Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 10-1-2024 - 9-30-2026

Northern California Sheet Metal Workers: Delta Dental of California Coverage for: Individual/lndividual + Spouse/Family| Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, go to www.deltadentalins.com or
call 888-335-8227. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at www.dol.gov/ebsa/healthreform and www.cciio.cms.govwww.[insert].com or call 1-877-267-
2323 X61565 to request a copy.

Important Questions | Answers | Why This Matters:

What is the overall $0 Generally, you must pay all of the costs from providers up to the deductible amount before this
deductible? plan begins.

Are there services Yes; Diagnostic and Preventive,

Basic, Crowns & Cast This plan covers some items and services even if you haven't yet met the deductible amount.
covered before you meet . : :
: Restorations and Prosthodontic But a copayment or coinsurance may apply.
your deductible? Senvi
ervices
Are thgre other - Yes, for Orthodontic Services You must pay all of the costs for these services up to the specific deductible amount before
deductibles for specific ) ; :
r— $50 this plan begins to pay for these services.
services?
V_Vh_a tis th? out-of-pocket There is no out of pocket limit The out-of-pocket limit is the most you could pay in a year for covered services.
limit for this plan?
What is not included in There is no out of pocket limit Even though you pay these expenses, they don’t count toward the out-of-pocket limit
the out-of-pocket limit? P gh you pay P » ey P '
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* For more information about limitations and exceptions, see the plan or policy document at www.deltadentalins.com or by calling 888-335-8227.
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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.

Yes.
Will you pay less if you See www.DeltaDentalins.com
use a network provider? or call 1-888-335-8227 for a list of
network providers.

Do you need a referral to

see a specialist? No You can see the specialist you choose without a referral.

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

: What You Will Pa Limitations, Exceptions, & Other Important
Common Services You May Need Network Provider Out-of-Network Provider .

Information

Medical Event You will pay the least You will pay the most

Children’s eye exam Not covered Not covered
Children’s glasses Not covered Not covered

If your child needs

dental or eye care Children’s dental check-up 0% coinsurance 0% coinsurance

Excluded Services & Other Covered Services:

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

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

e Dental Care (Adult) . .

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options
may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace,
visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information 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: Send your grievance, appeal, or claims review request to Delta Dental at the address shown below:

* For more information about limitations and exceptions, see the plan or policy document at www.deltadentalins.com or by calling 888-335-8227. 20f6
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Delta Dental of California
P.0. Box 997330
Sacramento, CA 95899-7330
Attention: Customer Service Department

Does this plan provide Minimum Essential Coverage? [Yes/No]

If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? [Yes/No]
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.

* For more information about limitations and exceptions, see the plan or policy document at www.deltadentalins.com or by calling 888-335-8227. 30of6
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Language Access Services:
Spanish (Espariol): Para obtener asistencia en Espafiol, llame al 888-335-8227.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 888-335-8227.
Chinese (1 32): AR 2 LA E), 1BIRFT AN 515 888-335-8227.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 888-335-8227.

* For more information about limitations and exceptions, see the plan or policy document at www.deltadentalins.com or by calling 888-335-8227. 4 of 6
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Can you read this document? If not, we can have somebody help you read it. You may also be able to get this document written in your language. For free help,
please call 888-335-8227 (TTY: 711).

¢ Puede leer este documento? Si no, podemos hacer que alguien lo lea por usted. También puede obtener este documento escrito en su idioma. Para obtener
ayuda gratuita, llame al 888-335-8227 (TTY: 711). (Spanish)

TRE BT TRIE AR 2 WIERAEE > FRFTATEE NHBVEERE - E n] DIag A LUGHIRE S BER AU - 7R & E B - 35%1E5888-335-8227
(TTY:711). - (Chinese)

Ban co doc duwoc tai liéu nay khong? Néu khong, ching t6i s& cir mét ai d6 gilp ban doc. Ban cling c¢d thé nhan dwgc tai liéu nay viét bang ngdn ngir caa ban.
Dé& nhan duoc tro gilip mién phi, vui long goi 888-335-8227 (TTY: 711). (Vietnamese)

o] #AE HoA F AFUZ? 2 A ErhH, thE Ao tial glojEEl s wofnd = JdFUth Egk o] FAE Fste Eaol®
HA =g = A5 F 5 X 98 QA 3HA 2, 888-335-8227 (TTY: 711). 1 & & A =3}4] Al Q.. (Korean)

Mababasa mo ba ang dokumentong ito? Kung hindi, mayroong makatutulong sa iyo na basahin ito. Maaaring makuha mo rin ang dokumentong ito nang nakasulat
sa iyong wika. Para sa libreng tulong, pakitawagan ang
888-335-8227 (TTY: 711). (Tagalog)

Bbl MOXeTe npounTaTth 3TOT AOKYMEHT? ECnn HET, TO Bbl MOXETE NONPOCUTL KOro-HMOYab B HaLLen KOMMNaH11 NOMOYb BaM NPOYKUTaTh 3TOT AOKYMEHT. Bbl Takke
MOXEeTE NONYYUTb 3TOT AOKYMEHT Ha CBOEM sA3blke. [Ins nonyyeHus GecnnartHoi nomowm, npockba 38oHMTL No Homepy 888-335-8227 (TTY: 711). (Russian)

888-335-8227 (TTY: = Juail dxilaall saclisall ilialy U 5iSa aiivuall 138 o J guand) Uyl @iy Loy 5 Lol 8 b dlacluy o el 350 o Wiy |l V' i€ 13) $aiiunall 138 3¢ 8 apkains Ja
(Arabic) .711).

Eske w ka li dokiman sa a? Si w pa kapab, nou ka f& yon moun ede w li . Ou ka gen posiblite pou jwenn dokiman sa a tou ki ekri nan lang ou. Pou jwenn &d gratis,
tanpri rele 888-335-8227 (TTY: 711). (Haitian Creole)

Pouvez-vous lire ce document ? Si ce n'est pas le cas, nous pouvons faire en sorte que quelqu’un vous aide a le lire. Vous pouvez également obtenir ce document
écrit dans votre langue. Pour obtenir de I'assistance gratuitement, veuillez appeler le 888-335-8227 (TTY: 711). (French)

Mozesz przeczytac ten dokument? Jesli nie, mozemy Ci w tym pomdc. Mozesz takze otrzymac ten dokument w swoim jezyku ojczystym. Po bezptatng pomoc
zadzwon pod numer 888-335-8227 (TTY: 711). (Polish)
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* For more information about limitations and exceptions, see the plan or policy document at www.deltadentalins.com or by calling 888-335-8227.
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Vocé consegue ler este documento? Se ndo, podemos pedir para alguém ajuda-lo a ler. Vocé também pode receber este documento escrito em seu idioma. Para
obter ajuda gratuita, ligue 888-335-8227 (TTY: 711). (Portuguese)

Non riesci a leggere questo documento? In tal caso, possiamo chiedere a qualcuno di aiutarti a farlo. Potresti anche essere in grado di ricevere questo documento
scritto nella tua lingua. Per assistenza gratuita, chiama il numero 888-335-8227 (TTY: 711). (ltalian)

COXEEBHEHBNETH ? BHEABNEBIMESICE., HETEHOBFLEVESETWNVEETET, COXEEZCHFEDEEBISFRULLLDESENTESZSEEEH
F7, EHOYR—MIDUVTIE, 888-335-8227 (TTY: 711). FTIEHKEELY, (Japanese)

Kénnen Sie dieses Dokument lesen? Falls nicht, kdnnen wir Ihnen einen Mitarbeiter zur Verfligung stellen, der Sie dabei unterstitzen wird. Méglicherweise konnen
Sie dieses Dokument auch in lhrer Sprache erhalten. Rufen Sie fiir kostenlose Hilfe bitte folgende Nummer an: 888-335-8227 (TTY: 711). (German)

S (5 .S iy 50 2 6a LA ) Gle Gl 28l s Cal (Seaa (et L3S CSaS Ladi 4 (e Cl il 53 50 B Ll i aadid ) an 5ol Le canil 6 i 4S ) s 50 il gdn ) e Cnl 2l 55 U
(Persian Farsi) .888-335-8227 (TTY: 711). 28 sl o jlad o) b AK0l

ARD JXIOW WK 'R VIVNAIPNT [ TRT DYT [VRIPRL 1IN )'7200 VIV V'R VY17 [97U0 1R V7 1T WXVNY 01 QUK 200VNIPKRT |7 TXT QYT (Vv 1R 01yQp
(Yiddish) 888-335-8227 (TTY: 711). :021'7j7 Y0'2,97'n YOO'TNIX

D77sh y7n7[ta’go b77n7ghah? Doo b77n7ghahg00 47 nich’8’ y7d0o[tah7g77 nihee hOl=. D77 naaltsoos t’11 Din4 bizaad k’ehj7 1lyaago a[d0’ nich’§’
1dooln99[go b7ighah. T’11 j77k’e sh7k1 i’doolwo[ n7n7zingo koj8’ b44sh hold77Inih 888-335-8227 (TTY: 711). (Navajo)

* For more information about limitations and exceptions, see the plan or policy document at www.deltadentalins.com or by calling 888-335-8227. 6 of 6
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