Ohio @ﬂnﬁzmmcs of Plastenens and Cement Masons
FHealth and Welfare quzd’

3660 Stutz Dr., Suite 101, Canfield, Ohio 44406
Telephone: (330) 779-8860 = Toll Free 1-800-435-2388

MEMORANDUM
TO: Non-Medicare Retirees and Dependents
FROM: The Board of Trustees
RE: Monthly Premium Rate for 2027
DATE: October 2026

The Board of Trustees are pleased to announce that the medical and prescription premium for 2027 will
remain unchanged. Fortunately, the plan continues to experience favorable medical trends which allow the
rates to be held in place. The table below reflects the continuing premium for the medical / prescription
Plan and the 2026 and 2027 premiums if you elected Dental/Vision coverage. Enrollment forms to elect
Dental and Vision for 2027 were previously provided and need returned by November 15, 2026.

2026 2027
2027 Medical /Rx Medical /Rx
Category Medical /Rx + Dental & + Dental &
Only Vision Vision
(if elected) (if elected)
Under 62
Single $663.00 $756.00 $778.00
Family (spouse > 65) $849.00 $942.00 $964.00
62-64
Single $610.00 $703.00 $725.00
Family (spouse > 65) $828.00 $921.00 $943.00
Over 65
Family (spouse < 65) $828.00 $921.00 $943.00
Surviving Spouse
Single (< 65) $610.00 $703.00 $725.00
Disability
Single $407.00 $500.00 $522.00
Family $813.00 $906.00 $928.00

Enclosed you will find the Summary of Benefits and Coverage (SBC) which outlines the medical and
prescription benefits for 2027. The benefits remain unchanged from the prior year.

The Trustees will continue to annually review the historical and projected costs of the plan and monitor the
health of the plan and make changes necessary to provide comprehensive coverage for you and your

dependents.

If you have any questions, please contact the Fund Office at 330-779-8860.






Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

OHIO CONFERENCE OF PLASTERERS AND CEMENT MASONS:
CLASS | MID PLAN & CLASS I, CLASS Ill, EARLY RETIREES, AND DEPENDENTS

Coverage Period: 01/01/2027-12/31/2027
Coverage for: Single or 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. See
www.ohcementmasonsbenefits.org or call 1-330-779-8860. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,

deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov or call 1-800-318-2596 to request a copy.

Important Questions

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other
deductibles for specific
services?

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

Network: $500 per individual,
$1,000 per family

Out-of-Network: ~ $1,000
individual, $2,000 per family

per

Yes. Network office visits for illness
or injury, network preventive care,
telemedicine visits, Minute Clinic
(CVS retail clinic) visits, and
prescription drugs are covered
before you meet your deductible.

Yes, Dental: $50 per individual;
$150 per family

Network: $3,000 per individual,
$6,000 per family

Out-of-Network: ~ $6,000
individual, $12,000 per family

Premiums, balance billing charges
(unless  balance  billing is
prohibited), prescription drugs, and
health care this plan doesn'’t cover.

per

Yes. See www.anthem.com or call
1-833-639-1634 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.

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.
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see a specialist?

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

Common
Medical Event

Services You May Need

What You Will Pa

(You will pay the least)

(You will pay the

Limitations, Exceptions, & Other Important
Information

If you visit a health
care provider’s office
or clinic

Primary care visit to treat
an injury or illness

20% coinsurance after $20
copay per visit. Deductible
does not apply.

most)

40% coinsurance of
allowed amount

20% coinsurance after $20 copay per visit for non-
LiveHealth telehealth physician visits (copayment
waived for Anthem LiveHealth telehealth physician
visits); Diagnostic labs paid in full after copay is paid.

e $20 copay per visit. | 40% coinsurance of
Specialist visit Deductible does not apply. allowed amount None.

Preventive
care/screening/immuniza
tion

No charge. Deductible does
not apply.

40% coinsurance of
allowed amount

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

, , ) o :
bDlgogcx;ﬁ()test (eray, 20% coinsurance :I(I)o/\t;v e w of providers rendered at an in-network facility will be
If you have a test - covered at the in-network rate.
, . ,
Imaging (CT/PET scans, 20% coinsurance 40% coinsurance of See Note above.
MRIs) - allowed amount

Effective May 1, 2022, charges from out-of-network

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
WWwWw.express-
scripts.com

Generic Drugs and
Brand Name Drugs

20% coinsurance (retail and
mail order); deductible does

not apply

Specialty drugs

20% coinsurance (retail and
mail order); deductible does
not apply

You must submit claim
for reimbursement of
the amount the plan
would have paid for the
drug (retail or mail
order) in network minus
20% coinsurance;
deductible does not

apply

Retail: 34-day or 90-day supply; Mail Order: 90-day
supply.

If a brand name drug is prescribed “Dispense as
Written” and a generic equivalent is available, you pay
the cost difference between the brand and generic
drug plus 20% coinsurance.

Your cost sharing does not count toward the out-of-
ocket limit.

If you have outpatient
surgery

Facility fee (e.g.,
ambulatory surgery

20% coinsurance

40% coinsurance of
allowed amount

None
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What You Will Pa

Common \ Limitations, Exceptions, & Other Important
Medical Event SIS LG 7620 Information
(You will pay the least) (You will pay the
most)
center)
Physician/surgeon fees , 40% coinsurance of
(Otiltpatient) ’ 2l EHNSITEIED allowed amount A

If you need immediate
medical attention

Emergency room
services

20% coinsurance

20% coinsurance of
allowed amount

40% coinsurance applies for non-emergency medical
conditions in ER. Effective May 1, 2022, the Plan will
cover all emergency services at Out-of-Network
Emergency Rooms at the in-network rate.

Emergency medical
transportation

20% coinsurance

20% coinsurance of
allowed amount

Effective May 1, 2022, the Plan will cover all
emergency air ambulance services at the in-network
rate.

40% coinsurance of

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

Urgent care 20% coinsurance None
t allowed amount
Facility fee (e.g., hospital , 40% coinsurance of
yfee (.9 P 20% coinsurance o None
room) allowed amount
. , 40% coinsurance of
Physician/surgeon fees | 20% coinsurance o None
allowed amount
. . , 40% coinsurance of
Outpatient services 20% coinsurance ° None
allowed amount
. . , 40% coinsurance of
Inpatient services 20% coinsurance & None
allowed amount
L : 40% coinsurance of . .
Office visits 20% coinsurance ° Coverage for subscriber and subscriber spouse only.

allowed amount

Childbirth/delivery
professional services

20% coinsurance

40% coinsurance of
allowed amount

Coverage for subscriber and subscriber spouse only.

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance of
allowed amount

Coverage for subscriber and subscriber spouse only.

If you need help
recovering or have
other special health
needs

Home health care

20% coinsurance

40% coinsurance of
allowed amount

Limited to 40 visits per calendar year.

Rehabilitation services

20% coinsurance

40% coinsurance of
allowed amount

None

Habilitation services

20% coinsurance

40% coinsurance of
allowed amount

None
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What You Will Pa

C?mmon Services You May Need Limitations, Exceptlons,.& Other Important
Medical Event Information

(You will pay the least) (You will pay the
most)

. . . 40% coinsurance of
Skilled nursing care 20% coinsurance Vel None
_— allowed amount
u i o o Coinsu
Durable medical 40% coinsurance of
. 20% coinsurance None
equipment (DME) EEEEE— allowed amount
. . . 40% coinsurance of
Hospice services 20% coinsurance % coinsurance None
EEEE— allowed amount

Children’s eye exam One exam every 12 months; $0 copay

Dental and Vision Coverage is a voluntary program

. One pair of lenses every 12 months: $180 frame that you purchase through your Dollar Bank Out-of-
If your child needs . : ;
Children’s glasses allowance & $0 lens/frame copay Network allowances vary by materials (lens/contacts).
dental or eye care . : . .
Coverage is not available if you decline dental and
Children’s dental check- | 100% vision coverage at Open Enroliment.

up
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Excluded Services & Other Covered Services:

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

e Acupuncture o Infertility treatment

o Cosmetic surgery (except for reconstructive e Long-term Care e Routine foot care
surgery following mastectomy) e Non-emergency care when traveling outside the e  Weight Loss Programs
e Hearing aids U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Bariatric Surgery e Dental Care (Adult and Child, if purchased at e Routine eye care (Adult and Child, if purchased
e Chiropractic care (limited to 12 visits per calendar open enrollment) at open enroliment)

year, 20% coinsurance for in-network and 40% e  Private-duty nursing
coinsurance Out-of-Network)

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 https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-
question/ask-ebsa. 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: the Plan at 330-779-8860 or visit https://www.ourbenefitoffice.com/ohcementmasons/Benefits/MedicalBenefits.aspx. You may also contact the Department of
Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsal/about-ebsa/ask-a-question/ask-ebsa.

Does this plan provide Minimum Essential Coverage? Yes

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

Language Services: Language Access Services: Um Helf in Deitsch zu greige, rull dei Anthem Sales Representative, Drupp Blan Sponsor odder die Member
Service uff dei ID karate aa. (Pennsylvania Dutch)

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

F g
F

A

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 network provider pre-natal care and

Managing Joe’s type 2 Diabetes

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

Mia’s Simple Fracture
(in-network emergency room visit and follow up

a hospital delivery)

M The plan’s overall deductible $500
B Specialist copayment $20
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $500

Copayments $0

Coinsurance $2,400

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,60

controlled condition)

M The plan’s overall deductible $500
B Specialist copayment $20
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (DME) (glucose
meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered

Limits or exclusions

The total Joe would pay is $1,620

care)
M The plan’s overall deductible $500
B Specialist copayment $20
W Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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

Diagnostic test (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $500

Copayments $60

Coinsurance $400

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $960

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6
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Notice of Availability of Language Assistance
Services and Auxiliary Aids and Services

English ATTENTION: If you speak another language,
free language assistance services are available to you.
Appropriate auxiliary aids and services to provide
information in accessible formats are also available free
of charge. Call (330) 270-0453 or speak to your provider.

Espaiiol (Spanish) ATENCION: Si habla espafiol, tiene
a su disposicion servicios gratuitos de asistencia
linglistica. También estan disponibles de forma gratuita
ayuda y servicios auxiliares apropiados para
proporcionar informacién en formatos accesibles. Llame
al (330) 270-0453 o hable con su proveedor.

3 (Chinese) JE&: WREEH[F ], FATK 2 ALK

PAGE S IR S . ﬁaﬂ]ﬁ%%%f & 1% B T B AR
%, VIR R4 HME R . B (330) 270-0453 B
W IR S5 TR AL .

Tiéng Viét (Viethamese) LUU Y: Néu ban néi mot ngdn
ngir khac, cac dich vu hd trg ngén ngr mién phi c6 san
cho ban. Cac dich vu va tro gitp bd sung phu hop dé
cung cép thong tin & cac dinh dang co thé truy cap ciing
¢6 san mien phi. Goi (330) 270-0453 hoac néi chuyén
véi nha cung cap cla ban.

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga libreng serbisyong
tulong sa wika. Magagamit din nang libre ang mga
naaangkop na auxiliary na tulong at serbisyo upang
magbigay ng impormasyon sa mga naa-access na
format. Tumawag sa (330) 270-0453 o makipag-usap sa
iyong provider.

=0 (Korean) F2|: [2t=0]E ALESHAl = E2 &
A0 X[ MH|AE 0|8t = JUFLICL 0|8 7ts3t
HAOR MHE NIl MESHEZE 7|71 U MHAE
FE22 N&E LT} (330) 270-0453 HO 2 Mo}st AL
MH|A H S M 0| 2 2Bt A2,

ﬁ_
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SwytpbUu (Armenian) NFCUYNFE@3NFL. GRrE fununtd
Gp w)| (Gayny, 46q hwuwubih GU wuyswp |Gquywu
wowygnLpjwl swnwjnipjntbutn: Uwwnskih
dlLwswithbpny wnbnGywwunynieinit tnpwdwnpbin
hwdwp hwdwwwwunwupuwl odwlnwy odwunwy
Uhgngutinu nL swnwjnpynluliGpp Unyuwtu hwuwlbGh
GU wuydwn: 2wuqwhwntp (330) 270-0453 Ywd funubp
46n Jwuinwywpwnh hGun

o (Persian) @lead € o Cunia 5 Sa gy 4 Kl aas
Crulia (SeS g SaeS el il G yind 3 e sl OBl b)) SS
)Ju&ﬂ\)&)}m@ﬂu&)ﬂAdﬁGduJGJAL_!LSNL‘Q:\\J\ Ls“)‘
3 o ) b b 2,8 el 330) 270-0453 L. s (s yiws

PYCCKWUM (Russian) BHUMAHME: Ecnn Bkl roBopuTe
Ha pycckoMm, Bam AOCTYNHbI 6ecnnaTHble ycnyrm
s3blkOBOM nogaepxku. CooTBeTCTBYOLLME
BCMoOMOraTerbHble CPeAcTBa U ycryr no
npeaocTaBneHnio MHopMauum B 4OCTYMHbIX hopmaTax
Takke npegocTaensatTcs 6ecnnaTtHo. [o3BoHUTE Nno
TenedoHy (330) 270-0453 nnu obpaTuTech k cBOEMY
NoCTaBLUMKY YCIyT.

BZEE (Japanese) XE: BIDEZEZETIHESE. EHOE
EXEBY—EREFHRWVEETES, TRV ILER
A CTHEBERBET S5-HOBUEHMFEOV—ERLE
HBTITHMAWZIFTET, (330) 270-0453 IZEEET Hh.
TanA F—ZERNEDE LS,

4y 2 (Arabic)

sl sacliall cilard ol i gt dy yall Zalll Cant i€ 1Y) raus
Cila glaall il duilie iladd g 3aclue Jilu g 8655 LS duilaall
(330) 270-0453 aéll e duail Ulaa Leall J pom sl (80 lipunity
Aexal) adie ) caaas

JIHHL (Punjabi) s fe€: Aad 3 At Jg I ads= I,
31 3913 B He3 I A3 Aee! QUwET I8 | yJaud
TP g Areadl YoTs Sde B gaeht A Aafest
»3 AT < He3 BUBEU I& 1 (330) 270-0453 '3 98 I
7@ Y31 518 318 93|

12§ (Khmer) WRSGHSMNF:

U sS10H M SuNWwMan 1)

NS SWMANSS AR GIRD SUENUEMNY SSWw
SHINSSWBUISHRUNSUISHNSHIRUMG
GO SAMGIRT SINWRAASIGRHTE
sininisi (330) 270-0453

ySunmwisiM S HAZUINIUIH MY

Hmoob (Hmong) CEEB TOOM: Yog tias koj hais Iwm hom
lus, muaj kev pabcuam lus pub dawb rau koj. Cov kev

pabcuam tsim nyog thiab cov kev pabcuam los muab cov
ntaub ntawv hauv cov qauv siv tau kuj muaj pub dawb. Hu
rau (330) 270-0453 lossis tham nrog koj tus kws kho mob.

F&Rﬂ(Hmdl) &M ¢ uﬁ&mfgﬂﬂwaﬁaﬁ% ar s
e F:gech TSI TgTadT ATy Suce €1 aH IRRal §
TFSHRI TeM S & o1 Iugad TeTIdh IUHR0T 3R JaTd
1t f:3[ch IUA 1 (330) 270-0453 TR HId B T 3T
PAGIRECIRE: Y

A Ing (Thai) winuws: mnaswaA 83U

AraINsa TBusnsthomaadune ldws uonannil
gafiusnmsthumdeuarusmsiaduiimanzauie TWdoyaTusuuuuii
dAas e liidoa Tdano8nshe Tusalus (330) 270-0453
wionaRuAul TWUsMsUoIRnL
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