information, sexual orientation, gender
identity or expression, national origin, ancestry, age, disability, military service or veteran status or marital
status. State of Montana does not exclude people or treat them differently because of race, color, sex,
pregnancy, childbirth or medical conditions related to pregnancy or childbirth, political or religious
affiliation or ideas, culture, creed, social origin or condition, genetic information, sexual orientation, gender
identity or expression, national origin, ancestry, age, disability, military service or veteran status or marital
status. State of Montana provides free aids and services to people with disabilities to communicate
effectively with us, such as: qualified sign language interpreters and written information in other formats
(large print, audio, accessible electronic formats, other formats). State of Montana provides free language
services to people whose primary language is not English such as: qualified interpreters and information
written in other languages. If you need these services, contact HCBD at (800) 287-8266. If you believe that
State of Montana has failed to provide these services or discriminated in another way on the basis of race,
color, sex, pregnancy, childbirth or medical conditions related to pregnancy or childbirth, political or
religious affiliation or ideas, culture, creed, social origin or condition, genetic information, sexual
orientation, gender identity or expression, national origin, ancestry, age, disability, military service or veteran
status or marital status you can file a grievance. If you need help filing a grievance the State Diversity
Coordinator is available to help you. You can file a grievance in person or by mail, fax, or email:

State Diversity Program Coordinator
Department of Administration

State Human Resources Division
125 N Roberts St.

P.O. Box 200127

Helena, MT 59620

Phone: (406) 444-3871

Email:

SABHRSHR@mt.gov

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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)
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