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This publication contains information, forms, and instructions necessary for an
employee to transfer current benefits to his/her new employer or to apply for
continuation of benefits if coverage does not transfer. This publication is to be
completed by BOTH the Employers and Employee.

This publication is intended to provide general information and may not be
considered to be a legal interpretation of law. Statements contained in this
publication do not supersede the North Dakota Century Code or Administrative
Code or restrict the authority granted to the Retirement Board.

The information in this publication is subject to changes made by the North
Dakota legislature, by the Board of the North Dakota Public Employees
Retirement System (NDPERS), and its agents.


http://www.nd.gov/ndpers

N\

NAVIGATING THE NOTICE OF TRANSFER KIT i% . i

COMPLETE FORMS IN BLUE OR BLACK INK

EmMPLOYER Responsibility:

The “Notice of Transfer SFN 53706” must be completed by your current and new
employer and must accompany a finished transfer Kkit.

Your transfer kit will not be processed without this form.

Transfer Policy:

Retirement service record will transfer.

Employees can not change their level of health insurance coverage.
Employees can not change their level of life insurance coverage.

If enrolled in the dental, vision or long term care plans, no change in level
of insurance coverage is allowed.

If enrolled in the NDPERS Administered FlexComp plan, no change in
deduction is allowed unless there is an IRS Qualified Change of Status as
a result of the transfer.

v If enrolled in the deferred compensation plan, the amount authorized for
deduction by the previous employer will automatically transfer to the new
employer. The employee may change the deduction amount by completing
a new participation agreement.
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In recognition of the fact that the current employer may not be aware of the
circumstances regarding a departing employee’s employment plans and
subsequently a new employer will not receive any transfer information, NDPERS
has developed a series of scenarios along with the required administrative
procedures to follow depending on the particular situation. These procedures are
designed to ensure transfers are processed consistently based on “what the
employer knows at the time of separation of employment.” Please refer to the
Employer Guide for details.

EmMPLOYEE Responsibility:

1. Group Retirement Plans

Transfer of Coverage:

The benefits described in this section only pertain to members of NDPERS
Defined Benefit Plan or Defined Contribution Plan. Read the “Group Retirement
Plans” section carefully before proceeding.
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If you transfer employment from one participating employer to another
participating employer without terminating eligible employment, NDPERS
will record unused sick leave of a participating member if the new
employer certifies that it will not transfer that leave. The certification must
include documentation from the previous employer detailing the number of
hours of sick leave. NDPERS must receive the certification within sixty
days after the member leaves employment with the former employer.
Complete the Transfer of Unused Sick Leave Verification SFN 53404.

Termination of Coverage:

v

2.

Complete either a “Refund/Rollover Kit®, a “Deferred Retirement Kit”, or a
“‘Retirement Kit”.

Group Health Insurance

The benefits described in this section only pertain to members of NDPERS.
Read the “Dakota Plan Features” section carefully before proceeding.

Transfer of Coverage:

v

You cannot increase your level of health insurance coverage.

Termination/Decrease Level of Coverage:

v' Complete the “Continuation of Group Insurance Coverage (COBRA) SFN
14120” if you are continuing OR waiving continuation of your current
coverage.

3.  Group Life Insurance

The benefits described in this section only pertain to members of NDPERS.
Read the “Converting Group Term Life Insurance to Individual Insurance”
information carefully before proceeding.

Transfer of Coverage:

v" You cannot change your level of life insurance coverage.

Termination/Decrease of Coverage:

v Complete the “Term Life Insurance Conversion Request Form” if you wish to
obtain cost information to convert your supplemental and dependent term life

insurance to an individual policy. Complete within 31 days from last day of
employment.



v' Complete the “Group Life Insurance Enroliment/Change SFN 53803 if you
are continuing but at a reduced level of coverage.

4.  Group Dental Insurance

The benefits described in this section only pertain to members of NDPERS.
Read the “Dental Coverage” section carefully before proceeding.

Transfer of Coverage:

v" You cannot increase your level of dental insurance coverage.

Termination/Decrease Level of Coverage:

v Complete the “Continuation of Group Insurance Coverage (COBRA) SFN
141207 if you are continuing OR waiving continuation of your current
coverage.

5.  Group Vision Insurance

The benefits described in this section only pertain to members of NDPERS.
Read the “Vision Coverage” section carefully before proceeding.

Transfer of Coverage:

v" You cannot increase your level of vision insurance coverage.

Termination/Decrease of Coverage:

v' Complete the “Continuation of Group Insurance Coverage (COBRA) SFN
141207 if you are continuing OR waiving continuation of your current
coverage.

COBRA Notification Letter

Federal COBRA Law: The Consolidated Omnibus Budget Reconciliation Act of
1985 (COBRA) requires that employers provide employees and their dependents
who lose their eligibility to participate in a group health, dental, and vision
insurance plans an opportunity to continue comparable coverage at their own
expense.

6. Group Long Term Care

The benefits described in this section only pertain to members of NDPERS.
Read the “Long Term Care Coverage” section carefully before proceeding.

Transfer of Coverage:

v" You cannot change your level of long term care insurance coverage.



Termination of Coverage

v' Complete the “UNUM Election 230-89” if you are continuing your coverage.
Complete within 31 days from last day of employment.

7. NDPERS Administered FlexComp Plan

The benefits described in this section only pertain to participants of NDPERS
Administered FlexComp Plan. Read the “Transfer of Coverage” section carefully
before proceeding.

Transfer of Coverage:

v" No change in your deductions is allowed unless there is a qualified IRS
Change in Status Event as a result of the transfer.

Termination of Coverage:

v Complete the “Continuation of Coverage in a Medical Spending Account
(COBRA) SFN 53512”" if you participate in the NDPERS Administered
FlexComp Plan and are transferring to an employer group not on the State of
North Dakota FlexComp Plan.

COBRA Notification Letter

Under the provisions of the Internal Revenue Service (IRS) COBRA regulations
you have the opportunity to extend your participation in the NDPERS Medical
Spending Account to the end of the current plan year on December 31.

8. Deferred Compensation Plan

The benefits described in this section only pertain to members of NDPERS 457
Deferred Compensation Plan. Read the “The Deferred Compensation Plan”
section carefully before proceeding.

Transfer of Coverage:

v If enrolled in the deferred compensation plan, the amount authorized for
deduction by the previous employer will automatically transfer to the new
employer. You may change the deduction amount online through your
Member Self Service account or by completing a new “457 Deferred
Compensation Plan Enrollment/Change SFN 3803”. A transfer is not a
distributable event under the 457 regulations.

Termination of Coverage:

v" Upon termination of employment, your North Dakota Section 457 Deferred
Compensation Plan becomes available for distribution after a 30 day period
of separation from covered employment.



9. Employee Assistance Program.

Transfer of Coverage:

v' Transfers automatically

Termination of Coverage:

v' Cancels automatically
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TRANSFER FORMS CHECKLIST
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FORM NAME State Form
Number
[] NOTICE OF TRANSFER 53706
[] | TRANSFER OF UNUSED SICK LEAVE VERIFICATION 53404
L] HEALTH INSURANCE APPLICATION OR CHANGE 60036
[] | CONTINUATION OF GROUP INSURANCE COVERAGE (COBRA) 14120
] DENTAL/VISION INSURANCE APPLICATION 58792
[] | VOYA TERM LIFE INSURANCE INFORMATION REQUEST FORM
[] LIFE INSURANCE ENROLLMENT/CHANGE 53803
] LIFE INSURANCE DESIGNATION OF BENEFICIARY 58355
[l | AUTHORIZATION FOR AUTOMATIC PREMIUM DEDUCTION 50134
] ELECTION FOR PORTABLE COVERAGE-LONG TERM CARE 03/08
[ ] | CONTINUATION OF COVERAGE IN MEDICAL SPENDING ACCOUNT 53512
(COBRA)
] 3803
457 DEFERRED COMPENSATION PLAN ENROLLMENT/CHANGE
a 457 DEFERRED COMPENSATION PLAN EXPEDITED 54362
ENROLLMENT/WAIVER
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DEFINED BENEFIT PLAN:

Transfer of Employment:

Your member account balance and service credits with NDPERS are “portable” if
you move from one participating employer to another. Even though you may have
had several different participating employers, all service credit and employee
contributions are maintained by NDPERS.

If you transfer employment from one participating employer to another
participating employer without terminating eligible employment, NDPERS wiill
record unused sick leave of a participating member if the new employer certifies
that it will not transfer that leave. The certification must include documentation
from the previous employer detailing the number of hours of sick leave. NDPERS
must receive the certification within sixty days after the member leaves
employment with the former employer. Complete the Transfer of Unused Sick
Leave Verification SFN 53404. You and your employer must complete a
NDPERS “Notice of Transfer Kit SFN 53728”.

Termination of Coverage:

To be eligible for benefits listed below, you must terminate employment.
“Termination of employment” for the purposes of determining eligibility for
benefit payments means a severance of employment by not being on the
payroll of a covered employer for a minimum of one month. Approved
leave of absence or reemployment with any covered employer prior to
receiving a lump sum distribution of the member’s account balance does
not constitute termination of employment.

Member Account Balance:

The member account balance consists of the monthly employee contributions, the
vested portion of your employer contributions, any purchase payments and
interest. This interest is compounded monthly up to the time you receive a
refund/rollover of your account or begin receiving a monthly benefit. The interest
paid on your account is based on a rate established by the NDPERS Board and
builds on a tax deferred basis. If you take a refund or rollover, your retirement
funds will not be available until you have been terminated for approximately 60-90
days, subject to tax notification requirements. See the “Special Tax Notice
Regarding Plan Payments”.



Option 1
You can choose to have your member account balance paid directly to you. If you

choose this option, only 80 percent of the taxable amount of your member
account balance is payable to you because NDPERS is required to withhold 20

percent of the payment for federal tax purposes. In addition, if you are under age
59 1/2, you may be subject to an additional 10 percent penalty for early
withdrawal. If you elect this option, then you will need to complete a
“‘Refund/Rollover Kit”.

Option 2
You can choose to have all or a portion of your member account balance directly

rolled over into an IRA or another employer plan. If you have all or a portion of the
amount rolled over, any taxable amount not rolled over will automatically be
mailed to you and subject to the taxes indicated in “Option 1”. The portion rolled
over is not taxed until you take it out of the IRA or other employer plan. (NOTE:
Be sure to check to see if the other employer plan will accept a rollover from a
401(a) plan and request a letter of acceptance be forwarded to NDPERS from the
named financial institution). If any portion of your rollover includes non-taxable
income, the letter of acceptance is required before your request will be
processed. If you elect this option, you will need to complete a “Refund/Rollover
Kit”.

Option 3
Whether vested or not, you can leave your member account balance intact with

NDPERS and take a refund or rollover at a later date. If you elect to leave your
member account balance intact with NDPERS, you must complete a “NDPERS
Deferred Retirement Kit”.

Option 4 [This option is only available for vested members]

To be vested in a defined benefit program means that you have become legally entitled
to a monthly benefit from NDPERS when you reach retirement age and terminate
employment. Under NDPERS you become vested at the earlier of:

*Achieving 36 months (3 years) of service credit, or
Attaining 65 years of age while employed.

You can elect a Deferred Vested Benefit. Under this option, you leave your account with
NDPERS and elect to receive a monthly benefit at a later date. The earliest age a
member can begin to receive a monthly benefit is age 55 (Age 60 if hired on or after 01-
01-2016) or by meeting the “Rule”, whichever happens first. Under the Deferred Vested
Benefit Option, unreduced monthly benefits may begin at age 65 or by meeting the
“‘Rule”, whichever happens first. Interest continues to compound on your member
account balance until you begin receiving a monthly benefit. If you choose this option
you will need to complete a “NDPERS Deferred Retirement Kit”.



Option 5
You are eligible to receive NDPERS retirement benefits upon termination of employment

if:

v you are age 55 (age 60 if hired on or after 01-01-2016) or older and have 3 years
of eligible service credit; or

v you meet the Rule of 85 (Rule of 90 with minimum age 60, if hired on or after 01-
01-2016)

v you have attained age 65 while actively employed with a NDPERS participating
agency.

Eligible service credit may include dual membership service.

See the NDPERS Group Retirement Plan handbook for specific information on early
retirement reductions, meeting the “Rule”, eligible service credit, and dual membership
service.

You and your employer must complete a “NDPERS Retirement Kit”

If you are not vested, your member account balance is less than $1,000 and you do not
indicate you wish to leave your account intact, you will be issued a refund automatically

upon termination.

CONVERTING UNUSED SICK LEAVE:

Transfer of Employment:

If you transfer employment from one participating employer to another participating
employer without terminating eligible employment, NDPERS will record unused sick
leave of a participating member if the new employer certifies that it will not transfer that
leave. The certification must include documentation from the previous employer
detailing the number of hours of sick leave. NDPERS must receive the certification
within sixty days after the member leaves employment with the former employer.

You, your current employer, and your new employer must complete a “Transfer of
Unused Sick Leave Verification SFN 53404”.

Termination of Employment:

At termination, you may purchase all or part of your sick leave for retirement
service credit. One month of service credit may be purchased with NDPERS for
each 173.3 hours of unused sick leave. Sick leave conversion with NDPERS is
available to you, even if your employer pays out a portion of your sick leave at
time of separation. Please confirm any rules that may apply to sick leave payout
with your employer.
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The cost to purchase sick leave is determined by taking the required contribution
rate of your Final Average Salary times the number of months being converted.
The final payment amount will be calculated by NDPERS, after your termination.
Payment can be made either on an after-tax basis through personal check or pre-
tax basis through direct rollover/transfer. To elect to convert your sick leave, the
Conversion of Unused Sick Leave Application — Defined Benefit SFN 58358 must
be completed. If using pre tax dollars to do the purchase, please ask your

Employer to complete Part F on the form. Please review the terms on the
conversion application carefully. The sick leave payment must be paid by the
15th of the month following the month of termination.

*Required Contribution Rates:

Main System = 15.26%

Law Enforcement with Prior Service = 16.45%
Law Enforcement without Prior Service = 14.57%
Highway Patrol System = 34.14%

State Law Enforcement = 17.45%

Judges = 26.66%

DEFINED CONTRIBUTION PLAN:

Transfer of Employment:

You shall remain a participant in the Plan regardless of whether you return to
State employment or become employed by a political subdivision that participates
in NDPERS. However, this rule does not apply to participants who are
reemployed with the State as a highway patrolman, as a teacher, or as an
employee of the board of higher education who becomes covered under the TIAA
retirement plan.

You and your employer must complete a “NDPERS Transfer Kit”.

Termination of Employment:

Deferred Member Account Balance

When you terminate employment you can apply to defer your entire vested
account balance. Under this option you leave your account balance with the
Trustee Company until you either take it out as a lump sum or periodic
distribution. If you choose this option you and your employer must complete a
“NDPERS Deferred Retirement Kit” to elect this option.

Lump Sum Distributions

If you elect this option, your entire vested account balance will be paid to you as a
lump-sum distribution. You may elect to roll this lump-sum distribution into an
IRA or another eligible employer plan. If you choose this option you will need to
complete a “NDPERS Refund/Rollover Kit” and a “Trustee Company Distribution
Form”, which you must obtain from NDPERS.
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Periodic Distributions

If you elect this option, your vested account balance will be paid to you in
monthly, quarterly, semiannual or annual periodic payments until your account is
exhausted and you must receive a payment at least annually. If you choose this
option you will need to complete a “NDPERS Retirement Kit” and a “Trustee
Company Distribution Form”, which you must obtain from NDPERS.

Distributions will be subject to the following rules:

1.) Refund Distribution

Any taxable distribution paid by the Trustee Company directly to you will be
subject to mandatory Federal income tax withholding of 20% of the requested
distribution. You cannot elect out of this tax withholding but you can avoid it by
electing a direct rollover distribution. This withholding is not a penalty but rather a
prepayment of your Federal income taxes, although there may also be an IRS
penalty assessed in certain circumstances. If you are under age 59 1/2 at the
time the distribution occurs, you may be subject to a 10% penalty at the time you
file your income tax return for the year you took the distribution.

2.) Direct Rollover Distribution

As an alternative to a cash distribution, you may request that your entire
distribution be rolled directly into an IRA or another eligible employer plan (if it
accepts rollover contributions). Federal income taxes will not be withheld on any
direct rollover distribution.

a.) Rollover to an IRA -

You must complete a Qualified Plan Distribution Form and indicate the
name and address of the custodian or trustee, and account number for
your IRA. After authorizing your distribution, NDPERS will forward the form
to the Trustee Company. A check will be issued by the Trustee Company
payable to the IRA custodian or trustee for your benefit. The check will
contain the notation ‘Direct Rollover’ and it will be mailed directly to you.
You will be responsible for forwarding it on to the custodian or trustee. You
must provide NDPERS with complete information to facilitate your direct
rollover distribution.

b.) Rollover to Another Eligible Employer Plan —

You should check with your employer to determine if its plan will accept
rollover contributions. If allowed, then you must complete a Qualified Plan
Distribution Form and indicate the name, address and plan number of your
employer’s qualified plan. After authorizing your distribution, NDPERS will
forward the form to the Trustee. A check will be issued by the Trustee
Company payable to the trustee of your eligible employer plan. The check
will contain the notation ‘Direct Rollover’ and it will be mailed directly to
you. You will be responsible for forwarding it on to the new trustee. You
must provide NDPERS with complete information to facilitate your direct
rollover distribution.
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3.) Combination Refund Distribution and Direct Rollover Distribution

You may request that part of your distribution be paid directly to you and the
balance to be directly rolled into an IRA or another eligible employer Plan. Any
cash distribution you receive will be subject to the Federal income tax withholding
rules referred to in (1). Any direct rollover distribution will be made in accordance
with (2).

You will pay income tax on the amount of any taxable distribution you receive
from the Plan unless it is rolled into an IRA, your new eligible employer Plan, or to

a 403(a) annuity. A 10% IRS premature distribution penalty tax may also apply to
your taxable distribution unless it is rolled into an IRA or another eligible plan.

The 20% Federal income tax withheld under this section may not cover your
entire income tax liability.

If your vested account balance is less than $1,000, the entire amount will be
automatically distributed to you unless you request in writing that the vested
account balance remain in the Plan within 120 days after termination.
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CONTINUATION OF INSURANCE COVERAGE (COBRA)
Retiring or Terminating Employees

Please read this information carefully. You should retain this notice for your records.
Please disregard this notice if: 1. you transferred employment to another NDPERS covered
employer, or 2. you are still employed with your current employer and just experienced a change
in your employment status.

As a result of a recent "Qualifying Event”, your insurance coverage has or will terminate on
December 31, 1995. Under the Federal Consolidated Omnibus Budget Reconciliation Act
(COBRA), you and/or your covered dependents that are losing coverage are entitled to continue
your group insurance coverage under the plan sponsored by your employer beyond the date
coverage would normally end. You may have already made an election; however, we are
required by federal law to provide you this notice for your records.

You and/or your covered dependents that are losing coverage are "Qualified Beneficiaries". A
family member added to the covered employee's contract due to marriage or birth or placement
for adoption during a period of continuation coverage will also be deemed a qualified beneficiary
for COBRA purposes. The spouse or child must be added to COBRA coverage within 31 days
from the date of the qualifying event.

As qualified beneficiaries, you and/or your eligible dependents losing coverage are entitled to
continue the same group insurance coverage that you had on the day before the qualifying
event (provided that the company has not eliminated the policy or changed insurance carriers
since the qualifying event). Additionally, you are also entitled to COBRA continuation coverage
if you have other insurance coverage prior to electing COBRA coverage (including entitlement to
Medicare).

Under the law, you have a 60-day election period during which you must inform your employer
in writing or by completing an application that you want continuation coverage. This election
period begins on the later of (1) the date you lose coverage due to the qualifying event or (2) the
date you are provided your COBRA notification. If you are or become mentally or physically
incapacitated during this election period, an appointed guardian or responsible party may elect
and/or pay for COBRA continuation coverage on your behalf. If you choose COBRA
continuation coverage, your election is considered made on the date you send your payment to
the Plan Administrator.

There may be other coverage options for you and your family through the Health Insurance
Marketplace. Refer to the information below for additional details on the Marketplace.

Additionally, you may qualify for a special enrollment opportunity for another group health plan for
which you are eligible (such as a spouse’s plan), even if the plan generally does not accept late
enrollees, if you request enrollment within 30 days.

CONTINUATION PERIOD

Your Qualifying Event entitles you and/or your covered dependents to continue coverage for the
period of 18 months if you are qualifying due to the member’s termination of employment. This
period begins on the date your coverage under the group insurance plan would normally cease. If
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you have signed an Early Retirement Agreement, whereby your employer will pay the premiums
for a specified period of time, the first 18 months of employer paid premium is your COBRA
continuation coverage.

EXTENDED COBRA CONTINUATION COVERAGE PERIOD

Any qualified beneficiary in connection with a qualifying event may be entitled to an extension of
continuation coverage from 18 to 29 months if an individual is determined under Title Il or XVI of
the Social Security Act to have been disabled at any time during the first 60 days of COBRA
continuation coverage. The disability extension applies only if any of the qualified beneficiaries
provides notice to the plan administrator of the disability determination within 60 days after the
date the determination is issued and before the end of the original 18-month maximum coverage
period. The affected individual must also notify NDPERS within 31 days of any final
determination that the individual is no longer disabled. The disability extension applies
separately to each qualified beneficiary including non-disabled family members who are
gualified beneficiaries due to the termination or reduction in hours of employment.

In addition, if you are the spouse or dependent of an employee who has been terminated from
employment or whose hours of employment have been reduced, you may receive an extension
of continuation coverage if a second qualifying event occurs (such as employee death, divorce,
legal separation, employee Medicare entitlement or losing dependent status under the Plan)
during the original 18-month continuation coverage period. In such a case, the original 18-
month period (or 29-month period, in the case of a disability extension) is expanded to 36
months. This extension applies only if the Plan Administrator is notified in writing within 60 days
of the second qualifying event and within the original 18 or 29-month coverage period. This
extension applies to individuals who are qualified beneficiaries as a result of the first qualifying
event and who are still qualified beneficiaries at the time of the second qualifying event. A
reduction in hours followed by a termination of employment is not considered a second
qualifying event for COBRA purposes.

PREMIUMS FOR COBRA CONTINUATION COVERAGE

You will be charged 102% of the applicable group premium rate for the level of coverage you
select. Unless you expressly elect otherwise, the coverage to be continued will be that which
you and/or your dependents (if any) had on the day before the qualifying event. However, be
aware that each qualified beneficiary has independent COBRA election rights. Your monthly
premium based on your current coverage level will be $981.68. The initial premium for
continuation coverage must be made within 45 days of your COBRA election.

Your continuation coverage will not be effective until the initial premium payment is received. If
the initial premium is not made within the indicated period, you will forfeit your right to
continuation coverage. Subsequent monthly premium payments are due and payable on the
15th day of each month for that month's coverage. Pursuant to COBRA law, your continuation
coverage will be terminated if your premium is not received by the last day of the month for
which coverage was due.

HOW TO ELECT COBRA CONTINUATION OF INSURANCE COVERAGE
1. Obtain, complete and follow the instructions on the ‘CONTINUATION OF GROUP
INSURANCE COVERAGE (COBRA) SFN 14120 and return it to the NDPERS
office before the Election Period Expiration Date. The form can be found on the
NDPERS website at www.nd.gov/ndpers.
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2. Pay the initial premium required for COBRA continuation coverage within forty-five (45)
days of your COBRA election date. See the Premiums for COBRA Continuation
Coverage section.

TERMINATION OF CONTINUATION COVERAGE
You may lose your continuation coverage before the end of your maximum coverage period for
any of the following reasons:

1. If any required premium is not paid in a timely manner, coverage will cease for you and
your qualified beneficiaries.

2. If you or any of your qualified beneficiaries become covered under another group
insurance plan, after the date of COBRA election, that does not contain any applicable
exclusion or limitation with respect to any pre-existing condition.

3. If all of our group insurance plans are terminated (including successor plans), coverage
will cease for you and your qualified beneficiaries.

4. If coverage was extended to 29 months due to a disability, coverage will cease if there is
a determination that the individual is no longer disabled. Please note: Federal law
requires that you inform the plan administrator within 31 days of a final determination that
the individual is no longer disabled.

5. If you or your qualified beneficiaries become entitled to coverage under Medicare, after
the date of COBRA election, coverage will cease for each individual so eligible. If you are
age 65 or over and receive or have applied for Social Security (or qualify for Social
Security at an earlier age due to a disabling condition) you are considered to be entitled
to Medicare.

. If you request cancellation of COBRA continuation coverage in writing.

. If the group insurance plan terminates the coverage for cause for similarly situated active
employees, then the qualified beneficiary's coverage can be terminated on the same
basis (such as for submission of fraudulent claims, etc.).

~N O

IMPORTANT: The plan is required to make a complete response to any inquiry from a
insurance provider regarding your right to coverage under the plan during the election period.
Similar requirements exist to provide the status of COBRA coverage inquiries made by
insurance care providers during any applicable premium payment grace periods. If you elect the
continuation coverage, the initial payment will cover the first period of continuation coverage
beginning immediately after the date that your coverage under the group insurance plan ceased.
Please see Premiums for COBRA Continuation Coverage section of this document.

PLAN OR BENEFIT CHANGES

If you elect continuation coverage, you will receive the same level of benefits under the plan as
similarly situated active employees. Plan benefits may be modified or amended during the
period of continuation coverage that may result in a change of premiums in accordance with
federal COBRA regulation. As a qualified beneficiary, you are entitled to the same open
enrollment rights as active employees. This includes special enrollment rights such as adding
coverage for newly acquired family members.

Please be advised that notification to an individual, who is a qualified beneficiary as the spouse
of a covered employee, shall be considered notification to all other qualified beneficiaries
residing with such spouse at the time such notice is made.
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HIGH DEDUCTIBLE PLAN MEMBERS

If you participate in the NDPERS High Deductible Health Plan with a Health Savings Account (HSA)
and terminate employment, NDPERS is not responsible for any further employer contributions to your
HSA. However, prior to depleting your funds or closing your account, please contact NDPERS to
verify that all contributions have been deposited.

MARKETPLACE INSURANCE COVERAGE

The Marketplace offers “one-stop shopping” to find and compare private health insurance options. In
the Marketplace, you could be eligible for a tax credit that lowers your monthly premiums and cost-
sharing reductions (amounts that lower your out-of-pocket costs for deductibles, coinsurance, and
copayments) right away, and you can see what your premium, deductibles, and out-of-pocket costs
will be before you make a decision to enroll. Through the Marketplace, you'll also learn if you qualify
for free or low-cost coverage from Medicaid or the Children’s Health Insurance Program (CHIP). You
can access the Marketplace for your state at www.HealthCare.gov.

Coverage through the Marketplace may cost less than COBRA continuation coverage. Being offered
continuation coverage won'’t limit your eligibility for coverage or for a tax credit through the
marketplace.

You have 60 days from the time you lose your job-based coverage to enroll in the Marketplace as a
special enrollment event. After 60 days, your special enrollment period will end and you may not be
able to enroll right away. In addition, during what is called an “open enrollment” period, anyone can
enroll in Marketplace coverage.
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This contains information regarding your eligibility for the Dakota Plan. The plan
is underwritten by Sanford Health Plan (SHP).

TRANSFER OF COVERAGE:

In most circumstances, you cannot increase your current level of health insurance coverage
when transferring from one NDPERS participating employer to another. You may decrease
coverage or cancel at any time. If you have questions regarding eligibility to increase coverage
at the time of Transfer, contact the NDPERS office.

EMPLOYMENT CHANGE FROM PERMANENT TO TEMPORARY STATUS:

If you change from Permanent to Part-Time/Temporary Status:

Your eligibility to continue on this plan will be determined based upon the Part-Time/Temporary
employee requirements.

Note: Your coverage provided by your employer for your permanent employment will stop at the
end of the month of your change in status.

COBRA COVERAGE:

If the new employer does not provide health insurance your NDPERS health coverage will end
one month after your date of separation from employment. You and your covered dependents
may apply for COBRA coverage within 60 days of your separation of employment if:

v" You, as an active employee, and your covered dependents were enrolled in the
NDPERS health plan, and
v Neither you nor your covered dependents are eligible for Medicare.

You will have the option to continue COBRA coverage for a maximum period of 18 months.
COBRA coverage will be terminated if:

v" You or your covered dependents become eligible for an employer sponsored health plan
v" Your or your eligible dependents become eligible for Medicare.

The following COBRA premiums are in effect through June 30, 2017:

State Agencies Single Family
$555.16 $1,337.96
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Political Subdivisions, enrolled prior to July 1, 2015: Single Family
Grand Fathered $593.10 $1,432.94
Non Grand Fathered $602.12 $1,454.72

Political Subdivisions enrolled after July 1, 2015:

Premiums through June 30, 2016: Single Family
Grandfathered $577.78 $1,397.12
Non-Grandfathered $586.56 $1,417.06

Premiums July 1, 2016 through June 30, 2017:

Grandfathered $608.46 $1,468.78
Non-Grandfathered $617.72 $1,492.38

If you are a family of two on the health insurance, it may cost less for you to split your
coverage into two separate contracts during the 18 months Cobra period. Please contact
your NDPERS counselor for further details and to discuss of this option is best for you.

High Deductible Health Plan (HDHP):

If you are an active state employee covered on the High Deductible Health Plan (HDHP) at the
time you terminate, your coverage in this plan will continue while you are on COBRA. You will
have opportunity to discontinue your participation in the HDHP plan and switch to the
PPO/Basic Plan during annual enrollment.

Once terminated, there is no longer an employer contribution to a Health Savings Account
(HSA) on your behalf.

However, the premium that you are required to pay reflects that the state does not pay an
employer contribution and are lower than the PPO/Basic COBRA rates. The premiums for
HDHP COBRA are:

Single: $ 483.82
Family: $1,165.34

EXTENDED COBRA:

Disability

A member or their dependent determined to have been disabled for Social Security purposes
may extend the continuation of coverage to 29 months. If member or their dependent
becomes disabled at any time during the first 60 days of COBRA continuation coverage the
member must provide notice of such determination to NDPERS within 60 days after the date of
any final determination of disability and before the end of the 18 month continuation period.
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Death
Continuation of coverage may be extended for a period up to 36 months for an eligible
dependent.

CANCELLATION OF HEALTH COVERAGE:

If you wish to cancel your NDPERS health coverage you must submit a written request
providing the contract holder’'s name, contract number and effective cancellation date.
Cancellations will only be done at the end of the month. We cannot cancel your policy for a
partial month or do a retroactive cancellation of a

policy. NDPERS must receive your cancellation request by the 15™ of the month prior to the
effective cancellation date.

REFERENCE MATERIALS AVAILABLE:

As a health plan accredited with the National Committee for Quality Assurance (NCQA),
Sanford Health Plan is required to provide you with additional information as you make
decisions regarding your medical benefit plan. This information, including accessing your
provider network, pharmacy information and other important notices can be found
http://www.nd.gov/ndpers/insurance-plans/docs/sanford-health/reference-material/reference-
material-grandfathered-new-hire-kit. pdf:

Provider Network
e Networks available.

Member Handbook
e How to read an Explanation of Benefits (EOB).
e What to do in an emergency.
e Special communication services.
e How claims are paid.

Special Notices

e Learn about Sanford Health Plan’s privacy policy.
e Find out more about the claims appeal process.

Feel free to contact Sanford Health Plan with any questions that you may have at (701) 751-
4125 or toll-free at (800) 499-3416.
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Additional Features of Dakota PPO/Basic and HDHP Plans:

DISEASE MANAGEMENT PROGRAM

A disease management program is offered through SHP. Please contact the SHP Care
Management Department at 1-877-652-1847.

DAKOTA WELLNESS PROGRAM

Novu Online Portal:
Covered members and their eligible spouse can use the Novu online wellness portal. Novu
provides exercise, blood pressure and calorie trackers.

After you receive your health insurance ID cards, you will receive a member packet that will
explain the wellness program in detail.
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DAKOTA HEALTH PLAN FEATURES
PPO/BASIC A4 Ly

For complete teatures of the Dakota Plan visit www.nd.gov/ndpers.

Eligibility:
Eligible employees are those who are at least 18 years of age, work at least 20 hours per week

for 20 or more weeks per year, and whose positions are regularly funded and not of limited
duration (i.e., permanent).

Part-Time /Temporary Employees:

A Part-Time/Temporary Employee may be eligible to participate if the employee is employed at
least 30 hours per week or 130 hours per month and meets the definition of a full-time employee
as defined in the Affordable Care Act (ACA). Coverage will be effective the first of the month
following date of employment. If application is not made within the first 31 days, the provisions
of the Special Enroliment Periods will apply. The employer is responsible for determining
elgibility and offering coverage when applicable.

Enrollment Period:

You have an initial enrollment period of 31 days from your date of employment. Applications
received within the enrollment period will be accepted with no restrictions or limitations for you
and any eligible dependents. Coverage will be effective the first of the month following your hire
date.

If you do not enroll during the initial 31 day eligibility period when hired or do not enroll within 31
days of a qualifying event, you may apply for coverage during the designated Annual Enrollment
Season with coverage effective the following January 1.

Employment Change from Permanent to Temporary Status:

If you change from Permanent to Part-Time/Temporary Status:

Your eligibility to continue on this plan will be determined based upon the Part-Time/
Temporary employee requirements.

Note: Your coverage provided by your employer for your permanent employment will stop at
the end of the month of your change in status.

Preferred Provider Organization (PPO/BASIC):

The Preferred Provider Organization (PPO) is a group of hospitals, clinics and physicians who
have agreed to discount their services to members of NDPERS. You have "freedom of choice"
in selecting which physician or medical facility to use for services. No referral is needed. If you
choose a provider who participates in the PPO program, you will have lower out-of-pocket
expenses. PPO benefits are only available in the State of North Dakota, unless the medical
facility provides services at a satellite location in another State.
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DEDUCTIBLE AND COINSURANCE:

Deductible, copayments, and coinsurance maximums accrue on a "Calendar-Year" basis,
January 1 - December 31.

Plan Features: Basic PP

(Self Referral or
Out-of-State)

Deductible for All Services

-Per Person $400 $400
-Per Family $1200 $1200
Copayment for Physician Office Visits (no $30 $25

limit)

Copayment for Emergency Room $50 $50

Coinsurance on all covered services EXCEPT 75/25 80/20

Physician Office Visits

Annual Coinsurance Maximum

-Individual $1250 $750
-Family $2500 $1500
Annual Out-of-Pocket Maximums (Deductible and Coinsurance)**
-Individual $1650 $1150
-Family $3700 $2700

*Qut-of-network coverage is at the Basic level.
**Qffice visit and emergency room copayments and prescription drug copayments
and coinsurance are additional

DEDUCTIBLE AND COINSURANCE
Deductible, copayments, and coinsurance maximums accrue on a "Calendar-Year" basis, January
1 - December 31.

DISEASE MANAGEMENT PROGRAM:
A disease management program is offered through SHP. Please contact the SHP Care
Management Department at 1-877-652-1847.

MEMBER REBATE ACCOUNTS:
Member rebate accounts for rebates on prescription drugs. Please contact the SHP Pharmacy
Management Department at 1-888-315-0885.
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PREVENTIVE SCREENING SERVICES- PPO/BASIC COVERAGE:

Wellness Services

Copayment | PPO | Basic | Special Conditions
Plan |Plan

Well Child Care (to member's 6th birthday) $25/$30 100% |100% | Deductible does not apply.

Preventive Screening Services $25/$30 100% |100% | Maximum benefit allowance

(members 6 and older) Of $200 per member per
benefit period for any non-
routine screening services.
Deductible does not apply.
Benefits beyond the
maximum benefit allowance
will be subject to cost
sharing amounts. Deductible
does not apply.

Immunizations 100% |100% | Deductible does not apply.
Mammography & Pap Smear 100% | 100% | The number of visits for
Screening Services mammography varies by

age group. Maximum benefit
allowance of 1 Pap smear
per benefit period. Refer to
benefit plan for details.

Prostate Cancer Screening 80% |75% | Refer to the benefit plan for
Services details. Deductible does not
apply.

For a Complete list of benefits please refer to the Certificatie of Insurance

SUMMARY OF BENEFITS AND COVERAGE (SBQ):

The Affordable Care Act (ACA) added a new requirement for the disclosure of a Summary of Benefits
and Coverage (SBC). The Summary of Benefits & Coverage (SBC) for the various NDPERS group
health insurance plans are located on the NDPERS website and can be found under the Publications
listing for each plan (PPO/Basic - Grandfathered, PPO/Basic Non-Grandfathered and High Deductible
Health Plan (HDHP)). These documents provide a comprehensive resource for the purposes of
comparing coverage levels across all plans
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PRESCRIPTION DRUG COVERAGE:

Deductible, copayments, and coinsurance maximums accrue on a "Calendar-Year" basis,
January 1 - December 31.

Prescription Drug Coverage: Basic PP
(Self Referral
or Out-of-
State)
Prescription Formulary Generic Drug
-Copayment $5 $5
- Coinsurance ($1,000 maximum per person 15% 15%

per benefit period, covered at 100% after
$1,000 maximum is met)

Prescription Formulary Brand-Name Drug***
-Copayment $20 $20

- Coinsurance ($1,000 maximum per person 25% 25%
per benefit period, covered at 100% after
$1,000 maximum is met)

Prescription Non-Formulary Drug
-Copayment $25 $25

-Coinsurance 50% 50%

***One copayment amount per prescription order or refill for a 1-34 day supply.

Two copayment amounts per prescription order or refill for a 34—100 day supply.Benefits
are subject to the Outpatient Prescription Drug Coinsurance Maximum Amount. Deductible
does not apply

MAIL ORDER PRESCRIPTION DRUGS:

Please contact Express Scripts Inc. at 1-800-243-9800 regarding the mail order prescription
plan.

MEMBER REBATE ACCOUNTS:
Member rebate accounts for rebates on prescription drugs. Please contact the SHP
Pharmacy Management Department at 1-888-315-0885.
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REFERENCE MATERIALS AVAILABLE:

As a health plan accredited with the National Committee for Quality Assurance (NCQA), Sanford
Health Plan is required to provide you with additional information as you make decisions regarding
your medical benefit plan. This information, including accessing your provider network, pharmacy
information and other important notices can be found - http://www.nd.gov/ndpers/insurance-
plans/docs/sanford-health/reference-material/reference-material-grandfathered-new-hire-kit.pdf:

Provider Network
¢ Networks available.

Member Handbook

e How to read an Explanation of Benefits (EOB).
e What to do in an emergency.

e Special communication services.

e How claims are paid.

Special Notices

e Learn about Sanford Health Plan’s privacy policy.
¢ Find out more about the claims appeal process.

Feel free to contact Sanford Health Plan with any questions that you may have at (701) 751-4125
or toll-free at (800) 499-3416.

NON-GRANDFATHERED PPO/BASIC PLAN:

Some political subdivisions participate in the NDPERS Non-Grandfathered PPO/Basic Plan.
Contact your employer to determine if this applies to you. If so, details on the plan are available on
the NDPERS website.
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HIGH DEDUCTIBLE HEALTH PLAN (HDHP)

Information regarding the High Deductible Health Plan (HDHP) including deductibles,
coinsurance amounts and preventive services is available on the NDPERS website at
www.nd.gov/ndpers.
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Dear Sanford Health Plan NDPERS Member,

We are pleased to have you as a Member and welcome you to our care system! This booklet will help you get to know your
benefits. It is made up of tips on how you can reach us, how to use your benefits and how to find Participating Providers
[Doctors and hospitals that contract with Sanford Health Plan]. We look forward to serving you.

Introduction

This Member Handbook is not a contract. This Handbook is designed to give you the basic facts needed as a Member.
It will also serve as a guide when seeking health care services. Your Certificate of Insurance (COI) and the NDPERS Service
Agreement are the formal benefit plan documents for the employee welfare benefit plan set up by NDPERS.

For details about your coverage, please see your COI, which gives all of the terms and conditions of enrollment.

Note: This Plan may not cover all your health care costs. Read your COI with care to find out which costs are covered.

How to Contact Us

If you have more questions after reading the Handbook or your COI, or need any help, we are open between the hours of 8
a.m. to 5:30 p.m. Central Time, Monday through Friday.

Physical Address Mailing Address
Sanford Health Plan Sanford Health Plan
ATTN: NDPERS ATTN: NDPERS
300 Cherapa Place, Suite 201 PO Box 91110
Sioux Falls, SD 57103 Sioux Falls, SD 57109-1110
Member Services Preauthorization/Prior Approval
(800) 499-3416 (toll-free) or (888) 315-0885 (toll-free) or
TTY/TDD: (877) 652-1844 (toll-free) TTY/TDD: (877) 652-1844 (toll-free)
Sanford Health Plan Provider Locator Utilization Management
If you need to find a Provider in your area, The Hospital, your Provider, or you should
call (toll-free): call (toll-free):
(800) 499-3416 or TTY/TDD: (877) 652-1844 (888) 315-0885 or TTY/TDD: (877) 652-1844
Website
www.sanfordhealthplan.com/ndpers

Privacy Practices
Our Privacy policies may be found at www.sanfordhealthplan.com/ndpers in the Privacy of Health Information link at the
bottom of the page:

e Notice of Privacy Practices

e Confidentiality and Disclosure of Personal Health Information

e  Protection of Oral, Written and Electronic Information across Sanford Health Plan

Member Rights & Responsibilities
Member Rights

We are committed to treating you in a way that respects your rights. Each Member (or the Member’s parent, legal guardian, or

other responsible person, if the Member is a minor or not able to make choices on their own) has the right to the following:

1. You have the right to get access to health care and/or services that are ready or medically indicated, regardless of race;
ethnicity; national origin; gender; age; sexual orientation; medical condition, including current or past history of a mental
health and substance use disorder; disability; religious beliefs; or sources of payment for care.

2. You have the right to considerate, respectful treatment always, and under all circumstances, with recognition of your
personal dignity.

3. You have the right to be questioned and examined in surroundings designed to assure reasonable visual and auditory
privacy.

4. You have the right, but are not required, to select a Primary Care Doctor of your choice. If you are not happy for any reason
with the main doctor initially chosen, you have the right to choose another doctor.

5. You have the right to expect communications and other records about your care, along with the source of payment for
treatment, to be treated as confidential, in line with the guidelines set up in applicable North Dakota law.

6. You have the right to know who someone is and professional status of people supplying services to you, and to know which
Doctor and/or Provider is mainly responsible for your care. You also have the right to get information about our clinical
guidelines and rules.
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7. You have the right to a honest talk with the Doctors and/or Providers responsible for coordinating appropriate or medically
necessary treatment choices for your conditions in a way that is clear, regardless of cost or benefit coverage for those
treatment choices. You also have the right to join with Doctors and/or Providers in decision making about your treatment
plan.

8. You have the right to give informed consent before the start of any procedure or treatment.

9. When you do not speak or understand the main language of the community, we will make reasonable efforts to access an
interpreter. We have the duty to make reasonable efforts to access a treatment clinician that is able to communicate with
you.

10. You have the right to get printed materials that describe important information about us in a format that is easy to
understand and easy to read.

11. You have the right to a clear Grievance and Appeal process for complaints and comments and to have your issues resolved
in a timely way.

12. You have the right to Appeal any decision on medical necessity made by us and our Doctors and/or Providers.

13. You have the right to end coverage, in line with NDPERS and/or Plan guidelines.

14. You have the right to make recommendations about the organization’s Members’ rights and responsibilities policies.

15. You have the right to get information about the organization, its services, its Doctors and Providers, and Members’ rights
and responsibilities.

Member Responsibilities

Each Member (or the Member’s parent, legal guardian or other representative if the Member is a minor or not able to make

choices on their own) is responsible for cooperating with those supplying Health Care Services to you, and shall have the

following responsibilities:

1. You have the responsibility to give, to the best of your knowledge, accurate and complete information about present
complaints, past illnesses, Hospitalizations, drugs, and other matters about your health. You have the responsibility to tell
your Doctor about unexpected changes in your condition. You are responsible for speaking up if you do not understand a
planned course of action and what your role is.

2. You are responsible for carrying your Plan ID cards with you and for having your identification numbers on hand when
telephoning or talking with us.

3. You are responsible for following all access and availability procedures.

4. You are responsible for seeking Emergency care at a Plan participating Emergency Facility when possible. If an ambulance
is used, direct the ambulance to the nearest participating Emergency Facility unless the condition is so severe that you must
use the nearest Emergency Facility. State law requires that the ambulance transport you to the Hospital of your choice
unless that transport puts you at serious risk.

5. You are responsible for telling us of an Emergency admission as soon as reasonably possible and no later than forty-eight
(48) hours after being physically or mentally able to give notice.

6. You are responsible for keeping appointments and, when you are not able to do so for any reason, for telling the responsible
Doctor or the Hospital.

7. You are responsible for following your treatment plan as told by the Doctor mainly responsible for your care. You are also
responsible for participating in developing mutually agreed-upon treatment goals, and to the degree possible, for
understanding your health conditions, including mental health and/or substance use disorders.

8. You are responsible for your actions if you say no to treatment or do not follow the Doctor’s orders.

9. You are responsible for telling NDPERS within thirty-one (31) days if you change your name, address, or phone number.

10. You are responsible for telling NDPERS of any changes of eligibility that may affect your membershlp or access to services.

Member Services Department
We believe that good service depends on good communication with you. We encourage you to contact Member Services for help
when you need it by calling (800) 499-3416 (toll-free) | TTY/TDD: (877) 652-1844 (toll-free) or emailing
memberservices@sanfordhealth.org. We are happy to help you with questions about:

e How claims are paid

e  Where to find a doctor or facility in your area

e Ifyou have a complaint

e  Getting another ID card

We are open and can answer your questions from 8 a.m. to 5:30 p.m. Central Time, Monday through Friday.

Eligibility of Dependents
The following Dependents are eligible for coverage (“Dependent coverage”):

Spouse - Your spouse, who is a person of the opposite sex, is always eligible for coverage, subject to the eligibility requirements
of NDPERS.
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Dependent Child - To be eligible for coverage, a dependent child must meet all of the following requirements:
1. Beyour natural child, a child placed with you for adoption, a legally adopted child, a child for whom you have legal
guardianship, a stepchild, or foster child; and
2. Be one of the following;:
a. under age twenty-six (26); or
b. incapable of self-sustaining employment by reason of a disabling condition and chiefly dependent upon the you for
support and maintenance. If we ask, you must give proof of your child’s disability within thirty-one (31) days of our
request; or
c¢. Your grandchild(ren) or those of the your living, covered Spouse, who legally live with you; given that (1) the parent of
the grandchild(ren) is also covered as your Dependent; and (2) both the parent (Covered Dependent) and child of such
Dependent (grandchild) are chiefly dependent upon you for support.

Coverage will continue to the end of the month in which the adult Dependent child reaches the limiting age. Coverage does not
include the adult Dependent child’s spouse or child of such Dependent (grandchild) unless that grandchild meets other coverage
criteria established under state law. The adult Dependent’s marital status, financial dependency, residency, student status or
employment status will not be considered in deciding eligibility for initial or continued coverage.

Limitations. A Dependent shall not be covered under this Contract if he or she is eligible to be a Subscriber, already covered as
a Dependent of another Subscriber, or already covered as a Subscriber.

Newborn Coverage

If you have Family Coverage, you are encouraged to tell us when you are pregnant and know your due date. If you have a child
through birth, your newborn child will become covered from the date of their birth. Newborn children will be added to a policy
automatically if you are enrolled in Family Coverage and we are told of the pregnancy.

If you have Single Coverage, you must apply for Family Coverage with NDPERS within thirty-one (31) days from the newborn’s
date of birth.

Special Communication Services

Please call us if you need help understanding written information at (800) 499-3416 (toll-free). We can read forms to you over
the phone and we offer free oral translation in any language through our translation services.

In compliance with the ADA, we have this document in other formats. If you need help, please contact the NDPERS ADA
Coordinator at (701) 328-3900.

Translation Services

We can arrange for translation services. Free written materials are available in many different languages and free oral

translation services are available. Call Member Services toll-free (800) 499-3416 for help and to access translation services.
Spanish (Espaiiol): Para obtener asistencia en Espafiol, llame al (800) 892-0675 (toll-free).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 892-0675 (toll-free).
Chinese (F130): WA E A, EHATX A 515 (800) 892-0675 (toll-free).
Navajo (Dine): Dinek’ehgo shika at’'ohwol ninisingo, kwiijigo holne’ (800) 892-0675 (toll-free).

Services for the Deaf, Hearing Impaired, and/or Visually Impaired
If you are deaf or hearing impaired and need to speak to us, call TTY/TDD: (877) 652-1844 (toll-free). Please contact us toll-free
at (800) 499-3416 if you are in need of a large print copy or cassette/CD of this COI or other written materials.

Member Benefits

As a Plan Member, your benefits package is one of the most comprehensive available today. Basic primary care and preventive
benefits are available through your Primary Care Doctor or other Participating Providers. Please see your Summary of Benefits
& Coverage and your Certificate of Insurance for a description of covered services, as well as those that are not covered.

Formulary

Sanford Health Plan covers prescribed medications according to our Formulary. A formulary is a list of Prescription Drug
Products, which we are prefer for dispensing to you when needed. This list is subject to periodic review and modifications.
Additional medications may be added or removed from the Formulary throughout the year. We will notify you of any Formulary
changes. For a copy of our Formulary, contact Pharmacy Management at (888) 315-0885 | TTY/TDD: (877) 652-1844, or visit
your account at www.sanfordhealthplan.com/memberlogin.
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For More Detailed Pharmacy Information

Please see the following documents for specific drug coverage information. You may also contact Pharmacy Management for

this information or find it on your account at www.sanfordhealthplan.com/memberlogin.

1. Summary of Benefits & Coverage (SBC) — describes the payments for which you are responsible when purchasing
prescription drugs and supplies.

2. Summary of Pharmacy Benefits — describes specific information on drug exclusions, drugs that require
Preauthorization/Prior Approval, quantity level limits on drugs, our injectable drug program, and the formulary.

3. Certificate of Insurance (COI) — describes how and where to get your prescription drugs and supplies, dispensing
limitations, and excluded drugs and supplies.

To see the pharmacy locator, health news, drug side effect and interaction information, generic substitution information,
personal reminders, benefit information, and your current medications, go to your account at
www.sanfordhealthplan.com/memberlogin. You will find our Formulary and other pharmacy information as well. You may also
click ‘Find a Pharmacy’ to access the Express Scripts web link.

For information on benefits when you need a prescription medication, and are outside the United States, see your COL.

Emergency and Urgent Care Situations

Emergency Medical Conditions

Emergency services from Basic Plan-level Doctors and Hospitals will be covered at the same benefit and cost sharing level as
services supplied by PPO-level Doctors and Hospitals, both within and outside of the Sanford Health Plan Service Area, in cases
where a Prudent Layperson reasonably believed that you had an Emergency Medical Condition.

Note: If we determine your condition did not meet Prudent Layperson definition of an Emergency, then Basic Plan level cost-
sharing amounts will apply, and you are responsible for charges above the Reasonable Cost.

If you have an Emergency Medical Condition, you are encouraged to get services at the nearest Emergency Facility that is a
Participating Provider. If the Emergency Medical Condition is so bad that you cannot go safely to the nearest Participating
Emergency Facility, then you should go to the nearest Emergency Facility. To find a list of Participating Doctors and Hospitals,
visit www.sanfordhealthplan.com/memberlogin or call us toll-free at (800) 499-3416 | TTY/TDD: (877) 652-1844 (toll-free).
You, or a designated relative or friend must notify us, and your Primary Care Doctor, if one has been selected, as soon as
reasonably possible after receiving treatment for an Emergency Medical Condition, but no later than forty-eight (48) hours
after you are physically or mentally able to do so.

What is an Emergency Medical Condition?

An Emergency Medical Condition is the sudden and unexpected start of a health problem that would lead a Prudent
Layperson, acting reasonably, and possessing the average knowledge of health and medicine, to believe that the absence of
immediate medical attention could result in serious impairment to bodily functions or serious dysfunction of a bodily organ or
part or would place the person’s health; or with respect to a pregnant woman, the health of the woman or her unborn child, in
serious jeopardy.

We cover worldwide Emergency services necessary to screen and stabilize you without Preauthorization/Prior Approval in
cases where a Prudent Layperson would reasonably believe that an Emergency Medical Condition existed. Network
restrictions do not apply to Emergency services from Doctors and Hospitals outside of the U.S.

Participating Emergency Doctors and Hospitals
We cover Emergency services necessary to screen and stabilize you without Preauthorization/Prior Approval in cases where a
Prudent Layperson reasonably believed that you had an Emergency Medical Condition.

Note: If we determine your condition did not meet the Prudent Layperson definition of an Emergency, then Basic Plan level
cost-sharing amounts may apply, depending on whether services were received from a PPO-level or Basic-level Participating
Provider/Facility, as set forth in Section 1 of your COL.

Non-Participating Emergency Doctors and Hospitals

We cover Emergency services necessary to screen and stabilize you and do not require Prospective (Pre-Service) Review if a
Prudent Layperson would have reasonably believed that taking time to get to a Participating Doctor or Hospital would make
your emergency worse, or if a provision of federal, state, or local law requires the use of a specific Doctor. Our coverage shall be
at the same benefit level as if the service or treatment had been rendered by a Participating Doctor or Hospital.

Note: If we determine your condition did not meet the Prudent Layperson definition of an Emergency, then Basic Plan level
cost-sharing amounts will apply, subject to the limitations on Non-Participating Doctors and Hospitals set forth in Section 1,
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and whether services were rendered within or outside the state of North Dakota and its contiguous counties. See Section 1 in
your COI for more information.

If you are admitted as an inpatient to a Non-Participating Hospital or other Facility, then we will contact the admitting Doctor
to determine medical necessity and a plan for treatment. In some cases, where it is medically safe to do so, you may be
transferred to a Participating Hospital and/or other appropriate Facility.

Urgent Care Situations

Treatment supplied in Urgent Care Situations from Basic Plan-level Doctors and Hospitals will be covered at the same benefit
and cost sharing level as services supplied by PPO-level Doctors and Hospitals, both within and outside of the Sanford Health
Plan Service Area, in cases where a Prudent Layperson reasonably believed that you were in an Urgent Care Situation.

Note: If we determine your condition did not meet Prudent Layperson definition of an Urgent Care Situation, then Basic Plan
level cost-sharing amounts will apply, and you are responsible for charges above the Reasonable Cost.

If an Urgent Care Situation occurs, you should contact your Primary Care Doctor immediately, if one has been selected, and
follow his or her instructions. If a Primary Care Doctor has not been selected, you should contact us and follow our instructions.
You may always go directly to any urgent care or after-hours clinic. If possible, you should go to participating provider (call us
for a list of Participating Doctors and Hospitals or find it at www.sanfordhealthplan.com/memberlogin).

What is an Urgent Care Situation?
An Urgent Care Situation is a degree of illness or injury, which is less severe than an Emergency Condition, but requires
prompt medical attention within twenty-four (24) hours, such as stitches for a cut finger.

An Urgent Care Request means that the time span for deciding a non-Urgent Care Request for a health care service or

course of treatment:

1. Could seriously jeopardize your life or health, or your ability to regain maximum function, based on a Prudent Layperson’s
judgment; or

2. Inthe opinion of a Doctor with knowledge of your medical condition, would subject you to severe pain that cannot be
adequately managed without the health care service or treatment that is the subject of the request.

Participating Urgent Care Doctors and Hospitals
We cover services in an Urgent Care Situation without Preauthorization/Prior Approval in cases where a Prudent Layperson
reasonably believed that you had an Urgent Care Situation.

Note: If we determine your condition did not meet the Prudent Layperson definition of an Urgent Care Situation, then Basic
Plan level cost-sharing amounts may apply, depending on whether services were received from a PPO-level or Basic-level
Participating Provider/Facility; see Section 1 of your COI for details.

Non-Participating Urgent Care Doctors and Hospitals

We cover services in an Urgent Care Situation without Preauthorization/Prior Approval requirements if a Prudent Layperson
would have would have reasonably believed that taking time to get to a Participating Doctor or clinic would make your situation
worse, or if a provision of federal, state, or local law requires the use of a specific doctor. Your coverage will be at the same
benefit level as if the service or treatment had been rendered by a Participating Doctor or clinic.

Note: If we determine your condition did not meet the Prudent Layperson definition of an Urgent Care Situation, then Basic
Plan level cost-sharing amounts will apply, subject to the limitations on Non-Participating Doctors or Hospitals set forth in
Section 1, and whether services were rendered within or outside the state of North Dakota and its contiguous counties. See
Section 1 in your COI for more information.

Note: For non-Emergency medical care or non-Urgent Care Situations when traveling outside our Service Area, benefits will
be at the Basic level. See Non-Participating Providers outside the Sanford Health Plan Service Area in Section 1 of your COL.

Ambulance and Transportation Services

Transportation by professional ground ambulance, air ambulance, or on a regularly scheduled flight on a commercial airline is

covered when transportation is:

a. Medically necessary; and

b. To the nearest Participating Provider equipped to give you the necessary health care services; or as approved and arranged
by us.
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Levels of Coverage

The benefit payment available under your Benefit Plan differs based on your choice of a Health Care Provider. We pay Doctors
and Hospitals based on their relationship with us. Doctors or Hospitals that have signed contracts with us, and join our
Network, will be paid at either the PPO Plan or Basic Plan level.

You should visit www.sanfordhealthplan.com/memberlogin for the Provider Directory, which lists both PPO and Basic level
Participating (In-Network) Doctors and Hospitals. The Sanford Health Plan website is continuously updated and has the most
up-to-date listing of Doctors and Hospitals. You may also call Member Services to request a Provider Directory.

In-Network Coverage
In-Network coverage is supplied under two (2) plan levels: 1) Basic Plan; or 2) PPO Plan. For more information, see Selecting
a Health Care Provider in Section 1 of your COL.

Note: If you travel out of our Service Area (as defined in your COI) to seek medical treatment, without Preauthorization/Prior
Approval, for a service that requires authorization/approval, your claims will be paid at the Basic Plan benefits. Find more in
Section 1 of your COL.

How PPO vs. Basic Plan Determines Benefit Payment

PPO stands for “Preferred Provider Organization,” which is a health plan that contracts with independent providers at a
discount for services. Covered services must be from an NDPERS PPO Doctor or Hospital to get PPO Plan level benefits.
Please see the NDPERS PPO Health Care Provider Listing by visiting www.sanfordhealthplan.com/memberlogin.

If a PPO Doctor or Hospital is: 1) not available in your area; or 2) if you either choose or are referred to a Doctor or Hospital
not participating in the PPO, you will get the Basic Plan level benefits. For more information on how benefits are paid, see your
COL.

Participating vs. Non-Participating Doctors and Hospitals
When you get health care services from a Participating Doctor or Hospital, they will send us needed information for you. You
need to pay the Doctor or Hospital for any cost sharing amounts you owe (copays, deductible/coinsurance).

If you get health care services from a Non-Participating [has not signed a contract with Sanford Health Plan] Doctor or
Hospital, you must tell us about the services you got and their cost. If we need copies of medical records to pay your claim, we
will ask for your help in getting the records from the Non-Participating Doctor or Hospital.

When You Need Preauthorization/Prior Approval

There may be times when your Participating Doctor or Hospital will need to send, or refer, you to a hospital or other facility for
inpatient care. In these cases, you or your Doctor must contact Utilization Management to get Preauthorization/Prior
Approval before you get care. Referrals to Doctors or Hospitals who are Non-Participating [have not signed a contract with
Sanford Health Plan], and to special Doctors or Hospitals, must get Preauthorization/Prior Approval by us to get In-Network
coverage.

Note: All inpatient admissions, other than emergency or maternity, to a hospital or other facility, must get
Preauthorization/Prior Approval.

Member Cost Sharing

A Cost Sharing Amount is the dollar amount you are responsible for paying when Covered Services are from a Doctor. Note:
For more information on cost sharing amounts that apply to your specific Benefit Plan and Coverage Level, see Section 1 of
your COI and your Summary of Benefits and Coverage (SBC).

Wellness Principles

It is better for all of us if you are seen in your Primary Care Doctor’s office when you are healthy, so that he or she can work
with you to keep you in good health instead of trying to treat you when you are already sick. That is why we encourage you to
select a Primary Care Doctor to arrange your care and to offer you such services as yearly physical exams, maternity care,
yearly gynecological exams, and immunizations. We have a commitment not only to treating you when you are ill, but also to
helping you stay well. We will give you educational and wellness materials to teach you how to stay fit and live a healthy life:
physically and mentally.

Preventive Health Services
For NDPERS Grandfathered Dakota Plan Members

We will pay up to a Maximum Benefit Allowance of $200 per Member per Benefit Period for any non-routine
screening services not listed below or not recommended with a rating of “A” or “B” by the United

States Preventive Services Task Force. Such non-routine screening services will be subject to any applicable
Copayment, Deductible and Coinsurance amounts after the $200 Benefit Allowance has been met.
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A doctor will guide you as to how often preventive services are need based on your age, gender and health status. Services
include:
¢ Well Child Care to the Member’s 6t birthday
- Seven (7) visits for Members from birth through 12 months;
- Three (3) visits for Members from 13 months through 24 months; and
- One (1) visit per Benefit Period for Members 25 months through 72 months.
¢ Well Child Care Immunizations to the Member’s 6th Birthday
- Covered immunizations are those that have been published as policy by the Centers for Disease Control, including DPT
(Diphtheria-Pertussis-Tetanus), MMR (Measles-Mumps-Rubella), Hemophilus, Influenza B, Hepatitis, Polio, Varicella
(Chicken Pox), Pneumococcal Disease, Influenza Virus.

¢ Preventive Screening Services for Members age 6 and older
- One routine physical exam per Member per Benefit Period.
- Routine diagnostic screenings.
- Routine screening procedures for cancer.
¢ Mammography Screening Services
- One (1) screening service for Members between the ages of 35 and 40.
- One (1) screening service per year per Members ages 40 and older.
- Additional benefits will be available for prostate cancer screening when Medically Necessary and ordered by a Doctor.
¢ Routine Pap Smear
- One (1) Pap smear per Member per Benefit Period. Office Visit Copay applies.
- Added benefits will be available for Pap smears when Medically Necessary and ordered by a Doctor.
e Prostate Cancer Screening for the following: Asymptomatic Males Ages 50 and Older; Males ages 40 and
Older of African American descent; and Males Ages 40 with a Family History of Prostate Cancer
- One (1) digital rectal exam yearly per Member. Office Visit Copay applies.
- One (1) prostate-specific antigen test yearly per Member. Office Visit Copay applies.
- Added benefits will be available for prostate cancer screening when Medically Necessary and ordered by a Doctor.
e Fecal Occult Blood Testing for Colorectal Cancer Screening for Members age 50 and older
- One (1) test per Member per benefit period
¢ Immunizations other than Well Child Care
- Covered immunizations are those that have been published as policy by the Centers for Disease Control, including
Tetanus, Influenza Virus, Pneumococcal Pneumonia, MMR (Measles-Mumps-Rubella), Varicella (Chicken Pox),
Shingles (Zoster), Meningococcal Disease, and Human Papillomavirus (HPV). Certain age restrictions may apply.

For NDPERS Dakota Non-Grandfathered Plan and HDHP Members

The Preventive Health Guidelines published by us are based on the latest U.S. Preventive Health Task Force and Bright
Futures guidelines as well as CDC guidelines for immunizations. Our Preventive Health Guidelines help you and your doctor
make sure you get the tests and immunizations you and your family need to stay healthy at each stage in your life.

If you would like a copy of our Preventive Health Guidelines or an immunization schedule, please contact Member Services
toll-free at (800) 499-3416 | TTY/TDD: (877) 652-1844 (toll-free) or visit www.sanfordhealthplan.com/memberlogin.

Wellness Portal

Sanford Health Plan offers an online health assessment that is available to all members age 18 and older. Once the
assessment is complete, the wellness portal becomes interactive and offers various programs and challenges to support
your health and wellness goals. To access the wellness portal and online health assessment, create an account at
sanfordhealthplan.com/memberlogin.

Case Management

Case management is a collaborative process that: assesses; plans; carries out; arranges; checks-in; and evaluates the choices
and services required to meet your health needs. We use available communication and supports to encourage quality,
effective outcomes.

Cases are detected for possible case management, based on requests for review, or a combination of things like:

a. admissions that go beyond the recommended or approved length of stay;
b. utilization of health care services that causes constant and/or extremely high costs; and
c. conditions that are known to need broad and/or long-term treatment or continuous care.

Our case management process allows professional case managers to assist you with certain complex and/or chronic health
issues by coordinating complicated treatment plans and other types of complex patient care plans.

Working with case managers, we may authorize/approve coverage that extends beyond the limited time period and/or scope of
treatment initially authorized/approved. This may include utilization management processes described below.
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All decisions made through case management are based on the individual circumstances of your case. Each case is reviewed on
its own merits by appropriate health plan medical professionals to ensure the best health outcome(s) for you. More information
is available on your account at www.sanfordhealthplan.com/memberlogin or by calling our Care Management Department at
(877) 652-1847.

Care Coordinator Program

Sanford Health Plan recognizes the key to you and your family’s overall wellness is made up of more than just physical health.
That’s why we created our Care Coordinator Program. We believe that by helping connect you to community support and
resources, we empower you to achieve and maintain your optimal wellness.

For example, your Care Coordinator will collaborate with other professionals who are invested in your wellbeing, such as case
managers or your doctor. Your Care Coordinator may also connect you to programs and services that will help you manage
family, financial and social needs, such as housing, support groups, or child care.

Healthy Pregnancy Program

The Healthy Pregnancy Program is designed to identify women at higher risk for premature birth and to prevent preterm
births through assessment, intervention and education. Participation in the Healthy Pregnancy Program is voluntary and free to
you.

To enroll, call our Care Management Department at (877) 652-1847 (toll-free) | TTY/TDD: (877) 652-1844 (toll-free) after the
first prenatal visit, preferably before the 12th week and no later than the 34th week. You may also send a secure message from
your account at www.sanfordhealthplan.com/memberlogin, and a representative from the Care Management Department will
contact you to complete your enrollment in the program.

Enrolling in the Healthy Pregnancy Program is easy and free to you. When you enroll, a Case Manager will review a brief
preterm labor risk assessment questionnaire with you. To complete this questionnaire, you will need your Member ID number;
Doctor’s name, address and telephone number; and expected due date.

As a program participant, you will get information about pregnancy and prenatal care.

Quality Improvement Program

We, and our Participating Doctors and Hospitals, have a duty to give you high quality care that is a good value, through ongoing
monitoring, evaluation and improvement processes. The Quality Improvement (QI) program is how we monitor, evaluate, and
improve the quality, safety and appropriateness of health care services, including behavioral health care. QI also addresses the
quality of non-clinical aspects of service, including availability; accessibility; continuity and coordination of care; case
management; discharge planning; Preauthorization/Prior Approval; Provider reimbursements; and Complaints and Appeals.

A summary of QI and our annual HEDIS® reports (annual HEDIS® performance statistics and updates on quality improvement
activities) are available at www.sanfordhealthplan.com/ndpers or by calling our Care Management Department at (877) 652-
1847.

Our Quality Committees

The Board of Directors maintains the ultimate authority over our Quality Improvement Program. To implement our Quality
Improvement Program, the Board has delegated its responsibility for monitoring the organization’s Quality Improvement
Process to the Chief Medical Officer, through a formal Board resolution. The Chief Medical Officer, along with the help of the
Quality Improvement Committees, ensures that the Board meets its responsibility to monitor, evaluate and revise the clinical
and service quality issues and care delivery system. The Health Plan Quality Improvement Committee is made up of Plan
managers and staff and is charged with supporting our Board of Directors and Chief Medical Officer in meeting quality
assurance goals on issues of service.

The Physician Quality Committee consists of Physician members. This Committee is charged with supporting our Board of
Directors and Chief Medical Officer in meeting quality assurance goals on issues of care. They also have the responsibility of
developing and continually evaluating the review criteria used in the evaluation of appropriate utilization. The Committee is also
responsible for developing, overseeing, reviewing and updating our therapeutic drug Formulary based on clinical, quality and
cost considerations.

Health Management Programs

Our Health Management Programs are developed to identify populations proactively with, or at risk for, chronic medical
conditions. These programs support the doctor-patient relationship and plan of care and continuously evaluate clinical and
economic outcomes with the goal of improving your overall health condition.
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Right now, Sanford Health Plan has health management programs for:
e Diabetes

High Blood Pressure

Heart Disease

Heart Failure

Asthma

Attention Deficit/Hyperactivity Disorder (ADHD)

Eligible Members get an initial program packet which has information on how to use the program’s services, the types of
interventions that are involved and how to contact us regarding any questions related to the program or its services. To opt out
of a program, you need only to contact us and you will be taken off the mailing list.

If you are interested in receiving information or in joining one of these health management programs and you have not yet been
identified as eligible for the program, you may contact our Care Management Department toll free at (877) 652-1847 to get this
information. Additional information is also available on these programs at www.sanfordhealthplan.com/memberlogin or email
quality@sanfordhealth.org.

mySanfordNurse

mySanfordNurse is a 24-hour health information resource that provides answers to health-related questions that arise outside
of your healthcare visits. You may call (888) 315-0886 to visit with a nurse, or register/visit
www.sanfordhealthplan.com/memberlogin and submit a question online.

Claim Payment Procedures
When to File a Claim

The only time you will need to file a claim is if a Non-Participating Provider did not file one for you. If you, or the Non-
Participating Practitioner and/or Provider, does not file the claim within one hundred eighty (180) days after the date that the
cost was incurred, you may be responsible for payment of the claim.

Upon processing of the claim, you will get a statement explaining your benefits (Explanation of Benefits — EOB) within thirty
(30) days of receipt of the claim. Remember, we will settle directly with the Practitioner and/or Provider for services you got.
You will then be responsible for paying any applicable amounts (this includes, but is not limited to, copay/coinsurance and
deductible amounts).

How to File a Claim

A separate claim form must be completed for each member of your family who got health care services, and for each Provider
who cared for you. To obtain a form, visit www.sanfordhealthplan.com/memberlogin or call Sanford Health Plan Member
Services and request a form be mailed to you.

You must complete all sections of the claim form and attach a copy of your Practitioner or Provider’s itemized statement. This
statement from Practitioners and/or Providers should show:

Covered Member’s name and ID number;

Name and address of the Practitioner and/or Provider or Facility that delivered the service or supply;

Dates Member got the services or supplies;

Diagnosis;

Type of each service or supply;

The charge for each service or supply;

A copy of the explanation of benefits, payments, or denial from any primary payer, such as the Medicare Summary
Notice (MSN); and

8. Receipts/Member Costs, if you paid for your services.

Noupe P

Please make sure you sign the form and include a daytime phone number where you can be reached to answer any questions.
Mail all information, including your claim form and itemized statement(s) to:

Sanford Health Plan

ATTN: NDPERS

PO Box 91110

Sioux Falls, SD 57109-1110

How a Medical Claim Gets Paid

1. You go to the doctor or facility to get medical services and present your Sanford Health Plan identification card.

2. After your services are completed, your provider’s office prepares a claim to send to Sanford Health Plan for processing.
You may also get a bill from the provider at this time. Participating providers may take up to 180 days to file a claim with
Sanford Health Plan. You may contact the provider’s office to determine how quickly your claim will be submitted to
Sanford Health Plan. It may be helpful to wait to pay the provider bill until we have processed your claim.
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3. Once Sanford Health Plan gets a claim from your provider, the claim is processed for payment, typically within 30 days or
less. Claim payments are generally made directly to the provider. Once your claim is processed, an Explanation of Benefits
(EOB) is generated and mailed to your home address.

Pharmacy Claims

You must fill prescriptions at Participating pharmacies for Cost Sharing amounts to apply. A Participating Pharmacy has
signed a contract with Sanford Health Plan; and agrees not to charge or collect any amount from you that exceeds your Cost
Sharing Amounts. Participating Pharmacies must submit claims on your behalf. A listing of our Participating pharmacies is
available upon request or can be viewed on your account at www.sanfordhealthplan.com/memberlogin.

You must present your ID card to the Plan Participating pharmacy; if you do not present your ID card to the
Plan Participating pharmacy, you must pay 100% of the costs of the medication to the pharmacy.

If you choose to go to a Non-Participating pharmacy, you must pay 100% of the costs of the medication to the
pharmacy. If you get Prescription Medications from a Non-participating Pharmacy, you are responsible for submitting
appropriate reimbursement information to Sanford Health Plan. Payment for covered Prescription Medications will be sent to
you. Any charges in excess of the Allowed Charge are your responsibility.

If submitting pharmacy claims, you may attach receipts for more than one pharmacy to the claim form as long as all
prescriptions are for the same person. To obtain a form, visit www.sanfordhealthplan.com/memberlogin or call Member
Services and request a form be mailed to you.

Coordination of Benefits

In some cases, you may be covered by another insurance plan, in addition to your coverage with us. If so, we will work with the
other insurer to be sure you get full benefits without paying for services twice. If you are covered by another insurance plan,
please tell Member Services so that we can find out whether another insurer may be responsible for paying for some of your
care.

If your eligibility shifts to Medicaid or Medicare, please notify us as soon as possible so that we may coordinate your benefits
appropriately.

Member Bill Audit Program
Upon receiving notice of a claims payment, or Explanation of Benefits (EOB), from us, you are encouraged to audit your
medical bills and notify us of any services which are improperly billed or of services that you did not get.

If, upon audit of a bill, an error of $40 or more is found, you will get a minimum payment of $20 or 50% of the resulting
savings for paid Covered Services up to a maximum payment of $500.

To obtain payment through the Member Bill Audit Program, you must complete a Member Bill Audit Refund Request Form.
To obtain a form, visit www.sanfordhealthplan.com/memberlogin or call Member Services and request a form be mailed to
you.

Note: This program does not apply when the NDPERS Benefit Plan is the secondary payor on a claim. For more information
on claims with more than one payor, see Section 9, Coordination of Benefits, in your COL.

Member Satisfaction Principles

We are committed to your satisfaction. One of the ways that we ensure that our services meet the needs of our Members is to
ask you how we, and the Practitioners and Providers in our network, have been performing. We value what you say and we
want to continue to improve our services. Therefore, as a Member of our Plan, you may get a survey from us at least once a
year so that you can tell us how satisfied you are with the services you get. You may also be asked to fill out a survey after an
appointment with a Doctor or you may periodically get a telephone call from one of our Member Services Representatives.
Your satisfaction is important to us.

We encourage you to contact us with your comments and concerns. Member Services may be reached toll-free at
(800) 499-3416 | TTY/TDD: (877) 652-1844 (toll-free) or by writing:

Sanford Health Plan

ATTN: NDPERS

PO Box 91110

Sioux Falls, SD 57109-1110

You will also have an opportunity to express your opinions on matters of Plan policy and operations through Member
representation on the Board of Directors.
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Understanding Your Explanation of Benefits (EOB)
The following describes important terms used in your Explanation of Benefits (EOB) and throughout the claims payment
process. Please take the time to become familiar with these terms to understand your benefit plan better.

An EOB shows you, or your covered family member, the benefits coverage received for the services billed to us by your doctor.
The Explanation of Benefits lets you know the dollar amount of services that were billed by your Doctor and how that amount
is applied to deductible, coinsurance or copayments, or if any of the charges were for non-covered services. If you would like to
sign up for electronic EOBs, visit www.sanfordhealthplan.com/memberlogin.

SIMPLIFY YOUR LIFE.

Access your benefit information anytime, anywhere.

Online and with our mobile app, you can:

This area will . View your deductible status/balance
contain . Find a provider or pharmacy
important . View your ID card inf_ormation
. View claims information
messages — take
the time to —» | Create an online account today at:
road! www.sanfordhealthplan.com/memberlogin
Mobile app keyword search: Sanford Health Plan
Explanation of Benefits — This is NOT a Bill
Member#: 11122233301 Member Name: Jane Doe Provider: 1234567892, Provider John
Claim#: 123456 Vendor: Sanford Clinic
Service *Description Amount | Discount | Non-Covered | Reason | Allowed Copay | Deductible | Co-insurance Amount
Date Billed | Amount Amount Codes | Amount Paid
T A f A T T ? A A T
Actual date The amount billed Amount not A description (ORI GHOIE - Amount Sanford
received the to us by your eligible for of why a claim Pedte g tovidars Health Plan has
service provider. payment by was paid or paid to the provider
Sanford Health | denied. for the claim(s).
Plan.
The pre-negotiated rate paid The coinsurance is the percentage
A code indicating The amount to Participating PPO and The deductible is the of charges to be paid by you for
the description of discounted by the Basic providers for covered amount you pay before | | covered services, after the
the services Provider as a part services. For Non- your health insurance || deductible is met. It is based on
received. of contracting Participating providers, it is plan begins to pay for | | the “allowed amount” and
with Sanford the reasonable cost. covered services. reflects your benefits (i.e. 80/20
Health Plan. for the PPO plan).
09/24/2013 73 117.00 70.49 0.00 46.51 0.00 46.51 0.00 0.00
09/24/2013 73 117.00 70.49 0.00 46.51 0.00 46.51 0.00 0.00
09/24/2013 98 226.00 70.31 0.00 155.69 20.00 0.00 0.00 135.69
Totals 460.00 211.29 0.00 248.71 20.00 93.02 0.00 135.69

The total your responsibility for this claim is: $113.02
*Description/Messages

73 DIAGNOSIS MEDICAL

98 PROFESSIONAL (PHYSICIAN) VISIT - OFFICE

#*** For additional information about benefits, please see to your COI. For questions about the determination of your benefits, please contact Member Services at
(800) 499-3416. If your claim was denied in whole or in part, you have the right to appeal by writing to Sanford Health Plan. Please submit your written appeal to: Sanford
Health Plan, ATTN: NDPERS, PO Box 91110, Sioux Falls, SD 57109-1110. Appeals must be submitted within 180 days.

Utilization Management Department Functions

Utilization Management performs three primary functions: Utilization Review (which includes Prospective or Pre-service
Review, Concurrent Review, Retrospective or Post-service Reviews and Focused Reviews), Case Management and Discharge
Planning. Additional information on these Utilization Management functions can be found in your COL.

Utilization Management is available to Doctors, Providers and Members to discuss utilization review issues between the hours
of 8 a.m. to 5:30 p.m. Central Time, Monday through Friday (excluding holidays). Utilization Management’s toll-free number
is (888) 315-0885 (a toll-free TTY/TDD line is also available at (877) 652-1844). After business hours, you may leave a
confidential voicemail for Utilization Management and someone will return your call on the following business day. You can
also fax us at (701) 234-4547. For information on how to obtain language assistance to discuss Utilization Management issues,
please see the Special Communication Services section of this handbook.

Your COT has information on Preauthorization/Prior Approval; you may also find information on your account at
www.sanfordhealthplan.com/memberlogin.
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Provider Financial Incentives Policy

Sanford Health Plan does not specifically reward Practitioners and/or Providers or other individuals conducting Utilization
Management and/or Utilization Review for issuing denials of coverage or benefits. Financial incentives for Utilization
Management and/or Utilization Review decision makers do not encourage decisions that result in underutilization.

New Technology

To ensure you have access to safe and effective care, we have adopted a formal mechanism to evaluate and address new
developments in medical and behavioral procedures, pharmaceuticals and devices. The Physician Quality Committee is
responsible for recognizing and evaluating new health care services, procedures and pharmacological treatments as well as their
application for Plan Members. A specialist representing the new technology (i.e. physician, pharmacist, etc.), if not a your of the
Committee, will be invited to present the technological aspects of the service, procedure, or pharmacological treatment.
Published scientific evidence and information from literature and the Internet will be reviewed to make the appropriate
decisions. The technology must have final approval from appropriate government regulatory bodies.

Once the new technology or new application of an existing technology has been reviewed by the Physician Quality Committee,

this review can result in either of two types of decisions:

1. A policy determination to include a new technology as a covered benefit in the future.

2. A case-based decision on whether or not to cover a specifically requested service. There must be evidence that case-based
decisions result in a review of medical necessity guidelines and procedures for possible revision.

Upon approval from the Board of Directors, we will notify you and Doctors by way of the newsletter, if appropriate.

Member Complaint and Appeal Procedures & Independent External Reviews

Sanford Health Plan makes decisions in a timely manner to accommaodate the clinical urgency of the situation and to minimize
any disruption in the provision of health care. You, your doctor, your Authorized Representative, or an attorney, have the right
to file a complaint or an appeal of any Adverse Determination by Sanford Health Plan. You or your legal guardian may tell us
that you want someone to speak for you. You should tell us in writing if you want someone to speak for you when you appeal.
For Expedited Appeals, a Doctor with knowledge of your condition may act as your Authorized Representative.

You may contact the North Dakota Insurance Commissioner anytime at:

North Dakota Insurance Department Email: insurance@nd.gov
600 E. Boulevard Ave. Consumer hotline: (800) 247-0560 (toll-free)
Bismarck, ND 58505-0320 TTY: (800) 366-6888 (toll-free)

Adverse Determination: Means a denial, reduction or termination of, or a failure to provide or make payment (in whole or in
part) for a benefit, including any such denial, reduction, termination, or failure to provide or make payment that is based on:
1. A determination of an individual’s eligibility to participate in a plan;
2. A determination that a benefit is not a Covered Benefit;
3. The imposition of a preexisting condition exclusion, source-of-injury exclusion, network exclusion, application of any
utilization review, or other limitation on otherwise covered benefits;
4. A determination that a benefit is Experimental, Investigational or not Medically Necessary or appropriate; or
5. Arescission of coverage. Only an act, practice, or omission that constitutes fraud or intentional misrepresentations of
material fact, made by an applicant for health insurance coverage may be used to void application or COI, and deny
claims.

Appeal: Request to change a previous Adverse Determination made by Sanford Health Plan

Complaint: An oral or written expression of dissatisfaction. It is the policy of Sanford Health Plan to make reasonable efforts to
resolve Member and Doctor Complaints.

External Review: An External Review is a request for an independent, External Review of a medical necessity final
determination made by Sanford Health Plan through its External Appeals process. Information on how to initiate an External
Review request is included in the Notice of Adverse Determination as well as your COL.

Note: For Members in the NDPERS Grandfathered Dakota Plan, you only have the right to an independent, third party,
binding review after you have exhausted our internal Appeal process and our decision is unfavorable to you.

For more information how to submit a complaint or appeal, our procedure for timely handling of complaints and appeals, and
your rights to an independent External Review, please see your COI for information. You may also find this information by
visiting www.sanfordhealthplan.com/memberlogin or by calling to request this information from Member Services at (800)
499-3416 (toll-free).
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Expedited Appeals and External Reviews
An Expedited Appeal Procedure is used when a condition presents as part of an Urgent Care Situation, as defined
previously in this Handbook and in your COI.

For Non-Grandfathered Benefit Plan Members only, when submitting an Expedited Appeal, a request for an Expedited
External Review may be submitted concurrently. This can be done orally or in writing, and we will accept all necessary
information by telephone or electronically. In such situations, the Doctor who made the initial Adverse Determination may
review the appeal and overturn the previous decision.

A complete description of your Appeal and/or External Review Rights and processes for each will be
included in applicable written correspondence you get from us.

Termination of Membership
If you are not able to continue coverage under an NDPERS benefit plan, please see your Certificate of Coverage for options
after coverage has ended.

There may be other coverage options for you through the Health Insurance Marketplace, Medicaid, or other group health plan
coverage options (such as a spouse’s plan) through what is called a “special enrollment period.” The cost of these options may
vary depending on your individual circumstances. To learn more, visit www.healthcare.gov or call the Marketplace Call Center
toll-free at (800) 318-2596 | TTY/TDD: (855) 889-4325.

NDPERS GF/NGF/HDHP HP-0497 6/16
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Sanford Health Plan NDPERS Network

Selecting a Health Care Provider

The benefit payment available under this Benefit Plan differs depending on your choice of Health
Care Providers. Providers are paid based on the Health Care Provider’s relationship with Sanford
Health Plan. Providers that are contracted with Sanford Health Plan, and participate in the Plan’s
Network, will be paid at either the PPO Plan or Basic Plan level. To find out whether services from
a particular Provider will be paid at the PPO Plan or Basic Plan level, search your Provider
Directory on your account at www.sanfordhealthplan.com/memberlogin.

Finding Pharmacies in Our Network and Your Formulary
Sanford Health Plan has contracted with Express Scripts Inc. to deliver your prescription
medication and diabetes supplies benefits.

Plan Participating Pharmacies

You must fill the prescription, and show your Sanford Health Plan Member ID card, at a Plan
Participating pharmacy for Cost Sharing amounts to apply. You may be responsible for payment of
the Cost Sharing Amounts at the time the Prescription Medication is dispensed. A Participating
Pharmacy agrees not to charge or collect more from you than your Cost Sharing Amount. All
claims from a Participating Pharmacy must be submitted by the Participating Pharmacy. You can
request a Sanford Health Plan Participating Pharmacy Listing by calling (701) 751-4125 or (800)
499-3416 or view it online at www.sanfordhealthplan.com/memberlogin.

Non-Participating Pharmacies

If you choose to go to a Non-Participating pharmacy, you must pay the pharmacy directly for 100%
of the costs of the medication at the time you receive it. You are then responsible for submitting a
Claim for Benefits Form to the Plan for reimbursement. Payment for covered Prescription
Medications will be sent to you. Any charges in excess of Allowed Charges are your responsibility.
To obtain a form, call (800) 499-3416 | TTY/TDD: (877) 652-1844 or find it online at
www.sanfordhealthplan.com/memberlogin.

Finding Participating Practitioners and Providers

Members should refer to the Sanford Health Plan website,
www.sanfordhealthplan.com/memberlogin, for the Provider Directory, which lists Participating PPO
and Basic Plan level Health Care Providers. As a member with Sanford Health Plan, you can
simply enter the first 9 digits of your Member ID number and the directory will customize the results
specific to your NDPERS network. The Sanford Health Plan website is continuously updated and
has the most up-to-date listing of Health Care Providers. Members may also call Member Services
at (800) 499-3416 (toll-free) or TTY/TDD: (877) 652-1844 (toll-free) to request a provider directory.

How PPO vs. Basic Plan Determines Benefit Payment
PPO Plan
PPO stands for “Preferred Provider Organization” and is a group of Health Care Providers who

provide discounted services to the Members of NDPERS. Because PPO Health Care Providers

charge Sanford Health Plan less for medical care services provided to the Members of NDPERS,
cost savings are passed on to Members by way of reduced Cost Sharing Amounts.
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To receive a higher payment level, Covered Services must be received from an NDPERS PPO
Health Care Provider. Please see the NDPERS PPO Health Care Provider Listing at
www.sanfordhealthplan.com/memberlogin.

NOTE: Benefits for Covered Services received by Eligible Dependents who are residing out of the
state of North Dakota will be paid at the Basic Plan level. If the Subscriber, or the Subscriber’s
spouse, is required by court order to provide health coverage for that Eligible Dependent, you may
be asked to provide a copy of the court order to the Plan.

Basic Plan

If a PPO Health Care Provider is: 1) not available in the Member’s area; or 2) if the Member either
chooses or is referred to a Health Care Provider not participating in the Preferred Provider
Organization (PPO), the Member will receive the Basic Plan benefits.

Participating Health Care Providers

When Covered Services are received from a Participating Health Care Provider, the Participating
Health Care Provider agrees to submit claims to Sanford Health Plan on behalf of the Member.
Reimbursement for Covered Services will be made directly to the Participating Health Care
Provider according to the terms of this Benefit Plan and the participation agreement between the
Health Care Provider and Sanford Health Plan.

When Covered Services are received from a Participating Health Care Provider, a provider
discount provision is in effect. This means the Allowance paid by Sanford Health Plan will be
considered by the Participating Health Care Provider as payment in full, except for Cost Sharing
Amounts, or if applicable, Maximum Benefit Allowances or Lifetime Maximums.

Participating Health Care Providers have also agreed to perform managed benefits requirements
on behalf of the Member. If the Health Care Provider is a Participating Health Care Provider, as
defined in Section 10, the benefit payment will be as indicated in the Outline of Covered Services
and the Member’'s Summary of Benefits and Coverage (SBC).

Non-participating Health Care Providers

If a Member receives Covered Services from a Non-participating Health Care Provider (health care
providers who are not contracted with Sanford Health Plan), the Member will be responsible for
notifying Sanford Health Plan of the receipt of services. If Sanford Health Plan needs copies of
medical records to process the Member’s claim, the Member is responsible for obtaining such
records from the Non-participating Health Care Provider.

Non-participating Health Care Providers within the State of North Dakota

If a Member receives Covered Services from a Non-participating Health Care Provider within the
state of North Dakota, benefit payments will be based on the Allowance and reduced by an
additional 20%. The 20% payment reduction does not apply toward the Out-of-Pocket Maximum
Amount. The Allowance will not exceed 80% of the billed charge.

The Member is responsible for the 20% payment reduction and any charges in excess of the
Allowance for Covered Services.

Benefit payments will be made directly to the Provider for Covered Services received from a Non-
participating Health Care Provider. Sanford Health Plan may designate a Health Care Provider as
Non-payable.
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Non-participating Health Care Providers outside the State of North Dakota

If a Member receives Covered Services from a Non-participating Health Care Provider outside the
state of North Dakota, the Allowance for Covered Services will be an amount within a general
range of payments made and judged to be reasonable by Sanford Health Plan.

The Member is responsible for any charges in excess of the Allowance for Covered Services.

If a Member receives Covered Services from a Health Care Provider in a county contiguous to
North Dakota, the benefit payment will be provided on the same basis as a Health Care Provider
located in the state of North Dakota. If the Health Care Provider is a Participating Health Care
Provider, the benefit payment will be as indicated in the Outline of Covered Services and SBC. If
the Health Care Provider is not a Participating Health Care Provider, benefits will be available at
the same level as Non-participating Health Care Providers within the state of North Dakota.
Sanford Health Plan may designate a Health Care Provider as Non-payable.

Practitioner Qualifications
If you would like additional information about your Practitioner’s qualifications, please call Member
Services at (800) 499-3416.

Special Communication Needs

Please call the Plan if you need help understanding information at (800) 499-3416 (toll-free). We
can read forms to you over the phone and we offer free oral translation in any language through
our translation services.

Anyone with any disability, who might need some form of accommodation or assistance
concerning the services or information provided, please contact the NDPERS ADA Coordinator at
701-328-3900.

After Hours Care

Your Primary Care Practitioner has agreed to be available to you twenty four (24) hours a day,
seven (7) days a week for emergency and urgent care. Be sure to call during normal office hours
for routine situations and only call after hours in URGENT or EMERGENCY situations. Leave a
message with the answering service and, in accordance with Plan standards, your Primary Care
Practitioner’s office should return your call within thirty (30) minutes, or as soon as possible
thereafter.

Emergency

If you have a condition requiring immediate surgical or medical attention, call 911 or go to the
nearest emergency room for treatment. Sanford Health Plan covers any emergency services
necessary to screen and stabilize you when a Prudent Layperson would reasonably believe that
an Emergency Medical Condition exists. Preauthorization/Prior Approval is not needed to get
Emergency services.

Emergency services from Basic Plan-level Providers will be covered at the same benefit and cost
sharing level as services provided by PPO-level Providers, both within and outside of the Sanford
Health Plan Service Area. If an Emergency Medical Condition arises, you are encouraged to seek
services at the nearest Emergency Facility that is a Participating Provider. If the Emergency
Medical Condition is such that you cannot go safely to the nearest Participating Emergency
Facility, then you should seek care at the nearest Emergency Facility. To find a listing of
Participating Emergency Providers and Facilities, log into your account at
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www.sanfordhealthplan.com/memberlogin or call the Plan toll-free at (800) 499-3416 | TTY/TDD:
(877) 652-1844 (toll-free).

You, or a designated relative or friend must notify the Plan, and your Primary Care Practitioner
and/or Provider, if one has been selected, as soon as reasonably possible after receiving
treatment for an Emergency Medical Condition, but no later than forty-eight (48) hours after you
are physically or mentally able to do so.

If you are admitted as an inpatient to a Non-Participating Provider Facility, then the Plan will
contact the admitting Practitioner and/or Provider to determine medical necessity and a plan for
treatment. In some cases, where it is medically safe to do so, you may be transferred to a
Participating Hospital and/or other appropriate Facility.

Note: If the Plan determines your condition did not meet the Prudent Layperson definition of an
Emergency, then Basic Plan level cost-sharing amounts may apply, subject to whether services
were received from a PPO-level or Basic-level Participating Provider/Facility, and if applicable,
limitations on Non-Participating Providers as set forth in your Certificate of Insurance.

When you are outside of the Sanford Health Plan Service Area
PHCS Healthy Directions and MultiPlan Networks*

If you or any one of your family members live, travel or attend school outside of the Plans service
area, log on to www.sanfordhealthplan.com/memberlogin to locate a participating provider.

HP-5.15
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North Dakota P ‘
/\ Public Employees SANF3RD
%%% Retirement System
. . Dakota Plan Health Benefits
Get Help Quitting Tobacco

We’ll Help you Quit AND
Help Cover the Costs

If you are a smoker or tobacco user and you want to quit, this program is for
you!

The North Dakota Public Employees Retirement System received a grant to help state employees
and their dependents who are 18 and older quit smoking or chewing tobacco. The grant pays for
approved tobacco cessation counseling, medications, health-care provider visits and co-pays. This
program is administered by Sanford Health Plan.

Who is eligible?

All current employees of the state of North Dakota, the North Dakota University system, district
health units and Garrison Diversion Conservation District AND their dependents who are 18 and
older, who have NDPERS health coverage, are eligible to participate. County, city and other
members of the NDPERS group are not eligible through this program; however, smoking cessation
funds may be available at the local level.

When can | enroll?
You can enroll anytime between July 1, 2016 and April 30, 2017.

How do I enroll?

1. Contact Sanford Health Plan at (877) 737-7730. Sanford Health Plan will verify your eligibility for
this program and will send you a tobacco cessation program ID/debit card to use when you visit
your health care provider and purchase medications. Be sure to show this ID card when you visit
your health care provider.

2. Enroll in NDQuits (North Dakota’s free tobacco cessation service). Visit
www.ndhealth.gov/ndquits for more information and to enroll.

NDQuits counselors will provide an initial assessment to determine how ready you are to quit, your
smoking or chewing triggers and what type of nicotine replacement therapy (patches, gum or
lozenges) and/or prescription medication you may need. If prescription medication is
recommended, you will need to visit your doctor. Members interested in face-to-face counseling
must contact the North Dakota Department of Health at (866) 280-5512 for pre-approval.

What is paid for?
For every six months, the program pays up to $700 in expenses, including:
e Up to $200 for your office visit and co-pays. (If face-to-face counseling is approved, this will
be included in the $200 maximum for office visits.)
e Up to $500 for the following FDA-approved medications:
o Over-the-counter: nicotine gum, nicotine patch, nicotine lozenge
o Prescription: Bupropion, Chantix, nicotine nasal spray and nicotine inhaler
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You will need to validate all purchases used with your ID/debit card by sending Sanford Health
Plan your itemized receipts for office visit and pharmacy expenses.
Who do | contact if | have questions?

o Contact Sanford Health Plan at (877) 737-7730

o Prescription: Bupropion, Chantix, nicotine nasal spray and nicotine inhaler

You will need to validate all purchases used with your ID/debit card by sending Sanford Health
Plan your itemized receipts for office visit and pharmacy expenses.

Who do | contact if | have questions?
Contact Sanford Health Plan at (800) 499-3416 or (701) 751-4125.
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LIFE INSURANCE CONTINUATION N\

XV

TRANSFER OF COVERAGE:

You cannot increase your current level of life insurance coverage. You may
decrease coverage at any time.

TERMINATION OF COVERAGE:

If you participate in the NDPERS group life insurance plan as an active employee,
you or your insured dependent may convert this insurance to an individual life
insurance policy if you are no longer actively at work.

You or your insured dependent may convert this insurance by applying and
paying the first premium for an individual policy within 31 days after any part of
your or your insured dependent's insurance stops.

Voya or the Policyholder must be notified by completing a “Term Life Insurance
Conversion Information Request form” and “Notice of Conversion”.

Type of Converted Policy:

You or your insured dependent may purchase any individual nonparticipating
policy offered by Voya, except term insurance. The new policy must provide for a
level amount of insurance and have premiums at least equal to those of Voya
whole life plan with the lowest premium.

Refer to your Certificate of Insurance for further details on the Life Insurance
benefits.

L)Y
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DENTAL COVERAGE e

Underwritten by Delta Dental
TRANSFER OF COVERAGE:

Only employees of the State of North Dakota and the University System are
eligible to participate in this plan as an active employee. You cannot increase
your current level of coverage. You can decrease or cancel coverage at anytime.

COBRA COVERAGE:

If the new employer does not provide dental insurance your NDPERS dental
coverage will end upon your of separation from employment. You and your

covered dependents may apply for COBRA coverage within 60 days of your
separation of employment if:

v If you, as an active employee, and your covered dependents were enrolled in
the NDPERS dental plan.

You will have the option to continue COBRA coverage for a maximum period of
18 months. COBRA coverage will be terminated if:

v" You or your covered dependents become eligible for an employer sponsored
dental plan

The following premiums are in effect through December 31, 2017:

Individual Only $ 38.64
Individual and Spouse $ 74.58
Individual and Child(ren) $ 86.58
Family $123.30

Late applications must include a check payable to NDPERS for the first months’

premium. Applications received after the 60 day COBRA enrollment period will
not be accepted.

COVERAGE QUESTIONS?

For additional information concerning coverage call 1-800-448-3815. Reference
Group # 537482.
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& DELTA DENTAL Delta Dental PPO*™ &
Delta Dental Premier®

Delta Dental of Minnesota
Serving North Dakota

2017 Monthly Premium Rates
Employee: $38.64
North Dakota Public Employees Retirement System Employee + Spouse: $74.58
Group #537482 Employee + Child(ren): $86.58
Family: $123.30

Plan Benefit Highlights

Network(s) Delta Dental PPO*™ Delta Dental Premier® | Non-Participating*
Calendar Year Plan Maximum $1,000

Per person

Lifetime Ortho Maximum $1,500

Per eligible covered person
Deductible

Per person per calendar year $50 per person
No deductible for diagnostic and preventive services or orthodontics

Spouse

Eligible Dependents Dependent children up to age 26

Covered Services ‘ Dental Benefit Plan Coverage

Delta Dental PPO*" Delta Dental Premier® | Non-Participating*

Diagnostic & Preventive Services
Exams

Cleanings

X-rays 100% 100% 100%
Fluoride treatments
Space maintainers
Sealants

Basic Services

Emergency treatment for relief of pain
Amalgam restorations (silver fillings) 80% 80% 80%
Composite resin restorations (white fillings) on anterior (front) and
posterior (back) teeth

Endodontics
Root canal therapy on permanent teeth 80% 80% 80%
Pulpotomies on primary teeth for dependent children

Periodontics

. . . ) 80% 80% 80%
Surgical/Nonsurgical periodontics

Oral Surgery
Surgical/Nonsurgical extractions 80% 80% 80%
All other covered oral surgery

Major Restorative
Crowns

50% 50% 50%

Prosthetic Repairs and Adjustments
Denture adjustments and repairs 80% 80% 80%
Bridge repair
Prosthetics
Dentures (full and partial) 50% 50% 50%
Bridges
Orthodontics
Treatment for the prevention/ correction of malocclusion 50% 50% 50%
Available for eligible covered persons ages 8 and up

This is a summary of benefits only and does not guarantee coverage. For a complete list of covered services and limitations/exclusions, please refer to the Dental Benefit Plan Summary.

*Dentists who have signed a participating network agreement with Delta Dental have agreed to accept the i Il ble fee as pay in full. Non-participating dentists have not signed an
agreement and are not obli d to limit the they charge; the member is responsible for paying any difference to the non-participating dentists.




& DELTA DENTAL

Delta Dental of Minnesota
Serving North Dakota

Make the Most of Your Benefits

Thank you for choosing Delta Dental as your partner in oral health. Dental insurance is designed to pay a portion of the

costs associated with your dental care. Having dental insurance is essential to keeping your mouth healthy by providing

access to preventive care, such as cleanings and x-rays, and helps cover extensive dental procedures such as crowns and

fillings.

-
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Online Tools for Members:
www.DeltaDentalMN.org

Save Money, Go In-Network:

Search for a participating dentist or specialist,
clinic or location. By seeking care from a Delta
Dental network dentist, you will save the most
money because the dentist is not allowed to bill
you more than our allowable charge.

Dental Insurance 101:

Robust member tools including commonly
defined insurance terms, videos and frequently
asked questions.

Oral Health Resources:

Preventive care is critical. Access dental and health
information, through the ages including a section
dedicated to Kids’ Oral Health.

Cost Estimator:
Compare costs for top oral health procedures.

Prefer to Speak to Someone
Contact Customer Service

Toll Free: 1-800-448-3815
Monday - Friday: 7am-7pm cS.T.

Serving North Dakota
Visit Our Website
DeltaDentalMN.org

Serving North Dakota
Administered by Delta Dental of Minnesota
P.O. Box 59238

Minneapolis, MN 55459

Tools Available in the
Secure Member Portal

Coverage Summary:

Review your dental plan information including
eligibility, waiting periods, plan maximums and
frequency limitations.

Claims Inquiry:
View claim status, procedure details, dates of service
and applied deductibles.

Request ID Cards:
Order duplicate or replacement ID cards.

Registration

1.

On www.DeltaDentalMN.org, go to the member
page and click “Create Account.”

Read the Privacy Notice, click Continue and follow
the steps to register.

Remember your user name and password
because you will need them each time you
login.
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Underwritten by: Superior Vision

TRANSFER OF COVERAGE:

Only employees of the State of North Dakota and the University System are
eligible to participate in this plan as an active employee. You cannot increase
your current level of coverage in the Superior Vision insurance. You can
decrease or cancel coverage at anytime.

COBRA COVERAGE:

If the new employer does not provide vision insurance your NDPERS vision
coverage will end upon your of separation from employment. You and your
covered dependents may apply for COBRA coverage within 60 days of your
separation of employment if:

v If you, as an active employee, and your covered dependents were enrolled in
the NDPERS vision plan

You will have the option to continue COBRA coverage for a maximum period of
18 months. COBRA coverage will be terminated if:

v" You or your covered dependents become eligible for an employer sponsored
vision plan

The following premiums are in effect through December 31, 2017:

Individual Only $ 6.64
Individual and Spouse $13.28
Individual and Child(ren) $12.10
Family $18.74

Late applications must include a check payable to NDPERS for the first months’
premium. Applications received after the 60 day COBRA enrollment period will
not be accepted.

COVERAGE QUESTIONS
For additional information concerning coverage call 1-(800) 507-3800.
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SUPERIOR VISION /\

See yourself healthy. %%%g

Vision Plan Benefits for North Dakota Public Employees Retirement System

Co-Pays Monthly Premiums Services/Frequency
Exam $0 Emp. only $6.64 Exam 1 per calendar year
Materials® $35 Emp. + spouse $13.28 Frame 1 per calendar year
Contact Lens Fitting $35 Emp. + child(ren) $12.10 Contact Lens Fitting 1 per calendar year
(standard & specialty) Emp. + family $18.74 Lenses 1 pair per calendar year
Contact Lenses 1 allowance per
calendar year
Benefits
In-Network Out-of-Network
Exam (Ophthalmologist) Covered in full Up to $45 retall
Exam (Optometrist) Covered in full Up to $45 retall
Frames $75 retail allowance Up to $40 retail
Contact Lens Fitting (standardg Covered in full Not covered
Contact Lens Fitting (specialty®) $50 retail allowance Not covered
Lenses (standard) per pair
Single Vision Covered in full Up to $35 retall
Bifocal Covered in full Up to $50 retall
Trifocal Covered in full Up to $70 retall
Progressive lens upgrade See description® Up to $70 retall
Contact Lenses® $100 retail allowance Up to $100 retail

Co-pays apply to in-network benefits; co-pays for out-of-network visits are deducted from reimbursements

! Materials co-pay applies to lenses and frames only, not contact lenses

% The specialty contact lens fitting is for new contact lens wearers and/or a member who wears toric, gas permeable, or multifocal lenses.

% Covered to provider's in-office standard retail lined trifocal amount; member pays difference between progressive and standard retail lined trifocal, plus applicable co-pay
“ Contact lenses are in lieu of eyeglass lenses and frames benefit

Discount Features

Look for providers in the Pr_ovider_ Direct_ory who accept discounts, Su p eri 0] er S | on.com
as some do not; please verify their services and discounts (range )

from 10%-30%) prior to service as they vary. Cu stomer Serv Ice
Discounts on Covered Materials 800.507.3800

Frames: 20% off amount over allowance

Lens options:  20% off retail

Progressives:  20% off amount over retail lined trifocal lens, ]
including lens options Refractive Surgery

The following options have out-of-pocket maximums® on standard
(not premium, brand, or progressive) lenses.

Superior Vision has a nationwide network of refractive
surgeons and leading LASIK networks who offer

Maximum Member Out-of-Pocket members a discount. These discounts range from
Single Vision  Bifocal & Trifocal 15%-50%, and are the best possible discounts available
Scratch coat $13 $13 to Superior Vision.
Ultraviolet coat $15 $15
I\mi;r:gi\% %g;dtlents iég iég The Plan discount features are not insurance.
Polycarbonate $40 20% off retail All allowances are retail; the member is responsible
High index 1.6 $55 20% off retail for paying the provider directly for all non-covered
Photochromi'cs $80 20% off retail items and/or any amount over the allowances,

minus available discounts. These are not covered

Discounts on Non-Covered Exam and Materials by the plan.
Discounts are subject to change without notice.

Exams, frames, and prescription lenses:  30% off retall
Lens options, contacts, other

prescription materials: 20% off retail

Disposable contact lenses: 10% off retail

Disclaimer: All final determinations of benefits,
administrative duties, and definitions are governed
by the Certificate of Insurance for your vision plan.
Please check with your Human Resources

® Discounts and maximums may vary by lens type. Please check with your provider. department if you have any questions.

The Superior Vision Plan is underwritten by National Guardian Life Insurance Company. National Guardian Life Insurance Company is not affiliated with
The Guardian Life Insurance Company of America, AKA The Guardian or Guardian Life
NVIGRP 5-07 0814-BSv2/ND

; Superior Vision Services, Inc. P.O. Box 967 Rancho Cordova, CA 95741 800.507.3800 SuperiorVision.com
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LONG TERM CARE INSURANCE A

ENROLLMENT:

There are many reasons why you should consider obtaining Long Term Care Insurance. Here
are just a few:

e 75% of the population will need long-term care services at some point in their lifetime.
e Protect your assets!
e Health insurance plans & Medicare typically do not cover long term care services.

e You can receive up to a $500 (married couple) or $250 (single) tax credit through the
ND Long-Term Care Partnership Program for having long-term care insurance.

North Dakota Partnership Plan Information:

http://www.nd.gov/ndins/uploads/12/ltcpartnershippalmcard.pdf

North Dakota Insurance Department LTC Information:

http://www.nd.gov/ndins/consumers/longtermcare/

Federal Government LTC Information:

http://longtermcare.gov/

UNUM LTC — NOT a Partnership Plan:

http://unuminfo.com/ndpers/index.aspx

TRANSFER OF COVERAGE:

Only employees of the State of North Dakota and the University System are eligible to
participate in the plan as active employees. If you are enrolled in the UNUM Long -Term
Care, no change in level of insurance coverage is allowed at the time of transfer. Increased
coverage is based on UNUM'’s approval. Request to increase coverage may be filed with
UNUM at anytime. You may decrease coverage at any time.
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TERMINATION OF COVERAGE:

If you and your spouse participate in the UNUM Long-Term Care plan, you both may elect
portable coverage. This means that the same coverage you had under this plan can continue
on a direct billing basis.

Any election for portable coverage must be made within 31 days of the date the group
coverage would otherwise end by completing the UNUM'’s Election to Continue Your Long
Term Care Insurance.

Any premium that applies must be paid directly to Unum by you and your spouse for any
portable coverage to be continued.

Please refer to your “Certificate of Insurance” for details.

COVERAGE QUESTIONS?

Please contact UNUM, plan administrator, at 1-800-227-4165.
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NDPERS FLEXCOMP PLAN YY%L

Third Party Administrator: ADP
The NDPERS FlexComp Plan is available to eligible employees of the State of North Dakota,
participating District Health Units and members of the Legislative Assembly. Employees of
the university system and political subdivisions are excluded from participation in the plan.

TRANSFER OF COVERAGE:

If you are employed with an employer participating in the NDPERS Flex Comp Plan and take
a job with another employer who is also participating in the NDPERS Flex Comp Plan your
coverage will transfer to your new employer.

MEDICAL SPENDING ACCOUNT:

If you transfer to an employer group not on the NDPERS FlexComp Plan, you will be offered
continuation coverage through the end of the Plan year on December 31. You will have sixty
(60) days from the date the notice of your right to continue coverage is provided to you in
which to elect continuation coverage and, complete the Continuation of Coverage in Medical
Spending Account (COBRA) SFN 53512. Unless you elect COBRA, your coverage will end
on the last day of the month of your separation from service.

Employees who elect continuation coverage are permitted to pre-tax the premiums and pre-
pay the premium through the end of the plan year from their final salary pay check with the
eligible employer participating in the NDPERS Flex Comp Plan.

Continuation of coverage payments may also be paid with after-tax dollars by personal check
or money order throughout the plan year. If you elect to pay for continuation coverage with
after-tax dollars throughout the plan year, your premium will be the amount currently being
payroll deducted, plus a 2% administrative fee. Continuation coverage will be extended to the
end of the current plan year but may terminate sooner if the premiums are not paid within 30
days of their due date which is the 1% of every month.

If you have paid your premium through the end of the year on December 31 and have a
balance in your account, you have the option to have eligible expenses incurred during the
“grace period” from January 1 through March 15 of the new plan year, reimbursed from that
balance.

If participation terminated due to a transfer to another employer group not on the NDPERS
Flex Comp Plan and you return to state employment within 30 days in the same plan year,
your election will be reinstated as it was immediately prior to the termination of coverage. If
you return to state employment after 30 days in the same plan year, you can not participate
for the remainder of the plan year.
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DEPENDENT CARE FLEXIBLE SPENDING ACCOUNT:

If you transfer to another employer group not on the NDPERS Flex Comp Plan, your
contributions will cease and payroll deductions will stop the end of the month of your
separation of service. Qualifying expenses will be reimbursed, through the last day of the
month of your separation of service, up to the remaining balance in your account.

The final day for accepting claims for the plan year from either your Medical Spending or
Dependent Care Reimbursement account for services received while you were a participant
Is four months after the plan year ends on December 31 or April 30.
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457 DEFERRED COMPENSATION PLAN Qiﬁi

TRANSFER OF COVERAGE:

If you are enrolled in the NDPERS 457 Deferred Compensation Plan, the amount authorized
for deduction by the previous employer will automatically transfer to the new employer. You
may change the deduction amount by completing a new SFN 3803 — 457 Deferred
Compensation Plan Enrollment/Change Form.

If the transfer of employment is to an employer not participating in the NDPERS deferred
compensation plan, the employee will have terminated participation in the PERS plan.
Terminating employees may not begin to receive distributions from a deferred compensation
account until they have been off the payroll of a covered employer for one month. At that
time, you may elect to begin distribution immediately, regardless of your age, or you may
defer payments to a future date.

If you elect a lump sum distribution of your deferred compensation plan account, you will be
subject to a 20% Federal income tax withholding requirement. The Provider Company will
send you a 1099R statement the year in which you receive distribution from your account.
There is no IRS 10% penalty for withdrawal prior to 59 %.

You also have the option to do a direct rollover to an eligible 401(a), 401(k), 457(b), 403(b),
IRA or another qualified plan that accepts eligible rollover distributions from your account. If
you elect a direct rollover, taxes will not be withheld and are not payable until you receive a
distribution from the 457 account.

Please consult with your investment Provider representative for assistance in selecting a

payment option or if you have any questions regarding your tax liability or withdrawal
penalties.
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