IDAHO PIPE TRADES TRUST

Administrative Office
Plumbers & Pipefitters

Pension Trust
LU 296 LU 648 LU 41

Idaho Pipe Trades
Health & Welfare Trust
LU 296 & LU 648

NEW MEMBER ENROLLMENT PACKET
Welcome to the Idaho Pipe Trades Health and Welfare Fund!

Dear Participant:

This enrollment package was sent to you because you are, or soon will be eligible for health care coverage.
In order to better understand the benefits that are available to you, it is important that you carefully read
all the information included in this package. This letter is a brief breakdown of some of the important
information and forms that are enclosed in this package.

** | T 1S IMPORTANT THAT YOU FULLY AND LEGIBLY COMPLETE AND RETURN ALL REQUIRED DOCUMENTS AS
SOON AS POSSIBLE SINCE ANY MISSING INFORMATION OR INCOMPLETE FORMS, WILL DELAY THE
PROCESSING OF YOUR MEDICAL CLAIMS. **

Enclosed in this package please find the following:

Enrollment Form — This is required for all participants. Only dependents listed on this form will have
coverage from the Plan. Please complete accordingly, sign/date and return to the Trust Fund Office.

Coordination of Benefits Form - This is required for all participants. Complete this form is you, your
spouse, or any of your dependents have/do not have, other health insurance coverage. If you and/or your
dependent(s) do not have other coverage, please check the indicator box and sign/date the bottom of the
page under “Member Statement” and return to the Trust Fund Office.

Authorization for Release of Protected Health Information — Please read the enclosed HIPAA and
Protected Health Information (PHI) notice, which explains your rights and how and when protected
information may be disclosed.
e You may give permission for the Trust Fund to release your information to someone else by
completing, signing and returning the Authorization for Release of Protected Health Information
Form to the Trust Fund Office.

Benefit Summary — Please refer to these sheets for a summary of the medical, dental, vision and
prescription drug benefits available through the plan. Medical, dental, and vison is provided by Blue Cross
of Idaho. Prescriptions are provided by Optum Rx.

If you (and or your dependents) have Medicare or will become eligible for Medicare in the next
12 months, a Federal law gives you more choices about your prescription drug coverage. See
pages 23-25 for more details.

You will also find other forms and information included in this packet. Please feel free to contact the Fund
Office at (800) 808-1687 with any questions you may have.

PMB #116 - 5331 SW Macadam Avenue Suite 258, - Portland, OR 97239
Telephone (800) 808-1687 or (208) 288-1610 FAX (208)288-1670

www.iptt.org
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IDAHO PIPE TRADES TRUST

Administrative Office
Idaho Pipe Trades

Health & Welfare Trust
LU 296 & LU 648

Plumbers & Pipefitters
Pension Trust
LU 296 LU 648 LU 41

NEW MEMBER PACKET CHECK LIST
FORMS TO BE RETURNED TO THE TRUST FUND OFFICE:

(It may not be necessary to complete all of the listed below, depending on your coverage choices.
Please contact the Trust Fund Office if you should have any questions regarding your enroliment.)

d Enroliment Form This is required for all Participants. You must

complete, sign, and return to the Trust Fund Office
within 60 days of when you are first eligible.

O Coordination of Benefits Please complete both pages, sign, and return with your
Form Enrollment Form to the Trust Fund Office.

d Authorization for It is strongly recommended that you, your spouse and
Release of Protected your eligible dependents over the age of 18 complete
Health Information the Authorization for Release of Protected Health

Information Form.

O Marriage Certificate If you are married, please submit a photo copy of your

marriage certificate to add your current spouse.

O Birth Certificates Please submit photo copies of birth certificates for:
You, your Spouse; and any Dependent Children you
wish to enroll onto the Plan (including step-children,
and adopted children).

**PLEASE RETURN ALL FORMS TO**

IDAHO PIPE TRADES TRUST FUNDS
PMB #116 5331 SW MACADAM AVE SUITE 258
PORTLAND, OR 97239

PMB #116 - 5331 SW Macadam Avenue Suite 258, - Portland, OR 97239
Telephone (800) 808-1687 or (208) 288-1610 FAX (208)288-1670
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IDAHO PIPE TRADES TRUST

Administrative Office
Idaho Pipe Trades

Health & Welfare Trust
LU 296 & LU 648

Plumbers & Pipefitters
Pension Trust
LU 296 LU 648 LU 41

HEALTH & WELFARE PLAN ENROLLMENT FORM

Due Within 60 DAY'S of when you are first eligible

CHECK ALL THAT APPLY: O New Enrollment 0O Adding Dependents O Dropping Dependents [0 Address Change

EMPLOYEE’S FULL LEGAL NAME: SSN:

LOCAL UNION NO. ADDRESS:

CITY: STATE: ZIP: GENDER: (Circle One) Male Female
DATE OF BIRTH: PHONE NUMBER: ( ) EMAIL:

MARITAL STATUS: O Married (Date of Marriage) O Single O Divorced (Date of Divorce)

MEDICAL/PRESCRIPTION, DENTAL, AND VISION PLAN:

MEDICAL, DENTAL & VISION - BLUECROSS OF IDAHO (Group# 10034808)
PRESCRIPTION — Optum Rx (Group# PS12839)

IC\I:O'(FjE: If you, your spouse, or any of your dependents are on Medicare or Medicare Eligible, please include a copy of your Medicare
ard.

IMPORTANT: If your Spouse works at least 20 hours per week or 80 hours per month and has group insurance coverage available through an employer but
does not elect that coverage, your Spouse will not be considered an Eligible Dependent and the Plan will not cover your Spouse’s claims for benefits under the
Plan. This applies whether or not your Spouse must pay for the other coverage. (See SPD Pages 9-11.)

NOTIFYING THE PLAN OF OTHER COVERAGE CHANGES: If you or your spouse or dependents become eligible for and/or enrolled in or loses other
group health coverage you are required to notify IPTT in writing within 60 days by completing a Health & Welfare Plan Change Form. Failure to notify IPTT
of other coverage changes and/or any false statements or misrepresentation on this form is considered fraudulent and may result in retroactively terminating
plan coverage and you will be responsible for reimbursement for all amounts paid in connection with such coverage. See page 46 of the SPD.

DEPENDENTS - (Including Spouse)
YOU MUST ATTACH LEGAL DOCUMENTATION THAT APPLIES TO ADD YOUR DEPENDENTS:
Birth Certificate(s) for children, Marriage Certificate for spouse, Legal Adoption papers, Legal Guardianship papers

OTHER COVERAGE FULL NAME RELATIONSHIP DATE OF BIRTH SSN GENDER
Yes [1 No [

Yes L1 No UJ
Yes L1 No UJ
Yes LI No UJ
Yes LI No UJ

DECLARATION: I have provided the above information to the very best of my knowledge. | declare under penalty of perjury under the laws of the
United States of America that the foregoing is true and correct. | understand Section 1027 of Title 18 of the United States Code makes it a crime to
knowingly make a false statement in any document required to be kept by or certified to the administrator of a pension or health/welfare plan. | further
understand that the punishment for violation of this law can be both a fine up to $10,000 and imprisonment for as long as five years.
ACKNOWLEDGMENT: I understand and acknowledge that in order to process claims for benefits, physicians, hospitals or other medical providers
may share information with Idaho Pipe Trades Health & Welfare Trust or their representatives regarding my or my dependents’ health history,
symptoms, treatment, examination results or diagnosis.

EMPLOYEE SIGNATURE DATE
SPOUSE SIGNATURE DATE

PMB #116 - 5331 SW Macadam Avenue Suite 258, - Portland, OR 97239
Telephone (800) 808-1687 or (208) 288-1610 FAX (208)288-1670
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Coordination of Benefits

Member’s Name: Member ID #: Date of Birth:

Address:

If you and/or spouse/dependents DO NOT have any other insurance coverage, please check this box turn
over and sign/date the bottom of the next page (under “Member Statement”).

INCOMPLETE DOCUMENTATION WILL RESULT IN POSSIBLE DELAYS IN CLAIMS PROCESSING

m MEMBER HEALTH COVERAGE INFORMATION
Does this plan include Medical Coverage? o Yes or o No If yes, is this plan an: 0 HMO or o PPO

Name of Medical/Rx Carrier: Policyholder name: Policy Number:
Effective Date: Termination Date (if applicable): Group Number:
Does this plan include Dental Coverage? o Yes or o No If yes, is this plan an: 0 HMO or o PPO
Name of Dental Carrier: Policyholder name: Policy Number:
Effective Date: Termination Date (if applicable): Group Number:
Does this plan include Vision Coverage? o Yes or o No If yes, is this plan an: 0 HMO or o PPO
Name of Vision Carrier: Policyholder name: Policy Number:
Effective Date: Termination Date (if applicable): Group Number:
Medicare: Policyholder name: Policy Number:
Is coverage because of? o Age o Disability o ESRD
Partt Ao Bo Co Do Effective Date: A) B) C) D)
B SPOUSE AND DEPENDENTS HEALTH COVERAGE INFORMATION
Does this plan include Medical Coverage? o Yesor o No Ifyes, is this plan an: o HMO or o PPO
Name of Medical/Rx Carrier: Policyholder name: Policy Number:
Effective Date: Termination Date (if applicable): Group Number:
Does this plan include Dental Coverage? o Yes or o No If yes, is this plan an: o HMO or o PPO
Name of Dental Carrier: Policyholder name: Policy Number:
Effective Date: Termination Date (if applicable): Group Number:
Does this plan include Vision Coverage? o Yes or o No If yes, is this plan an: 0 HMO or o PPO
Name of Vision Carrier: Policyholder name: Policy Number:
Effective Date: Termination Date (if applicable): Group Number:
Medicare: Policyholder name: Policy Number:
Is coverage because of? 0O Age o Disability o ESRD
Partt Ao Bo Co Do Effective Date: A) B) C) D)
1) Dependent:
[0 Medical/Rx Effective Date: (1 Dental Effective Date: (I Vision Effective Date:
¢ Name of Medical/Rx Carrier: Policyholder name: Policy Number:
e Name of Dental Carrier: Policyholder name: Policy Number:
® Name of Vision Carrier; Policyholder name: Policy Number:

2.) Dependent:

[ Medical/Rx Effective Date: I Dental Effective Date: O Vision Effective Date:

¢ Name of Medical/Rx Carrier: Policyholder name: Policy Number:
e Name of Dental Carrier: Policyholder name: Policy Number:

® Name of Vision Carrier: Policyholder name: Policy Number:

Continuation on other Side




For additional dependents, ATTACH A SEPARATE sheet with employee’s name at top. (Last, First, MI)

3.) Dependent:

[0 Medical/Rx Effective Date: (1 Dental Effective Date: (I Vision Effective Date:
® Name of Medical/Rx Carrier: Policyholder name: Policy Number:
e Name of Dental Carrier: Policyholder name: Policy Number:
® Name of Vision Carrier; Policyholder name: Policy Number:

4.) Dependent:

[0 Medical Effective Date: 0 Dental Effective Date: 0 Vision Effective Date:
eName of Medical/Rx Carrier: Policyholder name: Policy Number:
eName of Dental Carrier: Policyholder name: Policy Number:
® Name of Vision Carrier; Policyholder name: Policy Number:
FILL OUT THIS SECTION ONLY IF YOUR CHILD(REN) HAVE ADDITIONAL HEALTHCARE
COVERAGE DUE TO «DIVORCE *SEPARATION «COURT ORDER -MEDICARE OR

*OTHER FEDERAL-STATE HEALTH INSURANCE PROGRAMS.

***(Indicate which child by marking appropriate circle) ***
1.) Is child(ren) covered by Medicare or other Federal-State coverage? o Yes or 0 No (If yes which child)? ol o203 04

Medicare: Policyholder name: Policy Number:
Is coverage because of? o Age o Disability o ESRD
Partt Ao Bo Co Do Effective Date: A) B) C) D)
Medi-Cal/Medicaid: Policyholder name: Policy Number:

2.) Does one parent/guardian have full custody of the child(ren): o Yes or o No (If yes which child)? clo2o0304
Parent: Date:

3.) Is one parent required by court decree to provide health insurance for child(ren): o Yes or o No clo20304
Parent: Date:

Name of person responsible for child’s healthcare coverage?

Employer: Date of Birth:

Insurance Company name: Insurance Company City & State:

Insurance Company Phone Number: Enrollee ID/ policy number:

Group Number: Effective date: Cancellation date (if applicable):

***x*|f court decree is present please PROVIDE A COPY of the court documents ****

Member Statement: The above information is true and accurate to the best of my knowledge and belief. 1 am
also aware of the fact that | must notify the Fund Office immediately should any of the dependents listed on my
coverage become eligible for any other coverage. Any materials submitted by myself or on behalf of any
eligible person that contains a material alteration or forged or false information, including signatures, will be
rejected. The Trustees reserve the right to refer such matters to Fund Legal Counsel for appro‘priate action.
This will not limit the right of the Fund to recover any losses it suffers because of such material in any matter.

Signature: Phone #: Date:




Below is the HIPAA Notice of Privacy Practices Availability Notice:

The Idaho Pipe Trades Trust maintains a Notice of Privacy Practices that provides information to
individuals whose protected health information (PHI) will be used or maintained by the Plan.
You have the right to request a copy of the Plan’s Notice of Privacy Practices from the Trust
Administrative Office by submitting a written request to: PMB#116, 5331 SW Macadam Avenue
Suite 258, Portland, OR 97239. You may also obtain a copy of this notice on the Plan’s website:
http://www.IPTT.org.
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Instructions for completing the

IAuthorization for Release of Protected Health Information|

There is a section for the Member/Retiree, Spouse and if applicable, a section for a dependent child(ren)
over the age of 18.

Member Section /Retiree Section

1.
2.

Fill in your name and social security number.

If you are married and you want to give your spouse authority to inquire about your health
information, please enter his/her name and relationship (spouse) —or-

If you are not married or you want to give someone other than your spouse authority to inquire
about your health information, please enter his/her name and relationship (mother, father, friend,
etc.).

If you are giving someone else authority, please sign and date form.
OR

If you do not want to give anyone other than yourself authority to inquire about your health
information, then place an “X” in the box where it says “I do not want my Health Information released
to anyone but myself’. Please sign and date below the box.

Spouse Section

1.
2.

3.

Fill in your name and social security number.

If you want to give your spouse (member/retiree) authority to inquire about your health
information, please enter his/her name and relationship (spouse).

If you want to give someone other than your spouse authority to inquire about your health
information, please enter his/her name and relationship (mother, father, friend, etc.), please sign
and date form.

OR

If you do not want to give anyone other than yourself authority to inquire about your health
information, then place an “X” in the box where it says “I do not want my Health Information released
to anyone but myself”.

Please sign and date form below the box.

Dependent(s) over the age of 18 Section

1.
2.

3.

Fill in your name and social security number.

If you want to give your parents authority to inquire about your health information, please enter
their name and relationship (father, mother).

If want to give someone other than your parents authority to inquire about your health information,
please enter his/her name and relationship (mother, father, friend, etc.) please sign and date form.

OR

If you do not want to give anyone other than yourself authority to inquire about your health
information, then place an “X” in the box where it says “I do not want my Health Information released
to anyone but myself”.

Please sign and date form below the box.

-OVER-



Authorization for Release of Protected Health Information

MEMBER/RETIREE SECTION

l, (print your name and Social Security number) authorize
the Health and Welfare Plan (the "Plan"), and its business associates, to disclose claims, payment, eligibility
and other related health information about me to the following persons (select 1-2 persons if desired), at the
request of such persons:

Name: Relationship:

Name: Relationship:

| understand that this authorization will expire upon termination of my enrollment in the Plan, unless | revoke it sooner.
| understand that | have the right to revoke it at any time, except to the extent that it has already been relied upon. |
understand that if | decide to revoke this authorization, | must give notice of my decision in writing and send it to:

Idaho Pipe Trades Trust (IPTT) H&W Plan
PMB#116, 5331 SW Macadam Avenue Suite 258
Portland, OR 97239
Phone 208-288-1610 « Toll Free 800-808-1687 » Fax 208-288-1670

www.iptt.org

| understand that my health information that is disclosed pursuant to this authorization may be re-disclosed by the
persons | have identified above, and the Plan cannot prevent or protect such re-disclosures, AND | understand that |
am not required to sign this form to receive my health care benefits (enrollment, treatment or payment).

Signature of Member Date Signed:

-OR- O 1 do not want my Health Information released to anyone but myself.
Signature of Member Date Signed:

SPOUSE SECTION

I, the spouse (Name, Please Print) , (Spouse’s Social Security #)
of the above named member, have also read, understand, and authorize the Plan to disclose claims,

payment, eligibility and other related health information about me to the following persons (select 1-2 persons if

desired) for the reasons and with the explanations listed above, at the request of such persons:

Name: Relationship:
Name: Relationship:
Signature of Spouse Date Signed:

-OR- O 1 do not want my Health Information released to anyone but myself.

Signature of Spouse Date Signed:

DEPENDENT(S) OVER THE AGE OF 18 SECTION

I, the dependent child(ren) over the age of 18 (Name, Please Print) ,(Social
Security #) have also read, understand, and authorize the Plan to disclose claims, payment,
eligibility and other related health information about me to the following persons (select 1-2 persons if desired) for the
reasons and with the explanations listed above, except at the request of such persons:

Name: Relationship:
Name: Relationship:
Signature of Dependent Date Signed:

OR- O 1 do not want my Health Information released to anyone but myself.

Signature of Dependent Date Signed:

NOTE: If there is more than one dependent over the age of 18, please copy, complete and sign the appropriate
number of additional Authorization Forms and return to the Benefit Office.
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An Independent Licensee of the Blue Cross and Blue Shield Association

o CI‘OSS Of Idaho Summary of Benefits and Coverage: What this Plan Covers & What You

Pay For Covered Services

Coverage Period: 1/1/2018 - 12/31/2018

Coverage for: Enrollee + Eligible Dependents | Plan Type: PPO

o The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. Note: Information about the cost of the plan (called the premium) will be provided

separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage,

1-800-627-1188. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copavment, deductible, provider, or other

undetlined terms see the Glossary. You can view the Glossary as www.healthcare.gov/sbe-glossary ot call 1-800-627-1188 to request a copy.

Important Questions Why This Matters:

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
setvices ?

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

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

Will you pay less if you
use a network provider?

Do you need a referral to

see a Specialist?

Questions: Call 1-800-627-1188 or visit us at www.bcidaho.com/SBC.

$750 person/$2,250 family

Yes. Pharmacy, services that require copays,
dental, vision, diabetes education, hearing aid
services or In-network listed Preventive care

are covered before you meet your deductible.
Yes. $150 for dental services. There are no

other specific deductibles.

For In-network provider $3,720 person
/$7,440 family. For Out-of-network provider
$7,500 person. For prescription drugs $2,880
person / $5,760 family.

Premiums, hearing aid services, adult dental,

vision, balance-hilling charges and health care
this plan doesn't cover, and Out-of-network
deductibles and copays.

Yes. See www.bcidaho.com or call
1-800-627-1188 for a list of network

providers.

No.

Generally, you must pay all of the costs from providers up to the deductible amount before this plan begins to pay. If

you have other family members on the plan, each family member must meet their own individual deductible until the

total amount of deductible expenses paid by all family members meets the overall family deductible.

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

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

You must pay all of the costs for these services up to the specific deductible amount before this plan begins to pay for

these services.

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

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

This plan uses a provider network. You will pay less if you use a provider in the plan's network. You will pay the most if

you use an Out-of-network provider, and you might receive a bill from a provider for the difference between the

provider’s charge and what your plan pays (balance billing). Be aware your network provider might use an

Out-of-network provider for some services (such as lab work). Check with your provider before you get services.

You can see the Specialist you choose without a referral.

Idaho Pipe Trades Health & Welfare Trust | 10034808 | ASC PPO | 750 | 01/01/18 | PPO | 2018 | AHCR |
SBC ID: 42983
Page 1 of 9
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Common
Medical Event

If you visit a health
care provider's

office or clinic

Services You May Need

Primary care visit to treat an injury or illness

What You Will Pay

Network
Provider
(You will pay the
least)

$25 copay/visit, 20%

coinsurance

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

$25 copay/visit, 30%

coinsurance

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

Limitations, Exceptions, & Other Important Information

Does not apply to additional services.

Specialist visit

$25 copay/visit, 20%

coinsurance

$25 copay/visit, 30%

coinsurance

Does not apply to additional services.

Preventive care/screening/immunization

No charge for listed
preventive, screening and
immunization services.
deductible does not apply.

30% coinsurance
immunizations,

preventive and screening.

You may have to pay for services that aren't preventive. Ask your
provider if the services needed are preventive. Then check what your

plan will pay for.

If you have a test

Diagnostic test (x-ray, blood work) 20% coinsurance 30% coinsurance none
Imaging (CT/PET scans, MRIs) 20% coinsurance 30% coinsurance none

If you need drugs
to treat your illness
or condition

More information

about prescription

drug coverage is
available at

www.OptumRx.com

Generic drugs $20 The difference between OptumRx Mail Service Pharmacy has a $40 copay for a 90 day supply.
the Contracted Rate (rate Special provisions apply to maintenance drugs.
of In-network provider)
and the provider charge
plus copay.
Preferred brand drugs $40 The difference between OptumRx Mail Service Pharmacy has a $80 copay for a 90 day supply.
the Contracted Rate (rate Special provisions apply to maintenance drugs.
of In-network provider)
and the provider charge
plus copay.
Non-preferred brand drugs $70 The difference between OptumRx Mail Service Pharmacy has a $140 copay for a 90 day supply.
the Contracted Rate (rate Special provisions apply to maintenance drugs.
of In-network provider)
and the provider charge
plus copay.
Specialty drugs 10% or $120 max copay One fill allowed at retail for a specialty medication; after that must be
(One 30 day supply at filled through OptumRx Specialty Mail Service Pharmacy.
retail)

Questions: Call 1-800-627-1188 or visit us at www.bcidaho.com/SBC.

Idaho Pipe Trades Health & Welfare Trust | 10034808 | ASC PPO | 750 | 01/01/18 | PPO | 2018 | AHCR |

SBC ID: 42983
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Common
Medical Event

If you have
outpatient surgery

What You Will Pay

Network Out-of-Network
Services You May Need Provider Provider Limitations, Exceptions, & Other Important Information
(You will pay the | (You will pay the
least) most)
Facility fee (e.g., ambulatory surgery center) 20% coinsurance 30% coinsurance none
Physician/surgeon fees 20% coinsurance 30% coinsurance none

If you need Emergency room care $100 copay/visit, 20% $100 copay/visit, 30% Out-of-network services paid at In-network if Emergency medical
immediate medical coinsurance coinsurance condition. copay waived if admitted.
Rt Emergency medical transportation 20% coinsurance 30% coinsurance none

Urgent care $25 copay/visit, 20% $25 copay/visit, 30% Does not apply to additional services.

coinsurance coinsurance

If you have a Facility fee (e.g., hospital room) 20% coinsurance 30% coinsurance No benefits for Transplant Services.
hospital stay — - -

Physician/surgeon fee 20% coinsurance 30% coinsurance none

If you have mental
health, behavioral
health, ot
substance abuse
services

Outpatient services

$25 copay visit, 20%

coinsurance visit facility

and other services

$25 copay visit, 30%

coinsurance visit facility

and other services

Some services may require Preauthorization.

Inpatient services

20% coinsurance

30% coinsurance

Some services may require Preauthorization. No benefits for
Out-of-network Inpatient Residential Treatment Facility or Alcohol and
Substance Abuse Rehabilitation.

If you are pregnant

Office Visits

20% coinsurance

30% coinsurance

For pregnancy services, cost sharing does not apply to certain
preventive services. Depending on the type of services, a copay,
coinsurance or deductible may apply. Maternity care may include tests

and services described elsewhere in the SBC (i.e. ultrasound).

Childbirth/delivery professional services

20% coinsurance

30% coinsurance

none

Childbirth/delivery facility services

20% coinsurance

30% coinsurance

none

Questions: Call 1-800-627-1188 or visit us at www.bcidaho.com/SBC.

Idaho Pipe Trades Health & Welfare Trust | 10034808 | ASC PPO | 750 | 01/01/18 | PPO | 2018 | AHCR |

SBC ID: 42983
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What You Will Pay

Common Network Out-of-Network
Medical Event Provider Provider
(You will pay the | (You will pay the

Services You May Need

Limitations, Exceptions, & Other Important Information

If you need help
recovering or have
other special

Home health care

least)

20% coinsurance

most)

30% coinsurance

Coverage is limited to 70 days/illness (combined with Skilled Nursing).

ReHabilitation services

20% coinsurance, or 50%
coinsurance for speech

30% coinsurance, or 50%
coinsurance for speech

Coverage is limited to 24 visit annual max for habilitation and

ReHabilitation services. Additional limitations may apply.

health needs
Habilitation services 20% coinsurance, or 50% 30% coinsurance, or 50% Coverage is limited to 24 visit annual max for habilitation and
coinsurance for speech coinsurance for speech ReHabilitation services. Additional limitations may apply.
Skilled nursing care 20% coinsurance Not covered Coverage is limited to 70 days/illness (combined with Home Health).
Durable medical equipment 20% coinsurance 30% coinsurance Preauthorization required for purchase.
Hospice services 20% coinsurance 30% coinsurance none
If your child needs Children's eye exam No charge 50% coinsurance Quantity and frequency limits apply.
dental or eye care — - - —
Children’s glasses No charge 50% coinsurance Quantity and frequency limits apply.
Children's dental check-up 20% coinsurance 20% coinsurance none

Idaho Pipe Trades Health & Welfare Trust | 10034808 | ASC PPO | 750 | 01/01/18 | PPO | 2018 | AHCR |
SBC ID: 42983
Page 4 of 9
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Excluded Services & Other Covered Services:

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

®  Acupuncture

®  Bariatric surgery

®  (osmetic surgery

® Infertility treatment

®  Long-term care

®  Organ and Tissue Transplant Services
®  Private-duty nursing

®  Routine foot care

®  Weight loss programs

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

¢ Chiropractic care

®  Dental care (Adult)

®  Hearing aids (employee only)

®  Non-emergency care when traveling outside the
us.

®  Routine eye care (Adult)

Questions: Call 1-800-627-1188 or visit us at www.bcidaho com/SBC Idaho Pipe Trades Health & Welfare Trust | 10034808 | ASC PPO | 750 | 01/01/18 | PPO | 2018 | AHCR |
SBC ID: 42983

Page 5 of 9



Your Rights to Continue Coverage:

** Group health coverage -

There are agencies that can help if you want to continue coverage after it ends. The contact information for those agencies is: Department of Labot's Employee
Benefits Security Administration at 1-866-4444-EBSA(3272) or www.dol.gov/ebsa/healthreform; or the Department of Health and Human Services, Center for

Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too,

including buying individual insurance through Your Health Idaho. For more information about Your Health Idaho, visit www.YourHealthldaho.org or call
1-855-944-32406.

Your Grievance and Appeals Rights:
There are agencies that can help if you have a complaint against your plan for a denial of claim. This complaint is called a grievance or appeal. For more

information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information
to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact:

For any initial questions concerning a claim, or to appeal a claim or benefit decision, please contact Customer Setvice at 1-208-331-7347 or
1-800-627-1188, www.bcidaho.com, or at P.O. Box 7408, Boise, ID 83707.

If your plan is subject to ERISA, you may contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA or

www.dol.cov/ebsa/healthreform

If your plan is fully insured or self-funded and subject to the Idaho Insurance Code, you may also receive assistance from the Idaho Department of
Insurance at 1-800-721-3272 or www.DOI.Idaho.gov

Does this plan provide Minimum Essential Coverage? Yes.
If you don't have Minimum Essential Coverage for a month, you will have to make payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for the month.

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

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

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

Peg is Having a Baby

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

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a well-

Mia's Simple Fracture

(in-network emergency room visit and follow up

hospital delivery) controlled condition) care)
B The plan's overall deductible $750 B The plan's overall deductible $750 B The plan's overall deductible $750
B Specialist copay $25 W Specialist copay $25 W Specialist copay $25
B Hospital (facility) coinsurance 20% B Hospital (facility) coinsurance 20% B Hospital (facility) coinsurance 20%
0 0 0
B Other coinsurance 20% B Other coinsurance 20% B Other coinsurance 20%
This EXAMPLE event includes setvices like: This EXAMPLE event includes setvices like: This EXAMPLE event includes setvices like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (¢rutches)
Diagnostic tests (#/trasounds and blood work) Prescription drugs Rehabilitation setvices (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost $12,731 Total Example Cost $7,389 Total Example Cost $1,930
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductible $750 Deductible $130 Deductible $750
Copayments $40 Copayments $1,620 Copayments $140
Coinsurance $2,370 Coinsurance $0 Coinsurance $70
What isn't Covered What isn't Covered What isn't Covered
Limits or exclusions $60 Limits or exclusions $55 Limits or exclusions $0
The total Peg would pay is $3,220 The total Joe would pay is $1,805 The total Mia would pay is $960

Idaho Pipe Trades Health & Welfare Trust | 10034808 | ASC PPO | 750 | 01/01/18 | PPO | 2018 | AHCR |
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Nondiscrimination Statement:
Discrimination 1s Against the Law

Blue Cross of Idaho complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability or sex. Blue Cross of
Idaho does not exclude people or treat them differently because of race, color, national origin, age, disability or sex.

Blue Cross of Idaho:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

0 Qualified sign language interpreters

o  Written information in other formats (large print, audio, accessible electronic formats, other formats)
e  Provides free language services to people whose primary language is not English, such as:

O Qualified interpreters

o0 Information written in other languages

If you need these services, contact Blue Cross of Idaho’s Customer Service Department. Call 1-800-627-1188 (TTY: 1-800-377-1363), or call the customer service phone number on
the back of your card.

If you believe that Blue Cross of Idaho has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability or sex, you
can file a grievance with Blue Cross of Idaho’s Grievances and Appeals Department at:

Manager, Grievances and Appeals
3000 East Pine Avenue, Meridian, Idaho 83642
Telephone: (800) 274-4018 ext.3838, Fax: (208) 331-7493
Email: grievances&appeals@bcidaho.com
TTY: 1-800-377-1363

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our Grievances and Appeals team is available to help you. You can also file a civil
rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
<https://ocrportal.hhs.gov/oct/portal/lobby.jsf>, or by mail or phone at: U.S. Department of Health and Human Setvices, 200 Independence Avenue SW., Room 509F,

HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (T'TY).

Complaint forms are available at <hep://www.hhs.gov/oct/office/file/index.html>. Reference: <https://federalregister.gov/a/2016-11458>

QuestionS' Call 1-800-627-1188 or visit us at www.bcidaho com/SBC Idaho Pipe Trades Health & Welfare Trust | 10034808 | ASC PPO | 750 | 01/01/18 | PPO | 2018 | AHCR |
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Language Assistance

ATTENTION: If you speak Arabic, Chinese, French, German, Korean, Japanese, Persian (Farsi), Romanian, Russian, Serbo-Croatian, Spanish, Sudanic Fulfulde, Tagalog, Ukrainian, or Vietnamese,
language assistance services, free of charge, are available to you. Call 1-800-627-1188 (T'TY: 1-800-377-1363).

Arabic

#5.) 1-800-627-1188 & p el plalleadll gl 53 alllsacliual) Clesa (s Aalll S8 B3l da ghle (1-800-377-1363:2500 5 ool Ciial

Chinese ;I &E : MREBFEAFERPFX, BRAILABEGESEMRE. FEE 1-800-627-1188 (TTY : 1-800-377-1363)0

French ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-627-1188 (ATS : 1-800-377-1363).

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-800-627-1188 (TTY: 1-800-377-1363).

Japanese ;EEFEIE : AAREZFEINSIGE. BHOSEIIELZ SRAWTZFET, 1-800-627-1188 (TTY: 1-800-377-1363) £ T. HBREITTITERK L2 LY,

Korean F2|: St HE AIE0IAlE= B2, A XA AHIAE 222 01 25HA! &= JUSLICH 1-800-627-1188 (TTY: 1-800-377-1363)HH S 2 M3t oll FA A L.

Persian-Farsi

Ladl g o o 8L s 3, C0e ol Sy e SR sl 4y 8 e 0 380 a3 1-800-627-1188 (TTY: 1-800-377-1363) L Aos e gl s

Romanian ATENTIE: Dacd vorbiti limba romand, va stau la disporzitie servicii de asistentd lingvisticd, gratuit. Sunati la 1-800-627-1188 (I'TY: 1-800-377-1363).
Russian BHVUMAHWE: Ecnu Bbl roBopuTE Ha pycCKOM si3blKe, TO BaM AOCTYNHbLI 6ecnnaTHble ycnyru nepeeoaa. 3sBoHute 1-800-627-1188 (Tenetawn: 1-800-377-1363).

Serbo-Croation OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi dostupne su vam besplatno. Nazovite 1-800-627-1188 (TTY- Telefon za osobe sa oste¢enim
govorom ili sluhom: 1-800-377-1363).

Spanish ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia linggifstica. Llame al 1-800-627-1188 (T'T'Y: 1-800-377-1363).
Sudanic Fulfulde MAANDO: To a waawi [Adamawa], e woodi ballooji-ma to ekkitaaki wolde caahu. Noddu 1-800-627-1188 (TTY: 1-800-377-1363).

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-627-1188 (TTY: 1-800-377-1363).

Ukrainian YBAIA! AKLO BY pO3MOBRSIETE YKPAITHCLKOK MOBOIO, BU MOXETE 3BEPHYTUCA A0 O€3KOLTOBHOI Cry6u MOBHOI niaTpumMkun. TenedoHynte 3a Homepom 1-800-627-1188
(tenetanin: 1-800-377-1363).

Vietnamese CHU Y: Néu ban n6i Tiéng Viét, c6 cic dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s 1-800-627-1188
(TTY: 1-800-377-1363).
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Glossary of Health Coverage and Medical Terms

® This glossary has many commonly used terms, but isn’t a full list. These glossary terms and definitions are intended to be
educational and may be different from the terms and definitions in your plan. Some of these terms also might not have exactly the
same meaning when used in your policy or plan, and in such case, the policy or plan governs. (See your Summary of Benefits and
Coverage for information on how to get a copy of your policy or plan document.)

® Bold blue text indicates a term defined in this Glossary.

® See page 4 for an example showing how deductibles, coinsurance and out-of-pocket limits work together in a real life situation.

Appeal

A request for your health insurer or plan to review a decision or a
grievance again.

Coinsurance

Your share of the costs of a
covered healthcare service,
calculated as a percent (for
example, 20%) of the allowed
amount for the service. You pay
coinsurance plus any deductibles

B

Jane pays

A e

Her plan pays

you owe. For example, if the 20% 80%
health insurance or plan’s allowed (See page 4 for a detailed example.)
amount for an office visit is $100

and you've met your deductible, your coinsurance payment of 20%
would be $20. The health insurance or plan pays the rest of the

allowed amount.

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146
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Copayment

A fixed amount (for example, $15) you pay for a covered
healthcare service, usually when you receive the service. The
amount can vary by the type of covered healthcare service.

Jane Pays Hﬁt plan pays

100% 0%
(See page 4 for a detailed example.)

Durable Medical Equipment (DME)

Equipment and supplies ordered by a healthcare provider for
everyday or extended use. Coverage for DME may include:
oxygen equipment, wheelchairs, crutches or blood testing strips
for diabetics.

Emergency Medical Transportation

Ambulance services for an emergency medical condition.

Emergency Services Evaluation of an emergency medical
condition and treatment to keep the condition from getting

worse.



Grievance
A complaint that you communicate to your health insurer or plan.

Health Insurance

A contract that requires your health insurer to pay some or all of
your healthcare costs in exchange for a premium.

Hospice Services
Services to provide comfort and support for persons in the last
stages of a terminal illness and their families.

Hospital Outpatient Care

Care in a hospital that usually doesn’t require an overnight stay.

In-network Copayment

A fixed amount (for example, $15) you pay for covered healthcare
services to providers who contract with your health insurance or
plan. In-network copayments usually are less than out-of-network

cop ayments .

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146
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Network (In-Network)

The facilities, providers and suppliers your health insurer or plan
has contracted with to provide healthcare services.

Out-of-network Coinsurance

The percent (for example, 40%) you pay of the allowed amount
for covered healthcare services to providers who do not contract
with your health insurance or plan. Out-of-network coinsurance
usually costs you more than in-network coinsurance.

Out-of-Pocket Limit (Out-of-Pocket Maximum)

The most you pay during a
policy period (usually a year)
before your health insurance
or plan begins to pay 100%
of the allowed amount. This
limit never includes your
premium, balance-billed
charges or healthcare your
health Jane pays Her plan pays
insurance or plan doesn’t 0% 100%

cover. Some health insuranceee page 4 for a detailed example.)
or plans don’t count all of

&

your copayments, deductibles, coinsurance payments,
out-of-network payments or other expenses toward this limit.




Plan

A benefit your employer, union or other group sponsor provides to
you to pay for your healthcare services.

Preferred Provider

A provider who has a contract with your health insurer or plan to
provide services to you at a discount. Check your policy to see if you
can see all preferred providers or if your health insurance or plan has a
“tiered” network and you must pay extra to see some providers. Your
health insurance or plan may have preferred providers who are also
“participating” providers. Participating providers also contract with
your health insurer or plan, but the discount may not be as great, and
you may have to pay more.

Prescription Drug Coverage
Health insurance or plan that helps pay for prescription drugs and

medications.

Primary Care Physician

A physician (M.D. — Medical Doctor or D.O. — Doctor of
Osteopathic Medicine) who directly provides or coordinates a
range of healthcare services for a patient.

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146
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Provider

A physician (M.D. — Medical Doctor or D.O. — Doctor of
Osteopathic Medicine), healthcare professional or healthcare
facility licensed, certified or accredited as required by state law.

Rehabilitation Services

Healthcare services that help a person keep, get back or improve skills
and functioning for daily living that have been lost or impaired because
a person was sick, hurt or disabled. These services may include physical
and occupational therapy, speech-language pathology and psychiatric
rehabilitation services in a variety of inpatient and/or outpatient
settings.

Specialist

A physician specialist focuses on a specific area of medicine or a
group of patients to diagnose, manage, prevent or treat certain types
of symptoms and conditions. A non-physician specialist is a
provider who has more training in a specific area of healthcare.

Urgent Care

Care for an illness, injury or condition serious enough that a
reasonable person would seek care right away, but not so severe as to
require emergency room care.



How You and Your Insurer Share Costs - Example
Jane’s Plan Deductible: $1,500 Coinsurance: 20% Out-of-Pocket Limit (Maximum): $5,000

L

January 1% December 313?
Beginning of Coverage End of Coverage Period
Period

EB/A/ - 2@ .
more ——— more
costs A costs

]ane pays Her plan pays il ]ane pays Her plan pays —alt

100% 0% ‘Eﬂ_’ 20% 80% ‘E!_'

/ \ @ éne reaches her $1,500 \ @

deductible, co-insurance begins
Jane hasn’t reached her Jane has seen a doctor several times and
$1 500 deductions yet paid $1,500 in total. Her plan pays some
Her plan doesn’t pay any of the costs. of the costs for her next visit
Office visit cost: $125 Office visit costs: $75
Jane pays: $125 Jane pays: 20% of $75 = $15
Her plan pays: $0 Her plan pays: 80% of $75 = $60

\_ /

OMB Control Numbers 1545-2229, 1210-0147, and 0938-1146
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&
s

Jane pays Her plan pays
0% 100%

@ne reaches her $5,000 \

out-of-pocket limit
Jane has seen the doctor often and paid
$5,000 in rotal. Her plan pays the full

Cost thﬁ]f COVEIﬁd health care services

for the rest of the year.
Office visit costs: $200
Jane pays: $0

\ Her plan pays: $200 /




Important Notice from Idaho Pipe Trades Trust About
Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information
about your current prescription drug coverage with Idaho Pipe Trades Trust and about your
options under Medicare’s prescription drug coverage. This information can help you decide
whether or not you want to join a Medicare drug plan. If you are considering joining, you
should compare your current coverage, including which drugs are covered at what cost, with
the coverage and costs of the plans offering Medicare prescription drug coverage in your area.
Information about where you can get help to make decisions about your prescription drug
coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s
prescription drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with
Medicare. You can get this coverage if you join a Medicare Prescription Drug Plan or join
a Medicare Advantage Plan (like a HMO or PPO) that offers prescription drug coverage.
All Medicare drug plans provide at least a standard level of coverage set by Medicare.
Some plans may also offer more coverage for a higher monthly premium.

2. Idaho Pipe Trades Trust has determined that the prescription drug coverage offered by
OptumRx is, on average for all plan participants, expected to pay out as much as the
standard Medicare prescription drug coverage and is therefore considered Creditable
Coverage. Because your existing coverage is Creditable Coverage, you can keep this
coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare
drug plan.

When Can You Join a Medicare Drug Plan.

You can join a Medicare drug plan when you first become eligible for Medicare and each year
from October 15% to December 7t

However, if you lose your current creditable prescription drug coverage, through no fault of your
own, you will also be eligible for a two (2) month Special Enrollment Period (SEP) to join a
Medicare drug plan.

What Happens To Your Current Coverage If you Decide to Join A Medicare Drug
Plan?

If you decide to join a Medicare drug plan, your current Idaho Pipe Trades Trust coverage may be
affected. See below for more information about what happens to your current coverage if you
join a Medicare drug plan.



If you are covered by the Trust as an active employee, or spouse of an active employee, and you
decide to enroll in a Medicare prescription drug plan, your coverage under the Trust will not be
affected. The Trust will continue to be your primary coverage for prescription drugs.

If you are covered by the Trust as a retiree, or spouse of a retiree, and decide to enroll in a
Medicare prescription drug plan, you will receive prescription drug benefits from the Medicare
plan only. The Trust will not pay secondary benefits for prescription drugs, and the amount you
must pay to the Trust for other health coverage will not change.

Your current coverage pays for other health expenses, in addition to prescription drugs. If you
choose to enroll in a Medicare prescription drug plan, you will still be eligible to receive all of your
other current health benefits by continuing to pay the required monthly amount to the Trust.

If you decide not to enroll in a Medicare prescription drug plan

If you make the decision not to enroll in a Medicare prescription drug plan, your prescription drug
benefits will continue through the Trust plan.

You should compare your current coverage through the Trust, including which drugs are covered,
with the coverage and cost of the plans offering Medicare prescription drug coverage in your
area.

Idaho Pipe Trades prescription drug benefit

The Trust plan covers prescription drugs through the OptumRx drug card program. This program
features a network of participating pharmacies for your convenience. When you use a pharmacy
within the OptumRx network, you simply take your prescription and your OptumRx drug card to
the pharmacy and make the appropriate co-payment to receive up to a 30 day supply. Co-
payments are as follows:

Type of Drug Co-payment

Generic $20.00

Preferred Brand $40.00

Non-Preferred Brand $70.00

Specialty Drugs 10% co-pay up to $120.00

If you choose to purchase a brand name drug when a generic equivalent is available, the plan will
only pay the amount it would have paid for the generic drug. In addition to the copay listed
above, you will have to pay the additional cost of the brand drug.

For maintenance drugs — those drugs you use on an ongoing basis and that are listed on the
OptumRx maintenance drug list — you are able to fill a 90 day prescription for two times the
regular Retail co-payments for all tiers through the mail order program. If you choose to not use
mail order for your maintenance drugs, you need to opt out of the mail order program and you
can fill only a 30 day supply.




If you fill your prescription at a pharmacy outside the network, the same co-payments apply but
you must pay the full cost when you make the purchase. Then, submit a claim form and the
receipt to OptumRx for reimbursement. These claims will be reimbursed at the negotiated
pharmacy rate, less the appropriate co-payment. However, prescriptions filled at Wal-Mart are
not eligible for reimbursement.

If you do decide to join a Medicare drug plan and drop your Idaho Pipe Trades Trust prescription
drug coverage, be aware that you and your dependents may not be able to get this coverage
back.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?

You should also know that if you drop or lose your coverage with Idaho Pipe Trades Trust and
don’t join a Medicare drug plan within 63 continuous days after your coverage ends, you may pay
a higher premium (a penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your
monthly premium may go up by at least 1% of the Medicare base beneficiary premium per month
for every month that you did not have the coverage. For example, if you go nineteen months
without creditable coverage, your premium may consistently be at least 19% higher than the
Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as long
as you have Medicare prescription drug coverage. In addition, you may have to wait until the
following October to join.

For More Information About This Notice Or Your Current Prescription Drug
Coverage...

Contact the person listed below for further information. NOTE: You’ll get a notice each year. You
will also get it before the next period you can join a Medicare drug plan, and if this coverage
through Idaho Pipe Trades Trust changes. You also may request a copy of this notice at any time.

For More Information About Your Options Under Medicare Prescription Drug
Coverage...

More detailed information about Medicare plans that offer prescription drug coverage is in the
“Medicare & You” handbook. You'll get a copy of the handbook in the mail every year from
Medicare. You may also be contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:
e Visit www.medicare.gov
e Call your State Health Insurance Assistance Program (see the inside back cover of your
copy of the “Medicare & You” handbook for their telephone number) for personalized
help,
e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.




If you have limited income and resources, extra help paying for Medicare prescription drug
coverage is available. For information about this extra help, visit Social Security on the web at
www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the
Medicare drug plans, you may be required to provide a copy of this notice when
you join to show whether or not you have maintained creditable coverage and,
therefore, whether or not you are required to pay a higher premium (a penalty).

Date: October 14, 2016
Name of Entity/Sender: Idaho Pipe Trades Health and Welfare Trust Trust
Contact-Position/Office: Administrative Office
Address: PMB# 116, 5331 SW Macadam Ave., Suite 258

Portland, OR 97239
Phone Number: 208-288-1610 or 800-808-1687




Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your
employer, your state may have a premium assistance program that can help pay for coverage, using funds from
their Medicaid or CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be
eligible for these premium assistance programs but you may be able to buy individual insurance coverage through
the Health Insurance Marketplace. For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact
your State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-
877-KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a
program that might help you pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under
your employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.
This is called a “special enrollment” opportunity, and you must request coverage within 60 days of being
determined eligible for premium assistance. If you have questions about enrolling in your employer plan,
contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health
plan premiums. The following list of states is current as of July 31, 2016. Contact your State for more

information on eligibility —

ALABAMA — Medicaid

FLORIDA — Medicaid

Website: http://myalhipp.com/
Phone: 1-855-692-5447

Website: http://flimedicaidtplrecovery.com/hipp/
Phone: 1-877-357-3268

ALASKA — Medicaid

GEORGIA — Medicaid

The AK Health Insurance Premium Payment Program
Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerService@ MyAKHIPP.com
Medicaid Eligibility:
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx

Website: http://dch.georgia.gov/medicaid
- Click on Health Insurance Premium Payment (HIPP)
Phone: 404-656-4507

ARKANSAS - Medicaid

INDIANA — Medicaid

Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447)

Healthy Indiana Plan for low-income adults 19-64
Website: http://www.hip.in.gov

Phone: 1-877-438-4479

All other Medicaid

Website: http://www.indianamedicaid.com

Phone 1-800-403-0864

COLORADO - Medicaid

IOWA — Medicaid

Medicaid Website: http://www.colorado.gov/hcpf
Medicaid Customer Contact Center: 1-800-221-3943

Website: http://www.dhs.state.ia.us/hipp/
Phone: 1-888-346-9562



http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
http://flmedicaidtplrecovery.com/hipp/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dch.georgia.gov/medicaid
http://myarhipp.com/
http://www.hip.in.gov/
http://www.indianamedicaid.com/
http://www.colorado.gov/hcpf
http://www.dhs.state.ia.us/hipp/

KANSAS — Medicaid

NEVADA — Medicaid

Website: http://www.kdheks.gov/hcf/
Phone: 1-785-296-3512

Medicaid Website: http://dwss.nv.gov/
Medicaid Phone: 1-800-992-0900

KENTUCKY - Medicaid

NEW HAMPSHIRE — Medicaid

Website: http://chfs.ky.gov/dms/default.htm
Phone: 1-800-635-2570

Website:
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
Phone: 603-271-5218

LOUISIANA — Medicaid

NEW JERSEY — Medicaid and CHIP

Website:
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331

Medicaid Website:
http://www.state.nj.us/humanservices/

Phone: 1-888-695-2447

dmabhs/clients/medicaid/

Medicaid Phone: 609-631-2392

CHIP Website:
http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

MAINE — Medicaid

NEW YORK — Medicaid

Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html

Phone: 1-800-442-6003

TTY: Maine relay 711

Website:
http://www.nyhealth.gov/health care/medicaid/
Phone: 1-800-541-2831

MASSACHUSETTS — Medicaid and CHIP

NORTH CAROLINA — Medicaid

Website: http://www.mass.gov/MassHealth
Phone: 1-800-462-1120

Website: http://www.ncdhhs.gov/dma
Phone: 919-855-4100

MINNESOTA — Medicaid

NORTH DAKOTA — Medicaid

Website: http://mn.gov/dhs/ma/
Phone: 1-800-657-3739

Website:
http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825

MISSOURI — Medicaid

OKLAHOMA — Medicaid and CHIP

Website:
http://www.dss.mo.gov/mhd/participants/pages/hipp.ht
m

Phone: 573-751-2005

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

MONTANA — Medicaid

OREGON - Medicaid

Website:
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP

Phone: 1-800-694-3084

Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-

es.html

Phone: 1-800-699-9075

NEBRASKA — Medicaid

PENNSYLVANIA — Medicaid

Website:

http://dhhs.ne.gov/Children_Family Services/AccessN
ebraska/Pages/accessnebraska index.aspx

Phone: 1-855-632-7633

Website: http://www.dhs.pa.gov/hipp
Phone: 1-800-692-7462



http://www.kdheks.gov/hcf/
http://dwss.nv.gov/
http://chfs.ky.gov/dms/default.htm
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.nyhealth.gov/health_care/medicaid/
http://www.mass.gov/MassHealth
http://www.ncdhhs.gov/dma
http://mn.gov/dhs/ma/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://www.insureoklahoma.org/
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
http://www.oregonhealthcare.gov/index-es.html
http://dhhs.ne.gov/Children_Family_Services/AccessNebraska/Pages/accessnebraska_index.aspx
http://dhhs.ne.gov/Children_Family_Services/AccessNebraska/Pages/accessnebraska_index.aspx
http://www.dhs.pa.gov/hipp

RHODE ISLAND — Medicaid

VIRGINIA — Medicaid and CHIP

Website: http://www.eohhs.ri.gov/
Phone: 401-462-5300

Medicaid Website:
http://www.coverva.org/programs_premium_assistance
.cfm

Medicaid Phone: 1-800-432-5924

CHIP Website:
http://www.coverva.org/programs_premium_assistance
.cfm

CHIP Phone: 1-855-242-8282

SOUTH CAROLINA — Medicaid

WASHINGTON — Medicaid

Website: http://www.scdhhs.gov
Phone: 1-888-549-0820

Website: http://www.hca.wa.gov/free-or-low-cost-
health-care/program-administration/premium-payment-

program
Phone: 1-800-562-3022 ext. 15473

SOUTH DAKOTA - Medicaid

WEST VIRGINIA — Medicaid

Website: http://dss.sd.gov
Phone: 1-888-828-0059

Website:
http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/
Pages/default.aspx

Phone: 1-877-598-5820, HMS Third Party Liability

TEXAS — Medicaid

WISCONSIN — Medicaid and CHIP

Website: http://gethipptexas.com/
Phone: 1-800-440-0493

Website:
https://www.dhs.wisconsin.gov/publications/p1/p10095

-pdf
Phone: 1-800-362-3002

UTAH — Medicaid and CHIP

WYOMING - Medicaid

Website:

Medicaid: http://health.utah.gov/medicaid
CHIP: http://health.utah.gov/chip

Phone: 1-877-543-7669

Website: https://wyequalitycare.acs-inc.com/
Phone: 307-777-7531

VERMONT- Medicaid

Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427

To see if any other states have added a premium assistance program since July 31, 2016, or for more information

on special enrollment rights, contact either:

U.S. Department of Labor

Employee Benefits Security Administration
www.dol.gov/ebsa

1-866-444-EBSA (3272)

OMB Control Number 1210-0137 (expires 10/31/2016)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov

1-877-267-2323, Menu Option 4, Ext. 61565



http://www.eohhs.ri.gov/
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.scdhhs.gov/
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
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http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/Pages/default.aspx
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http://gethipptexas.com/
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NOTICE OF NONDISCRIMINATION

Idaho Pipe Trades Health & Welfare Trust (“the Health Plan’’) complies with applicable Federal
civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. The Health Plan does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex.

The Health Plan:

Provides free aids and services to people with disabilities to communicate effectively
with us, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic
formats, other formats)

Provides free language services to people whose primary language is not English, such
as:

o Qualified interpreters
o Information written in other languages
If you need these services, contact the Health Plan 800-808-1687 and ask for assistance.

If you believe that the Health Plan has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or sex, you can file a civil rights
complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington,
DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

If you, or someone you’re helping, has questions about Idaho Pipe Trades Health and Welfare
Plan, you have the right to get help and information in your language at no cost. To talk to an
interpreter, call (800) 808-1687.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Idaho Pipe Trades
Health and Welfare Plan, tiene derecho a obtener ayuda e informacion en su idioma sin costo
alguno. Para hablar con un intérprete, Ilame al (800) 808-1687.


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

MRE, HIBEEEHHWER, ;!ETEEIH"[?EJ\SBMIEE #9142 ¥ 1daho Pipe Trades Health
and Welfare Plan FEMIMEIRE, SEEFAGREUGHBESINEBNAR, A=
g, BT [E&t#ﬁkﬁ&%(soo) 808-1687,

Ukoliko Vi ili neko kome Vi pomazete ima pitanje o Idaho Pipe Trades Health and Welfare Plan,

imate pravo da besplatno dobijete pomo¢ i informacije na Vasem jeziku. Da biste razgovarali sa
prevodiocem, nazovite (800) 808-1687.

Otok A5t L= Aot &1 e ™ A0l Idaho Pipe Trades Health and Welfare Plan Ofl
2ol 220 JALHH Aol Jdet ESU EE2E Aot A2 HIE R0 2= =
Q= H2IJt USLICH DZH S AL} 0815+ | 2 6H A =(800) 808-16872
H3totA Al 2.

Néu quy vi, hay nguoi ma quy V1 dang giup d&, c6 cau hoi vé Idaho Pipe Trades Health and
Welfare Plan, quy vi s& c¢6 quyén duogc gilp va cd thém thdng tin bang ngén ngit cua minh min
phi. Bé néi chuyén vai mot théng dich vién, xin goi (800) 808-1687.

Gl glaall 5 3acbisall e J pasll 8 3l <lilé [daho Pipe Trades Health and Welfare Plan
U s Al sac st adld sl i bl (IS () (800) 808-1687.
@ daall aa jie pe Gaaill AAISTA) (50 (e Slizly 4y ) 5 yuall

Falls Sie oder jemand, dem Sie helfen, Fragen zum Idaho Pipe Trades Health and Welfare Plan
haben, haben Sie das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten.
Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer (800) 808-1687 an.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Idaho Pipe Trades
Health and Welfare Plan, may karapatan ka na makakuha ng tulong at impormasyon sa iyong
wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa (800) 808-1687.

Ecnu y Bac nim suna, KOTOpOMy BBl IIOMOTaeTe, KIMEIOTCS BOTIPOCHI 1o ooy ldaho Pipe
Trades Health and Welfare Plan, To Bel uMeere npaBo Ha OecriaTHOE TOIyYeHHE TIOMOIIN 1
uH(pOpMaIMY Ha BameM si3bike. J{iis pasroBopa ¢ mepeBoa4uKkoM mo3BoHuTe 1o tenedony (800)
808-1687.



Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Idaho Pipe
Trades Health and Welfare Plan, vous avez le droit d'obtenir de I'aide et I'information dans votre
langue a aucun co(t. Pour parler a un interpréte, appelez (800) 808-1687.

AN, FEBEHOEDOEY DA TEH. Idaho Pipe Trades Health and Welfare Plan
[CDOVWTZTERMNSSWELEZL, CHEDEBTYHR—FEZITY., FHREAFL
VT EHIENTEFET, BEFIMIMYFEFHA, BIRREBFESNLIHZE. (800) 808-
1687 FTHER 2L,

Daca dumneavoastra sau persoana pe care o asistati aveti intrebari privind Idaho Pipe Trades
Health and Welfare Plan, aveti dreptul de a obtine gratuit ajutor si informatii in limba
dumneavoastra. Pentru a vorbi cu un interpret, sunati la (800) 808-1687.

To aan, malla goddo mo mballata, e yama dow Idaho Pipe Trades Health and Welfare Plan, a

woodi baawde hebuki habaru malla wallireeki wolde maada naa maa a yobii. Mbolda e
pirtoowo, nodda (800) 808-1687.

S oSyl | ol 3a 28k w130 |daho Pipe Trades Health and Welfare Plan
250 03 Il g ¢ wiSan S gl on i oS S L el R
i Juala (i (800) 808-1687. ulas iy j0 8l Hsha s 1 353 iy or e dlal

Skmro y Bac 4m y korock, XT0 oTpumMye Bairy gonomory, BuHUKarOTh nutanHs npo ldaho Pipe
Trades Health and Welfare Plan y Bac e mpaBo oTpumaru 0€3KOIMTOBHY JOIIOMOTY Ta
iHpopmarriro Ha Bamiii pigniit mosi. 1100 3B’s13aTHCh 3 epekiagaydem, 3aa380HITH Ha (800) 808-
1687.
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IDAHO PIPE TRADES TRUST

Administrative Office

Idaho Pipe Trades Plumbers & Pipefitters

Health & Welfare Trust Pension Trust

LU 296 & LU 648 LU 296 LU 648 LU 41
October 2016

Women’s Health and Cancer Rights Act of 1998

On October 21, 1998, Congress passed the “Women’s Health and Cancer Rights Act of 1998.”
Under this law, health plans must provide the following coverage after a mastectomy, as
determined in consultation with the attending physician and the patient, for:

e All Stages of reconstruction of the breast on which the mastectomy has been performed.
e Surgery and reconstruction of the healthy breast to produce a symmetrical (balanced)
appearance; and

e Prostheses (artificial replacement); and
e Treatment of physical complications of all stages of mastectomy, includinglymphedemas.

These benefits will be subject to the same deductibles and co-payments applicable to other
medical and surgical benefits provided under this Plan.

If you have any questions, please contact the Trust Administrative office at 208-288-1610 or
800-808-1687 for more information.

If you have any questions about this law, please contact the Trust Administrative office at one
208-288-1610 or 800-808-1687.

PMB #116 - 5331 SW Macadam Avenue Suite 258, - Portland, OR 97239
Telephone (800) 808-1687 or (208) 288-1610 FAX (208)288-1670

www.iptt.org


http://www.iptt.org/
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IDAHO PIPE TRADES TRUST

Administrative Office
Plumbers & Pipefitters

Pension Trust
LU 296 LU 648 LU 41

Idaho Pipe Trades
Health & Welfare Trust
LU 296 & LU 648

NOTICE OF NONDISCRIMINATION

Idaho Pipe Trades Health & Welfare Trust (“the Health Plan”) complies with applicable Federal
civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. The Health Plan does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex.

The Health Plan:

Provides free aids and services to people with disabilities to communicate effectively
with us, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic
formats, other formats)

Provides free language services to people whose primary language is not English, such
as:

o Qualified interpreters
o Information written in other languages
If you need these services, contact the Health Plan 800-808-1687 and ask for assistance.

If you believe that the Health Plan has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or sex, you can file a civil rights
complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington,
DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

If you, or someone you’re helping, has questions about Idaho Pipe Trades Health and Welfare
Plan, you have the right to get help and information in your language at no cost. To talk to an
interpreter, call (800) 808-1687.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Idaho Pipe Trades
Health and Welfare Plan, tiene derecho a obtener ayuda e informacion en su idioma sin costo
alguno. Para hablar con un intérprete, Ilame al (800) 808-1687.

PMB #116 - 5331 SW Macadam Avenue Suite 258, - Portland, OR 97239
Telephone (800) 808-1687 or (208) 288-1610 FAX (208)288-1670

www.iptt.org


http://www.iptt.org/
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

ATTENTION: FOR FREE LANGUAGE ASSISTANCE CALL 1 (800) 808-1687

Language Message About Language Assistance
Espafiol ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Spanish Llame al 1 (800) 808-1687.
FEPx AR MREEAERET S TR LR ERGES R - SBEE
Chinese 1 (800) 808-1687.
Deutsch ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
German Rufnummer: 1 (800) 808-1687.
Tiéng Viét CHU Y: Néu ban néi Tiéng Viét, co cac dich vu hd trg ngon ngit mién phi danh cho ban. Goi sé 1 (800) 808-1687.
Vietnamese
$t20f O et E AESA = 22, 00 XA AHIASE 222 0120t4! == A SLICH 1(800) 808-1687 & St of
FAANL
Korean
LSl
Arabic 1 (800) 808-1687. 4y ducail  Glanally cll j3) 535 4, galll Bac busall iloaa (8 ARll) JSH) Cnai S 1Y) 2aks pale
Francais ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement.
French Appelez le 1 (800) 808-1687.
Srpsko- OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi dostupne su
hrvatski vam besplatno. Nazovite 1 (800) 808-1687
Serbo-
Croatian
Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong
Filipino sa wika nang walang bayad. Tumawag sa 1 (800) 808-1687
Ykpaihcbka | YBAT'A! SIkmio Bu po3MOBIsiETE YKPAaiHCHKOK MOBOIO, BU MOKETE 3BEPHYTHUCS 10
Ukrainian 0€3KOIITOBHOI CITy»KOM MOBHOT MiATpUMKU. Tenedonyiite 3a HomepoMm 1 (800) 808-1687
Romani ATENT IE: Daca vorbit i limba romana, va stau la dispozit ie servicii de asistent a lingvistica,
Romanian gratuit. Sunat i la 1 (800) 808-1687
Pycckuii BHUMAHME: Eciu BBl TOBOPUTE Ha PYCCKOM S3BIKE, TO BaM JOCTYITHBI O€CIIJIaTHBIE YCIYTH IepeBoia.
Russian 3BonuTe 1 (800) 808-1687.
Adamawa MAANDO: To a waawi [Adamawa], e woodi ballooji-ma to ekkitaaki wolde caahu. Noddu
Fulfulde 1 (800) 808-1687
» . Pd - . COEA N - - G o - . Pd . "
i Wd‘ﬁu&:}“)u)%‘f\g)uw6J.A.AS‘5A‘95~_\SS‘5A»JI£LJL)J‘\_.\)S\_4@\9—1
@) Z - . .
Fars 5 (slad 1 (800) 808-16871 2L (e aa)
i TIEFE: BRBZEINDGGE., BHOEEXEZCAAVEETEY,
i 1(800) 808-1687 £ T. HBEEEITT EMK L2 LY,
Japanese
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