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2016 Employee Benefits Summary 
 
 
Paid-Time-Off: 
 Holidays: 10 paid days per calendar year – determined annually. 
 Vacations: Based on pay grade and years of service; accrues on a fiscal-year basis (July 1 – June 30). 
 Sick Time: One day per month up to a maximum accrual of 30 days. 
 
Health/Dental/Vision Insurance: 
 Premiums shared between Erikson and employee (see rates at the end of the plan summary). 
 Eligible the first day of the month following 30 days of employment. 
 HEALTH: 2 PPO plans, HDHP/HSA plan or an HMO plan. Coverage is through Blue Cross. 
 DENTAL: 2 PPO plans or HMO plan options. Coverage is through Guardian. 
 VISION: Voluntary plan available through VSP Vision. 
 
Flexible Spending Accounts: 
 Contributions are 100% employee paid and withheld pre-tax. 
 Eligible the first day of the month following 30 days of employment. 
 May withhold up to $2,550 for personal medical/dental/vision or $5,000 for dependent daycare expenses. 
 
Life and Disability Insurance: 
 Coverage provided by Guardian. 
 Premiums are 100% paid by Erikson. 
 Eligible the first day of the month following 90 days of employment. 

o Life: coverage equal to annual salary. 
o Accidental death and disability: coverage equal up to annual salary. 
o Short-term disability: $300/week for up to 13 weeks. 
o Long-term disability: 60% of monthly salary after 13 weeks of STD. 

 
Transit/Parking Stipend: $85/month for transit on CTA, Metra or a monthly parking pass. 
 
 
Retirement Plan: 

 403(b) defined contribution plan offered through TIAA-CREF. 
 Eligible for employer match on date of hire. 
 Employee vested after one year of employment. 
 Contributions are withheld pre-tax up to the annual federally allowed maximum 

MATCHING SCHEDULE 
Employee Erikson Match 

2% 2% 
4% 4% 
6% 6% 
7% 7% 



 
 

 

2016 Paycheck premium deductions 

 

 

HEALTH COVERAGE 
PER 
PAY 

PER 
MONTH PREMIUM 

HMO Employee $34.87 $69.73 $560.86 
  EE+SP/DP $158.92 $317.84 $1,248.24 
  EE + Child(ren) $133.33 $266.66 $997.41 
  Family $258.89 $517.77 $1,684.79 

PPO Employee $89.03 $178.06 $669.19 
Classic EE+SP/DP $279.47 $558.93 $1,489.33 

  EE + Child(ren) $229.65 $459.30 $1,190.05 
  Family $421.59 $843.17 $2,010.19 

PPO Employee $53.10 $106.19 $597.32 
Value EE+SP/DP $199.49 $398.97 $1,329.37 

  EE + Child(ren) $165.75 $331.49 $1,062.24 
  Family $313.64 $627.27 $1,794.29 

HDHP Employee $33.95 $67.89 $559.02 
  EE+SP/DP $156.87 $313.74 $1,244.14 

  EE + Child(ren) $131.70 $263.39 $994.14 
  Family $256.12 $512.24 $1,679.26 



 

 

DENTAL COVERAGE 
PER 
PAY 

PER 
MONTH PREMIUM 

HMO EE $1.75 $3.50 $14.20 
  EE+SPOUSE $5.50 $11.00 $25.88 
  EE+CHILD $5.50 $11.00 $25.88 
  EE+CHILDREN $8.50 $17.00 $36.41 
  EE+FAMILY $8.50 $17.00 $36.41 

1500 EE $4.50 $9.00 $36.26 
PPO EE+SPOUSE $17.50 $35.00 $80.08 

  EE+CHILD $17.50 $35.00 $80.08 
  EE+CHILDREN $30.00 $60.00 $125.16 
  EE+FAMILY $30.00 $60.00 $125.16 

2500 EE $7.30 $14.59 $41.85 
PPO EE+SPOUSE $23.68 $47.35 $92.43 

  EE+CHILD $23.68 $47.35 $92.43 
  EE+CHILDREN $39.65 $79.30 $144.46 
  EE+FAMILY $39.65 $79.30 $144.46 

 

 

VISION COVERAGE 
PER 
PAY 

PER 
MONTH PREMIUM 

12/12/2024 EE $3.00 $6.00 $6.00 
PLAN EE+SPOUSE $4.80 $9.60 $9.60 

  EE+CHILD $4.80 $9.60 $9.60 
  EE+CHILDREN $4.89 $9.78 $9.78 
  EE+FAMILY $7.89 $15.78 $15.78 
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Questions: Call 1-800-541-2768 or visit us at www.bcbsil.com/coverage

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-756-4448 to request a copy.

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

SBC IL Non-HMO LG-2016

MPPC3826 BluePrint PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan

document at www.bcbsil.com/member/policy-forms/ or by calling 1-800-541-2768.

Important Questions Answers Why this Matters:

What is the overall

deductible?

Individual: Participating $2,500

Non-Participating $5,000

Family: Participating $7,500

Non-Participating $15,000

Doesn't apply to certain

preventive care. Copays don't

count toward the deductible.

You must pay all the costs up to the deductible amount before this plan begins to pay for

covered services you use. Check your policy or plan document to see when the deductible

much you pay for covered services after you meet the deductible.

starts over (usually, but not always, January 1st). See the chart starting on page 2 for how

Are there other

deductibles for specific

services?

No.

You don’t have to meet deductibles for specific services, but see the chart starting on page

2 for other costs for services this plan covers.

Is there an out-of-pocket

limit on my expenses?

Yes. Individual:

Participating $4,500

Non-Participating $9,000

Family:

Participating $10,200

Non-Participating $20,400

Prescription Drug expense limit:

$1,000 Individual $3,000 Family

The out-of-pocket limit is the most you could pay during a coverage period (usually one

year) for your share of the cost of covered services. This limit helps you plan for health care

expenses.

What is not included in

the out-of-pocket limit?

Premiums, balance-billed charges,

and health care this plan doesn't

cover.

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

Does this plan use a

network of providers?

Yes. See www.bcbsil.com or call

1-800-541-2768 for a list of

Participating providers.

If you use an in-network doctor or other health care provider, this plan will pay some or all

of the costs of covered services. Be aware, your in-network doctor or hospital may use an

out-of-network provider for some services. Plans use the term in-network, preferred, or

plan pays different kinds of providers.

participating for providers in their network. See the chart starting on page 2 for how this

Do I need a referral to see a

specialist?

No. You don't need a referral to

see a specialist.

You can see the specialist you choose without permission from this plan.

Are there services this plan

doesn't cover?

Yes.

document for additional information about excluded services.

Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan

www.bcbsil.com/coverage
www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf
www.bcbsil.com/member/policy-forms/
www.bcbsil.com/coverage
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Ÿ Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Ÿ Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the health

plan's allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven't

met your deductible.

Ÿ The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed

amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed

amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

Ÿ The plan may encourage you to use Participating providers by charging you lower deductibles, copayments, and coinsurance amounts.

Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you visit a health care

provider's office or clinic

Primary care visit to treat an

injury or illness

$20 copayment/visit 40% coinsurance

No benefits will be provided for services

which are not, in the reasonable judgment

of Blue Cross and Blue Shield, medically

necessary.

Specialist visit $40 copayment/visit 40% coinsurance ---none---

Other practitioner office visit $40 copayment/visit 40% coinsurance

Acupuncture not covered.

Chiropractic services are limited to 30 visits

per calendar year.

Preventive

care/screening/immunization

No Charge 40% coinsurance ---none---

If you have a test

Diagnostic test (x-ray, blood

work)

20% coinsurance 40% coinsurance

Imaging (CT/PET scans,

MRIs)

20% coinsurance 40% coinsurance

---none---



3 of 8

Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you need drugs to treat

your illness or condition

More information about

prescription drug

coverage is available at

https://www.bcbsil.com

/member/prescription-d

rug-plan-information/dr

ug-lists

Generic drugs

$10/$20 copayment/

prescription

$10 copayment/

prescription

Formulary brand drugs

$40/$80 copayment/

prescription

$40 copayment/

prescription

Non-formulary brand drugs

$60/$120 copayment/

prescription

$60 copayment/

prescription

Specialty drugs Covered Covered

Up to 30 day retail/90 day home delivery.

Certain women's preventative services will

be covered with no cost to the member.

For a full list of these prescriptions and/or

services, please contact customer service.

For Non-Participating drug provider you

are responsible for 25% of the eligible

amount after the copayment. Payment of

the difference between the cost of a brand

name drug and a generic may also be

required if a generic drug is available.

Specialty retail/home delivery limited to 30

day supply. RX Out-of-Pocket Expense

Limit: $1,000 Individual/$3,000 Family.

If you have outpatient

surgery

Facility fee (e.g., ambulatory

surgery center)

20% coinsurance 40% coinsurance

Physician/surgeon fees 20% coinsurance 40% coinsurance

---none---

If you need immediate

medical attention

Emergency room services $150 copayment/visit $150 copayment/visit

Copayment waived if admitted.

Emergency medical

transportation

20% coinsurance 20% coinsurance

Urgent care 20% coinsurance 40% coinsurance

---none---

If you have a hospital

stay

Facility fee (e.g., hospital

room)

20% coinsurance 40% coinsurance

Physician/surgeon fee 20% coinsurance 40% coinsurance

---none---

https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
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Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you have mental

health, behavioral health,

or substance abuse

needs

Mental/behavioral health

outpatient services

$20 copayment/visit or

20% coinsurance

40% coinsurance

Preauthorization is required for

Psychological testing; Neuropsychological

testing; Electroconvulsive therapy;

Repetitive Transcranial magnetic

Stimulation; and Intensive Outpatient

Treatment.

Mental/behavioral health

inpatient services

20% coinsurance 40% coinsurance ---none---

Substance use disorder

outpatient services

$20 copayment/visit or

20% coinsurance

40% coinsurance

Preauthorization is required for

Psychological testing; Neuropsychological

testing; Electroconvulsive therapy;

Repetitive Transcranial magnetic

Stimulation; and Intensive Outpatient

Treatment.

Substance use disorder

inpatient services

20% coinsurance 40% coinsurance ---none---

If you are pregnant

Prenatal and postnatal care $20 copayment 40% coinsurance

Copayment applies to first prenatal visit per

pregnancy.

Delivery and all inpatient

services

20% coinsurance 40% coinsurance ---none---

If you need help

recovering or have other

special health needs

Home health care 20% coinsurance 40% coinsurance

Rehabilitation services 20% coinsurance 40% coinsurance

Habilitation services 20% coinsurance 40% coinsurance

Skilled nursing care 20% coinsurance 40% coinsurance

---none---

Durable medical equipment 20% coinsurance 40% coinsurance

Benefits are limited to items used to serve a

medical purpose. DME benefits are

provided for both purchase and rental

equipment (up to the purchase price).

Hospice service 20% coinsurance 40% coinsurance ---none---
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Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If your child needs

dental or eye care

Eye exam Not Covered Not Covered

Glasses Not Covered Not Covered

Dental check-up Not Covered Not Covered

---none---

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn't a complete list. Check your policy or plan document for other excluded services.)

Ÿ Acupuncture

Ÿ Cosmetic surgery

Ÿ Dental care (Adult)

Ÿ Hearing aids

Ÿ Long term care

Ÿ Routine eye care (Adult)

Ÿ Weight loss programs

Other Covered Services (This isn't a complete list. Check your policy or plan document for other covered services and your costs for these services.)

Ÿ Bariatric surgery

Ÿ Chiropractic care

Ÿ Infertility treatment

Ÿ Non-emergency care when traveling outside the

U.S.

Ÿ Private duty nursing

Ÿ Routine foot care (Only in connection with

diabetes)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health

coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while

covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-541-2768. You may also contact your state insurance department, the U.S.

Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human

Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions

about your rights, this notice, or assistance, you can contact Blue Cross and Blue Shield of Illinois at 1-800-541-2768 or visit www.bcbsil.com, or contact the

U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a

consumer assistance program can help you file your appeal. Contact the Illinois Department of Insurance at (877) 527-9431 or visit

http://insurance.illinois.gov.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide

minimum essential coverage.

www.dol.gov/ebsa/healthreform
www.cciio.cms.gov
www.bcbsil.com
www.dol.gov/ebsa/healthreform
http://insurance.illinois.gov
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Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This

health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:

Spanish (Español): Para obtener asistencia en Español, llame al 1-800-541-2768.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-541-2768.

1-800-541-2768.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-541-2768.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About These Coverage

Examples:

These examples show how this plan might cover

medical care in given situations. Use these

examples to see, in general, how much financial

protection a sample patient might get if they are

covered under different plans.

This is not a

cost

estimator.

Don’t use these examples to estimate

your actual costs under the plan. The

actual care you receive will be different

from these examples, and the cost of

that care also will be different.

See the next page for important

information about these examples.

Sample care costs:

Having a baby
(normal delivery)

n

Amount owed to providers: $7,540

n

Plan pays $3,920

n

Patient pays $3,620

Sample care costs:

Hospital charges (mother) $2,700

Routine obstetric care $2,100

Hospital charges (baby) $900

Anesthesia $900

Laboratory tests $500

Prescriptions $200

Radiology $200

Vaccines, other preventive $40

Total

$7,540

Deductibles $2,500

Copays $20

Coinsurance $950

Limits or exclusions $150

Total

$3,620

Patient pays:

Managing type 2 diabetes
(routine maintenance of a well-controlled

condition)

n

Amount owed to providers: $5,400

n

Plan pays $2,340

n

Patient pays $3,060

Prescriptions $2,900

Medical Equipment and Supplies $1,300

Office Visits and Procedures $700

Education $300

Laboratory tests $100

Vaccines, other preventive $100

Total

$5,400

Patient pays:

Deductibles $2,500

Copays $320

Coinsurance $160

Limits or exclusions $80

Total

$3,060
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Questions: Call 1-800-541-2768 or visit us at www.bcbsil.com/coverage

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-756-4448 to request a copy.

Questions and answers about Coverage Examples:

What are some of the assumptions

behind the Coverage Examples?

Ÿ Costs don’t include premiums.

Ÿ Sample care costs are based on national

averages supplied by the U.S. Department of

Health and Human Services, and aren’t specific

to a particular geographic area or health plan.

Ÿ The patient’s condition was not an excluded

or preexisting condition.

Ÿ All services and treatments started and ended

in the same coverage period.

Ÿ There are no other medical expenses for any

member covered under this plan.

Ÿ Out-of-pocket expenses are based only on

treating the condition in the example.

Ÿ The patient received all care from in-network

providers. If the patient had received care

from out-of-network providers, costs would

have been higher.

What does a Coverage Example

show?

For each treatment situation, the Coverage

Example helps you see how deductibles,

copayments, and coinsurance can add up. It

also helps you see what expenses might be left up

to you to pay because the service or treatment

isn’t covered or payment is limited.

Does the Coverage Example

predict my own care needs?

ûNo. Treatments shown are just examples. The

care you would receive for this condition could

be different based on your doctor’s advice,

your age, how serious your condition is, and

many other factors.

Does the Coverage Example

predict my future expenses?

ûNo. Coverage Examples are not cost

estimators. You can’t use the examples to

estimate costs for an actual condition. They

are for comparative purposes only. Your own

costs will be different depending on the care

you receive, the prices your providers charge,

and the reimbursement your health plan

allows.

Can I use Coverage Examples to

compare plans?

üYes. When you look at the Summary of

Benefits and Coverage for other plans, you’ll

find the same Coverage Examples. When you

compare plans, check the “Patient Pays” box

in each example. The smaller that number,

the more coverage the plan provides.

Are there other costs I should

consider when comparing plans?

üYes. An important cost is the premium you

pay. Generally, the lower your premium, the

more you’ll pay in out-of-pocket costs, such

as copayments, deductibles, and coinsurance.

You should also consider contributions to

accounts such as health savings accounts

(HSAs), flexible spending arrangements (FSAs)

or health reimbursement accounts (HRAs)

that help you pay out-of-pocket expenses.

www.bcbsil.com/coverage
www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf
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Questions: Call 1-800-541-2768 or visit us at www.bcbsil.com/coverage

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-756-4448 to request a copy.

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

SBC IL Non-HMO LG-2016

NPP83333 BluePrint PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan

document at www.bcbsil.com/member/policy-forms/ or by calling 1-800-541-2768.

Important Questions Answers Why this Matters:

What is the overall

deductible?

Individual: Participating $1,000

Non-Participating $2,000

Family: Participating $3,000

Non-Participating $6,000

Doesn't apply to certain

preventive care.

You must pay all the costs up to the deductible amount before this plan begins to pay for

covered services you use. Check your policy or plan document to see when the deductible

much you pay for covered services after you meet the deductible.

starts over (usually, but not always, January 1st). See the chart starting on page 2 for how

Are there other

deductibles for specific

services?

No.

You don’t have to meet deductibles for specific services, but see the chart starting on page

2 for other costs for services this plan covers.

Is there an out-of-pocket

limit on my expenses?

Yes. Individual:

Participating $2,000

Non-Participating $4,000

Family:

Participating $6,000

Non-Participating $12,000

Prescription Drug expense limit:

$1,000 Individual $3,000 Family

The out-of-pocket limit is the most you could pay during a coverage period (usually one

year) for your share of the cost of covered services. This limit helps you plan for health care

expenses.

What is not included in

the out-of-pocket limit?

Premiums, balance-billed charges,

and health care this plan doesn't

cover.

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

Does this plan use a

network of providers?

Yes. See www.bcbsil.com or call

1-800-541-2768 for a list of

Participating providers.

If you use an in-network doctor or other health care provider, this plan will pay some or all

of the costs of covered services. Be aware, your in-network doctor or hospital may use an

out-of-network provider for some services. Plans use the term in-network, preferred, or

plan pays different kinds of providers.

participating for providers in their network. See the chart starting on page 2 for how this

Do I need a referral to see a

specialist?

No. You don't need a referral to

see a specialist.

You can see the specialist you choose without permission from this plan.

Are there services this plan

doesn't cover?

Yes.

document for additional information about excluded services.

Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan

www.bcbsil.com/coverage
www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf
www.bcbsil.com/member/policy-forms/
www.bcbsil.com/coverage
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Ÿ Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Ÿ Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the health

plan's allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven't

met your deductible.

Ÿ The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed

amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed

amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

Ÿ The plan may encourage you to use Participating providers by charging you lower deductibles, copayments, and coinsurance amounts.

Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you visit a health care

provider's office or clinic

Primary care visit to treat an

injury or illness

$30 copayment/visit 40% coinsurance

No benefits will be provided for services

which are not, in the reasonable judgment

of Blue Cross and Blue Shield, medically

necessary.

Specialist visit $50 copayment/visit 40% coinsurance ---none---

Other practitioner office visit $50 copayment/visit 40% coinsurance

Acupuncture not covered.

Chiropractic services are limited to 30 visits

per calendar year.

Preventive

care/screening/immunization

No Charge 40% coinsurance ---none---

If you have a test

Diagnostic test (x-ray, blood

work)

20% coinsurance 40% coinsurance

Imaging (CT/PET scans,

MRIs)

20% coinsurance 40% coinsurance

---none---
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Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you need drugs to treat

your illness or condition

More information about

prescription drug

coverage is available at

https://www.bcbsil.com

/member/prescription-d

rug-plan-information/dr

ug-lists

Generic drugs

$15/$30 copayment/

prescription

$15 copayment/

prescription

Formulary brand drugs

$30/$60 copayment/

prescription

$30 copayment/

prescription

Non-formulary brand drugs

$50/$100 copayment/

prescription

$50 copayment/

prescription

Specialty drugs Covered Covered

Up to 30 day retail/90 day home delivery.

Certain women's preventative services will

be covered with no cost to the member.

For a full list of these prescriptions and/or

services, please contact customer service.

For Non-Participating drug provider you

are responsible for 25% of the eligible

amount after the copayment. Payment of

the difference between the cost of a brand

name drug and a generic may also be

required if a generic drug is available.

Specialty retail/home delivery limited to 30

day supply. RX Out-of-Pocket Expense

Limit: $1,000 Individual/$3,000 Family.

If you have outpatient

surgery

Facility fee (e.g., ambulatory

surgery center)

20% coinsurance 40% coinsurance

Physician/surgeon fees 20% coinsurance 40% coinsurance

---none---

If you need immediate

medical attention

Emergency room services $150 copayment/visit $150 copayment/visit

Copayment waived if admitted.

Emergency medical

transportation

20% coinsurance 20% coinsurance

Urgent care 20% coinsurance 40% coinsurance

---none---

If you have a hospital

stay

Facility fee (e.g., hospital

room)

20% coinsurance

$300 copayment/visit

plus 40% coinsurance

Physician/surgeon fee 20% coinsurance 40% coinsurance

---none---

https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
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Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you have mental

health, behavioral health,

or substance abuse

needs

Mental/behavioral health

outpatient services

$30 copayment/visit or

20% coinsurance

40% coinsurance

Preauthorization is required for

Psychological testing; Neuropsychological

testing; Electroconvulsive therapy;

Repetitive Transcranial magnetic

Stimulation; and Intensive Outpatient

Treatment.

Mental/behavioral health

inpatient services

20% coinsurance

$300 copayment/visit

plus 40% coinsurance

---none---

Substance use disorder

outpatient services

$30 copayment/visit or

20% coinsurance

40% coinsurance

Preauthorization is required for

Psychological testing; Neuropsychological

testing; Electroconvulsive therapy;

Repetitive Transcranial magnetic

Stimulation; and Intensive Outpatient

Treatment.

Substance use disorder

inpatient services

20% coinsurance

$300 copayment/visit

plus 40% coinsurance

---none---

If you are pregnant

Prenatal and postnatal care $30 copayment 40% coinsurance

Copayment applies to first prenatal visit per

pregnancy.

Delivery and all inpatient

services

20% coinsurance

$300 copayment/visit

plus 40% coinsurance

---none---

If you need help

recovering or have other

special health needs

Home health care 20% coinsurance 40% coinsurance

Rehabilitation services 20% coinsurance 40% coinsurance

Habilitation services 20% coinsurance 40% coinsurance

Skilled nursing care 20% coinsurance 40% coinsurance

---none---

Durable medical equipment 20% coinsurance 40% coinsurance

Benefits are limited to items used to serve a

medical purpose. DME benefits are

provided for both purchase and rental

equipment (up to the purchase price).

Hospice service 20% coinsurance 40% coinsurance ---none---
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Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If your child needs

dental or eye care

Eye exam Not Covered Not Covered

Glasses Not Covered Not Covered

Dental check-up Not Covered Not Covered

---none---

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn't a complete list. Check your policy or plan document for other excluded services.)

Ÿ Acupuncture

Ÿ Cosmetic surgery

Ÿ Dental care (Adult)

Ÿ Hearing aids

Ÿ Long term care

Ÿ Routine eye care (Adult)

Ÿ Weight loss programs

Other Covered Services (This isn't a complete list. Check your policy or plan document for other covered services and your costs for these services.)

Ÿ Bariatric surgery

Ÿ Chiropractic care

Ÿ Infertility treatment

Ÿ Non-emergency care when traveling outside the

U.S.

Ÿ Private duty nursing

Ÿ Routine foot care (Only in connection with

diabetes)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health

coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while

covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-541-2768. You may also contact your state insurance department, the U.S.

Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human

Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions

about your rights, this notice, or assistance, you can contact Blue Cross and Blue Shield of Illinois at 1-800-541-2768 or visit www.bcbsil.com, or contact the

U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a

consumer assistance program can help you file your appeal. Contact the Illinois Department of Insurance at (877) 527-9431 or visit

http://insurance.illinois.gov.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide

minimum essential coverage.

www.dol.gov/ebsa/healthreform
www.cciio.cms.gov
www.bcbsil.com
www.dol.gov/ebsa/healthreform
http://insurance.illinois.gov
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Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This

health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:

Spanish (Español): Para obtener asistencia en Español, llame al 1-800-541-2768.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-541-2768.

1-800-541-2768.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-541-2768.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About These Coverage

Examples:

These examples show how this plan might cover

medical care in given situations. Use these

examples to see, in general, how much financial

protection a sample patient might get if they are

covered under different plans.

This is not a

cost

estimator.

Don’t use these examples to estimate

your actual costs under the plan. The

actual care you receive will be different

from these examples, and the cost of

that care also will be different.

See the next page for important

information about these examples.

Sample care costs:

Having a baby
(normal delivery)

n

Amount owed to providers: $7,540

n

Plan pays $5,390

n

Patient pays $2,150

Sample care costs:

Hospital charges (mother) $2,700

Routine obstetric care $2,100

Hospital charges (baby) $900

Anesthesia $900

Laboratory tests $500

Prescriptions $200

Radiology $200

Vaccines, other preventive $40

Total

$7,540

Deductibles $1,000

Copays $30

Coinsurance $970

Limits or exclusions $150

Total

$2,150

Patient pays:

Managing type 2 diabetes
(routine maintenance of a well-controlled

condition)

n

Amount owed to providers: $5,400

n

Plan pays $3,350

n

Patient pays $2,050

Prescriptions $2,900

Medical Equipment and Supplies $1,300

Office Visits and Procedures $700

Education $300

Laboratory tests $100

Vaccines, other preventive $100

Total

$5,400

Patient pays:

Deductibles $1,000

Copays $750

Coinsurance $220

Limits or exclusions $80

Total

$2,050
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Questions: Call 1-800-541-2768 or visit us at www.bcbsil.com/coverage

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-756-4448 to request a copy.

Questions and answers about Coverage Examples:

What are some of the assumptions

behind the Coverage Examples?

Ÿ Costs don’t include premiums.

Ÿ Sample care costs are based on national

averages supplied by the U.S. Department of

Health and Human Services, and aren’t specific

to a particular geographic area or health plan.

Ÿ The patient’s condition was not an excluded

or preexisting condition.

Ÿ All services and treatments started and ended

in the same coverage period.

Ÿ There are no other medical expenses for any

member covered under this plan.

Ÿ Out-of-pocket expenses are based only on

treating the condition in the example.

Ÿ The patient received all care from in-network

providers. If the patient had received care

from out-of-network providers, costs would

have been higher.

What does a Coverage Example

show?

For each treatment situation, the Coverage

Example helps you see how deductibles,

copayments, and coinsurance can add up. It

also helps you see what expenses might be left up

to you to pay because the service or treatment

isn’t covered or payment is limited.

Does the Coverage Example

predict my own care needs?

ûNo. Treatments shown are just examples. The

care you would receive for this condition could

be different based on your doctor’s advice,

your age, how serious your condition is, and

many other factors.

Does the Coverage Example

predict my future expenses?

ûNo. Coverage Examples are not cost

estimators. You can’t use the examples to

estimate costs for an actual condition. They

are for comparative purposes only. Your own

costs will be different depending on the care

you receive, the prices your providers charge,

and the reimbursement your health plan

allows.

Can I use Coverage Examples to

compare plans?

üYes. When you look at the Summary of

Benefits and Coverage for other plans, you’ll

find the same Coverage Examples. When you

compare plans, check the “Patient Pays” box

in each example. The smaller that number,

the more coverage the plan provides.

Are there other costs I should

consider when comparing plans?

üYes. An important cost is the premium you

pay. Generally, the lower your premium, the

more you’ll pay in out-of-pocket costs, such

as copayments, deductibles, and coinsurance.

You should also consider contributions to

accounts such as health savings accounts

(HSAs), flexible spending arrangements (FSAs)

or health reimbursement accounts (HRAs)

that help you pay out-of-pocket expenses.

www.bcbsil.com/coverage
www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf
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Questions: Call 1-800-892-2803 or visit us at www.bcbsil.com/coverage

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-756-4448 to request a copy.

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

SBC IL HMO LG-2016

NHHB163 Blue Advantage HMO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan

document at www.bcbsil.com/member/policy-forms/ or by calling 1-800-892-2803.

Important Questions Answers Why this Matters:

What is the overall

deductible?

$0

See the chart starting on page 2 for your costs for services this plan covers.

Are there other

deductibles for specific

services?

No.

You don’t have to meet deductibles for specific services, but see the chart starting on page

2 for other costs for services this plan covers.

Is there an out-of-pocket

limit on my expenses?

Yes. Individual:

Participating $1,500

Family:

Participating $3,000

Prescription Drug expense limit:

$1,000 Individual $3,000 Family

The out-of-pocket limit is the most you could pay during a coverage period (usually one

year) for your share of the cost of covered services. This limit helps you plan for health care

expenses.

What is not included in

the out-of-pocket limit?

Premiums and health care this

plan doesn't cover.

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

Does this plan use a

network of providers?

Yes. See www.bcbsil.com or call

1-800-892-2803 for a list of

Participating providers.

If you use an in-network doctor or other health care provider, this plan will pay some or all

of the costs of covered services. Be aware, your in-network doctor or hospital may use an

out-of-network provider for some services. Plans use the term in-network, preferred, or

plan pays different kinds of providers.

participating for providers in their network. See the chart starting on page 2 for how this

Do I need a referral to see a

specialist?

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but only if

you have the plan’s permission before you see the specialist.

Are there services this plan

doesn't cover?

Yes.

document for additional information about excluded services.

Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan

www.bcbsil.com/coverage
www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf
www.bcbsil.com/member/policy-forms/
www.bcbsil.com/coverage
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Ÿ Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Ÿ Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the health

plan's allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven't

met your deductible.

Ÿ The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed

amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed

amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

Ÿ The plan may encourage you to use Participating providers by charging you lower deductibles, copayments, and coinsurance amounts.

Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you visit a health care

provider's office or clinic

Primary care visit to treat an

injury or illness

$30 copayment/visit Not Covered

Services or supplies that are not ordered by

your Primary Care Physician or Women's

Principal Health Care Provider, except

emergency and routine vision exams, are

not covered.

Specialist visit $50 copayment/visit Not Covered Referral required.

Other practitioner office visit $50 copayment/visit Not Covered

Referral required.

Acupuncture not covered.

Chiropractic services are limited to 30 visits

per calendar year.

Preventive

care/screening/immunization

No Charge Not Covered No charge for immunizations.

If you have a test

Diagnostic test (x-ray, blood

work)

No Charge Not Covered

Imaging (CT/PET scans,

MRIs)

No Charge Not Covered

Referral required.
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Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you need drugs to treat

your illness or condition

More information about

prescription drug

coverage is available at

https://www.bcbsil.com

/member/prescription-d

rug-plan-information/dr

ug-lists

Generic drugs

$15/$30 copayment/

prescription

Not Covered

Formulary brand drugs

$30/$60 copayment/

prescription

Not Covered

Non-formulary brand drugs

$50/$100 copayment/

prescription

Not Covered

Specialty drugs Covered Not Covered

Up to 30 day retail/90 day home delivery.

Certain women's preventative services will

be covered with no cost to the member.

For a full list of these prescriptions and/or

services, please contact customer service.

Payment of the difference between the cost

of a brand name drug and a generic may

also be required if a generic drug is

available. Specialty retail/home delivery

limited to 30 day supply. RX Out-of-Pocket

Expense Limit: $1,000 Individual/$3,000

Family.

If you have outpatient

surgery

Facility fee (e.g., ambulatory

surgery center)

No Charge Not Covered

Physician/surgeon fees No Charge Not Covered

Referral required.

If you need immediate

medical attention

Emergency room services $150 copayment/visit $150 copayment/visit

Copayment waived if admitted.

Emergency medical

transportation

No Charge No Charge ---none---

Urgent care No Charge Not Covered

Applicable copayment may apply. Must be

affiliated with member's chosen medical

group or referral required.

If you have a hospital

stay

Facility fee (e.g., hospital

room)

No Charge Not Covered

Physician/surgeon fee No Charge Not Covered

Referral required.

https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
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Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you have mental

health, behavioral health,

or substance abuse

needs

Mental/behavioral health

outpatient services

$30 copayment/visit Not Covered

Mental/behavioral health

inpatient services

No Charge Not Covered

Substance use disorder

outpatient services

$30 copayment/visit Not Covered

Substance use disorder

inpatient services

No Charge Not Covered

Referral required.

If you are pregnant

Prenatal and postnatal care $30 copayment Not Covered

Copayment applies to first prenatal visit per

pregnancy.

Delivery and all inpatient

services

No Charge Not Covered Referral required.

If you need help

recovering or have other

special health needs

Home health care No Charge Not Covered

Referral required.

Rehabilitation services No Charge Not Covered

Habilitation services No Charge Not Covered

Referral Required. 60 visits

combined/calendar year. Includes, but is

not limited to, physical, occupational or

speech therapy. copayment may apply.

Skilled nursing care No Charge Not Covered Referral required. Excludes custodial care.

Durable medical equipment No Charge Not Covered

Referral required. Benefits are limited to

items used to serve a medical purpose.

DME benefits are provided for both

purchase and rental equipment (up to the

purchase price).

Hospice service No Charge Not Covered Referral required.

If your child needs

dental or eye care

Eye exam No Charge Not Covered

1 exam every 12 months

Glasses Not Covered Not Covered

Dental check-up Not Covered Not Covered

---none---
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn't a complete list. Check your policy or plan document for other excluded services.)

Ÿ Acupuncture

Ÿ Bariatric surgery (unless medically necessary)

Ÿ Cosmetic surgery

Ÿ Dental care

Ÿ Hearing aids

Ÿ Long term care

Ÿ Private duty nursing

Ÿ Weight loss programs

Other Covered Services (This isn't a complete list. Check your policy or plan document for other covered services and your costs for these services.)

Ÿ Chiropractic care

Ÿ Infertility treatment

Ÿ Non-emergency care when traveling outside the

U.S.

Ÿ Routine eye care (Adult)

Ÿ Routine foot care (Only in connection with

diabetes)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health

coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while

covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-892-2803. You may also contact your state insurance department, the U.S.

Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human

Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions

about your rights, this notice, or assistance, you can contact Blue Cross and Blue Shield of Illinois at 1-800-892-2803 or visit www.bcbsil.com, or contact the

U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a

consumer assistance program can help you file your appeal. Contact the Illinois Department of Insurance at (877) 527-9431 or visit

http://insurance.illinois.gov.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide

minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This

health coverage does meet the minimum value standard for the benefits it provides.

www.dol.gov/ebsa/healthreform
www.cciio.cms.gov
www.bcbsil.com
www.dol.gov/ebsa/healthreform
http://insurance.illinois.gov
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Language Access Services:

Spanish (Español): Para obtener asistencia en Español, llame al 1-800-892-2803.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-892-2803.

1-800-892-2803.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-892-2803.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About These Coverage

Examples:

These examples show how this plan might cover

medical care in given situations. Use these

examples to see, in general, how much financial

protection a sample patient might get if they are

covered under different plans.

This is not a

cost

estimator.

Don’t use these examples to estimate

your actual costs under the plan. The

actual care you receive will be different

from these examples, and the cost of

that care also will be different.

See the next page for important

information about these examples.

Sample care costs:

Having a baby
(normal delivery)

n

Amount owed to providers: $7,540

n

Plan pays $7,340

n

Patient pays $200

Sample care costs:

Hospital charges (mother) $2,700

Routine obstetric care $2,100

Hospital charges (baby) $900

Anesthesia $900

Laboratory tests $500

Prescriptions $200

Radiology $200

Vaccines, other preventive $40

Total

$7,540

Deductibles $0

Copays $50

Coinsurance $0

Limits or exclusions $150

Total

$200

Patient pays:

Managing type 2 diabetes
(routine maintenance of a well-controlled

condition)

n

Amount owed to providers: $5,400

n

Plan pays $4,420

n

Patient pays $980

Prescriptions $2,900

Medical Equipment and Supplies $1,300

Office Visits and Procedures $700

Education $300

Laboratory tests $100

Vaccines, other preventive $100

Total

$5,400

Patient pays:

Deductibles $0

Copays $900

Coinsurance $0

Limits or exclusions $80

Total

$980
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Questions: Call 1-800-892-2803 or visit us at www.bcbsil.com/coverage

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-756-4448 to request a copy.

Questions and answers about Coverage Examples:

What are some of the assumptions

behind the Coverage Examples?

Ÿ Costs don’t include premiums.

Ÿ Sample care costs are based on national

averages supplied by the U.S. Department of

Health and Human Services, and aren’t specific

to a particular geographic area or health plan.

Ÿ The patient’s condition was not an excluded

or preexisting condition.

Ÿ All services and treatments started and ended

in the same coverage period.

Ÿ There are no other medical expenses for any

member covered under this plan.

Ÿ Out-of-pocket expenses are based only on

treating the condition in the example.

Ÿ The patient received all care from in-network

providers. If the patient had received care

from out-of-network providers, costs would

have been higher.

What does a Coverage Example

show?

For each treatment situation, the Coverage

Example helps you see how deductibles,

copayments, and coinsurance can add up. It

also helps you see what expenses might be left up

to you to pay because the service or treatment

isn’t covered or payment is limited.

Does the Coverage Example

predict my own care needs?

ûNo. Treatments shown are just examples. The

care you would receive for this condition could

be different based on your doctor’s advice,

your age, how serious your condition is, and

many other factors.

Does the Coverage Example

predict my future expenses?

ûNo. Coverage Examples are not cost

estimators. You can’t use the examples to

estimate costs for an actual condition. They

are for comparative purposes only. Your own

costs will be different depending on the care

you receive, the prices your providers charge,

and the reimbursement your health plan

allows.

Can I use Coverage Examples to

compare plans?

üYes. When you look at the Summary of

Benefits and Coverage for other plans, you’ll

find the same Coverage Examples. When you

compare plans, check the “Patient Pays” box

in each example. The smaller that number,

the more coverage the plan provides.

Are there other costs I should

consider when comparing plans?

üYes. An important cost is the premium you

pay. Generally, the lower your premium, the

more you’ll pay in out-of-pocket costs, such

as copayments, deductibles, and coinsurance.

You should also consider contributions to

accounts such as health savings accounts

(HSAs), flexible spending arrangements (FSAs)

or health reimbursement accounts (HRAs)

that help you pay out-of-pocket expenses.

www.bcbsil.com/coverage
www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf
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Questions: Call 1-800-541-2768 or visit us at www.bcbsil.com/coverage

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-756-4448 to request a copy.

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

SBC IL Non-HMO LG-2016

MPET1V07 BlueEdge HSA

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan

document at www.bcbsil.com/member/policy-forms/ or by calling 1-800-541-2768.

Important Questions Answers Why this Matters:

What is the overall

deductible?

Individual: Participating $2,600

Non-Participating $5,200

Family: Participating $5,200

Non-Participating $10,400

Doesn't apply to certain

preventive care.

You must pay all the costs up to the deductible amount before this plan begins to pay for

covered services you use. Check your policy or plan document to see when the deductible

much you pay for covered services after you meet the deductible.

starts over (usually, but not always, January 1st). See the chart starting on page 2 for how

Are there other

deductibles for specific

services?

No.

You don’t have to meet deductibles for specific services, but see the chart starting on page

2 for other costs for services this plan covers.

Is there an out-of-pocket

limit on my expenses?

Yes. Individual:

Participating $2,600

Non-Participating $10,400

Family:

Participating $5,200

Non-Participating $20,800

The out-of-pocket limit is the most you could pay during a coverage period (usually one

year) for your share of the cost of covered services. This limit helps you plan for health care

expenses.

What is not included in

the out-of-pocket limit?

Premiums, balance-billed charges,

and health care this plan doesn't

cover.

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

Does this plan use a

network of providers?

Yes. See www.bcbsil.com or call

1-800-541-2768 for a list of

Participating providers.

If you use an in-network doctor or other health care provider, this plan will pay some or all

of the costs of covered services. Be aware, your in-network doctor or hospital may use an

out-of-network provider for some services. Plans use the term in-network, preferred, or

plan pays different kinds of providers.

participating for providers in their network. See the chart starting on page 2 for how this

Do I need a referral to see a

specialist?

No. You don't need a referral to

see a specialist.

You can see the specialist you choose without permission from this plan.

Are there services this plan

doesn't cover?

Yes.

document for additional information about excluded services.

Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan

www.bcbsil.com/coverage
www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf
www.bcbsil.com/member/policy-forms/
www.bcbsil.com/coverage
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Ÿ Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Ÿ Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the health

plan's allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven't

met your deductible.

Ÿ The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed

amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed

amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

Ÿ The plan may encourage you to use Participating providers by charging you lower deductibles, copayments, and coinsurance amounts.

Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you visit a health care

provider's office or clinic

Primary care visit to treat an

injury or illness

No Charge 20% coinsurance

No benefits will be provided for services

which are not, in the reasonable judgment

of Blue Cross and Blue Shield, medically

necessary.

Specialist visit No Charge 20% coinsurance ---none---

Other practitioner office visit No Charge 20% coinsurance

Acupuncture not covered.

Chiropractic services are limited to 30 visits

per calendar year.

Preventive

care/screening/immunization

No Charge 20% coinsurance ---none---

If you have a test

Diagnostic test (x-ray, blood

work)

No Charge 20% coinsurance

Imaging (CT/PET scans,

MRIs)

No Charge 20% coinsurance

---none---
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Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you need drugs to treat

your illness or condition

More information about

prescription drug

coverage is available at

https://www.bcbsil.com

/member/prescription-d

rug-plan-information/dr

ug-lists

Formulary generic drugs No Charge No Charge

Non-formulary generic drugs No Charge No Charge

Formulary brand drugs No Charge No Charge

Non-formulary brand drugs No Charge No Charge

Specialty drugs No Charge No Charge

Up to 30 day retail/90 day home delivery.

Certain women's preventative services will

be covered with no cost to the member.

For a full list of these prescriptions and/or

services, please contact customer service.

If you have outpatient

surgery

Facility fee (e.g., ambulatory

surgery center)

No Charge 20% coinsurance

Physician/surgeon fees No Charge 20% coinsurance

---none---

If you need immediate

medical attention

Emergency room services No Charge No Charge

Emergency medical

transportation

No Charge No Charge

Urgent care No Charge 20% coinsurance

---none---

If you have a hospital

stay

Facility fee (e.g., hospital

room)

No Charge $300 copayment/visit

Physician/surgeon fee No Charge 20% coinsurance

---none---

https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
https://www.bcbsil.com/member/prescription-drug-plan-information/drug-lists
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Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If you have mental

health, behavioral health,

or substance abuse

needs

Mental/behavioral health

outpatient services

No Charge 20% coinsurance

Preauthorization is required for

Psychological testing; Neuropsychological

testing; Electroconvulsive therapy;

Repetitive Transcranial magnetic

Stimulation; and Intensive Outpatient

Treatment.

Mental/behavioral health

inpatient services

No Charge $300 copayment/visit ---none---

Substance use disorder

outpatient services

No Charge 20% coinsurance

Preauthorization is required for

Psychological testing; Neuropsychological

testing; Electroconvulsive therapy;

Repetitive Transcranial magnetic

Stimulation; and Intensive Outpatient

Treatment.

Substance use disorder

inpatient services

No Charge $300 copayment/visit ---none---

If you are pregnant

Prenatal and postnatal care No Charge 20% coinsurance

Delivery and all inpatient

services

No Charge $300 copayment/visit

---none---

If you need help

recovering or have other

special health needs

Home health care No Charge 20% coinsurance

Rehabilitation services No Charge 20% coinsurance

Habilitation services No Charge 20% coinsurance

Skilled nursing care No Charge 20% coinsurance

---none---

Durable medical equipment No Charge 20% coinsurance

Benefits are limited to items used to serve a

medical purpose. DME benefits are

provided for both purchase and rental

equipment (up to the purchase price).

Hospice service No Charge 20% coinsurance ---none---
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Common Medical Event Services You May Need

Your cost if you use a

Participating Provider

Your cost if you use a

Non-Participating

Provider

Limitations & Exceptions

If your child needs

dental or eye care

Eye exam Not Covered Not Covered

Glasses Not Covered Not Covered

Dental check-up Not Covered Not Covered

---none---

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn't a complete list. Check your policy or plan document for other excluded services.)

Ÿ Acupuncture

Ÿ Cosmetic surgery

Ÿ Dental care (Adult)

Ÿ Hearing aids

Ÿ Long term care

Ÿ Routine eye care (Adult)

Ÿ Weight loss programs

Other Covered Services (This isn't a complete list. Check your policy or plan document for other covered services and your costs for these services.)

Ÿ Bariatric surgery

Ÿ Chiropractic care

Ÿ Infertility treatment

Ÿ Non-emergency care when traveling outside the

U.S.

Ÿ Private duty nursing

Ÿ Routine foot care (Only in connection with

diabetes)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health

coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while

covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-800-541-2768. You may also contact your state insurance department, the U.S.

Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human

Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions

about your rights, this notice, or assistance, you can contact Blue Cross and Blue Shield of Illinois at 1-800-541-2768 or visit www.bcbsil.com, or contact the

U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a

consumer assistance program can help you file your appeal. Contact the Illinois Department of Insurance at (877) 527-9431 or visit

http://insurance.illinois.gov.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide

minimum essential coverage.

www.dol.gov/ebsa/healthreform
www.cciio.cms.gov
www.bcbsil.com
www.dol.gov/ebsa/healthreform
http://insurance.illinois.gov
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Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This

health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:

Spanish (Español): Para obtener asistencia en Español, llame al 1-800-541-2768.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-541-2768.

1-800-541-2768.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-541-2768.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About These Coverage

Examples:

These examples show how this plan might cover

medical care in given situations. Use these

examples to see, in general, how much financial

protection a sample patient might get if they are

covered under different plans.

This is not a

cost

estimator.

Don’t use these examples to estimate

your actual costs under the plan. The

actual care you receive will be different

from these examples, and the cost of

that care also will be different.

See the next page for important

information about these examples.

Sample care costs:

Having a baby
(normal delivery)

n

Amount owed to providers: $7,540

n

Plan pays $4,790

n

Patient pays $2,750

Sample care costs:

Hospital charges (mother) $2,700

Routine obstetric care $2,100

Hospital charges (baby) $900

Anesthesia $900

Laboratory tests $500

Prescriptions $200

Radiology $200

Vaccines, other preventive $40

Total

$7,540

Deductibles $2,600

Copays $0

Coinsurance $0

Limits or exclusions $150

Total

$2,750

Patient pays:

Managing type 2 diabetes
(routine maintenance of a well-controlled

condition)

n

Amount owed to providers: $5,400

n

Plan pays $2,720

n

Patient pays $2,680

Prescriptions $2,900

Medical Equipment and Supplies $1,300

Office Visits and Procedures $700

Education $300

Laboratory tests $100

Vaccines, other preventive $100

Total

$5,400

Patient pays:

Deductibles $2,600

Copays $0

Coinsurance $0

Limits or exclusions $80

Total

$2,680
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Questions: Call 1-800-541-2768 or visit us at www.bcbsil.com/coverage

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary at

www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf or call 1-855-756-4448 to request a copy.

Questions and answers about Coverage Examples:

What are some of the assumptions

behind the Coverage Examples?

Ÿ Costs don’t include premiums.

Ÿ Sample care costs are based on national

averages supplied by the U.S. Department of

Health and Human Services, and aren’t specific

to a particular geographic area or health plan.

Ÿ The patient’s condition was not an excluded

or preexisting condition.

Ÿ All services and treatments started and ended

in the same coverage period.

Ÿ There are no other medical expenses for any

member covered under this plan.

Ÿ Out-of-pocket expenses are based only on

treating the condition in the example.

Ÿ The patient received all care from in-network

providers. If the patient had received care

from out-of-network providers, costs would

have been higher.

What does a Coverage Example

show?

For each treatment situation, the Coverage

Example helps you see how deductibles,

copayments, and coinsurance can add up. It

also helps you see what expenses might be left up

to you to pay because the service or treatment

isn’t covered or payment is limited.

Does the Coverage Example

predict my own care needs?

ûNo. Treatments shown are just examples. The

care you would receive for this condition could

be different based on your doctor’s advice,

your age, how serious your condition is, and

many other factors.

Does the Coverage Example

predict my future expenses?

ûNo. Coverage Examples are not cost

estimators. You can’t use the examples to

estimate costs for an actual condition. They

are for comparative purposes only. Your own

costs will be different depending on the care

you receive, the prices your providers charge,

and the reimbursement your health plan

allows.

Can I use Coverage Examples to

compare plans?

üYes. When you look at the Summary of

Benefits and Coverage for other plans, you’ll

find the same Coverage Examples. When you

compare plans, check the “Patient Pays” box

in each example. The smaller that number,

the more coverage the plan provides.

Are there other costs I should

consider when comparing plans?

üYes. An important cost is the premium you

pay. Generally, the lower your premium, the

more you’ll pay in out-of-pocket costs, such

as copayments, deductibles, and coinsurance.

You should also consider contributions to

accounts such as health savings accounts

(HSAs), flexible spending arrangements (FSAs)

or health reimbursement accounts (HRAs)

that help you pay out-of-pocket expenses.

www.bcbsil.com/coverage
www.dol.gov/ebsa/pdf/SBCUniformGlossary.pdf


Welcome

Prepared for Erikson Institute Guardian Group Plan Number 506587

Dear Erikson Institute Employee,

We�re pleased to tell you that Guardian will be our coverage
provider this year. We have chosen Guardian because of its
competitive rates, excellent service reputation, and extensive plan
designs.

We have worked hard to negotiate group rates that will be
affordable for all employees. All coverage is paid through payroll
deduction.

Erikson Institute

www.guardianlife.com Enrollment Kit 506587, 0002, EN

Plan Details This booklet
explains your basic plan
options. Your detailed certi-
ficate of benefits will be
provided to you after you
enroll.

Go online Learn more
about your plans at
www.guardianlife.com.

Ask your plan administrator
Change your plan by
contacting your plan
administrator.

UNDERSTAND YOUR COVERAGE:

n Review your benefits

n Complete your enrollment form, if applicable

n Sign and return form to your plan administrator
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Why Dental Insurance?

Good oral hygiene is important, not only for looks, but for general health as well. A routine dental examination can detect symptoms of more than
125 diseases, including heart disease, diabetes, anemia, stomach ulcers, osteoporosis and kidney disease. Regular check ups and cleanings can
save you the pain and expense of future problems. Dental insurance will keep these visits affordable and is a cost-effective way to minimize health
care costs for you and your family. The American Dental Hygienists� Association estimates that for every $1 spent on prevention or oral health care,
as much as $8 to $50 is saved on future emergency and restorative procedures. Using your dental insurance for regular dental check ups can
improve your health by helping you:

1) Prevent Oral Cancer: According to The Oral Cancer Foundation, someone dies from oral cancer every hour of every day in the United States
alone. When you have your dental cleaning, your dentist is also screening you for oral cancer, which is highly curable if diagnosed early.

2) Prevent Gum Disease: Gum disease is an infection in the gum tissues and bone that keep your teeth in place and is one of the leading causes
of adult tooth loss. If diagnosed early, it can be treated and reversed. If treatment is not received, a more serious and advanced stage of gum
disease may follow. Regular dental cleanings and check ups, flossing daily and brushing twice a day are key factors in preventing gum disease.

3) Help Maintain Good Physical Health: Recent studies have linked heart attacks and strokes to gum disease, resulting from poor oral hygiene.
A dental cleaning every six months helps to keep your teeth and gums healthy and could possibly reduce your risk of heart disease and strokes,
as well as many other serious conditions.

4) Keep Your Teeth: Since gum disease is one of the leading causes of tooth loss in adults, regular dental check ups and cleanings, brushing
and flossing are vital to keeping as many teeth as you can. Keeping your teeth means better chewing function and ultimately, better health.

5) Prevent the Need for Advanced Treatment: Your dentist and hygienist will be able to detect any early signs of problems with your teeth or
gums that can be easily treatable. If these problems go untreated, root canals, gum surgery and removal of teeth could become the only
treatment options available.

6) Have a Bright and White Smile: Your dental hygienist can remove most tobacco, coffee and tea stains. During your cleaning, your hygienist
will also polish your teeth to a beautiful shine.

7) Protect your children�s health: Tooth decay is the most common chronic childhood disease, five times more common than asthma and results
in a loss of 51 million school hours each year. Regular check ups can help prevent tooth decay in your children.

Sources: www.about.com, American Academy of Pediatrics

Prepared for Erikson Institute Guardian Group Plan Number 506587

www.guardianlife.com Enrollment Kit 506587, 0002, EN 3



Dental Plans
YOUR GUARDIAN
PLAN OFFERS:

Coverage of ViziLite Plus
early cancer detection
screening exams

Maximum rollover If a
member submits at least
one claim and stays under
the claims threshold, a part
of the unused maximum
will be rolled over for use
in future years.

Great selection of dentists
convenient to you - yours is
likely in our network!

Reliable claims payment four
days on average

Plan coverage begins
January 01, 2015

Find out if your dentist is in
Guardian�s network at
www.GuardianAnytime.com

Let Guardian put its 30-plus years
of dental benefits experience to
work for you and your family.

Option 1: With your DHMO PrePaid U Plan plan, you enjoy negotiated discounts from our network dentists. You pay a fixed copay for each covered
service. Out-of-network visits are not covered.
Option 2 or 3: With your Dental $1500 Plan or Dental $2500 Plan plan, you can visit any dentist; but you pay less out-of-pocket when you choose a
PPO dentist.

Your Dental Plan Option 1: DHMO PrePaid U
Plan

Option 2: Dental $1500
Plan

Option 3: Dental $2500
Plan

Network First Commonwealth DentalGuard Preferred DentalGuard Preferred

Calendar year deductible In-Network Out-Network In-Network Out-Network

Individual No deductible $50 $50 $25 $50
Family limit 3 per family 3 per family
Waived for Preventive None Preventive None

Charges covered for you (co-insurance) Network only In-Network Out-Network In-Network Out-Network

Preventive Care You pay a copay for each 100% 100% 100% 100%

Basic Care covered procedure. See 90% 80% 100% 80%

Major Care �Plan Details�, for 60% 50% 60% 50%

Orthodontia more information. 50% 50% 50% 50%

Annual Maximum Benefit Unlimited $1500 $1500 $2500 $2500

Maximum Rollover Maximum Rollover is not Yes Yes
Rollover Threshold applicable for this plan type. $700 $900

Rollover Amount $350 $450

Rollover In-network Amount $500 $700

Rollover Account Limit $1250 $1500

Lifetime Orthodontia Maximum Not Applicable $1500 $1500

Office visit copay $5 None None

Dependent Age Limits 26 � 26 � 26 �

�Family coverage for spouse and children. The limiting age for unmarried dependents is extended to age 30 if the dependent is a resident of Illinois and has
received a release or discharge, other than dishonorable discharge, from military service.
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CATEGORY PLAN DETAILS Option 1: DHMO PrePaid
U Plan

Option 2: Dental $1500 Plan Option 3: Dental $2500
Plan

You Pay Plan pays (on average) Plan pays (on average)

Network only In-network Out-of-network In-network Out-of-network

Preventive Care Cleaning (prophylaxis) $0 100% 100% 100% 100%

Frequency: 2 times in 12 months^ Once Every 6 Months Once Every 6 Months

Fluoride Treatments $0-12 100% 100% 100% 100%

Limits: No Age Limits Under Age 19 Under Age 19
Oral Exams $0 100% 100% 100% 100%

Sealants (per tooth) $8 100% 100% 100% 100%

X-rays $0 100% 100% 100% 100%

Basic Care Fillings� $20-30 90% 80% 100% 80%

Perio Surgery $105-210 90% 80% 100% 80%

Periodontal Maintenance $28 90% 80% 100% 80%

Frequency: 2 times in 12 months^ Once Every 3 Months Once Every 3 Months
(Standard) (Enhanced) (Enhanced)

Root Canal $126-192 90% 80% 100% 80%

Scaling & Root Planing (per quadrant) $25-42 90% 80% 100% 80%

Simple Extractions $23 90% 80% 100% 80%

Major Care Anesthesia* Restrictions Apply 60% 50% 60% 50%

Bridges and Dentures $580-675 60% 50% 60% 50%

Dental Implants Not Covered Not Covered Not Covered 60% 50%

Inlays, Onlays, Veneers** $250-420 60% 50% 60% 50%

Repair & Maintenance of
Crowns, Bridges & Dentures $16-230 60% 50% 60% 50%
Single Crowns $430-450 60% 50% 60% 50%

Surgical Extractions $46-116 60% 50% 60% 50%

Orthodontia Orthodontia $2,500-2,800 50% 50% 50% 50%

Limits: Adults & Child(ren) Child(ren) Child(ren)

Cosmetic Care Bleaching $165 Not Covered Not Covered Not Covered Not Covered

This is only a partial list of dental services. Your certificate of benefits will show exactly what is covered and excluded. **For PPO and or Indemnity members, Crowns,
Inlays, Onlays and Labial Veneers are covered only when needed because of decay or injury or other pathology when the tooth cannot be restored with amalgam or
composite filing material. When Orthodontia coverage is for "Child(ren)" only, the orthodontic appliance must be placed prior to the age limit set by your plan; If full-time
status is required by your in order to remain insured after a certain age; then orthodontic maintenance may continue as long as full-time student status is maintained. If
Orthodontia coverage is for "Adults and Child(ren)" this limitation does not apply. The total number of cleanings and periodontal maintenance procedures are combined in a
12 month period.*General Anesthesia - restrictions apply. �For PPO and or Indemnity members, Fillings- restrictions may apply to composite fillings. (^Additional cleanings
are available for an additional co-pay).

Please note: The plan
details listed here are some
of the most common
services related to dental
coverage. The co-
insurance percentages for
the PPO plan options
correspond to the coverage
categories of Preventive,
Basic, Major and
Orthodontia listed in the
table above.

Please Note: For your
pre-paid plan,
coinsurances relate to a
fixed copayment amount,
please refer to your plan
schedule.

Some services may be paid
under a different category
than listed. The actual
co-insurance shown
reflects your plan's
coverage.

EXCLUSIONS AND LIMITATIONS
n Important Information about Guardian�s DentalGuard Indemnity and DentalGuard Preferred PPO plans: This policy

provides dental insurance only. Coverage is limited to those charges that are necessary to prevent, diagnose or
treat dental disease, defect, or injury. Deductibles apply. The plan does not pay for: oral hygiene services (except
as covered under preventive services), orthodontia (unless expressly provided for), cosmetic or experimental
treatments (unless they are expressly provided for), any treatments to the extent benefits are payable by any other
payor or for which no charge is made, prosthetic devices unless certain conditions are met, and services ancillary
to surgical treatment. The plan limits benefits for diagnostic consultations and for preventive, restorative,
endodontic, periodontic, and prosthodontic services. The services, exclusions and limitations listed above do not
constitute a contract and are a summary only. The Guardian plan documents are the final arbiter of coverage.
Contract # GP-1-DG2000 et al.

n Important information about First Commonwealth Inc.�s and their subsidiaries� dental plans (Illinois, Missouri, Michigan,
and Indiana): This plan provides pre-paid dental benefits through a network of participating general dentists and specialty

care dentists. All covered services must be provided by member�s Primary Care Dentist. Specialty care services are covered
only when referred by the member�s Primary Care Dentist and approved in advance by First Commonwealth. Only those
services listed in the plan are covered. Certain services are subject to annual or other periodic limitations. Where orthodontic
benefits are specifically included, the plan provides for one course of comprehensive treatment per lifetime, per member.
Unless specifically included, the First Commonwealth plan does not provide orthodontic benefits if comprehensive
orthodontic treatment or retention is in progress as of the member�s effective date under First Commonwealth plan. The
services, exclusions and limitations listed here do not constitute a contract and are a summary only. The First
Commonwealth plan documents are the final arbiter of coverage. INS GMC 11/97; (IL) FCW-GMC-IL-08; (IN)
FCW-GMC-IN-08; (MO) FCW-GMC-MO-08; (MI) FCW-GMC-MI--08

n For PPO and or Indemnity Special Limitation: Teeth lost or missing before a covered person becomes insured by this plan.
A covered person may have one or more congenitally missing teeth or have lost one or more teeth before he became
insured by this plan. We won�t pay for a prosthetic device which replaces such teeth unless the device also replaces one or
more natural teeth lost or extracted after the covered person became insured by this plan. R3 � DG2000
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UNDERSTANDING YOUR BENEFITS�DENTAL

Basic care Moderately complex dental services. Most plans consider fillings and extractions to be basic care.

Co-insurance The portion of the covered charge paid by Guardian.

Claims Payment Basis Dental $1500 Plan or Dental $2500 Plan

The usual cost for a specific dental service in your area. Amounts over the specified Usual Customary & Reasonable percentile (90%) are

usually the patient�s responsibility:

In-Network: Benefits are based on a negotiated contracted fee schedule, and no balance billing.

Out-of-Network: Benefits are based on usual, reasonable, and customary rates for a given area.

Deductible The amount of charges you and your family must pay each plan year before the plan pays you any benefits.

Dental office number The unique identification number assigned to a dental provider. Each family member must select a primary care dentist and enter his or

her number on the enrollment form.

Family limit Maximum number of deductibles your family must pay in each plan year before this plan starts paying benefits for all covered family

members for the rest of the plan year.

In-network charges Charges for services provided by dentists who are a member of your plan's network.

Major care More complex dental services. Most plans consider crowns and dentures to be major care.

Out-of-network charges Charges for services provided by dentists who are not members of your plan's network.

Plan year The 12 month period used to apply this plan's deductible and annual maximum. Your plan's plan year is the calendar year.

PPO (Preferred Provider Organization) Plan that lets you visit any dentist, but usually provides better benefits for the services of PPO network dentists. PPO dentists have

agreed to accept discounted fees as payment in full.

Pre-determination Review Guardian will gladly assist you and your dentist by determining what benefits could be payable for services and procedures over $300.

Have your dentist fax your treatment plan to Guardian, note that it is a pre-determination review and we will let your dentist know what

benefits would be payable. This includes orthodontic treatment if your plan includes it. Pre-determination applies to PPO and Indemnity

plans only.

Pre-Paid Plan A plan that requires you to visit a network dentist. You pay a fixed copay to the dentist for each service performed. No benefits are

available for services of dentists who are not in the network.

Preventive care Most routine dental services. Most plans consider checkups and cleanings to be preventive care.
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Find a Provider 

 

 

How to Look Up Managed DentalGuard “U” Plan Providers Online 
 

Guardian’s innovative web technology lets you look up a provider right from your computer. Our Find a Provider Search function is 
simple and easy-to-use. Just follow these steps: 

 

Visit Guardian’s web page at www.GuardianAnytime.com:  

• Click on “Find A Provider” at the top of the page 

• Click on the box that says “Find a Dentist” 

 

On the next web page, do the following: 

• Under “Select Your Dental Plan” choose DHMO/MDG/Pre-Paid 

• Under “Search by” click the circle next to “Search by Location”, “Location & Dentist’s Name”, or “Location & Office Practice 
 Name”.  

• Under “Your Location”, enter Zip Code or Street Address information 

• Click “Continue” to view the list of network providers 

• If the listing is noted, “Does not accept MDG “U” Plans”, you will need to select a different provider.  Please also note 
 the “Office Status” information for the provider to ensure the provider is accepting new patients. 

 
 
You can also find a dentist on the go from your smart phone – simply download our app at www.GuardianAnytime.com/mobile. 
 

• Under “Distance” select your mile radius, then Under “Select your Dental Network”  Choose – First Commonwealth DHMO
 Note:  You also have the option to include type of Dentist, foreign language spoken, and office status in your search. 

9



Managed DentalGuard - Plan Schedule Plan U20M5

CDT

Codes ++
Covered Dental Services

Patient

Charges

D0999 Office visit during regular hours, general dentist only * $5

Evaluations

D0120 Periodic oral examination – established patient 0

D0140 Limited oral evaluation – problem focused 0

D0145 Oral evaluation for a patient under three years of age and counseling with primary caregiver 0

D0150 Comprehensive oral evaluation – new or established patient 0

D0170 Re-evaluation – limited, problem focused (established patient, not post-operative visit) 0

D0180 Comprehensive periodontal evaluation – new or established patient 0

Radiographs/Diagnostic Imaging (Including Interpretation)

D0210 Intraoral – complete series (including bitewings) 0

D0220 Intraoral – periapical first film 0

D0230 Intraoral – periapical each additional film 0

D0240 Intraoral – occlusal film 0

D0270 Bitewing – single film 0

D0272 Bitewings – two films 0

D0273 Bitewings – three films 0

D0274 Bitewings – four films 0

D0277 Vertical bitewings – 7 to 8 films 0

D0330 Panoramic film 0

Tests and Examinations

D0431 Adjunctive pre-diagnostic test that aids in detection of mucosal abnormalities including premalignant and malignant lesions, not to include cytology or 

biopsy procedures 50

D0460 Pulp vitality tests 0

D0470 Diagnostic casts 0

Dental Prophylaxis

D1110 Prophylaxis – adult, for the first two services in any 12-month period + # 0

D1120 Prophylaxis – child, for the first two services in any 12-month period + # 0

D1999 Prophylaxis – adult or child, for each additional service in same 12-month period + # 60

Topical Fluoride Treatment (Office Procedure)

D1203 Topical application of fluoride (prophylaxis not included) – child, for the first two services in any 12-month period + = 0

D1204 Topical application of fluoride (prophylaxis not included) – adult, for the first two services in any 12-month period + = 0

D1206 Topical fluoride varnish; therapeutic application for moderate to high caries risk patients, for the first two services in any 12-month period + = 12

D2999 Topical fluoride (adult or child), each additional service in the same 12-month period + = 20

Other Preventive Services

D1310 Nutritional counseling for control of dental disease 0

D1330 Oral hygiene instructions 0

D1351 Sealant – per tooth (molars) ^ 8

D9999 Sealant – per tooth (non-molars) ^ 35

Space Maintenance (Passive Appliances)

D1510 Space maintainer – fixed - unilateral 59

D1515 Space maintainer – fixed - bilateral 78

D1525 Space maintainer – removable - bilateral 78

D1550 Re-cementation of space maintainer 13

D1555 Removal of fixed space maintainer 20

Amalgam Restorations (Including Polishing)

D2140 Amalgam – one surface, primary or permanent 20

D2150 Amalgam – two surfaces, primary or permanent 27

D2160 Amalgam – three surfaces, primary or permanent 32

D2161 Amalgam – four or more surfaces, primary or permanent 40

Resin-Based Composite Restorations - Direct

D2330 Resin-based composite – one surface, anterior 25

D2331 Resin-based composite – two surfaces, anterior 30

D2332 Resin-based composite – three surfaces, anterior 41

D2335 Resin-based composite – four or more surfaces or involving incisal angle (anterior) 46

D2390 Resin-based composite crown, anterior 57

D2391 Resin-based composite – one surface, posterior 30

D2392 Resin-based composite – two surfaces, posterior 40

D2393 Resin-based composite – three surfaces, posterior 47

D2394 Resin-based composite – four or more surfaces, posterior 57

Inlay/Onlay Restorations ^^

D2510 Inlay – metallic – one surface ** 326

D2520 Inlay – metallic – two surfaces ** 368

D2530 Inlay – metallic – three or more surfaces ** 383

D2542 Onlay – metallic – two surfaces ** 383

D2543 Onlay – metallic – three surfaces ** 400

D2544 Onlay – metallic – four or more surfaces ** 420

D2610 Inlay – porcelain/ceramic – one surface 326

D2620 Inlay – porcelain/ceramic – two surfaces 368

D2630 Inlay – porcelain/ceramic – three or more surfaces 383

D2642 Onlay – porcelain/ceramic – two surfaces 383

D2643 Onlay – porcelain/ceramic – three surfaces 400

D2644 Onlay – porcelain/ceramic – four or more surfaces 420
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Managed DentalGuard - Plan Schedule Plan U20M5

CDT

Codes ++
Covered Dental Services

Patient

Charges

Crowns – Single Restorations Only ^^

D2740 Crown – porcelain/ceramic substrate $450

D2750 Crown – porcelain fused to high noble metal ** 430

D2751 Crown – porcelain fused to predominantly base metal 430

D2752 Crown – porcelain fused to noble metal 430

D2780 Crown – ¾ cast high noble metal ** 420

D2781 Crown – ¾ cast predominantly base metal 420

D2782 Crown – ¾ cast noble metal 420

D2783 Crown – ¾ porcelain/ceramic 420

D2790 Crown – full cast high noble metal ** 430

D2791 Crown – full cast predominantly base metal 430

D2792 Crown – full cast noble metal 430

D2794 Crown – titanium 430

Other Restorative Services

D2910 Recement inlay, onlay, or partial coverage restoration 16

D2915 Recement cast or prefabricated post and core 16

D2920 Recement crown 16

D2930 Prefabricated stainless steel crown – primary tooth 110

D2931 Prefabricated stainless steel crown – permanent tooth 125

D2932 Prefabricated resin crown 132

D2933 Prefabricated stainless steel crown with resin window 132

D2934 Prefabricated esthetic coated stainless steel crown – primary tooth 142

D2940 Sedative filling 16

D2950 Core buildup, including any pins 113

D2951 Pin retention – per tooth, in addition to restoration 24

D2952 Post and core in addition to crown, indirectly fabricated 160

D2953 Each additional indirectly fabricated post – same tooth 50

D2954 Prefabricated post and core in addition to crown 130

D2957 Each additional prefabricated post – same tooth 29

D2960 Labial veneer (resin laminate) – chairside 250

D2970 Temporary crown (fractured tooth) 100

D2971 Additional procedures to construct new crown under existing partial denture framework 125

Pulp Capping

D3110 Pulp cap – direct (excluding final restoration) 12

D3120 Pulp cap – indirect (excluding final restoration) 9

Pulpotomy

D3220 Therapeutic pulpotomy (excluding final restoration) – removal of pulp coronal to the dentinocemental junction and application of medicament 33

D3221 Pulpal debridement, primary and permanent teeth 32

D3222 Partial pulpotomy for apexogenesis - permanent tooth with incomplete root development 33

D3230 Pulpal therapy (resorbable filling) – anterior, primary tooth (excluding final restoration) 37

D3240 Pulpal therapy (resorbable filling) – posterior, primary tooth (excluding final restoration) 38

Endodontic Therapy (Including Treatment Plan, Clinical Procedures And Follow-up Care)

D3310 Root canal, anterior (excluding final restoration) 126

D3320 Root canal, bicuspid (excluding final restoration) 148

D3330 Root canal, molar (excluding final restoration) 192

D3331 Treatment of root canal obstruction; non-surgical access 0

D3332 Incomplete endodontic therapy; inoperable, unrestorable or fractured tooth 126

D3333 Internal root repair of perforation defects 63

Endodontic Retreatment

D3346 Retreatment of previous root canal therapy – anterior 285

D3347 Retreatment of previous root canal therapy – bicuspid 335

D3348 Retreatment of previous root canal therapy – molar 400

Apicoectomy/Periradicular Services

D3410 Apicoectomy/periradicular surgery – anterior 137

D3421 Apicoectomy/periradicular surgery – bicuspid (first root) 147

D3425 Apicoectomy/periradicular surgery – molar (first root) 155

D3426 Apicoectomy/periradicular surgery (each additional root) 63

D3430 Retrograde filling – per root 46

D3950 Canal preparation and fitting of preformed dowel or post 20

Surgical Services (Including Usual Postoperative Care)

D4210 Gingivectomy or gingivoplasty – four or more contiguous teeth or bounded teeth spaces per quadrant 105

D4211 Gingivectomy or gingivoplasty – one to three contiguous teeth or bounded teeth spaces per quadrant 30

D4240 Gingival flap procedure, including root planing – four or more contiguous teeth or bounded teeth spaces per quadrant 121

D4241 Gingival flap procedure, including root planing – one to three contiguous teeth or bounded teeth spaces per quadrant 73

D4249 Clinical crown lengthening – hard tissue 147

D4260 Osseous surgery (including flap entry and closure) – four or more contiguous teeth or bounded teeth spaces per quadrant 210

D4261 Osseous surgery (including flap entry and closure) – one to three contiguous teeth or bounded teeth spaces per quadrant 137

D4268 Surgical revision procedure, per tooth 0

D4270 Pedicle soft tissue graft procedure 147

D4271 Free soft tissue graft procedure (including donor site surgery) 170

D4273 Subepithelial connective tissue graft procedures, per tooth 187
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Managed DentalGuard - Plan Schedule Plan U20M5

CDT

Codes ++
Covered Dental Services

Patient

Charges

Non-Surgical Periodontal Service

D4341 Periodontal scaling and root planing – four or more teeth per quadrant $42

D4342 Periodontal scaling and root planing – one to three teeth per quadrant 25

D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis 27

Other Periodontal Services

D4910 Periodontal maintenance, for the first two services in any 12-month period + # 28

D4920 Unscheduled dressing change (by someone other than treating dentist) 25

D4999 Periodontal maintenance, each additional service in same 12-month period + # 60

Complete Dentures (Including Routine Post-Delivery Care)

D5110 Complete denture – maxillary 580

D5120 Complete denture – mandibular 580

D5130 Immediate denture – maxillary 620

D5140 Immediate denture – mandibular 620

Partial Dentures (Including Routine Post-Delivery Care)

D5211 Maxillary partial denture – resin base (including any conventional clasps, rests and teeth) 580

D5212 Mandibular partial denture – resin base (including any conventional clasps, rests and teeth) 580

D5213 Maxillary partial denture – cast metal framework with resin denture bases (including any conventional clasps, rests and teeth) 620

D5214 Mandibular partial denture – cast metal framework with resin denture bases (including any conventional clasps, rests and teeth) 620

D5225 Maxillary partial denture – flexible base (including any clasps, rests and teeth) 675

D5226 Mandibular partial denture – flexible base (including any clasps, rests and teeth) 675

Adjustments to Dentures

D5410 Adjust complete denture – maxillary 27

D5411 Adjust complete denture – mandibular 27

D5421 Adjust partial denture – maxillary 27

D5422 Adjust partial denture – mandibular 27

Repairs To Complete Dentures

D5510 Repair broken complete denture base 69

D5520 Replace missing or broken teeth – complete denture (each tooth) 66

Repairs To Partial Dentures

D5610 Repair resin denture base 80

D5620 Repair cast framework 80

D5630 Repair or replace broken clasp 96

D5640 Replace broken teeth – per tooth 62

D5650 Add tooth to existing partial denture 81

D5660 Add clasp to existing partial denture 102

D5670 Replace all teeth and acrylic on cast metal framework (maxillary) 223

D5671 Replace all teeth and acrylic on cast metal framework (mandibular) 223

Denture Rebase Procedures

D5710 Rebase complete maxillary denture 230

D5711 Rebase complete mandibular denture 230

D5720 Rebase maxillary partial denture 230

D5721 Rebase mandibular partial denture 230

Denture Reline Procedures

D5730 Reline complete maxillary denture (chairside) 130

D5731 Reline complete mandibular denture (chairside) 130

D5740 Reline maxillary partial denture (chairside) 125

D5741 Reline mandibular partial denture (chairside) 125

D5750 Reline complete maxillary denture (laboratory) 186

D5751 Reline complete mandibular denture (laboratory) 186

D5760 Reline maxillary partial denture (laboratory) 186

D5761 Reline mandibular partial denture (laboratory) 186

Interim Prosthesis

D5820 Interim partial denture (maxillary) 175

D5821 Interim partial denture (mandibular) 175

Other Removable Prosthetic Services

D5850 Tissue conditioning, maxillary 55

D5851 Tissue conditioning, mandibular 55

Fixed Partial Denture Pontics ^^

D6210 Pontic – cast high noble metal ** 400

D6211 Pontic – cast predominantly base metal 400

D6212 Pontic – cast noble metal 400

D6214 Pontic – titanium 400

D6240 Pontic – porcelain fused to high noble metal ** 400

D6241 Pontic – porcelain fused to predominantly base metal 400

D6242 Pontic – porcelain fused to noble metal 400

D6245 Pontic – porcelain/ceramic 410

Fixed Partial Denture Retainers – Inlays/Onlays ^^

D6600 Inlay – porcelain/ceramic – two surfaces 368

D6601 Inlay – porcelain/ceramic – three or more surfaces 383

D6602 Inlay – cast high noble metal, two surfaces ** 368

D6603 Inlay – cast high noble metal, three or more surfaces ** 383

D6604 Inlay – cast predominantly base metal, two surfaces 368
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Managed DentalGuard - Plan Schedule Plan U20M5

CDT

Codes ++
Covered Dental Services

Patient

Charges

Fixed Partial Denture Retainers – Inlays/Onlays ^^ (continued)

D6605 Inlay – cast predominantly base metal, three or more surfaces $383

D6606 Inlay – cast noble metal, two surfaces 368

D6607 Inlay – cast noble metal, three or more surfaces 383

D6608 Onlay – porcelain/ceramic, two surfaces 383

D6609 Onlay – porcelain/ceramic, three or more surfaces 400

D6610 Onlay – cast high noble metal, two surfaces ** 383

D6611 Onlay – cast high noble metal, three or more surfaces ** 400

D6612 Onlay – cast predominantly base metal, two surfaces 383

D6613 Onlay – cast predominantly base metal, three or more surfaces 400

D6614 Onlay – cast noble metal, two surfaces 383

D6615 Onlay – cast noble metal, three or more surfaces 400

D6624 Inlay – titanium 368

D6634 Onlay – titanium 383

Fixed Partial Denture Retainers – Crowns ^^

D6740 Crown – porcelain/ceramic 450

D6750 Crown – porcelain fused to high noble metal ** 430

D6751 Crown – porcelain fused to predominantly base metal 430

D6752 Crown – porcelain fused to noble metal 430

D6780 Crown – ¾ cast high noble metal ** 430

D6781 Crown – ¾ cast predominantly base metal 430

D6782 Crown – ¾ cast noble metal 430

D6783 Crown – ¾ porcelain/ceramic 430

D6790 Crown – full cast high noble metal ** 430

D6791 Crown – full cast predominantly base metal 430

D6792 Crown – full cast noble metal 430

D6794 Crown – titanium 430

Other Fixed Partial Denture Services

D6930 Recement fixed partial denture 26

D6970 Post and core in addition to fixed partial denture retainer, indirectly fabricated 160

D6972 Prefabricated post and core in addition to fixed partial denture retainer 130

D6973 Core build up for retainer, including any pins 113

D6976 Each additional cast post – same tooth 50

D6977 Each additional prefabricated post – same tooth 29

D6999 Multiple crown and bridge unit treatment plan – per unit, six or more units per treatment plan ^^ 125

Extractions

D7111 Extraction, coronal remnants – deciduous tooth 16

D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal) 23

Surgical Extractions (Includes Local Anesthesia, Suturing, If Needed, And Routine Postoperative Care)

D7210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone and/or section of tooth 46

D7220 Removal of impacted tooth – soft tissue 62

D7230 Removal of impacted tooth – partially bony 82

D7240 Removal of impacted tooth – completely bony 96

D7241 Removal of impacted tooth – completely bony, with unusual surgical complications 116

D7250 Surgical removal of residual tooth roots (cutting procedure) 51

D7261 Primary closure of a sinus perforation 250

Other Surgical Procedures

D7280 Surgical access of an unerupted tooth 82

D7283 Placement of device to facilitate eruption of impacted tooth 35

D7285 Biopsy of oral tissue – hard (bone, tooth) 70

D7286 Biopsy of oral tissue – soft 65

D7288 Brush biopsy – transepithelial sample collection 65

Alveoloplasty – Surgical Preparation Of Ridge For Dentures

D7310 Alveoloplasty in conjunction with extractions – four or more teeth or tooth spaces, per quadrant 53

D7311 Alveoloplasty in conjunction with extractions – one to three teeth or tooth spaces, per quadrant 26

D7320 Alveoloplasty not in conjunction with extractions – four or more teeth or tooth spaces, per quadrant 92

D7321 Alveoloplasty not in conjunction with extractions – one to three teeth or tooth spaces, per quadrant 65

Surgical Excision Of Intra-Osseous Lesions

D7450 Removal of benign odontogenic cyst or tumor – lesion diameter up to 1.25 cm 165

D7451 Removal of benign odontogenic cyst or tumor – lesion diameter greater than 1.25 cm 240

Excision Of Bone Tissue

D7471 Removal of lateral exostosis (maxilla or mandible) 215

D7472 Removal of torus palatinus 215

D7473 Removal of torus mandibularis 215

Surgical Incision

D7510 Incision and drainage of abscess – intraoral soft tissue 44

D7511 Incision and drainage of abscess – intraoral soft tissue – complicated (includes drainage of multiple fascial spaces) 48

Other Repair Procedures

D7960 Frenulectomy (frenectomy or frenotomy) – separate procedure 100

D7963 Frenuloplasty 168
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Managed DentalGuard - Plan Schedule Plan U20M5

CDT

Codes ++
Covered Dental Services

Patient

Charges

Unclassified Treatment

D9110 Palliative (emergency) treatment of dental pain – minor procedure $20

D9120 Fixed partial denture sectioning 15

D9215 Local anesthesia 0

D9220 Deep sedation/general anesthesia – first 30 minutes +++ 195

D9221 Deep sedation/general anesthesia – each additional 15 minutes +++ 75

D9241 Intravenous conscious sedation/analgesia – first 30 minutes +++ 195

D9242 Intravenous conscious sedation/analgesia – each additional 15 minutes +++ 75

Professional Consultation

D9310 Consultation (diagnostic service provided by dentist or physician other than practitioner providing treatment) 34

Professional Visits

D9430 Office visit for observation (during regularly scheduled hours) – no other services performed 0

D9440 Office visit – after regularly scheduled hours 50

D9450 Case presentation, detailed and extensive treatment planning 0

Miscellaneous Services

D9951 Occlusal adjustment – limited 23

D9971 Odontoplasty – one to two teeth 23

D9972 External bleaching – per arch 165

Broken appointment 25

Current Dental Terminology (CDT)  © American Dental Association (ADA)

+

++

*

#

=

^

**

^^

+++

Underwritten by: (IL) - First Commonwealth Insurance Company, (MO) - First Commonwealth of Missouri, (IN) - First Commonwealth Limited Health 

Services Corporation, (MI) - First Commonwealth Inc., (CA) - Managed Dental Care, (TX) - Managed DentalGuard, Inc. (DHMO), (NJ) - Managed 

DentalGuard, Inc., (FL, NY) - The Guardian Life Insurance Company of America. All First Commonwealth, Managed DentalGuard, Inc., and Managed 

Dental Care entities referenced are wholly-owned subsidiaries of The Guardian Life Insurance Company of America. Limitations and exclusions 

apply. Plan documents are the final arbiter of coverage.

The Guardian Life Insurance Company of America, New York, NY 10004 2008-6567

The Patient Charges for codes D1110, D1120, D1203, D1204, D1206 and D4910 are limited to the first two services in any 12-month period.  For each additional service 

in the same 12-month period, see codes D1999, D2999 and D4999 for the applicable Patient Charge.

Covered Services are subject to exclusions, limitations and Plan provisions as described in Member’s Plan booklet and the Manual (including the Quality Management 

retrospective review).  Other codes may be used to describe Covered Services.

If high noble metal is used, there will be an additional Patient Charge for the actual cost of the high noble metal.

The Member will be responsible for the Office Visit Fee when the Plan Schedule suffix listed on the ID Card and Eligibility Report is an "M".  The Plan will be responsible 

for the Office Visit Fee when the Plan Schedule suffix listed on the ID Card and Eligibility Report is a "G".  The ID Card and Eligibility Report will indicate if the Office Visit 

Fee is $5 or $10.

Routine prophylaxis or periodontal maintenance procedure - a total of four services in any 12-month period.  One of the covered periodontal maintenance procedures 

may be performed by a participating periodontal Specialist if done within three to six months following completion of approved, active periodontal therapy (periodontal 

scaling and root planing or periodontal osseous surgery) by a participating periodontal Specialist.  Active periodontal therapy includes periodontal scaling and root planing 

or periodontal osseous surgery.

Fluoride Treatment - a total of four services in any 12-month period.

Sealants are limited to permanent teeth up to the 16th birthday.

The Patient Charge for these services is per unit.

Procedure codes D9220, D9221, D9241 and D9242 are limited to a participating oral surgery Specialist.  Additionally, these services are only covered in conjunction with 

other covered surgical services.

Page 5 of 5 V.08254
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Managed DentalGuard is underwritten by Managed Dental Care in CA; First Commonwealth in IL, MO, MI and IN; Guardian in FL and NY, and Managed 

DentalGuard, Inc. in NJ and TX.  Managed Dental Care, First Commonwealth and Managed DentalGuard, Inc. are wholly owned subsidiaries of The 

Guardian Life Insurance Company of America. 

MANAGED DENTALGUARD ORTHODONTIC BENEFITS 

Managed DentalGuard Orthodontic Plan Schedule – Option V 

CDT 
Codes 

Covered Services and Patient Charges 
Patient 

Charges 
Orthodontics 
In Progress 

 Orthodontics   

D8070 Comprehensive orthodontic treatment of the transitional dentition ** 

D8080 Comprehensive orthodontic treatment of the adolescent dentition ** 

D8090 Comprehensive orthodontic treatment of the adult dentition ** 

Child: $2500 
Adult: 2800 

*** 
*** 

D8660 Pre-orthodontic treatment visit (includes treatment plan, records, evaluation and consultation) 250 *** 

D8670 Periodic orthodontic treatment visit 0 *** 

D8680 Orthodontic retention 400 *** 

 Broken appointment 25 *** 

 Current Dental Terminology (CDT) © American Dental Association (ADA) v.08192 
** Child orthodontics is limited to dependent children under age 19; adult orthodontics is limited to dependent children age 19 and above 

and employee or spouse.  A Member’s age is determined on the date of banding. 
*** Treatment in progress:  Orthodontic Treatment – Comprehensive orthodontic treatment is started when the teeth are banded.  

Orthodontic treatment procedures which are listed on the Plan Schedule and were started but not completed prior to the Member’s 
eligibility to receive benefits under this plan may be covered if the Member identifies a Participating Orthodontic Specialty Care Dentist 
who is willing to complete the treatment at a patient charge equal to 85% of the Participating Orthodontic Specialty Care Dentist’s usual 
fee.  In this situation retention services would also be at 85% of the Participating Orthodontic Specialty Care Dentist’s usual fee.  When 
comprehensive orthodontic treatment is started prior to the Member’s eligibility to receive benefits under this plan, the Patient Charge for 
orthodontic retention is equal to 85% of the Participating Orthodontic Specialty Care Dentist’s usual fee.  Also refer to the Orthodontic 
Takeover Treatment-in-Progress section. 

++ Covered Services are subject to exclusions, limitations and Plan provisions as described in Member’s Plan Booklet and the Manual.   

 
The Plan Covers: 

 Orthodontic services as listed under Covered Dental Services 
and Patient Charges, limited to one (1) course of treatment per 
Member.  We must preauthorize treatment, and it must be 
performed by a Participating Orthodontic Specialist Dentist. 

 Up to twenty-four (24) months of comprehensive orthodontic 
treatment. 

 Treatment plan and records, including initial records and any 
interim and final records. 

 Comprehensive orthodontic treatment, including the fixed banding 
appliances and related visits only. 

 Retention services following a course of comprehensive 
orthodontic treatment that was covered under this Plan. 

 Orthodontic retention, including any and all necessary fixed and 
removable appliances and related visits. 

 If a Member has orthodontic treatment associated with 
orthognathic surgery (a non-covered procedure involving the 
surgical moving of teeth), the Plan provides the standard 
orthodontic benefit.  The Member will be responsible for additional 
charges related to the orthognathic surgery and the complexity of 
the orthodontic treatment.  The additional charge will be based on 
the Participating Orthodontic Specialist Dentist’s usual fee. 

 

 
This Plan Does Not Cover: 

 Any procedure listed as an exclusion, in excess of Plan 
limitations, or as not covered under MDG. 

 Orthodontic treatment performed by any dentist other than a 
Participating Orthodontic Specialist Dentist. 

 Limited orthodontic treatment and interceptive (Phase I) 
treatment. 

 Treatment beyond twenty-four (24) months.  (The Member will 
be responsible for an additional charge for each additional 
month of treatment, based upon the Participating Orthodontic 
Specialist Dentist’s contracted fee.) 

 Except as described under treatment in progress – orthodontic 
treatment, orthodontic services are not covered if 
comprehensive treatment begins before the Member is eligible 
for benefits under the Plan.  If a Member’s coverage 
terminates after the fixed banding appliances are inserted, the 
Participating Orthodontist Specialty Care Dentist may prorate 
his or her usual fee over the remaining months of treatment. 

 Orthodontic services after a Member’s coverage terminates. 

 Any incremental charges for non-standard orthodontic 
appliances or those made with clear, ceramic, white or other 
optional material or linqual brackets. 

 Procedures, appliances or devices to (a) guide minor tooth 
movement or (b) to correct or control harmful habits. 

 Re-treatment of orthodontic cases, or changes in orthodontic 
treatment necessitated by any kind of accident. 

 Replacement or repair of orthodontic appliances damaged 
due to the neglect of the Member. 

 Extractions performed solely to facilitate orthodontic 
treatment. 

 Orthognathic surgery (moving of teeth by surgical means) and 
associated incremental charges. 

 If a Member transfers to another Participating Orthodontic 
Specialty Care Dentist after authorized comprehensive 
orthodontic treatment has started under this Plan, the Member will 
be responsible for any additional costs associated with the 
change in Orthodontic Specialty Care Dentist and subsequent 
treatment. 
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Enroll in VSP today.  
You'll be glad you did. 
 
Contact us. 800.877.7195 
vsp.com 

Get the best in eyecare and 
eyewear with Erikson Institute and 
VSP® Vision Care. 
Why enroll in VSP? We invest in the things you value 
most—the best care at the lowest out-of-pocket costs. 
Because we’re the only national not-for-profit vision care 
company, you can trust that we’ll always put your 
wellness first. 

• Value and Savings. You’ll enjoy more value and the lowest out-of-
pocket costs. 

• High Quality Vision Care. You’ll get the best care from a VSP provider 
including a WellVision Exam®—the most comprehensive exam designed 
to detect eye and health conditions. 

• Choice of Providers. The decision is yours to make—choose a VSP 
doctor, a participating retail chain, or any out-of-network provider. 

• Great Eyewear. It’s easy to find the perfect frame at a price that fits 
your budget. 

You’ll like what you see with VSP.

Using your VSP benefit is easy. 
• Register at vsp.com. 

Once your plan is effective, review your benefit information. 

• Find an eyecare provider who's right for you. 
To find a VSP provider, visit vsp.com or call 800.877.7195. 

• At your appointment, tell them you have VSP. There’s no ID card 
necessary. If you’d like a card as a reference, you can print one on 
vsp.com. 

That’s it! We’ll handle the rest—there are no claim forms to complete 
when you see a VSP provider. 

 

Choice in Eyewear 
From classic styles to the latest designer frames, you'll find hundreds of 
options. Choose from featured frame brands like Anne Klein, bebe®, 
Calvin Klein, Flexon®, Lacoste, Nike, Nine West, and more1. Visit vsp.com 
to find a VSP provider who carries these brands.  

http://www.vsp.com
http://www.vsp.com
http://www.vsp.com
http://www.vsp.com
http://www.vsp.com


Your VSP Vision Benefits Summary 
Erikson Institute and VSP provide you with an affordable eyecare plan. 

VSP Coverage Effective Date: 01/01/2015 
VSP Provider Network: VSP Choice 

Visit vsp.com for more details on your 
vision benefit and for exclusive savings 

and promotions for VSP members. 

CopayDescriptionBenefit Frequency
Your Coverage with a VSP Provider 

WellVision Exam  • Focuses on your eyes and overall wellness  $10 Every 12 months 

Prescription Glasses $25 See frame and lenses 

Frame  

• $130 allowance for a wide selection of frames  
• $150 allowance for featured frame brands  
• $70 allowance at Costco  
• 20% savings on the amount over your allowance  

Included in 
Prescription 

Glasses 
Every 24 months 

Lenses  
• Single vision, lined bifocal, and lined trifocal lenses  
• Polycarbonate lenses for dependent children  

Included in 
Prescription 

Glasses 
Every 12 months 

Lens Enhancements  

• Standard progressive lenses  
• Premium progressive lenses  
• Custom progressive lenses  
• Average savings of 20-25% on other lens enhancements  

$55 
$95 - $105 
$150 - $175 Every 12 months 

Contacts 
(instead of glasses)  

• $150 allowance for contacts; copay does not apply  
• Contact lens exam (fitting and evaluation)  Up to $60 Every 12 months 

Extra Savings 

Glasses and Sunglasses 
• Extra $20 to spend on featured frame brands. Go to vsp.com/specialoffers for details. 
• 20% savings on additional glasses and sunglasses, including lens enhancements, from any VSP provider within 12 

months of your last WellVision Exam. 

Laser Vision Correction 
• Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities 

Your Per Pay Period (24) 
Contribution $3.00 Member only  $4.80 Member + 1  $4.89 Member + children  $7.89 Member + family 

Visit vsp.com for details, if you plan to see a provider other than a VSP network provider. 

Exam ...................................................up to $45 
Frame .................................................up to $70 

Single Vision Lenses ..................up to $30 
Lined Bifocal Lenses ..................up to $50 

Lined Trifocal Lenses .................up to $65 
Progressive Lenses .....................up to $50 

Contacts ...........................................up to $105 

Your Coverage with Out-of-Network Providers 

  
Coverage with a participating retail chain may be different. Once your benefit is effective, visit vsp.com for details. 
Coverage information is subject to change. In the event of a conflict between this information and your organization’s contract with VSP, the terms of the contract will prevail. Based on applicable 
laws, benefits may vary by location. 

1 Brands/Promotion subject to change. 

©2014 Vision Service Plan. All rights reserved. 
VSP, VSP Vision care for life, and WellVision Exam are registered 

trademarks of Vision Service Plan. Flexon is a registered 
trademark of Marchon Eyewear, Inc. All other brands are 

trademarks or registered trademarks of their respective owners. 

Enroll in VSP today. You'll be glad you did. 
Contact us. 800.877.7195 
vsp.com 

http://www.vsp.com
http://www.vsp.com
http://www.vsp.com


Welcome

Prepared for Erikson Institute Guardian Group Plan Number 506587

Dear Erikson Institute Employee,

We�re pleased to tell you that Guardian will be our coverage
provider this year. We have chosen Guardian because of its
competitive rates, excellent service reputation, and extensive plan
designs.

We have worked hard to negotiate group rates that will be
affordable for all employees. All coverage is paid through payroll
deduction.

Erikson Institute

www.guardianlife.com Enrollment Kit 506587, 0002, EN

Plan Details This booklet
explains your basic plan
options. Your detailed certi-
ficate of benefits will be
provided to you after you
enroll.

Go online Learn more
about your plans at
www.guardianlife.com.

Ask your plan administrator
Change your plan by
contacting your plan
administrator.

UNDERSTAND YOUR COVERAGE:

n Review your benefits

n Complete your enrollment form, if applicable

n Sign and return form to your plan administrator

1



Why do you need a life plan?

How much do you need?
Many financial planners recommend

life coverage of five to seven times

your annual salary as a minimum.

Prepared for Erikson Institute Guardian Group Plan Number 506587

www.guardianlife.com Enrollment Kit 506587, 0002, EN

1 CREATE A SAFETY NET FOR YOUR FAMILY
Your company provides basic term life coverage equal to 100% percent of your salary at no

cost to you. But for many people, this coverage is not enough. Life coverage can help

protect your family�s future, with money to pay for:

� Funeral costs

� Mortgage payments

� Legal or medical expenses

� Childcare expenses

� Children�s college education

� Outstanding debts

2 TAKE ADVANTAGE OF LOW GROUP RATES
Guardian offers life coverage protection at economical group rates. The younger you are,

the less it costs. For older employees, life coverage provides a cost effective addition to

estate planning.

3 VOLUNTARY TERM LIFE COVERAGE PROVIDES A ONE-TIME PAYOUT UPON YOUR DEATH
You pay a low premium that increases modestly over time.

Great News! Your Voluntary Life now includes Will Preparation services.

TERM LIFE

Protection Protection provided by employer

plan while you pay premiums and

remain employed.

Policy Amounts Choice of employer-specified amounts,

from $10,000 to $500,000

Cash Value No cash accumulation

Total Cost Premiums rise as you enter the next

five-year age band.

4 TAX-FREE BENEFITS
Your policy will be paid out to your heirs or your estate free of taxes.
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Life Plans

COVERAGE OPTIONS VOLUNTARY TERM LIFE

Employee Benefit
$10,000 increments to a maximum of $500,000. See Cost
Illustration page for details.

Spouse � benefit $5,000 increments to a maximum of $100,000. See Cost
Illustration page for details.

Child benefit�children age 14 days
to 26 years

$1,000 increments to a maximum of $10,000. Subject to state
limits. See Cost Illustration page for details.

YOUR GUARDIAN
PLAN OFFERS:

Enhanced Accidental Death
and Dismemberment coverage
which includes: catastrophic
loss, Common carrier, Child
education, Day care expense,
Repatriation and Spousal
education and retraining.

Low group rates

Family coverage for spouse
and children

Reliable claims payments

Plan coverage begins
January 01, 2015

Did you know?
Less than 45% of U.S. adults have
individual life coverage. Of those
who are insured, more than 65%
don�t have enough coverage.

Basic Life Your employer provides Basic Life Coverage for all full time employees in the amount of 100% of your annual salary, to a
maximum of $220,000. Your Basic Life coverage includes Enhanced Accidental Death and Dismemberment coverage equal to one times the
employee�s life benefits.

You may elect Voluntary Term coverage.

Premiums will be deducted from your monthly payroll check.

Subject to coverage limits

� Spouse coverage terminates at age 70.

Premiums for Voluntary Life increase in five-year increments. See enrollment form for details.
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PLAN DETAILS BASIC LIFE VOLUNTARY TERM LIFE

Guarantee Issue Underwriting may be required, depending on amount
and/or age

We Guarantee Issue coverage up to $150,000 per
employee, $50,000 for a spouse and $10,000 for
dependent children

Premiums Covered by your company if you meet eligibility
requirements

Increase on plan anniversary after you enter next 5 year
age group

Portability Yes, with age and other restrictions, including evidence
of insurability

Yes, with age and other restrictions

Conversion Yes, with restrictions; see certificate of benefits Yes, with restrictions; see certificate of benefits

Accelerated Life Benefit Yes Yes

Waiver of Premiums For employees disabled prior to age 60, with premiums
waived until age 65, if conditions are met

For employees disabled prior to age 60, with premiums
waived until age 65, if conditions met

Benefit Reductions 35% at age 65 35% at age 70, 65% at age 75, 70% at age 80, 80% at
age 85

A SUMMARY OF PLAN LIMITATIONS AND EXCLUSIONS For Basic Life:
You must be working full-time on the effective date of your coverage; otherwise, your coverage becomes effective after
you have completed a specific waiting period.
Employees must be legally working in the United States in order to be eligible for coverage. Underwriting must approve
coverage for employees on temporary assignment: (a) exceeding one year; or (b) in an area under travel warning by the
US Department of State. Subject to state specific variations.
Dependent life insurance will not take effect if a dependent, other than a newborn, is confined to the hospital or other
health care facility or is unable to perform the normal activities of someone of like age and sex.
Evidence of Insurability is required on all late enrollees.
This coverage will not be effective until approved by a Guardian underwriter.
This proposal is hedged subject to satisfactory financial evaluation.
Please refer to certificate of coverage for full plan description.

A SUMMARY OF PLAN LIMITATIONS AND EXCLUSIONS for Voluntary Term Life:
You must be working full-time on the effective date of your coverage; otherwise, your coverage becomes effective after
you have completed a specific waiting period.
Employees must be legally working in the United States in order to be eligible for coverage. Underwriting must approve
coverage for employees on temporary assignment: (a) exceeding one year; or (b) in an area under travel warning by the
US Department of State. Subject to state specific variations.

We pay no benefits if the insured�s death is due to suicide within two years from the insured�s original effective date.
This two year limitation also applies to any increase in benefit. This exclusion may vary according to state law
Dependent coverage will not take effect if a dependent, other than a newborn is confined to a hospital or other health
care facility, or is unable to perform the normal activities of someone of like age and sex (may vary by state).
Accelerated Life Benefit is not paid to an employee under the following circumstances: one who is required by law to
use the benefit to pay creditors; is required by court order to pay the benefit to another person; is required by a
government agency to use the payment to receive a government benefit; or loses his or her group coverage before an
accelerated benefit is paid.
GP-1-R-EOPT-96.
Guarantee Issue/Conditional Issue amounts may vary based on age and case size. See your Plan Administrator for
details. Late entrants and benefit increases require underwriting approval.

A SUMMARY OF PLAN LIMITATIONS AND EXCLUSIONS for AD&D:
We pay no Accidental Death and Dismemberment (AD&D) benefits for an insured where death or dismemberment
occurs:
As the result of a disease or a bodily infirmity; By declared or undeclared war or act of war or armed aggression, or while
a member of any armed force. May vary by state; Through intentional self-injury; While driving without a valid driver's
license; While legally intoxicated; While participating in civil disorder or committing a felony; Traveling on any type of
aircraft while having any duties on that aircraft; While voluntarily using a non-prescription controlled substance;
GP-1-R-ADCL1-00 et al.

EXCLUSIONS AND LIMITATIONS

www.guardianlife.com Enrollment Kit 506587, 0002, EN 21



Life Cost Illustration
Monthly premiums displayed.

Policy Election Amount Policy Election Cost Per Age Bracket
Voluntary Life Cost Illustration

Employee < 30 30�34 35�39 40�44 45�49 50�54 55�59 60�64 65�69�

$10,000 $.60 $1.20 $1.40 $1.80 $2.70 $5.00 $8.10 $12.30 $17.20

$20,000 $1.20 $2.40 $2.80 $3.60 $5.40 $10.00 $16.20 $24.60 $34.40

$30,000 $1.80 $3.60 $4.20 $5.40 $8.10 $15.00 $24.30 $36.90 $51.60

$40,000 $2.40 $4.80 $5.60 $7.20 $10.80 $20.00 $32.40 $49.20 $68.80

$50,000 $3.00 $6.00 $7.00 $9.00 $13.50 $25.00 $40.50 $61.50 $86.00

$60,000 $3.60 $7.20 $8.40 $10.80 $16.20 $30.00 $48.60 $73.80 $103.20

$70,000 $4.20 $8.40 $9.80 $12.60 $18.90 $35.00 $56.70 $86.10 $120.40

$80,000 $4.80 $9.60 $11.20 $14.40 $21.60 $40.00 $64.80 $98.40 $137.60

$90,000 $5.40 $10.80 $12.60 $16.20 $24.30 $45.00 $72.90 $110.70 $154.80

$100,000 $6.00 $12.00 $14.00 $18.00 $27.00 $50.00 $81.00 $123.00 $172.00

$110,000 $6.60 $13.20 $15.40 $19.80 $29.70 $55.00 $89.10 $135.30 $189.20

$120,000 $7.20 $14.40 $16.80 $21.60 $32.40 $60.00 $97.20 $147.60 $206.40

$130,000 $7.80 $15.60 $18.20 $23.40 $35.10 $65.00 $105.30 $159.90 $223.60

$140,000 $8.40 $16.80 $19.60 $25.20 $37.80 $70.00 $113.40 $172.20 $240.80

$150,000 $9.00 $18.00 $21.00 $27.00 $40.50 $75.00 $121.50 $184.50 $258.00

$160,000 $9.60 $19.20 $22.40 $28.80 $43.20 $80.00 $129.60 $196.80 $275.20

$170,000 $10.20 $20.40 $23.80 $30.60 $45.90 $85.00 $137.70 $209.10 $292.40

$180,000 $10.80 $21.60 $25.20 $32.40 $48.60 $90.00 $145.80 $221.40 $309.60

$190,000 $11.40 $22.80 $26.60 $34.20 $51.30 $95.00 $153.90 $233.70 $326.80

$200,000 $12.00 $24.00 $28.00 $36.00 $54.00 $100.00 $162.00 $246.00 $344.00

$210,000 $12.60 $25.20 $29.40 $37.80 $56.70 $105.00 $170.10 $258.30 $361.20

$220,000 $13.20 $26.40 $30.80 $39.60 $59.40 $110.00 $178.20 $270.60 $378.40

$230,000 $13.80 $27.60 $32.20 $41.40 $62.10 $115.00 $186.30 $282.90 $395.60

$240,000 $14.40 $28.80 $33.60 $43.20 $64.80 $120.00 $194.40 $295.20 $412.80
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Voluntary Life Cost Illustration continued

< 30 30�34 35�39 40�44 45�49 50�54 55�59 60�64 65�69�

$250,000 $15.00 $30.00 $35.00 $45.00 $67.50 $125.00 $202.50 $307.50 $430.00

$260,000 $15.60 $31.20 $36.40 $46.80 $70.20 $130.00 $210.60 $319.80 $447.20

$270,000 $16.20 $32.40 $37.80 $48.60 $72.90 $135.00 $218.70 $332.10 $464.40

$280,000 $16.80 $33.60 $39.20 $50.40 $75.60 $140.00 $226.80 $344.40 $481.60

$290,000 $17.40 $34.80 $40.60 $52.20 $78.30 $145.00 $234.90 $356.70 $498.80

$300,000 $18.00 $36.00 $42.00 $54.00 $81.00 $150.00 $243.00 $369.00 $516.00

$310,000 $18.60 $37.20 $43.40 $55.80 $83.70 $155.00 $251.10 $381.30 $533.20

$320,000 $19.20 $38.40 $44.80 $57.60 $86.40 $160.00 $259.20 $393.60 $550.40

$330,000 $19.80 $39.60 $46.20 $59.40 $89.10 $165.00 $267.30 $405.90 $567.60

$340,000 $20.40 $40.80 $47.60 $61.20 $91.80 $170.00 $275.40 $418.20 $584.80

$350,000 $21.00 $42.00 $49.00 $63.00 $94.50 $175.00 $283.50 $430.50 $602.00

$360,000 $21.60 $43.20 $50.40 $64.80 $97.20 $180.00 $291.60 $442.80 $619.20

$370,000 $22.20 $44.40 $51.80 $66.60 $99.90 $185.00 $299.70 $455.10 $636.40

$380,000 $22.80 $45.60 $53.20 $68.40 $102.60 $190.00 $307.80 $467.40 $653.60

$390,000 $23.40 $46.80 $54.60 $70.20 $105.30 $195.00 $315.90 $479.70 $670.80

$400,000 $24.00 $48.00 $56.00 $72.00 $108.00 $200.00 $324.00 $492.00 $688.00

$410,000 $24.60 $49.20 $57.40 $73.80 $110.70 $205.00 $332.10 $504.30 $705.20

$420,000 $25.20 $50.40 $58.80 $75.60 $113.40 $210.00 $340.20 $516.60 $722.40

$430,000 $25.80 $51.60 $60.20 $77.40 $116.10 $215.00 $348.30 $528.90 $739.60

$440,000 $26.40 $52.80 $61.60 $79.20 $118.80 $220.00 $356.40 $541.20 $756.80

$450,000 $27.00 $54.00 $63.00 $81.00 $121.50 $225.00 $364.50 $553.50 $774.00

$460,000 $27.60 $55.20 $64.40 $82.80 $124.20 $230.00 $372.60 $565.80 $791.20

$470,000 $28.20 $56.40 $65.80 $84.60 $126.90 $235.00 $380.70 $578.10 $808.40

$480,000 $28.80 $57.60 $67.20 $86.40 $129.60 $240.00 $388.80 $590.40 $825.60

$490,000 $29.40 $58.80 $68.60 $88.20 $132.30 $245.00 $396.90 $602.70 $842.80

$500,000 $30.00 $60.00 $70.00 $90.00 $135.00 $250.00 $405.00 $615.00 $860.00

23



Voluntary Life Cost Illustration continued

< 30 30�34 35�39 40�44 45�49 50�54 55�59 60�64 65�69�

Policy Election Amount

Spouse

$5,000 $.30 $.60 $.70 $.90 $1.35 $2.50 $4.05 $6.15 $8.60

$10,000 $.60 $1.20 $1.40 $1.80 $2.70 $5.00 $8.10 $12.30 $17.20

$15,000 $.90 $1.80 $2.10 $2.70 $4.05 $7.50 $12.15 $18.45 $25.80

$20,000 $1.20 $2.40 $2.80 $3.60 $5.40 $10.00 $16.20 $24.60 $34.40

$25,000 $1.50 $3.00 $3.50 $4.50 $6.75 $12.50 $20.25 $30.75 $43.00

$30,000 $1.80 $3.60 $4.20 $5.40 $8.10 $15.00 $24.30 $36.90 $51.60

$35,000 $2.10 $4.20 $4.90 $6.30 $9.45 $17.50 $28.35 $43.05 $60.20

$40,000 $2.40 $4.80 $5.60 $7.20 $10.80 $20.00 $32.40 $49.20 $68.80

$45,000 $2.70 $5.40 $6.30 $8.10 $12.15 $22.50 $36.45 $55.35 $77.40

$50,000 $3.00 $6.00 $7.00 $9.00 $13.50 $25.00 $40.50 $61.50 $86.00

$55,000 $3.30 $6.60 $7.70 $9.90 $14.85 $27.50 $44.55 $67.65 $94.60

$60,000 $3.60 $7.20 $8.40 $10.80 $16.20 $30.00 $48.60 $73.80 $103.20

$65,000 $3.90 $7.80 $9.10 $11.70 $17.55 $32.50 $52.65 $79.95 $111.80

$70,000 $4.20 $8.40 $9.80 $12.60 $18.90 $35.00 $56.70 $86.10 $120.40

$75,000 $4.50 $9.00 $10.50 $13.50 $20.25 $37.50 $60.75 $92.25 $129.00

$80,000 $4.80 $9.60 $11.20 $14.40 $21.60 $40.00 $64.80 $98.40 $137.60

$85,000 $5.10 $10.20 $11.90 $15.30 $22.95 $42.50 $68.85 $104.55 $146.20

$90,000 $5.40 $10.80 $12.60 $16.20 $24.30 $45.00 $72.90 $110.70 $154.80

$95,000 $5.70 $11.40 $13.30 $17.10 $25.65 $47.50 $76.95 $116.85 $163.40

$100,000 $6.00 $12.00 $14.00 $18.00 $27.00 $50.00 $81.00 $123.00 $172.00

Policy Election Amount

Child(ren)

$2,000 $0.48 $0.48 $0.48 $0.48 $0.48 $0.48 $0.48 $0.48 $0.48

$3,000 $0.72 $0.72 $0.72 $0.72 $0.72 $0.72 $0.72 $0.72 $0.72
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Voluntary Life Cost Illustration continued

< 30 30�34 35�39 40�44 45�49 50�54 55�59 60�64 65�69�

$4,000 $0.96 $0.96 $0.96 $0.96 $0.96 $0.96 $0.96 $0.96 $0.96

$5,000 $1.20 $1.20 $1.20 $1.20 $1.20 $1.20 $1.20 $1.20 $1.20

$6,000 $1.44 $1.44 $1.44 $1.44 $1.44 $1.44 $1.44 $1.44 $1.44

$7,000 $1.68 $1.68 $1.68 $1.68 $1.68 $1.68 $1.68 $1.68 $1.68

$8,000 $1.92 $1.92 $1.92 $1.92 $1.92 $1.92 $1.92 $1.92 $1.92

$9,000 $2.16 $2.16 $2.16 $2.16 $2.16 $2.16 $2.16 $2.16 $2.16

$10,000 $2.40 $2.40 $2.40 $2.40 $2.40 $2.40 $2.40 $2.40 $2.40

Guarantee Issue Amount: Employee $150,000; Spouse $50,000; Child $10,000

Estimated premiums; refer to your first paycheck deduction for final rates. Your company has selected Guardian to provide life coverage to eligible employees according to
plan terms which have been mutually agreed upon. As an eligible employee, you can purchase this coverage at the group premium levels illustrated above. For more details
see enrollment form.
Subject to coverage limits

Premiums for Voluntary Life Increase in 5 year increments

�Spouse coverage premium is based on Employee age. Coverage for the spouse terminates at spouse�s age 70.
�Benefit reductions apply. See plan details
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UNDERSTANDING YOUR BENEFITS�LIFE (some information may vary by state)

Accelerated life benefit In the unfortunate case in which an employee is terminally ill, this option allows payment of up to 50% of plan benefit up to a maximum
of $250,000, in last months of life. Subject to state limitations.

Annual Election Option Allows employees to increase the amount of their life coverage without a medical exam when they re-enroll in their company�s Voluntary
Life plan. This option allows employees to step up to an amount of up to $50,000, up to the Guarantee Issue amount.

Benefit Reductions Coverage amount of insurance reduced by a certain percentage at a specific age. For further details, reference plan details.

Common Carrier Benefit two times payable if loss occurs due to an accident while passenger in a public conveyance.

Guarantee Issue (Life) The �guarantee� means the applicant (employee, spouse or child) is not required to answer health questions to qualify for coverage up to
and including the specified amount, when applicant signs up for coverage during the initial enrollment period. Voluntary Life Guarantee
Issue amount applies up to age 65, amounts may vary based on age and case size. See your Plan Administrator for details. (For Basic
Life, amounts may vary for future entrants age 70 and over. See your Plan Administrator for details.) If you enroll at a later date or
request a benefit increase, you will be subject to evidence of insurability.

Portability Allows employees to continue coverage for themselves and their dependents upon termination of employment (for reasons other than
injury or illness) by converting their group life policy to a group portability trust policy. Subject to the terms of employer�s contract and
provided you have been insured at least three months.

Portability with Evidence
of Insurability

Allows employees to continue coverage for themselves and their dependents upon termination of employment (for reasons other than
injury or illness) by converting their group life policy to a group portability trust policy subject to certain restrictions and Evidence of
Insurability and provided you have been insured at least three months.

Seatbelt and Airbag Benefit Benefit amount will be increased if the employee or dependent dies as a direct result of an automobile accident while properly wearing
a seatbelt. We will pay an additional benefit if the employee or dependent is also sitting in a seat equipped with an airbag and properly
wearing a seatbelt.

Waiver of premium Allows you to stop making premium payments if you become totally disabled before age 60. See plan details for age limits information.
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WillPrep Services

Special bonus for participants in voluntary life plan

Your employer has worked with Guardian to make WillPrep Services available to eligible members with Voluntary Life plans. Keeping an up-to-date will is
essential to ensuring that your assets are distributed as you intended, no matter the size of your estate. You may be avoiding creating a will because you
believe you can’t afford the time or legal expense. Now you can with WillPrep Services.

WillPrep Services offer support and guidance to help you properly prepare the documents necessary to preserve your family’s financial security. WillPrep has
a range of services including online planning documents, a resource library and access to professionals* to help with issues related to:

 Advanced Health Care
Directives

 Financial Power of Attorney  Wills and Living Wills

 Estate Taxes  Guardianship and
Conservatorship

 Resource Library

 Executors & Probate  Healthcare Power of Attorney  Trusts

For more information about WillPrep Services, go to www.ibhwillprep.com; User name: WillPrep; Password: GLIC09 or call 1-877-433-6789

*The Option of an attorney prepared will is available for a small fee.
WillPrep Services are provided by Integrated Behavioral Health, Inc., and its contractors. The Guardian Life Insurance Company of America (Guardian) does not provide any part of WillPrep
Services. Guardian is not responsible or liable for care or advice given by any provider or resource under the program. This information is for illustrative purposes only. It is not a contract. Only
the Administration Agreement can provide the actual terms, services, limitations and exclusions. Guardian and IBH reserve the right to discontinue the WillPrep Services at any time without
notice. Legal services will not be provided in connection with or preparation for any action against Guardian, IBH, or your employer.
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Extra Protection While You Travel  
 

  
Your Safety Net While Traveling 
 
Would you know what to do if an unexpected illness or crisis happens while you are away from home or traveling abroad?  Would you know how to find a 
physician or hospital or how to reach your embassy?  Most people wouldn’t.   
 
Your employer has worked with Guardian to make TravelAid, a travel assistance service, available to eligible members. TravelAid’s reach is around the clock 
and around the world to ensure that your travelers are not left on their own when they need help the most. Whether you need access to Health related issues: 
pre-travel health planning & immunization information; Security issues: travel alerts and intelligence; Destination Information or even require specific 
Contingency Plans, TravelAid is there for you. 

 

TravelAid provides a range of Travel Services to eligible members (when you are 100 or more miles away from your permanent residence) to help with 
issues related to: 
 

- Emergency Travel Arrangements - 24 / 7 Multilingual Emergency Response - Medical Transportation 

- Embassy & consular Assistance - World Wide Physician & Hospital Referrals - Joining of Disabled Family Member 

- Lost Document Assistance - Emergency Prescription Replacement   

 

…Travel Assistance…Medical Assistance…Insurance Services…and Much More 

o For more information call 800-537-2029 or  www.ibhtravelaid.com 
 
*TravelAid is available for life and disability plans.  
 
TravelAid services are provided by Integrated Behavioral Health, Inc., and Medex. The Guardian Life Insurance Company of America (Guardian) does not 
provide any part of TravelAid services. Guardian is not responsible or liable for care or advice given by any provider or resource under the program. This 
information is for illustrative purposes only. It is not a contract. Only the policy can provide the actual terms, services, limitations and exclusions. We are not 
responsible for availability, quality, result of or failure to provide any medical, legal or other care or service caused by conditions beyond Our control. 
Guardian and IBH reserve the right to discontinue TravelAid at any time. Legal services provided through WorkLife Matters will not be provided in connection 
with or preparation for any action against Guardian, IBH, or your employer.   
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Why do you need a disability plan?

Prepared for Erikson Institute Guardian Group Plan Number 506587

www.guardianlife.com Enrollment Kit 506587, 0002, EN

Disability insurance provides you with an income if you have an accident or illness that prevents you from working. Advantages include:

1. PEACE OF MIND

Disability from accident or illness can strike anyone at any age. If you�re under 35, you have a one in three chance of becoming disabled for six
months or more at some time during your working life*.

2. FINANCIAL PROTECTION

Disability insurance provides a regular check to help pay monthly bills when you are unable to work.

3. SHORT-TERM AND LONG-TERM COVERAGE

� Short-term disability benefits start within days of the illness or injury, but are payable for a limited period of time.

� Long-term disability benefits start within months of the illness or injury, but may continue until retirement.

� If you have short-term and long-term disability coverage with Guardian, you will not be required to submit a second claim form for
the long-term benefits.

*Why Disability booklet, published by National Underwriter, 10/1/05.
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Disability Plans

www.guardianlife.com Enrollment Kit 506587, 0002, EN

Prepared for Erikson Institute Guardian Group Plan Number 506587

YOUR GUARDIAN
PLAN OFFERS:

Premium payments waived
once you begin receiving benefits.

Reliable claim payments

Plan coverage begins January 01,

2015 for employees actively at work on

that date.

Did you know?

Most experts agree that after medical

insurance, disability is the most

important coverage to have.

COVERAGE SHORT-TERM DISABILITY LONG-TERM DISABILITY

Coverage amount 60% of salary to maximum

$300/week

60% of salary to maximum

$5000/month

Maximum payment period 13 weeks To age 65, standard ADEA

Accident benefits begin Day 1 Day 91

Illness benefits begin Day 8 Day 91

Waiting period

Current employees Planholder determines Planholder determines

New employees Planholder determines Planholder determines
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Questions? Call the Guardian Helpline (888) 600-1600 www.guardianlife.com Enrollment Kit 506587, 0002, EN

PLAN DETAILS SHORT-TERM DISABILITY LONG-TERM DISABILITY

Evidence of Insurability Health Statement not required Health Statement may be required

Guarantee Issue Not Applicable We Guarantee Issue $5000 in coverage

Minimum work hours/week 30 30

Plan covers on the job accidents No Yes

Pre-existing Conditions Not Applicable 3 months look back; 12 months after exclusion

Rehabilitation Benefit Yes Yes

Survivor Benefit No 3 months

A SUMMARY OF DISABILITY PLAN
LIMITATIONS AND EXCLUSIONS

n Evidence of Insurability is required on all late
enrollees. This coverage will not be effective
until approved by a Guardian underwriter.
This proposal is hedged subject to satisfactory
financial evaluation. Please refer to certificate of
coverage for full plan description.

n You must be working full-time on the effective
date of your coverage; otherwise, your
coverage becomes effective after you have
completed a specific waiting period.

n Employees must be legally working in the
United States in order to be eligible for
coverage. Underwriting must approve
coverage for employees on temporary
assignment: (a) exceeding one year; or (b)
in an area under travel warning by the US
Department of State. Subject to state specific
variations.

n A pre-existing condition includes any
condition/symptom for which you, in the
specified time period prior to coverage in
this plan, consulted with a physician,
received treatment, or took prescribed
drugs.

n For Long-Term Disability coverage, we pay
no benefits for a disability caused or contri-
buted to by a pre-existing condition unless
the disability starts after you have been
insured under this plan for a specified
period of time. We limit the duration of
payments for long term disabilities caused
by mental or emotional conditions, or
alcohol or drug abuse.

n When applicable, this coverage will
integrate with NJ TDB, NY DBL, CA SDI,
RI TDI, Hawaii TDI and Puerto Rico DBA.

33



UNDERSTANDING YOUR BENEFITS�DISABILITY (Some information may vary by state)

Actively at work Employee is fully capable of performing the major duties of his/her regular occupation on a full-time basis on scheduled effective date.

Disability (long-term) For first two years of disability, you will receive benefit payments while you are unable to work in your own occupation. After two years, you

will continue to receive benefits if you cannot work in any occupation based on training, experience and education.

Earnings definition Your covered salary excludes bonuses and commissions.

Elimination period Number of days, weeks or months that must pass before employee qualifies for benefit.

Guarantee Issue The "guarantee" means the applicant is not required to answer health questions to qualify for coverage up to and including the specified amount,
when applicant signs up for coverage during the initial enrollment period.

Maximum payment period The maximum length of time that benefits are paid by the plan.

Rehabilitation benefit Pays 110% of disability benefit to employee who participates in a rehabilitation program, approved by Guardian, designed to help the employee
return to work.

Special limitations Provides a 24-month benefit limit for specific conditions including mental health and substance abuse. Other conditions such as chronic fatigue
are also included in this limitation. Refer to contract for details.

Survivor benefit If employee dies while receiving disability benefits, eligible survivors or estate receive a lump sum payment equal to several weeks of benefits
for short-term disability, or several months for long-term. See certificate of coverage for details.

Work incentive Plan benefit will not be reduced for a specified amount of months so that you have part-time earnings while you remain disabled, unless the
combined benefit and earnings exceed 100% of your previous earnings.

Zero day disability (long-term disability) You can return to work in a limited capacity at any time during the elimination period and benefit period. You are no longer considered disabled
when you earn or are able to earn 80% of pre-disability earnings during the own occupation period and 60% of pre-disability earnings during the
any occupation period.

Zero day disability (short-term disability) You can return to work in a limited capacity at any time during the elimination period and benefit period. You are no longer considered disabled
when you earn or are able to earn 80% of pre-disability earnings.
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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.

Effective: 9/23/2013

This Notice of Privacy Practices describes how Guardian and its subsidiaries may use and disclose your Protected
Health Information (PHI) in order to carry out treatment, payment and health care operations and for other purposes
permitted or required by law.

Guardian is required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy

practices concerning PHI. We are required to abide by the terms of this Notice so long as it remains in effect. We reserve
the right to change the terms of this Notice of Privacy Practices as necessary and to make the new Notice effective for all

PHI maintained by us. If we make material changes to our privacy practices, copies of revised notices will be made
available on request and circulated as required by law. Copies of our current Notice may be obtained by contacting

Guardian (using the information supplied below), or on our Web site at: www.GuardianLife.com/PrivacyPolicy

What is Protected Health Information (PHI):

PHI is individually identifiable information (including demographic information) relating to your health, to the health

care provided to you or to payment for health care. PHI refers particularly to information acquired or maintained by us
as a result of your having health coverage (including medical, dental, vision and LTC coverage).

In What Ways may Guardian Use and Disclose your Protected Health Information (PHI):

Guardian has the right to use or disclose your PHI without your written authorization to assist in your treatment, to

facilitate payment and for health care operations purposes. There are certain circumstances where we are required by
law to use or disclose your PHI. And there are other purposes, listed below, where we are permitted to use or disclose

your PHI without further authorization from you. Please note that examples are provided for illustrative purposes only

and are not intended to indicate every use or disclosure that may be made for a particular purpose.

47.?"8.% :.< 9:A ?8=:9 9# 7<A #? "8<$0#<A &#7? ;2/ @#? 9:A @#00#(8%= !7?!#<A<)

1?A.9'A%9* Guardian may use and disclose your PHI to assist your health care providers in your diagnosis and

treatment. For example, we may disclose your PHI to providers to supply information about alternative

treatments.

;.&'A%9* Guardian may use and disclose your PHI in order to pay for the services and resources you may receive.

For example, we may disclose your PHI for payment purposes to a health care provider or a health plan. Such

purposes may include: ascertaining your range of benefits; certifying that you received treatment; requesting details
regarding your treatment to determine if your benefits will cover, or pay for, your treatment.

2A.09: +.?A >!A?.98#%<* Guardian may use and disclose your PHI to perform health care operations. For example, we

may use your PHI for underwriting and premium rating purposes.

-!!#8%9'A%9 6A'8%"A?<* Guardian may use and disclose your PHI to contact you and remind you of appointments.

2A.09: 6A0.9A" ,A%A@89< .%" 3A?58$A<* Guardian may use and disclose PHI to inform you of health related benefits or

services that may be of interest to you.

;0.% 3!#%<#?<* Guardian may use or disclose PHI to the plan sponsor of your group health plan to permit the plan

sponsor to perform plan administration functions. For example, a plan may contact us regarding benefits, service

or coverage issues. We may also disclose summary health information about the enrollees in your group health plan
to the plan sponsor so that the sponsor can obtain premium bids for health insurance coverage, or to decide whether

to modify, amend or terminate your group health plan.

GG-014346 08/13
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24-;!5-% 59 ;>=45;>! 6" 49> "; !59#0"9> &"4; 81/'

• To you or your personal representative (someone with the legal right to act for you);

• To the Secretary of the Department of Health and Human Services, when conducting a compliance
investigation, review or enforcement action; and

• Where otherwise required by law.

24-;!5-% 59 3>=45;>! 6" *"65<& ?"4 "< -%& +;>-#7>9 "< ?"4; 81/(

Although Guardian takes reasonable, industry-standard measures to protect your PHI, should a breach occur, Guardian is

required by law to notify affected individuals. A breach means the acquisition, access, use, or disclosure of PHI in a
manner not permitted by law that compromises the security or privacy of the PHI.

:67>; .9>9 -%! )59#0"94;>9(

!,10*#1451$ 18/3 ,/) 14* *#/+83/) $3,0 .97 (30 -%) (3883'#4& 2,023/)/ '#-%3,- $3,0 1,-%30#"1-#346

• We may disclose your PHI to persons involved in your care, such as a family member or close personal friend,

when you are incapacitated, during an emergency or when permitted by law.

• We may disclose your PHI for public health activities, such as reporting of disease, injury, birth and death, and

for public health investigations.

• We may disclose your PHI to the proper authorities if we suspect child abuse or neglect; we may also disclose
your PHI if we believe you to be a victim of abuse, neglect, or domestic violence.

• We may disclose your PHI to a government oversight agency authorized by law to conducting audits,
investigations, or civil or criminal proceedings.

• We may disclose your PHI in the course of a judicial or administrative proceeding (e.g., to respond to a subpoena
or discovery request).

• We may disclose your PHI to the proper authorities for law enforcement purposes.

• We may disclose your PHI to coroners, medical examiners, and/or funeral directors consistent with law.

• We may use or disclose your PHI for organ or tissue donation.

• We may use or disclose your PHI for research purposes, but only as permitted by law.

• We may use or disclose PHI to avert a serious threat to health or safety.

• We may use or disclose your PHI if you are a member of the military as required by armed forces services, and
we may also disclose your PHI for other specialized government functions such as national security or
intelligence activities.

• We may disclose your PHI to comply with workers' compensation and other similar programs.

• We may disclose your PHI to third party business associates that perform services for us, or on our behalf (e.g.

vendors).

• Guardian may use and disclose your PHI to federal officials for intelligence and national security activities

authorized by law. We also may disclose your PHI to authorized federal officials in order to protect the
President, other officials or foreign heads of state, or to conduct investigations authorized by law.

• We may disclose your PHI to correctional institutions or law enforcement officials if you are an inmate or under
the custody of a law enforcement official (e.g., for the institution to provide you with health care services, for the
safety and security of the institution, and/or to protect your health and safety or the health and safety of other

individuals).

• We may disclose your PHI to your employer under limited circumstances related primarily to workplace

injury or illness or medical surveillance.

Your Rights with Regard to Your Protected Health Information (PHI):

?"4; ,467";5$-65"% <"; :67>; .9>9 -%! )59#0"94;>9( Other than for the purposes described above, or as otherwise

permitted by law, Guardian must obtain your written authorization to use or disclosure your PHI. You have the right

to revoke that authorization in writing except to the extent that: (i) we have taken action in reliance upon the authorization
prior to your written revocation, (ii) you were required to give us your authorization as a condition of obtaining

coverage, or (iii) and we have the right, under other law, to contest a claim under the coverage or the coverage itself.
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Under federal and state law, certain kinds of PHI will require enhanced privacy protections. These forms of PHI include

information pertaining to:

• HIV/AIDS testing, diagnosis or treatment

• Venereal and /or communicable Disease(s)

• Genetic Testing

• Alcohol and drug abuse prevention, treatment and referral

• Psychotherapy notes

We will only disclose these types of delineated information when permitted or required by law or upon your prior written

authorization.

A#5= 36;87 7# .% ,$$#5%76%; #> )6:$0#:5=@:( An ‘accounting of disclosures’ is a list of the disclosures we have made, if

any, of your PHI. You have the right to receive an accounting of certain disclosures of your PHI that were made by us.

This right applies to disclosures for purposes other than those made to carry out treatment, payment and health care
operations as described in this notice. It excludes disclosures made to you, or those made for notification purposes.

We ask that you submit your request in writing. Your request must state a requested time period not more than six
years prior to the date when you make your request. Your request should indicate in what form you want the list (e.g.,
paper, electronically).

A#5= 36;87 7# <-7.6% . 9.!@= *#!& #> 186: +#76$@( You have a right to request a paper copy of this notice even if

you have previously agreed to accept this notice electronically.

A#5= 36;87 7# 460@ . *#'!0.6%7( If you believe your privacy rights have been violated, you may file a complaint with

the U.S. Secretary of Health and Human Services. If you wish to file a complaint with Guardian, you may do so using

the contact information below. You will not be penalized for filing a complaint.

,%& =(=:$58= #; 67= 359768 "=859%.6=" -=/#)'486 -= 84-'566=" 6# 67= 04.:"5.% 5% ):565%9* 04.:"5.% '.&
$7.:9= ;#: :=.8#%.-/= $#868 .88#$5.6=" )567 $#'!/&5%9 )567 &#4: :=<4=8681 5% 84$7 . $.8=+ )= )5// %#65;& &#4 #;
67= $#86 5%2#/2=" .%" !:#25"= &#4 67= #!!#:64%56& 6# '#"5;& &#4: :=<4=86 -=;#:= .%& $#868 .:= 5%$4::="*

A#5= 36;87 7# 3@?5@:7 3@:7=6$76#%:( You have the right to request a restriction on the PHI we use or disclose about you

for treatment, payment or health care operations as described in this notice. You also have the right to request a restriction
on the medical information we disclose about you to someone who is involved in your care or the payment for your care.

Guardian is not required to agree to your request; however, if we do agree, we will comply with your request until

we receive notice from you that you no longer want the restriction to apply (except as required by law or in emergency
situations). Your request must describe in a clear and concise manner: (a) the information you wish restricted; (b) whether

you are requesting to limit Guardian's use, disclosure or both; and (c) to whom you want the limits to apply.

A#5= 36;87 7# 3@?5@:7 *#%>6"@%76.0 *#''5%6$.76#%:( You have the right to request that Guardian communicate with

you about your PHI be in a particular manner or at a certain location. For example, you may ask that we contact you at
work rather than at home. We are required to accommodate all reasonable requests made in writing, when such requests

clearly state that your life could be endangered by the disclosure of all or part of your PHI.

A#5= 36;87 7# ,'@%" A#5= 92/ If you feel that any PHI about you, which is maintained by Guardian, is inaccurate or

incomplete, you have the right to request that such PHI be amended or corrected. Within your written request, you must
provide a reason in support of your request. Guardian reserves the right to deny your request if: (i) the PHI was not

created by Guardian, unless the person or entity that created the information is no longer available to amend it (ii) if we do
not maintain the PHI at issue (iii) if you would not be permitted to inspect and copy the PHI at issue or (iv) if the PHI

we maintain about you is accurate and complete. If we deny your request, you may submit a written statement of your
disagreement to us, and we will record it with your health information.

A#5= 36;87 7# ,$$@:: 7# A#5= 92/( You have the right to inspect and obtain a copy of your PHI that we maintain

in designated record sets. Under certain circumstances, we may deny your request to inspect and copy your PHI. In
an instance where you are denied access and have a right to have that determination reviewed, a licensed health care

professional chosen by Guardian will review your request and the denial. The person conducting the review will
not be the person who denied your request. Guardian promises to comply with the outcome of the review.
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How to Contact Us:

If you have any questions about this Notice or need further information about matters covered in this Notice, please call
the toll-free number on the back of your Guardian ID card. If you are a broker please call 800-627-4200. All others
please contact us at 800-541-7846. You can also write to us with your questions, or to exercise any of your rights, at the

address below:

$&&%"&#!") Guardian Corporate Privacy Officer

National Operations

$''*%(() The Guardian Life Insurance Company of America

Group Quality Assurance - Northeast
P.O. Box 2457
Spokane, WA 99210-2457
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WorkLifeMatters

Your Confidential Employee Assistance Program – Helping find balance between work and home life.

WorkLifeMatters provides guidance for personal issues that you might be facing and information about other concerns that affect your life, whether
it’s a life event or on a day-to-day basis.

• Unlimited free telephonic consultation with an EAP counselor available 24/7 at 800-386-7055

• Referrals to local counselors — up to three sessions free of charge

• State-of-the-art website featuring over 3,400 helpful articles on topics like wellness, training courses, and a legal and financial center

WorkLifeMatters can offer help with:

Education Dependent Care & Care Giving Legal and financial
▪ Admissions testing & procedures ▪ Adoption Assistance ▪ Basic tax planning
▪ Adult re-entry programs ▪ Before/after school programs ▪ Credit & collections
▪ College Planning ▪ Day Care/Elder Care ▪ Debt Counseling
▪ Financial aid resources ▪ Elder care ▪ Home buying
▪ Finding a pre-school ▪ In-home services ▪ Immigration

Lifestyle & Fitness Management Working Smarter
▪ Anxiety & depression ▪ Career development
▪ Divorce & separation ▪ Effective managing
▪ Drugs & alcohol ▪ Relocation

For more information about WorkLifeMatters, go to www.ibhworklife.com; User Name: Matters; Password: wlm70101

WorkLifeMatters Program services are provided by Integrated Behavioral Health, Inc., and its contractors. Guardian does not provide any part of WorkLifeMatters Program services. Guardian is not
responsible or liable for care or advice given by any provider or resource under the program. This information is for illustrative purposes only. It is not a contract. Only the Administration Agreement can
provide the actual terms, services, limitations and exclusions. Guardian and IBH reserve the right to discontinue the WorkLifeMatters Program at any time without notice. Legal services provided through
WorkLifeMatters will not be provided in connection with or preparation for any action against Guardian, IBH, or your employer.

41



TravelAid 
Prepare for the Unexpected 

The Guardian Life Insurance Company of America, New York, NY 10004. 

TravelAid services are provided by Integrated Behavioral Health, Inc., and Medex. The Guardian Life Insurance Company of America (Guardian) does not provide any part of TravelAid services. 
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tions beyond Our control. Guardian and IBH reserve the right to discontinue TravelAid at any time. Legal services provided through WorkLife Matters will not be provided in connection with or prepara-
tion for any action against Guardian, IBH, or your employer.  
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Partners in Prevention 
Whether you need access to health, security and destination information or require contingency 
plans specific to your organization’s risks, TravelAid is your partner in prevention. 

Destination Intelligence 
Immunization Planning 
Health and Security Contingency Planning 
Travel Medical Kits 

Crisis Management Planning 
Preventative Security Training 
On-Site Security Assessments 
Executive Protection Services 

Emergency Response 

Your customized TravelAid program is the product of a partnership, guided by MEDEX 
expertise and fulfilled by our Emergency Response Team and Network of 

Around the clock and around the world, TravelAid stands ready with the  industry’s 
strongest global safety net.  Our Emergency Response Center and Network of 
Global Resources are the foundation of our 24/7 assistance operations. Our 
network consists of the most up-to-date information resources and emergency 
service providers around the globe.  And our centralized assistance model 
ensures quality, consistency, and speed when it is needed most. 

PROTECTING 
 YOUR TRAVLERS 

EVERY STEP 
  OF THE WAY 

How prepared are you and your organization for the uncertainties of traveling 
abroad?  When an unexpected illness or a civil uprising places your travelers at risk, you 
don’t have time to search for physicians and hospitals or security and evacuation providers.  
Even replacing lost prescriptions or travel documents may seem simple until you have to do 
it alone, where language barriers and local laws can make this task both complicated and 
time consuming.  With TravelAid, you can be confident that your travelers will  
receive the help they need—quickly and efficiently. 



A leader in the world of emergency assistance providers, the TravelAid Network of Global 
Resources is composed of more than 40,000 international resources, covering every country and 
any type of travel emergency.  From physicians and dentists to air ambulance companies and 
armored escorts, our network contains the world’s best security resources and medical provider.   

Medical Centers of Excellence 

Specialized Security Resources 
TravelAid Specialized Security Resources are a compilation of the world’s most accomplished organizations 
for security extractions, kidnap and ransom, or other similarly sensitive and complex emergency security 
situations.  Chosen for their global capabilities, operational specialties and on-the-ground assets, these 
security professionals are available to TravelAid at all times, and have extraordinary records for safe and 
speedy response. 

The Guardian Life Insurance Company of America, New York, NY 10004. 
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TravelAid Medical Centers of Excellence are those facilities with the greatest 
diagnostic and treatment capabilities in their region.  These hospitals are 
categorized as Regional Centers of Excellence or International Centers of 
Excellence, depending on their medical capacity and the specialty care available.   
 

This means that while we review each facility’s departmental procedures, the 
diagnostic equipment they have available, their medical staffing practices and their 
commitment to maintaining a hygienically safe environment - we also take into 
account the languages spoken by the staff, patient accommodations and 
accessibility of the hospital to travelers who are unfamiliar with the area.   

Approved Air Ambulances 
Travel Assist Approved Air Ambulances are those with the most qualified personnel, the latest equipment 
and technology and a record for the most responsive service in their area of the world.  Indeed, a thorough 
review of these providers begins with licensing and insurance coverage, and then proceeds to their dispatch 
procedures, in-flight medical equipment, in-flight medical staff and medical specialties.  We categorize 
providers as either regional or international based on the range and scope of evacuation capabilities. 

A NETWORK OF 
GLOBAL RESOURCES 

TravelAid services are provided by Integrated Behavioral Health, Inc., and Medex. The Guardian Life Insurance Company of America (Guardian) does not provide any part of TravelAid services. Guardian is not 
responsible or liable for care or advice given by any provider or resource under the program. This information is for illustrative purposes only. It is not a contract. Only the policy can provide the actual terms, services, 
limitations and exclusions. We are not responsible for availability, quality, result of or failure to provide any medical, legal or other care or service caused by conditions beyond Our control. Guardian and IBH reserve 
the right to discontinue TravelAid at any time. Legal services provided through WorkLife Matters will not be provided in connection with or preparation for any action against Guardian, IBH, or your employer.  



Whether your travelers need quality medical care or just a replacement travel document, they can rely on 
our multilingual staff of Emergency Response Team professionals.  Helping travelers respond effectively to 
medical, persona security, legal and other travel-related emergencies, the TravelAid Emergency Response 
Team is accessible anytime, from anywhere. 
 
All it takes is one phone call to the Emergency Response Team to set our network in motion.  These expert 
problem solvers quickly mobilize our global network to secure everything - from transportation options and 
legal resources to physicians and hospitals.  The Emergency Response Team includes the TravelAid 
Assistance Coordinators, Nurse Case Managers, Physician Advisors, Medical Director and Security 
Director. 
 
In cases of medical emergency, TravelAid Physician Advisors and our Medical Director frequently consult 
with the treating physicians, the traveler.  These Western-trained physicians and specialists are located 
throughout the world, and are available 24/7.  Our multilingual medical experts have the unique ability to 
communicate physician to physician in more than 30 languages, providing medical oversight and guidance 
as to the appropriate course of care. 
 
In security-related emergencies, the TravelAid Security Director consults directly with your organization’s 
security chief or designee, as well as with the affected travelers and other involved parties.  Based on the 
nature and requirements presented by the security emergency, TravelAid will initiate a centralized security 
command, organizing specialized security partners with local agents on the ground in addition to 
evacuation resources, while managing all necessary coordination and response activities. 

The Guardian Life Insurance Company of America, New York, NY 10004. 
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 ONE OF THE 
WORLD’S 
    STRONGEST 
GLOBAL SAFETY NETS 
Ensuring quality, consistency and speed - all assistance operations are managed within the 
TravelAid Emergency Response Center.  The centralized command center allows us to provide 
travelers in all parts of the world with the highest level of care, and to serve clients with accurate, 
real-time case updates. 

TravelAid services are provided by Integrated Behavioral Health, Inc., and Medex. The Guardian Life Insurance Company of America (Guardian) does not provide any part of TravelAid services. Guardian is not 
responsible or liable for care or advice given by any provider or resource under the program. This information is for illustrative purposes only. It is not a contract. Only the policy can provide the actual terms, services, 
limitations and exclusions. We are not responsible for availability, quality, result of or failure to provide any medical, legal or other care or service caused by conditions beyond Our control. Guardian and IBH reserve 
the right to discontinue TravelAid at any time. Legal services provided through WorkLife Matters will not be provided in connection with or preparation for any action against Guardian, IBH, or your employer.  



Core Capabilities and Services 
24 / 7 Multilingual Emergency Response 
Medical Evacuation and Repatriation 
Security and Political Evacuation 
International Medical Insurance and Claims Administration 
Travel Intelligence, Alerts and Destination Information 
Pre-Travel Immunization Information and Health Planning 
Specialized Security Assessments and Contingency Planning 
Travel Medical Kits 

TravelAid is your safety net for travel in an uncertain world.  Custom 
tailored to your individual organization’s needs, the TravelAid reach is 
around the clock and around the world to ensure that your travelers are 
not left on their own when they need help the most.  From pre-trip 
planning to emergency medical and security evacuations - and virtually 
any option in between - TravelAid is here for you. 

TravelAid 
Prepare for the Unexpected 

For Services Call 1-800-537-2029 The Guardian Life Insurance Company of America, New York, NY 10004. 

TravelAid services provided by MEDEX 

         TRAVELAID 
THE BEST CHOICE 
 FOR YOU 

For Sales & Marketing Call 1-714-442-4150 

TravelAid services are provided by Integrated Behavioral Health, Inc., and Medex. The Guardian Life Insurance Company of America (Guardian) does not provide any part of TravelAid services. Guardian is not 
responsible or liable for care or advice given by any provider or resource under the program. This information is for illustrative purposes only. It is not a contract. Only the policy can provide the actual terms, services, 
limitations and exclusions. We are not responsible for availability, quality, result of or failure to provide any medical, legal or other care or service caused by conditions beyond Our control. Guardian and IBH reserve 
the right to discontinue TravelAid at any time. Legal services provided through WorkLife Matters will not be provided in connection with or preparation for any action against Guardian, IBH, or your employer.  



Guardian® Life Options for 
Continuing 
Coverage

Portability vs. Conversion
Upon loss of eligibility or termination of employment, an employee and/or their dependents may 

elect to continue their employer-sponsored life insurance coverage by either porting or 

converting it.

Following are the basic differences between porting and converting Guardian life insurance 

coverage.
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NOTE: Plans that have both basic and optional life, and offer both conversion and portability on the life benefits, 
Guardian will allow members to convert or port benefits as they choose. Example: The member may port one 
coverage and convert the other; port both coverages, or convert both coverages.

Continued on page 2

Guardian's Life Insurance products are underwritten and issued by The Guardian Life Insurance Company of America, New York,  NY.  

Products are not available in all states.  Policy limitations and exclusions apply.  Optional riders and/or features may incur additional costs.  Plan 

documents are the final arbiter of coverage.  GUARDIAN® and the GUARDIAN G® Logo are registered service marks of The Guardian Life 

Insurance Company of America and are used with express permission.  2013-10465
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Summary Plan Description

Prepared for

Erikson Institute DC Retirement
Plan



INTRODUCTION

Erikson Institute has restated the Erikson Institute DC Retirement Plan (the “Plan”) to help you and other Employees save for
retirement.

Your Employer restated the Plan by signing a complex legal agreement – the Plan document - which contains all of the
provisions that the Internal Revenue Service (IRS) requires. The Plan document must follow certain federal laws and
regulations that apply to retirement plans. The Plan document may change as new or revised laws or regulations take effect.
Your Employer also has the right to modify certain features of the Plan from time to time. You will be notified about changes
affecting your rights under the Plan.

This Summary Plan Description (SPD) summarizes the important features of the Plan document, including your benefits and
obligations under the Plan. If you want more detailed information regarding certain plan features or have questions about the
information contained in this SPD, you should contact your Employer. You may also examine a copy of the plan document by
making arrangements with your Employer. Certain terms in the SPD have a special meaning when used in the Plan. These
terms are capitalized throughout the SPD and are defined in more detail in the DEFINITIONS section of the SPD. If any
information in this SPD conflicts with the terms of the Plan document adopted by your Employer, the terms of the Plan
document – not this SPD - will govern.

All dollars contributed to the Plan will be invested either in annuity contracts or in mutual funds held in custodial accounts. The
agreements constituting or governing the annuity contracts and custodial accounts (the “Individual Agreements”) explain your
rights under the contracts and accounts and the unique rules that apply to each Plan investment which may, in some cases, limit
your options under the Plan. For example, the Individual Agreement may contain a provision which prohibit loans, even if the
Plan generally allows loans. If this is the case, you would not be able to take a loan from the accumulation in an investment
option governed by that Individual Agreement. You should review the Individual Agreements along with this SPD to gain a full
understanding of your rights and obligations under the Plan. Contact your Employer or the investment vendor to obtain copies
of the Individual Agreements or to receive more information regarding the investment options available under the Plan.

TABLE OF CONTENTS

INTRODUCTION

ELIGIBILITY
Am I eligible to participate in the Plan?
What requirements do I have to meet before I am eligible to participate in the Plan?
When can I enter the Plan?
What happens to my Plan eligibility if I terminate my employment and am later rehired?

CONTRIBUTIONS & VESTING
What amount can I contribute to the Plan?
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How do I start making contributions?
What if I don't make a specific election to contribute some of my Compensation into the Plan?
Can I change my contribution rate or stop making deferrals after I start participating in the Plan?
What if I contribute too much to the Plan?
If I make Deferrals to the Plan will my Employer match any of those contributions?
Will my employer make any additional Contributions to the Plan?
If I have money in other retirement plans, can I combine them with my accumulation under this plan?
Are there any limits on how much can be contributed for me?
Will contributions be made for me if I am called into military service?
Will I be able to keep my Employer contributions if I terminate employment or am no longer eligible to participate in the
Plan?
What happens to my nonvested percentage if I terminate employment?

WITHDRAWING MONEY FROM THE PLAN (AND LOANS)
When can I take a distribution from the Plan?
How do I request a payout?
If I am married, does my spouse have to approve my distributions from the Plan?
How will my money be distributed to me if I request a payout from the Plan?
Do any penalties or restrictions apply to my payouts?
Can I take a loan from the Plan?
How do I apply for a loan?
What is the interest rate for my loan?
What if I don't repay my loan?
What if I die before receiving all of my money from the Plan?
How long can I leave the money in my Plan?
What if the Plan is terminated?

INVESTING YOUR PLAN ACCOUNT
What investments are permitted?
Who is responsible for selecting the investments for my contributions under the Plan?
How frequently can I change my investment election?

ADMINISTRATIVE INFORMATION & RIGHTS UNDER ERISA
Who established the Plan?
When did the Plan become Effective?
Who is responsible for the day-to-day operations of the Plan?
Who pays the expenses associated with operating the Plan?
Does my Employer have the right to change the Plan?
Does participation in the Plan provide any legal rights regarding my employment?
Can creditors or other individuals request a payout from my Plan balance?
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How do I file a claim?
What if my claim is denied?
May I appeal the decision of the Employer?
If I need to take legal action with respect to the Plan, who is the agent for service of legal process?
If the Plan terminates, does the federal government insure my benefits under the Plan?
What are my legal rights and protections with respect to the Plan?

DEFINITIONS

ELIGIBILITY

Am I eligible to participate in the Plan?
You will be eligible to contribute a portion of your pay to the Plan as a pre-tax Deferral, unless you fall into one of the
following categories of excluded employees.

• You are a nonresident alien and you received no income from within the United States.

• You are a student enrolled and attending classes offered by your Employer and your Employer is a school,
college or university.

You will be eligible to participate in the Plan and receive contributions made by your Employer after meeting certain
requirements described below, unless you fall into one of the following categories of excluded employees.

• You are a nonresident alien and you received no earned income from within the U.S.

• You are a student enrolled and attending classes offered by your Employer and your Employer is a school,
college, or university.

The Plan document is being amended or restated on to new Plan documents. If you were eligible to participate in the prior plan,
you will continue to be eligible to participate in this Plan without satisfying any additional age or service requirements.

What requirements do I have to meet before I am eligible to participate in the Plan?
Unless you fall into one of the categories of excluded employees, you will be immediately eligible (or required) to:

• defer a portion of your pay as a pre-tax Deferral into the Plan

Unless you are part of an excluded class of employees, you must reach age 18 before you will be eligible to receive
contributions made by your Employer. However, there is no age requirement for deferring a portion of your Compensation as a
pre-tax Deferral. The age requirement listed above, however, will apply to pre-tax Deferrals only if you can defer pre-tax or
Roth Deferrals into another plan maintained by your Employer that does not have any age and service requirements.
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Unless you are part of an excluded class of employees, you must complete:

• 1 consecutive month(s) of service with the Employer

before you are eligible to receive contributions made by your Employer. However, there is no years of service requirement for
deferring a portion of your Compensation as a pre-tax Deferral. The years of service requirement listed above, however, will
apply to pre-tax Deferrals only if you can defer pre-tax or Roth Deferrals into another plan maintained by your Employer that
does not have any age and service requirements.

When can I enter the Plan?
Deferral Contributions
You will be able to contribute a portion of your pay into the Plan as a pre-tax Deferral as soon as administratively feasible after
your hire date.

Employer Contributions and Matching Contributions
Once you have met the age and service requirements listed above, you will enter the Plan the first day of the next month and
become eligible to receive Employer Contributions or Matching Contributions from your Employer.

What happens to my Plan eligibility if I terminate my employment and am later rehired?
Once you satisfy the eligibility requirements and enter the Plan, you will continue to participate while you are still employed by
the Employer, even if you have a break in eligibility service. A break in service occurs when you do not work more than 500
hours. If you had not yet satisfied the eligibility requirements and had a break in eligibility service, periods before your break in
service will not be taken into account and you will have to satisfy the eligibility requirements following your break in
service. Periods during which you have a break in eligibility service will not count against you if you were absent because you
were pregnant, had a child or adopted a child, were serving in the military, or provided service during a national emergency and
re-employment is protected under federal or state law, and you return to employment within the time required by law.

If you terminate employment and are later rehired, you will be able to defer a portion of your Compensation as a Deferral as
soon as administratively feasible after being rehired. If you had met the eligibility requirements for Employer Contributions or
Matching Contributions and were a Participant in the Plan before terminating employment or having a break in eligibility
service, and are later rehired, you will enter the Plan immediately. If you were not a Participant before the break in eligibility
service, and are rehired, you will need to again satisfy the Plan’s eligibility requirements for Employer Contributions or
Matching Contributions.

CONTRIBUTIONS & VESTING

What amount can I contribute to the Plan?
Deferrals
You will be able to contribute a portion of your Compensation as a pre-tax Deferral unless you are a member of one of the
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excluded classes listed previously. The maximum dollar amount that you can contribute to the Plan each year is $17,000
for 2012 and includes contributions you make to certain other deferral plans (e.g., other 401(k) plans, salary deferral SEP plans,
and 403(b) tax-sheltered annuity plans). This amount will increase as the cost of living increases. Deferrals (and the related
earnings) are always fully vested and cannot be forfeited. So if you were to leave your Employer, you would be entitled to the
full Deferral balance (plus earnings).

The amount of your Compensation that you decide to defer into the Plan generally will be contributed on a pre-tax basis. That
means that, unlike the compensation that you actually receive, the pre-tax contribution (and all of the earnings accumulated
while it is invested in the Plan) will not be taxed at the time it is paid by your Employer. Instead, it will be taxable to you when
you take a payout from the Plan. These contributions will reduce your taxable income each year that you make a contribution
but will be treated as compensation for Social Security taxes.

EXAMPLE: Assume your Compensation is $25,000 per year. You decide to contribute five percent of your Compensation into
the Plan. Your Employer will pay you $23,750 as gross taxable income and will deposit $1,250 (five percent) into the Plan.
You will not pay federal income taxes on the $1,250 (plus earnings on the $1,250) until you withdraw it from the Plan.

Catch-up Contributions
Age 50 Catch-up Contributions - If you are eligible to make Deferrals and you turn age 50 before the end of any calendar year,
you may defer up to an extra $5,500 each year (for 2012) into the Plan as a pre-tax contribution once you meet certain Plan
limits. The maximum catch-up amount may increase as the cost of living increases.

Special 403(b) Catch-up Contributions – If you have worked at least 15 years for the Employer, and the Employer is a qualified
organization, you may make a special catch-up contribution equal to the smallest of the three amounts listed below:

1. $3,000

2. $15,000 minus the amount of Special 403(b) Catch-Up Contributions made in prior years

3. ($5,000 times the number of years you have worked for the Employer) minus (the total amount of Deferrals made
while you worked for the Employer)

These catch-up contributions will be eligible for Matching Contributions from your Employer (if any).

If you qualify for both the age 50 catch-up contributions and the special 403(b) catch-up contributions, your catch-up
contributions will be allocated first as special 403(b) catch-up contributions. Catch-up contributions (and the related earnings)
are considered Deferrals and are always fully vested. So if you were to leave your Employer, you would be entitled to the full
catch-up balance (plus earnings).

How do I start making contributions?
To begin deferring a portion of your Compensation into the Plan, you must follow the procedures established by your
Employer.
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What if I don't make a specific election to contribute some of my Compensation into the Plan?
You are not required to defer a portion of your Compensation into the Plan. If you elect 0% or you simply fail to follow the
procedures established by your Employer for making a Deferral election, you will not be enrolled in the Plan as a deferring
Participant (i.e., 0% of your Compensation will be deferred into the Plan).

Can I change my contribution rate or stop making Deferrals after I start participating in the Plan?
You may change the amount you are deferring into the Plan or stop making Deferrals altogether at the times determined by
your Employer. Generally, once you stop your Deferrals, you will not be able to reenroll in the Plan and begin making
Deferrals again until the first day of the next Plan Year, or the first day of the seventh month of the Plan Year, unless your
Employer decides to allow more frequent re-entry.

Example: Assume the Plan Year is the calendar year and you are enrolled in the Plan and deferring 6% of your Compensation
into the Plan as a pre-tax Deferral. On October 1 you decide to stop making Deferrals. You will not be able to re-enter and
begin making Deferrals again until January 1.

What if I contribute too much to the Plan?
If you contribute too much to the Plan as a Deferral, you must take the excess amount (plus any earnings on the excess) out of
the Plan by April 15 of the year following the year the money was contributed to the Plan. You must notify your Employer, in
writing, of the excess amount by March 1 and request that it be removed. The excess amount is taxable to you in the year you
contributed it to the Plan. If you do not remove it by the deadline, additional taxes will apply.

If I make Deferrals to the Plan, will my Employer match any of those contributions?
Each year that you contribute a portion of your Compensation into the Plan as a pre-tax Deferral, and satisfy the additional
conditions outlined below, your Employer will make a contribution to the Plan as a Matching Contribution on your behalf
based on the following formula.

Employee (EE): equal to 2% but less than 4% - Employer (ER) contributes 2%, EE: equal to 4% but less than 6% - ER
contributes 4%, EE: equal to 6% but less than 7% - ER contributes 6%, EE equal to 7% or greater - ER contributes 7%.

In addition to making a pre-tax Deferral, you must also work 1000 hours during the Plan Year to qualify for a Matching
Contribution.

The 1000 hours of service requirement will not apply, however, if you die, you terminate employment after becoming disabled,
or you terminate employment after reaching age 59.5.

Will the Employer make any additional contributions to the Plan?
The Employer has the option to make Employer Contributions to the Plan but may choose not to make those contributions in
certain years.
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The Employer Contributions made by the Employer to the Plan will be allocated using a discretionary formula. Under this
formula the amount of Employer Contributions, if any, will be determined each year by your Employer and divided among all
eligible Plan Participants based on their Compensation as compared to all eligible Participants' Compensation.

In addition to the Employer Contributions described above, your Employer may choose to make a supplemental Employer
Contribution. The amount of this supplemental Employer Contribution, if any, will be determined each year by your Employer
and 2% maximum.

To qualify to receive an Employer Contribution, you must satisfy the eligibility requirements for Employer Contributions and
must also work 1000 service hours during the Plan Year.

If you are on a paid leave of absence from your Employer, you will still be eligible to receive an Employer Contribution based
on the Compensation received during the leave.

QNEC
Your Employer may decide to make Qualified Nonelective Contributions to the Plan to satisfy special nondiscrimination rules
which apply to the Plan. The amount of the Qualified Nonelective Contribution, if any, will be determined each year by your
Employer.

If I have money in other retirement plans, can I combine them with my accumulation under this Plan?
Your Employer may allow you to roll over dollars you have saved in other retirement arrangements into this Plan after you
become eligible to participate in the Plan. Your Employer will provide you with the documents or other information you need
to determine whether your prior plan balance is qualified to be rolled into this Plan.

The Plan will accept amounts rolled over from the prior plan to this Plan if the prior plan was a:

• qualified retirement plan (e.g., 401(k) plan, profit sharing plan, money purchase pension plan, target benefit plan)

• 403(b) tax-sheltered annuity plan

• government 457(b) plan

• Traditional IRA

Participants and/or beneficiaries who received 2009 RMDs and extended RMDs distributed for 2009 were allowed to roll those
distributions over into this plan in accordance with the rollover contributions rules listed above.

Plan to Plan Transfers
Your Employer may allow you to transfer dollars you have saved in other 403(b) retirement arrangements into this Plan if you
are currently working for the Employer. Your Employer will establish certain procedures that you must follow if you are
making a plan to plan transfer. Limits on the timing of distribution that existed in the prior plan will continue to apply to the
assets that you transfer to this Plan.
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Rollover and Transfer contributions are always 100 percent vested and nonforfeitable.

Are there any limits on how much can be contributed for me?
In addition to the Deferral limit described previously, you may not have total contributions (including Deferrals) of more than
$50,000, plus any age 50 catch-up contributions, in 2012 or an amount equal to 100% of your Compensation, whichever is less,
allocated to the Plan for your benefit each year. The $50,000 limit will be increased as the cost of living increases, and is the
total amount that can be contributed across all retirement plans sponsored by your Employer.

Will contributions be made for me if I am called to military service?
If you are reemployed by your Employer after completing military service, you may be entitled to receive certain make-up
contributions from your Employer. If your Plan permits Deferrals or Nondeductible Employee Contributions, you may also
have the option of making up missed employee contributions and receiving a Matching Contribution, if applicable, on these
contributions.

If you are reemployed after military service, contact your Plan Administrator for more information about your options under the
Uniformed Services Employment and Reemployment Rights Act (USERRA).

Will I be able to keep my Employer contributions if I terminate employment or am no longer eligible to participate in
the Plan?
Contributions that you receive from your Employer are subject to a vesting schedule and could be forfeited if you terminate
your employment or have a break in service. You will earn the right to a greater portion of contributions that you receive from
your Employer the longer you work for your Employer. Generally, all of your years of service with the Employer count toward
determining your vested percentage; however, you must work at least 1,000 hours during each Plan Year to earn a year of
vesting service.

The following vesting schedule applies to contributions received from your Employer:

YEARS OF VESTING SERVICE VESTED PERCENTAGE

Less than One 0%

1 100%

2 100%

3 100%

4 100%

5 100%

6 100%
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EXAMPLE: You have worked for your Employer four years and have received $1,000 in contributions from your Employer.
You terminate employment and request a distribution of contributions that you received from your Employer. Because you
have four years of vesting service, you will receive 100% or $1,000.

Although your Employer has adopted a vesting schedule, your balance will become 100 percent vested when you reach Normal
Retirement Age, the Plan is terminated, contributions to the Plan are discontinued, you die or you incur a Disability.

Like the amounts that you contribute to the Plan as Deferrals, Qualified Nonelective Contributions that you receive from your
Employer will always be 100 percent vested and cannot be forfeited, even if you terminate employment or become ineligible to
participate in the Plan.

What happens to the nonvested portion of my account if I terminate employment?
If you terminate employment, you will always retain the right to the vested portion of your Plan balance. Your nonvested
portion may be forfeited and used to pay the Plan's administrative expenses or used to reduce future Employer contributions to
the Plan. If you are rehired before five breaks in vesting service occur, your forfeited amount will be restored but you may be
required to repay the full amount of any payout you have taken. To avoid a break in vesting service, you must work more than
500 hours during any Plan Year.

WITHDRAWING MONEY FROM THE PLAN (AND LOANS)

When can I take a distribution from the plan?
You may always request a distribution of contributions you have received from your Employer upon termination of
employment after reaching age 59.5.

You may request a distribution of Deferrals at the times listed below.

• You terminate employment

• You become Disabled

• When you reach age 59½

• When you reach age 59.5

• On account of hardship

• At any time with respect to pre-1989 Deferrals invested in an annuity contract

You may request a distribution of the contributions you receive from your Employer at the times listed below, if they are
invested in annuity contracts.
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• You terminate employment

• When you reach 59.5

• After participating in the Plan for five years

• At any time with respect to contributions in annuity contracts issued prior to 2009.

You may elect a distribution of your transfer contributions and/or rollover contributions at any time subject to the restrictions in
the Individual Agreements.

With regard to transfer contributions, distribution restrictions that applied in the plan that held the transferred amount before
you moved it to this Plan may limit your payout options. If the distribution options were more limited under the prior plan, the
transferred amount will remain subject to those more restrictive distribution rules.

Hardship

If you experience a financial hardship, you may take a distribution from the Deferrals you have contributed to the Plan, unless
restricted under the terms of the Individual Agreements.

The following events qualify as a hardship distribution under the Plan:

• medical expenses for you, your spouse or your dependents, or your beneficiary,

• payment to purchase your principal residence,

• tuition and education-related expenses for you, your spouse or your dependents, or your beneficiary

• payments to prevent eviction from your principal residence,

• funeral expenses for you, your spouse or your dependents, or your beneficiary,

• payments to repair your principal residence that would qualify for a casualty loss deduction.

Before you take a hardship distribution, you must take all other distributions and all nontaxable loans available to you under the
Plan. If you take a hardship distribution of Deferrals, you may not be eligible to make Deferrals for the next six months. If you
are under age 59½, the amount you take out of the Plan as a hardship distribution may be subject to a 10 percent penalty tax.
This is only required under the safe harbor method of determining hardship.

You may be able to take a penalty-free distribution from your Deferrals if you were called to active military duty after
September 11, 2001. In order to qualify for these penalty-free distributions, you must have been ordered or called to active duty
for a period of at least 180 days or an indefinite period and your distribution must have been taken after you were called to duty
and before your active duty ended.
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The Individual Agreements governing the investment options that you selected for your Plan contributions may contain
additional limits on when you can take a distribution, the form of distribution that may be available as well as your
right to transfer among approved investment options. Please review both the following information in this Summary
Plan Description and the terms of your annuity contracts or custodial agreements before requesting a distribution.
Contact your Employer or the investment vendor if you have questions regarding your distribution options.

How do I request a payout?
You must complete a payout request form provided or approved by your Employer or follow other procedures established by
your Employer for processing distributions.

If you are taking a hardship distribution, you must provide documents to verify that you have a hardship event that qualifies for
a Plan distribution.

If you die, become Disabled, or reach age 59.5 and you qualify for and request a distribution, your distribution will begin as
soon as administratively feasible after the date you (or your beneficiary in the case of your death) request a distribution.

If you terminate your employment and you qualify for and request a distribution, your distribution will begin as soon as
administratively feasible after the date you (or your beneficiary in the case of your death) request a distribution.

If I am married, does my spouse have to approve my distributions from the Plan?
If you are married, you must get written consent from your spouse to take a distribution from the Plan in any form other than a
qualified joint and survivor annuity. Your spouse’s consent is also needed if you want to name someone other than your spouse
as your beneficiary. The annuity would need to be structured to provide a benefit while you are both alive and then to provide a
survivor benefit that is equal to 50 percent of the amount you received while you were both living. You can designate a
different survivor percentage subject to certain limits under the qualified optional survivor annuity regulations. Your Employer
will provide you with more information regarding your annuity options when it comes time for you to make a decision. Follow
the procedures established by your Employer to document your spouse’s consent to waive the annuity and take the payment in
some other form permitted by the Plan. Your spouse must also consent to any Plan loans that you request.

Your spouse’s consent may have been required to either stop required payments for 2009, begin payments again in 2010, or
both. Your Plan Administrator can tell you whether spousal consent was needed to stop and/or re-start required minimum
distributions.

How will my money be distributed to me if I request a payout from the Plan?
If you obtain the proper consents, you may choose from the following options for your payout.

• Lump sum

• Partial payments
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• Installment payments

• Annuity contract (if assets are held in a custodial account) or converted to an income option (if your assets are
invested in an annuity contract)

The Individual Agreements governing the investment options that you selected for your contributions may further restrict your
payout options. Please review the annuity contracts or custodial agreements before requesting a distribution and contact your
Employer or the investment vendor if you have questions regarding your distribution options.

If your distribution is eligible to be rolled over, you may choose to have your distribution paid to another eligible retirement
arrangement. Contact your Employer for information regarding rollover procedures.

Do any penalties or restrictions apply to my payouts?
Generally, if you take a payout from the Plan before you are age 59½, a 10 percent early distribution penalty will apply to the
taxable portion of your payout. There are some exceptions to the 10 percent penalty. Your tax adviser can assist you in
determining whether you qualify for a penalty exception.

If your payout is eligible to be rolled over, 20 percent of the taxable portion of your payout will be withheld and remitted to the
IRS as a credit toward the taxes you will owe on the payout amount unless you do a direct rollover.

EXAMPLE: You request a $10,000 payout from the pre-tax portion of your Plan balance. If the amount is eligible to be rolled
over to another plan, but you choose not to roll it over directly, you will receive $8,000 and $2,000 will be remitted to the IRS.

Can I take a loan from the Plan?
Although the Plan is designed primarily to help you save for retirement, you may take a loan from the Plan as outlined below,
subject to the terms and restrictions in the Individual Agreements. Please review your annuity contracts or custodial agreements
before requesting a loan. Contact your Employer or the investment vendor if you have questions regarding your loan options.

The Individual Agreements governing the investment options that you selected for your Plan contributions may contain
additional limits on when you can take a loan. Please review both the following information in this Summary Plan Description
and your annuity contracts or custodial agreements before requesting a loan. Contact your Employer or the investment vendor if
you have questions regarding your loan options.

Generally the minimum loan amount that you may take is $1,000 and the maximum loan amount is $50,000. The maximum
amount you can borrow may be less, however, depending on two factors: 1) the amount of your accumulation under the Plan,
and 2) whether you have taken other loans from any of this Employer’s plans within the last year. If you have not had a plan
loan in the previous year, your maximum loan cannot be greater than one-half of your vested account balance or $50,000,
whichever is less. If you have had another loan, the $50,000 maximum will be reduced by the highest outstanding loan balance
in the 12 month period prior to the new loan.

If your loan is being taken from a TIAA-CREF Annuity, your maximum loan amount is further limited to
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1) 45% of your combined TIAA and CREF accumulation attributable to participation under this Plan; or
2) 90% or your CREF and TIAA Real Estate accumulation attributable to participation under this Plan for Retirement
Loan (RL) loans or
3) 90% of your TIAA Annuity accumulation attributable to participation under this Plan for a Group Supplemental
Retirement Annuity (GSRA) loan.

If you default on a loan, your right to a future loan may be restricted. Further, the maximum amount that you can borrow from
the Plan will be reduced by the amount in default (plus interest) until the defaulted amount can be deducted from your Plan
accumulation. If more than one employer contributed to your TIAA-CREF Annuities, you can only take loans based on the
amount you accumulated under this Employer’s plan. You should check with your other employers for the rules that apply to
loans from the amounts you accumulated while working for the other employers.

If your loan is based on amounts invested in your TIAA-CREF mutual funds, you may not have more than three loans at any
one time (from all plans of all employers).

The maximum amount you may borrow from the Plan is also limited to the portion of your plan balance that consists of the
following types of contributions:

• pre-tax Deferrals but only unmatched

If your loan is used to purchase a primary residence, you must repay it within ten years. Other loans must be repaid within one
to five years.

How do I apply for a loan?
To apply for a loan you must complete the loan application provided (or approved) by your Employer and pay any applicable
loan fees.

Your Employer will administer the loan program and will consider the vested portion of your account when reviewing your
loan request.

What is the interest rate for my loan?
The interest rate for your loan will vary, as described below, depending upon how your retirement balance is invested.

• Group Supplemental Retirement Unit-Annuity (GSRA) contract - The interest rate is variable and can increase or
decrease every three months. The interest rate you pay initially will be the higher of 1) the Moody’s Corporate
Bond Yield Average for the calendar month ending two months before your loan is issued; or 2) the interest rate
credited before your annuity starting date, as stated in the applicable rate schedule, plus 1 percent. Thereafter, the
rate may change quarterly, but only if the new rate differs from your current rate by at least ½ percent.

• Retirement Loan (RL) contract - For all Employers except those located in Arkansas, Hawaii, or New Jersey, the
interest rate you pay initially will be the higher of 1) the Moody’s Corporate Bond Yield Average for the calendar
month ending two months before your loan is issued; or 2) the interest credited before your annuity starting date,
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as stated in the applicable rate schedule, plus 1 percent. Thereafter the rate will change annually, but only if the
Moody’s Corporate Bond Yield Average for the calendar month ending two months before the anniversary of
your loan differs from your current rate by at least a half percent. If the latest average differs by less, your interest
rate will remain the same for the next year. For Employers located in Arkansas, Hawaii, or New Jersey, the
interest rate will be a fixed rate of 8 percent.

• TIAA-CREF mutual funds - The interest rate for loans from TIAA-CREF mutual funds will be fixed for the term
of the loan and will be equal to the Federal Reserve Board Bank prime loan rate plus 1 percent at the time of the
loan origination.

What if I don’t repay my loan?
You will be required to repay the loan amount (plus interest) to the Plan. If you default on the loan, you will be taxed on the
amount of the outstanding loan balance and will be subject to a 10 percent penalty if you are under age 59½. In addition, your
Employer has the right to foreclose its security interest in the portion of your vested account under the Plan that you pledged as
security for the loan, when an event allowing a Plan distribution occurs. The following events will cause a loan default:

• Not repaying your loan as set forth in your loan agreement.

• Breaching any of your obligations under your loan agreement.

• Severing your employment (for loans from mutual funds in custodial accounts)

If your loan is defaulted, your Employer has the right to foreclose the security interest in your vested account balance pledged
for repayment, when an event which triggers a distribution of your benefits occurs. In addition, the loan administrator will
report the loan default to the IRS and the outstanding loan amount and accrued interest will be treated as a taxable distribution.
If you are under age 59½, this could result in a 10 percent penalty on the taxable portion of the default.

What if I die before receiving all of my money from the Plan?
If you die before taking all of your assets from the Plan, the remaining balance will be paid to your designated beneficiary. To
designate your beneficiary, you must follow the procedures established by your Employer. If you are married and decide to
name someone other than your spouse as your beneficiary, your spouse must consent in writing to your designation. It is
important to review your designation from time to time and update it if your circumstances change (e.g., a divorce, death of a
named beneficiary).

If you do not name a beneficiary, 50% of your balance will be paid to your spouse and 50% will be paid to your estate. If you
do not name a beneficiary and have no surviving spouse, your remaining balance in the Plan will be paid to your estate, unless a
different alternative is provided in the Individual Agreement.

If your Plan balance is $5,000 or less at the time of your death, your beneficiary will generally have the same options regarding
the form of the distribution that are available to you as a Participant. If the balance is greater than $5,000, your beneficiary may
be required to take the payouts in the form of a life annuity, unless the annuity has been properly waived by you and your
spouse during your lifetime. Your beneficiary may also have the option of rolling their distribution into an IRA. The Individual
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Agreements governing the investment options that you selected for your contributions may further restrict your beneficiary’s
options regarding the manner in which the accumulation will be distributed.

If you die after beginning age 70½ distributions, as described in the following question, your beneficiary must continue taking
distributions from the plan at least annually. If you die before beginning age 70½ payments, your beneficiary may have the
option of (1) taking annual payments beginning the year following your death (or the year you would have reached age 70½, if
your spouse is your beneficiary), or (2) delaying their distribution until the year containing the fifth anniversary of your death,
provided they take the entire amount remaining during that fifth year.

Effective beginning 2009, if you are a beneficiary using the five-year rule for distributions of your benefits, 2009 does not
count toward determining the end of the five-year period. For example, if the participant died in 2007, you will have until
December 31, 2013, instead of December 31, 2012, to deplete your account under the Plan.

How long can I leave the money in my Plan?
When you terminate from employment, your balance will generally not be paid out of the Plan until you request a payout from
your Employer.

Age 70½ Required Distributions
When you reach age 70½ you will generally need to begin taking a distribution each year based on your balance in the Plan.
However, unless you own more than 5% of the Employer, you can delay required distributions until you actually separate from
service. Contributions for periods before 1987 (excluding earnings on those contributions) will generally not be subject to the
required distribution rules until you reach age 75. You may also have the option to satisfy your required minimum distribution
from the Plan by aggregating all your 403(b) plans and taking the required minimum distribution from any one or more of the
individual 403(b) plans.

Effective for 2009, you may have chosen whether or not to take your required minimum distribution for 2009. If you did not
make that choice, the Employer retained that amount within the Plan.

Effective for 2009, you may have chosen to roll over your 2009 and/or extended 2009 required minimum distribution to another
eligible retirement arrangement.

What if the Plan is terminated?
If the Plan is terminated, your entire account balance will be distributed from the Plan. To the extent you are invested in an
annuity contract, you will receive a distribution of the contract.

INVESTING YOUR PLAN ACCOUNT

What investments are permitted?
Your Employer (or someone appointed by your Employer) will select the investment vendors and investment options that will
be available under the Plan. The investment options will be limited to annuity contracts and mutual funds purchased through a
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custodial account. The list of approved investment options and vendors may change from time to time as your Employer
considers appropriate. Your Employer may restrict the list of vendors who may accept new contributions to the Plan and it may
be different from the list of vendors and investment options available once the contributions have been made to the Plan
through a contract exchange. You should carefully review the Individual Agreements governing the annuity contracts and
custodial accounts, the prospectus, or other available information before making investment decisions.

Who is responsible for selecting the investments for my contributions under the Plan?
You have the right to decide how your Plan balance will be invested. Your Employer will establish administrative procedures
that you must follow to select your investments. Your Employer will designate a list of vendors and investment options that you
may select for new contributions to the Plan. You will have the ability to transfer your Plan balance among these vendors and
investment options, to the extent permitted by the Individual Agreements. Contact your Employer if you are not certain whether
a particular vendor or investment option is permitted under the Plan. If you do not select investments for your Plan account, the
Employer will determine how your account will be invested.

Your Employer intends to operate this Plan in compliance with Section 404(c) of the Employee Retirement Income Security
Act (ERISA), and Title 29 of the Code of Federal Regulations Section 2550.404c-1. This means that your Employer and others
in charge of the Plan will not be responsible for any losses that result from investment instructions given by you or your
beneficiary.

How frequently can I change my investment elections?
You may change your initial investment selections as frequently as permitted under the Individual Agreements.

ADMINISTRATION INFORMATION AND RIGHTS UNDER ERISA

Who established the Plan?
The official name of the Plan is Erikson Institute DC Retirement Plan
The Employer who adopted the Plan is:

Erikson Institute
451 N La Salle Dr
Chicago, IL 60654
312-755-2250
Federal Tax Identification Number: 362593545
Fiscal Year End: 06/30

Your Employer has assigned Number 001 to the Plan.

The Plan is a 403(b) defined contribution plan, which means that contributions to the Plan made on your behalf (and earnings)
will be separately accounted for within the Plan.

When did the Plan become effective?
Your Employer has amended and restated the Erikson Institute DC Retirement Plan which was originally adopted 01/01/1974.
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The effective date of this amended Plan is 07/01/2011.

Who is responsible for the day-to-day operations of the Plan?
Your Employer is responsible for the day-to-day administration of the Plan. To assist in operating the Plan efficiently and
accurately, your Employer may appoint others to act on its behalf or to perform certain functions.

Who pays the expenses associated with operating the Plan?
All reasonable Plan administration expenses including those involved in retaining necessary professional assistance, may be
paid from the assets of the Plan, to the extent permitted by the Individual Agreements. These expenses may be allocated among
you and all other Plan participants or, for expenses directly related to you, charged against your account balance. Examples of
expenses that may be directly related to you include, general recordkeeping fees and expenses related to processing your
distributions or loans (if applicable), qualified domestic relations orders, and your ability to direct the investment of your Plan
balance, if applicable. Finally, the Employer may, in its discretion, pay any or all of these expenses. For example, the employer
may pay expenses for current employees, but may deduct the expenses of former employees directly from their accounts. Your
Employer will provide you with a summary of all Plan expenses and the method of payment of the expenses upon request.

Does the Employer have the right to change the Plan?
The Plan will be amended from time to time to incorporate changes required by the law and regulations governing retirement
plans. Your Employer also has the right to amend the Plan to add new features or to change or eliminate various provisions. An
Employer cannot amend the Plan to take away or reduce protected benefits under the Plan (e.g., the Employer cannot reduce the
vesting percentage that applies to your current balance in the Plan).

Does participation in the Plan provide any legal rights regarding my employment?
The Plan does not intend to, and does not provide, any additional rights to employment or constitute a contract for employment.
The purpose of the Summary Plan Description is to help you understand how the Plan operates and the benefits available to you
under the Plan. The Plan document is the controlling legal document with respect to the operation of and rights granted under
the Plan and if there are any inconsistencies between this Summary Plan Description and the Plan document, the Plan document
will be followed.

Can creditors or other individuals request a payout from my Plan balance?
Creditors (other than the IRS) and others generally may not request a distribution from your Plan balance. One major exception
to this rule is that your Employer may distribute or reallocate your benefits in response to a qualified domestic relations order.
A qualified domestic relations order is an order or decree issued by a court that requires you to pay child support or alimony or
to give a portion of your Plan account to an ex-spouse or legally separated spouse. Your Employer will review the order to
ensure that it meets certain criteria before any money is paid from your account. You (or your beneficiary) may obtain, at no
charge, a copy of the procedures your Employer will use for reviewing and qualifying domestic relations orders.

How do I file a claim?
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To claim a benefit that you are entitled to under the Plan, you must file a written request with your Employer. The claim must
set forth the reasons you believe you are eligible to receive benefits and you must authorize the Employer to conduct any
necessary examinations and take the steps to evaluate the claim.

What if my claim is denied?
Except as described below, if your claim is denied, your Employer will provide you (or your beneficiary) with a written notice
of the denial within 90 days of the date your claim was filed. This notice will give you the specific reasons for the denial, the
specific provisions of the Plan upon which the denial is based, and an explanation of the procedures for appeal.

In the case of a claim for disability benefits, if the Employer is making a determination of whether you are Disabled, you will
be notified of a denial of your claim within a reasonable amount of time, but not later than 45 days after the Plan receives your
claim. The 45-day time period may be extended by the Plan for up to 30 days if the Employer determines that an extension is
necessary due to matters beyond the control of the Plan. The Employer will notify you, before the end of the 45-day period, of
the reason(s) for the extension and the date by which the Plan expects to make a decision regarding your claim.

If, before the end of the 30-day extension, your Employer determines that, due to matters beyond the control of the Plan, a
decision regarding your claim cannot be made within the 30-day extension, the period for making the decision may be extended
for an additional 30 days, provided that your Employer notifies you, before the end of the first 30-day extension, of the
circumstances requiring the additional extension and the date as of which the Plan expects to make a decision. The notice will
specifically explain the standards on which the approval of your claim will be based, the unresolved issues that prevent a
decision on your claim, and the additional information needed to resolve those issues. You will have at least 45 days within
which to provide the specified information.

The period of time within which approval or denial of your claim is required to be made generally begins at the time your claim
is filed. If the period of time is extended because you fail to submit information necessary to decide your claim, the period for
approving or denying your claim will not include the period of time between the date on which the notification of the extension
is sent to you and the date on which you provide the additional information.

Your Employer will provide you with written or electronic notification if your claim is denied. The notification will provide the
following:

i. The specific reason or reasons for the denial;

ii. Reference to the specific section of the Plan on which the denial is based;

iii. A description of any additional information that you must provide before the claim may continue to be
processed and an explanation of why such information is necessary;

iv. A description of the Plan’s review procedures and the time limits applicable to such procedures,
including a statement of your right to bring a civil action under Section 502(a) of the Employee
Retirement Income Security Act (ERISA) following a claim denial on review; and

v. In the case of a Plan providing disability benefits, if your Employer used an internal rule or guideline in
denying your claim, either 1) the specific rule or guideline, or a statement that the rule or guideline was
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relied upon in denying your claim, and that 2) a copy of the rule or guideline will be provided free of
charge to you upon request.

If the claim denial is based on a medical necessity, experimental treatment, or similar situation, either an explanation of the
scientific or clinical basis for the denial, applying the terms of the Plan to your medical circumstances, or a statement that an
explanation will be provided free of charge upon request.

May I appeal the decision of the Employer?
You or your beneficiary will have 60 days from the date you receive the notice of claim denial in which to appeal your
Employer’s decision. You may request that the review be in the nature of a hearing and an attorney may represent you.

However, in the case of a claim for disability benefits, if your Employer is deciding whether you are Disabled under the terms
of the Plan, you will have at least 180 days following receipt of notification of a claim denial within which to appeal your
Employer’s decision.

You may submit written comments, documents, records, and other information relating to your claim. In addition, you will be
provided, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information
pertaining to your claim.

Your appeal will take into account all comments, documents, records, and other information submitted by you relating to the
claim, even if the information was not included originally.

If the claim is for disability benefits:

i. Your claim will be reviewed independent of your original claim and will be conducted by a named
fiduciary of the Plan other than the individual who denied your original claim or any of his or her
employees.

ii. In deciding an appeal of a claim denial that is based in whole or in part on a medical judgment, the
appropriate named fiduciary will consult with a health care professional who has appropriate training and
experience in the field of medicine involved in the medical judgment;

iii. Your Employer will provide you with the name(s) of the health care professional(s) who was consulted
in connection with your original claim, even if the claim denial was not based on his or her advice. The
health care professional consulted for purposes of your appeal will not be the same person or any of his or
her employees.

iv. You will be notified of the outcome of your appeal no later than 45 days after receipt of your request
for the appeal, unless the Employer determines that special circumstances require an extension of time for
processing the claim. If your Employer determines that an extension is required, written notice of the
extension will be provided to you before the end of the initial 45-day period. The notice will identify the
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special circumstances requiring an extension and the date by which the Plan expects to make a decision
regarding your claim.

Your Employer will provide you with written or electronic notification of the final outcome of your claim. The notification will
include:

i. A statement that you are entitled to receive, upon request and free of charge, reasonable access to, and
copies of, all documents, records, and other information relevant to your claim;

ii. A statement describing any additional voluntary appeal procedures offered by the Plan, your right to
obtain the information about such procedures, and a statement of your right to bring an action under
Section 502(a) of ERISA; and

iii. If the Employer used an internal rule or guideline in denying your claim, either 1) the specific rule or
guideline, or a statement that the rule or guideline was relied upon in denying your claim, and 2) that a
copy of the rule or guideline will be provided free of charge to you upon request.

If the claim denial is based on a medical necessity, experimental treatment, or similar situation, either an explanation of the
scientific or clinical basis for the denial, applying the terms of the Plan to your medical circumstances, or a statement that an
explanation will be provided free of charge upon request.

If I need to take legal action with respect to the Plan, who is the agent for service of legal process?
Your Employer is the agent to be served with legal papers regarding the Plan.

If the Plan terminates, does the federal government insure my benefits under the plan?
If the Plan terminates, you will become fully vested in your entire balance under the Plan, even though you would not otherwise
have a sufficient number of years of vesting service to be 100 percent vested in your balance. You will be entitled to take your
entire balance from the Plan following termination.

The type of plan in which you participate is not insured by the Pension Benefit Guarantee Corporate, the government agency
that insures certain pension plan benefits upon plan termination.

What are my legal rights and protections with respect to the Plan?
As a Participant in this Plan, you are entitled to certain rights and protections under ERISA. ERISA provides that all Plan
Participants shall be entitled to do the following.

Receive Information About Your Plan and Benefits
1. Examine, without charge, at the Employer’s office and at other specified locations, such as worksites
and union halls, all Plan documents governing the Plan, including insurance contracts and collective

ERISA 403(b) ©2008 Ascensus, Inc., Brainerd, MN 56401 Page 21
Last Generated Date:



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 Employee Benefits Security
Administration.

2. Obtain, upon request to the Employer, copies of documents governing the operations 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 (SPD). The Employer may charge a
reasonable fee for the copies.

3. Receive a summary of the Plan’s annual financial report. The Employer is required by law to furnish
each Participant with a copy of this Summary Annual Report.

4. Obtain, once a year, a statement of the total pension benefits accrued and the vested pension benefits (if
any) or the earliest date on which benefits will become vested. The Plan may require a written request for
this statement, but it must provide the statement free of charge.

Prudent Actions by Plan Fiduciaries
In addition to creating rights for Plan Participants, ERISA imposes duties upon the people who are responsible for the
operation of the 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 beneficiaries. 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
obtaining a pension benefit or exercising your rights under ERISA.

Enforce Your Rights
If your claim for a benefit is denied or ignored, in whole or in part, you have a right to know 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 may take to enforce the above rights. For instance, if you request a copy
of Plan documents or the latest annual report from the Plan and do not receive them within 30 days, you may file suit
in a Federal court. In such a case, the court may require the Employer to provide the materials and pay you up to $110
a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of the
Employer. If you have a claim for benefits which is denied, or ignored, in whole or in part, you may file suit in a state
or Federal court. In addition, if you disagree with the Plan’s decision or lack there of concerning the qualified status
of a domestic relations order or a medical child support order, you may file suit in Federal court. If it should happen
that Plan fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting your rights, you may
seek assistance from the U.S. Department of Labor, or you may file suit in a 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 the
costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if the court finds your
claim is frivolous.

Assistance with Your Questions
If you have any questions about your Plan, you should contact the Employer. If you have any questions about this
statement or about your rights under ERISA, or if you need assistance in obtaining documents from the Employer,
you should contact the nearest area office of the Employee Benefits Security Administration, 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
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hotline of the Employee Benefits Security Administration.

Further, if this Plan is maintained by more than one Employer, you may obtain a complete list of all such Employers
by making a written request to your Employer.

DEFINITIONS

Compensation – The definition of Compensation under the Plan can vary depending upon the purpose (e.g., allocations,
nondiscrimination testing, tax deductions).

In general, the amount of your earnings from your Employer taken into account under the Plan is all earnings reported to you
on Form W-2. Compensation will include amounts that are not included in your taxable income that were deferred under a
cafeteria plan, a 401(k) plan, a salary deferral SEP plan, a 403(b) tax-sheltered annuity plan, a 457(b) deferred compensation
plan of a state or local government or tax-exempt employer, or transportation fringe benefits that you receive.

The definition of Compensation used under the Plan has been further adjusted to exclude the following amounts.

• Amounts deemed to be compensation that relate to an automatic enrollment cafeteria plan where you fail to
provide proof of insurance will be excluded when determining your Compensation.

If you receive payments from your Employer within 2 ½ months after severing your employment, any regular pay for services
you performed prior to severance will be included in Compensation. Other post-severance payments will affect your
Compensation as described below.

• Unused accrued sick, vacation or other leave that you are entitled to cash out will be excluded from
Compensation.

• Amounts received under a nonqualified unfunded deferred compensation program will be excluded from
Compensation.

The measuring period for Compensation will be the Plan Year.

The maximum amount of Compensation that will be taken into account under the Plan is $250,000 (for 2012). This amount
increases as the cost of living rises.

Deferrals – Deferrals are the dollars you choose to contribute to the Plan through payroll deduction on pre-tax basis.

Disabled – You will be considered Disabled if you cannot engage in any substantial, gainful activity because of a medically
determined physical or mental impairment that is expected to last at least 12 months.

Early Retirement Age – There is no Early Retirement Age designated under the Plan.
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Employer – The Employer is Erikson Institute. Your Employer will also serve as the Plan Administrator, as defined in ERISA,
who is responsible for the day to day operations and decisions regarding the Plan, unless a separate Plan Administrator is
appointed for all or some of the plan responsibilities. The term Employer, as used in this Summary Plan Description, will also
mean Plan Administrator, as that term is used in ERISA.

Employer Contributions - Your Employer may choose to make Employer Contributions for Participants who meet the certain
eligibility requirements. Your eligibility to receive Employer Contributions is not dependent upon whether you make Deferrals.

Highly Compensated Employee – A Highly Compensated Employee is any employee who
1) was a five percent owner at any time during the year or the previous year, or
2) for the previous year had Compensation from the Employer greater than $115,000 (for 2012).

The $115,000 threshold is increased as the cost of living rises.

Hour of Service – An Hour of Service, for purposes of determining Plan eligibility, vesting and eligibility to receive Employer
contributions will be based on actual hours for which you are entitled to pay.

If your Employer continues a plan from a prior employer, you will receive credit for time that you worked for the predecessor
employer. Regardless, you will receive credit for your hours of service with

• educational organizations

• a 501(c)(3) not for profit organization, an educational organization, or a minister

• a teaching institution

• an institution of higher education

• a non-profit (research) institution

only for determining

• whether you have satisfied service requirements to participate in this Plan.

• your vested percentage.

• the portion of contributions made by your Employer that will be allocated to you.

Individual Agreements - All contributions to the Plan will be invested either in annuity contracts or in mutual funds held in
custodial accounts. The agreements between the vendor and your Employer or you that constitute or govern the annuity
contracts and custodial accounts are referred to as Individual Agreements. The Individual Agreements explain the unique rules
that apply to each Plan investment and may, in some cases, limit your options under the Plan, including your transfer and
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distribution rights.

Matching Contribution – Your Employer may make Matching Contributions to the Plan based on the amount of Deferrals you
contribute to the Plan.

Normal Retirement Age – Age 59.5 is considered the Normal Retirement Age under the Plan.

Participant – An employee of the Employer who has satisfied the eligibility requirements and entered the Plan is referred to as
a Participant.

Plan – The Erikson Institute DC Retirement Plan is the Plan described in this Summary Plan Description.

Plan Administrator – Your Employer is responsible for the day-to-day administration of the Plan. To assist in operating the
Plan efficiently and accurately, your Employer may appoint others to act on its behalf or to perform certain functions.

Plan Year – A 12-month period ending on 06/30 will serve as the Plan Year.

Qualified Nonelective Contribution – Your Employer may make Qualified Nonelective Contributions to satisfy certain
nondiscrimination tests that apply to the Plan. These contributions are discretionary and are 100 percent vested when made.

Taxable Wage Base – The Social Security Administration sets a contribution and benefit base level each year which is referred
to as the Taxable Wage Base.
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