NRECA Dental Plan -~ Enhanced Plan

Type of The Plan Deductible Benefit Who is
Service: Pays*: Applies?: Maximum: Eligible:
Prle)Yentlve .and 100% No
1agnostic
Basic 80% No $2.000 All .those enrolled
’ in the Plan
Major 50% Yes, $50 per person
per calendar year

e These are percentages of the reasonable and customary charges for a covered service. In no case will the Plan
pay more than the reasonable and customary charge for a covered service. (See Key Terms section for definition
of reasonable and customary charge)
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Who is Eligible for Coverage

Groups Eligible for Coverage

The following groups are eligible for coverage under the Plan:

Active Employees

Dependents of Employees

Disabled Employees .
Dependents of Disabled Employees

Your employer treats employees who are out on long term disability (as defined by your
employer’s long-term disability plan) as active employees for purposes of eligibility to
participate in this Plan.

The following job classifications (or titles) of employees are not eligible for coverage under the
Plan:
Other:
Retirees and Retirees dependents are only eligible for dental coverage under
COBRA for 18 months after retirement. L.ong-term disability employees and dependents
may have dental coverage for one year then they are no longer eligible until they return to
work.

If you have any questions, please see your Benefits Administrator.

Other Eligibility Requirements
In addition, to be eligible for coverage as an active employee, you must:

» Be expected to work at least 1,000 hours as an active employee during your first 12 months
of employment;

» Have worked at least 1,000 hours during each subsequent calendar year; or

» Have worked at another rural electric cooperative within the past six months and met the
other criteria above.

Coverage for Your Dependents

Your dependents are eligible to participate in the Plan if they are included in a group eligible for
coverage above, and if they are:

* Your legal spouse.
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®  Your unmarried children up to age 19 who are your biological or adopted children. If you
have adopted children or children placed for adoption, you must provide an approved copy of
the birth certificate or adoption decree and/or placement agreement with a special form. Ask
your Benefits Administrator for the form.

*  Your unmarried children (as defined and with proof as required above) from age 19 up to age
25 who are full-time students at accredited educational institutions. (See “Student Status” in
the “Key Terms” section in the back of this document.)

*  Your unmarried dependent children who are mentally or physically incapable of self-support
and who rely on you for the majority of their support. They must be participants in the Plan
on the day before their participation would end due to the age restrictions mentioned above.
Application for continuing their coverage must be made within 31 days of the day
participation in the Plan would have ended due to age restrictions. That application must be
approved by NRECA, and NRECA will also ask you to provide ongoing proof of the child’s
eligibility under this provision.

®  Your unmarried natural and adopted children, meeting the same age restrictions as defined in
your Summary Plan Description, and who live with you or in another household in a child-
parent relationship (dependent on you for support or maintenance), are eligible if NRECA has
approved your request to cover them. If you have responsibility for stepchildren, or
grandchildren, or have court appointed legal guardianship over children, and they live with
you, you may be able to include them for dependent coverage. You must provide additional
information on a special form when requesting coverage for these children. Ask your Benefits
Administrator for the form.

= [f the non-student dependent child (age 19 through 25) lives outside the household and works
full-time, he or she shall not be eligible for Dependent status.

» No person shall be a Dependent while serving in the military.

*  Your children who are recognized under a qualified medical child support order (QMCSO)
as having a right to enrollment under a group health plan may be covered under the Plan if
the children are otherwise eligible.

If both you and your spouse work for an NRECA participating cooperative and are eligible for
coverage separately, both of you will be covered as employees unless you also wish to cover
dependents. If you wish to cover dependents, either you or your spouse will be covered as an
employee and the other will be covered as a dependent. In no case can someone be covered
under the Plan as both an employee and as a dependent.

Please see your Benefits Administrator with any questions or for more information.

Making Changes During the Year

You may make changes in your coverage during the year if your employer offers an annual open
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enrollment period. Please see your Benefits Administrator to determine if your employer offers
an open enrollment period. There are also other cases where you may be able to make changes in
your coverage during a calendar year. These include if you add a dependent due to marriage,
birth or adoption or if you have a special enrollment situation described in the Special
Enrollment section below. If you want to make a change in your coverage, please see your
Benefits Administrator to determine when this can be done in your situation.

Special Enroliment

There are several special cases in which you can enroll for coverage outside of normal Plan
rules.

Losing Other Coverage

If you decline coverage for yourself or your dependents because you have other coverage and
you or your dependents later lose that other coverage, you and your dependents may qualify for
special enrollment in the Plan.

A loss of other coverage qualifies for special enrollment treatment only if two conditions are
met:

»  You/your dependents were covered under another group health care plan or health insurance
coverage at the time you were eligible for coverage from your employer

* You/your dependents lost the other coverage because you/they exhausted COBRA
continuation coverage, were no longer eligible under that plan, or an employer’s
contributions for coverage stopped.

You can enroll by completing a new enrollment form within 31 days of the date coverage was
lost. The benefit limitation period for late enrollees will still apply. See your Benefits
Administrator for help.

New Dependents

Full coverage for new dependents is available if you enroll them within 31 days of marriage,
birth, adoption, or placement for adoption and they meet the requirements for eligibility.
Coverage will become effective retroactively to the date of the marriage, birth, adoption or
placement for adoption. If you or your spouse is not currently enrolled, you may enroll yourself
and your spouse when you add a new dependent child.

If you don’t enroll them within 31 days, coverage for the new dependents will be effective on the
date you request the coverage.

Please see your Benefits Administrator for more information.
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Qualified Medical Child Support Order

You must enroll any eligible dependent children for whom you are required to provide health
coverage as the result of a Qualified Medical Child Support Order (QMCSO). In general, this is
an order issued by a state court or state administrative agency requiring a parent to provide health
care support for a child in case of separation or divorce. Federal law requires group health plans
to honor QMCSOs.

If you previously declined coverage with your employer, you will need to elect coverage for
yourself at the same time. You will be subject to the benefit limitation for a late enrollee as
described earlier.

Parents and beneficiaries may obtain, without charge, a copy of the procedures governing
QMCSOs by contacting the Plan Administrator.

When Coverage Begins

Coverage under the Plan begins after you have satisfied your employer’s waiting period, if any
(see below), and you have completed and returned the NRECA enrollment form for yourself and
any eligible dependents.

The waiting period is the length of time that an active employee must work before he or she is
eligible to participate in the Plan.

This Plan has no waiting period.

If directors are eligible for this Plan and do not share in the cost of their coverage, they do not
need to satisfy a waiting period, and coverage begins on the date that the director’s term
commences. If the directors do share in the cost of their coverage, they are required to complete
an enrollment form, and coverage commences on the date that the enrollment form is signed.

Please see your Benefits Administrator with any questions or for more information.

Paying for Coverage

You and your employer may share in the cost of your coverage and your eligible dependent’s
coverage, if applicable, as follows:

Active Employees: The employer pays 100% of the cost of your coverage.
Dependents of Employees: You and the employer share in the cost of the coverage.
Disabled Employees: You and the employer share in the cost of the coverage.
Dependents of Disabled Employees: You and the employer share in the cost of the

coverage.

Specific information regarding the amount you must pay toward your coverage will be provided

W
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to you before you enroll in the Plan, whether such enrollment is your initial enrollment, annual
enrollment, or special enrollment. The cost of this coverage is subject to your employer’s
policies and can change at any time. Please see your Benefits Administrator if you have any
questions regarding your specific cost information.

e t———— e e
W
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What You Pay for Dental Expenses

In most cases, when you or a covered dependent obtain dental care, you and the Plan will share
the cost of that care. The following are ways in which you share the cost of dental expenses.

The Deductible

The deductible is the amount of eligible “major” dental expenses that you or a covered
dependent must pay each calendar year before the Plan will pay benefits for “major” dental
services. See “Types of Services” later in this document for information on what services are
considered “major” dental services. Deductibles do not apply to the other types of covered dental
services.

Cost Sharing (Coinsurance)

For some dental treatments and services, you and the Plan will share the cost of dental expenses
once any required deductible is satisfied. You will pay a percentage of the cost and the Plan will
pay the remaining percentage of the cost. This may also be referred to as coinsurance.

Below is a summary of how you and the Plan share the costs of various types of services:

* The Plan will pay 100% of the cost of preventive and diagnostic services up to the reasonable
and customary charge.

*  The Plan will pay 80% of the reasonable and customary charge for basic dental services.

* The Plan will pay 50% of the reasonable and customary charge for major dental services
after the $50 Deductible has been satisfied each calendar year.

» The Plan will pay 50% of the costs of covered orthodontic treatment for an eligible person,
up to the lifetime orthodontic benefit maximum of $2,000

Annual and Lifetime Benefit Maximums

There are important maximum(s) to keep in mind under the NRECA Dental Plan - Enhanced
Plan:

e  The Plan will pay a maximum of $2,000 per person per calendar year in dental benefits for
combined dental services other than orthodontia.

e  The Plan will pay a maximum of $2,000 in benefits for orthodontia in an eligible person’s
lifetime.

W
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Dental Treatment Plans

If you and/or your dentist expect a particular course of treatment to cost $300 or more, the dentist
should first submit a “Dental Treatment Plan” for approval by CBA to obtain an estimate of
benefits that the Plan would provide. The purpose of the Dental Treatment Plan is to avoid any
misunderstanding about what the Plan will cover.

The Dental Treatment Plan should be submitted to CBA and should:

= Jtemize the dentist’s recommended services;
=  Show the dentist’s charge for each service; and
* Be accompanied by x-rays or any other documentation that is requested or required by CBA.

In reviewing the Dental Treatment Plan, CBA will take into consideration alternate dental
services that may also be suitable for the treatment of a specific condition in accordance with
customary dental practices.

After reviewing the Dental Treatment Plan, CBA will return the plan to the dentist outlining the
estimated benefits available from the Plan. This will help you and the dentist understand in
advance what the Plan will pay in benefits and the charges for which you will be responsible.

Note: For orthodontic treatment, eligible individuals should submit what is known as an
“Orthodontic Treatment Plan.” See the section entitled “Orthodontia” for more information.

What the Plan Covers

The NRECA Dental Plan - Enhanced Plan covers “Eligible Charges” (described below) for a
wide variety of dental treatments and services. These include preventive and diagnostic services
to encourage you and your covered dependents to maintain healthy teeth and basic and major
restorative services to repair teeth. Orthodontic services to help straighten teeth are also included.
The next section entitled “Types of Services” provides a detailed listing of the various services
covered under the Plan.

Under the Plan, you may choose any licensed dentist.

The Plan covers what are referred to as “Eligible Charges” These are charges a dentist makes for
a covered service that is provided to you or a covered dependent. In order to be eligible a service
must be:

= On the list of dental services provided under the Plan;
= Part of a treatment plan (see preceding section entitled “Dental Treatment Plans™); and
= Not excluded by the section “What Is Not Covered”

=  Orthodontic services to help straighten teeth are also included.
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The table below shows when a charge will be considered to be incurred:

When the charge is for: ’ The charge is considered to be incurred:

An appliance or modification of an appliance On the date the impression is taken

A root canal therapy On the date the pulp chamber is opened

All other services ' On the date the service is received

Many dental conditions can be treated in more than one way. Your coverage is designed to pay
dental expenses that will produce a professionally satisfactory result—not for treatment that is
more expensive than necessary for good dental care.

Types of Services

There are four types of dental services covered under the Plan.

Preventive and Diagnostic Services

Preventive and Diagnostic Services are covered at 100% of the reasonable and customary charge
with no deductible. These include visits to a dentist, dental examinations, x-rays, pathology and
sealants.

Visits and Examinations

Visits and exams covered under preventive and diagnostic services include:

» Visits during office hours for oral examination (but not more than two visits per person per
calendar year)

= Professional visits after office hours (payment will be made on the basis of services rendered
or the visit, whichever is greater)

= Consultation by a specialist for case presentation when diagnostic procedures have been
performed by a general dentist

= Emergency palliative treatment

= Teeth cleaning (prophylaxis)
—  for children under age 14 (limited to two cleanings per calendar year)
— for individuals age 14 and older, including scaling and polishing (limited to two cleanings
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per calendar year)
Topical application of fluorides including prophylaxis (limited to children under age 18 and
limited to one course of treatment per year).

X-Rays and Pathology

X-rays and pathology services covered under Preventive and Diagnostic Services include:

Bitewing x-rays (not more than twice every year—two films, four films)

An entire denture series—14 or more films including bitewings, if necessary (limited to once
every three years) or Panorex—one single film of the full mouth (limited to once every three
years)

Single films; additional films (up to 12 each)

Intraoral, occlusal view, maxillary or mandibular, each

Upper or lower jaw, extraoral—one film, two films

Biopsy and examination of oral tissue

Microscopic examination

Diagnostic casts—study models.

Sealants

Sealants are covered under preventive and diagnostic services but limited to:

Children under age 19
Permanent molar teeth, and
Two applications per tooth separated by a period of not less than 48 months.

Basic Services

Basic dental services are covered at 80% of the reasonable and customary charge with no
deductible. Basic services include fillings, restorative repairs, space maintainers, oral surgery,
general anesthesia, periodontics, and endodontics.

Restorations (fillings)

Below is a list of the restoration services covered under basic services. Please note that multiple
restorations in one surface will be considered a single restoration.

Amalgam (primary, permanent teeth)—cavities involving one surface, two surfaces, or three
or more surfaces
Silicate cement

Plastic
Composite—cavities involving one surface, two surfaces, or three or more surfaces

Pins (retention) when part of the restoration used is another metal instead of gold for crown
restoration
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Restorative Repairs

Restorative repairs services covered as basic dental services include:

® Repair of dentures
Full and partial denture repairs
Broken dentures (with no teeth involved)
Partial denture repairs (metal)
- Replacing missing or broken teeth (each tooth)
* Adding teeth or a partial denture to replace extracted natural teeth
- First tooth
- First tooth with clasp
- Each additional tooth and clasp
® Re-cementing of inlays, crowns, bridges
* Repairs of crowns and bridges.

!

1

Space Maintainers

The following types of space maintainers eligible for coverage as basic dental services include:

* Fixed space maintainers (band type)
*  Removable acrylic with round wire rest only
» Removable inhibiting appliances to correct thumb sucking.

Benefits for space maintainers include all adjustments that may be necessary within the first six
months after installation.
Oral Surgery

Benefits for oral surgery include coverage for local anesthesia and routine postoperative care.
Oral surgeries covered as basic dental services include:

————
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= Extractions
- Uncomplicated extractions
Surgical extractions of erupted teeth
Surgical extractions of impacted teeth—soft tissue, partially bony, completely bony
Postoperative visits (for sutures and complications) that are necessary after multiple
extractions and impaction
» Alveolar or gingival reconstructions
- Alveolectomy (edentulous) per quadrant
- Alveolectomy (in addition to the removal of teeth) per quadrant
- Alveoplasty with ridge extension, per arch
- Removal of exostosis
~ Excision of hyperplastic tissue, per arch
- Excision of pericoronal gingival
» Cysts and neoplasms
- Incision and drainage of abscess
- Removal of cysts or tumors
»  Other surgical procedures
- Removal of salivary calculus
— Closure of salivary fistula
- Dilation of salivary duct
- Transplantation of tooth or tooth bud
- Removal of foreign body from bone (independent procedure)
- Maxillary sinusotomy for removal of tooth fragment or foreign body
- Closure of oral fistula or maxillary sinus
- Sequestrectomy for osteomyelitis or bone abscess, superficial
- Crown exposure to aid eruption
- Removal of foreign body from soft tissue
- Frenectomy
- Condylectomy of temporomandibular joint
- Meniscectomy of temporomandibular joint
- Radial resection of mandible with bone graft
- Treatment of trigeminal neuralgia by injection into second and third d1v1s1ons
- Injection of sclerosing agent into temporomandibular joint
- Suture of soft tissue injury

|

General Anesthesia

General anesthesia is covered as a basic dental service under the Plan, only when provided in
conjunction with a surgical procedure that is covered under the Plan.

W
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Periodontics

Periodontics is branch of dentistry that deals with diseases of the supporting and investing
structures of the teeth including the gums, cementum, periodontal membranes, and alveolar bone.
Basic dental services covered for periodontics include:

» Emergency treatment (periodontal abscess, acute periodontitis, etc.)

= Subgingival curettage or root planing and scaling, per quadrant (limited to four quadrants of
each) per year

= Correction of occlusion related to periodontal surgery, per quadrant

» Gingivectomy (including post-surgical visits) per quadrant

= (Gingivectomy, osseous or muco-gingival surgery (including post-surgical visits) per quadrant

= Gingivectomy, treatment per tooth (fewer than six teeth).

Endodontics

Endodontics is a branch of dentistry that is concerned with diseases of the pulp. Basic dental
services covered for endodontics are listed below. (Limits shown below are for one tooth, unless

indicated)

» Pulp capping

= Therapeutic pulpotomy—in addition to restoration

= Vital pulpotomy

= Remineralization (Calcium Hydroxide, temporary restoration) as a separate procedure only

= Root canals (devitalized teeth only), including necessary x-rays and cultures, but excluding
final restoration:

= Single rooted canal therapy (traditional or Sargenti method)

=  Bi-rooted canal therapy (traditional or Sargenti method)

* Trirooted canal therapy (traditional or Sargenti method)

=  Apicoectomy, including filling of the root canal

=  Apicoectomy (separate procedure)

Major Services

Major dental services are covered at 50% of the reasonable and customary charge after a $50
deductible has been satisfied each calendar year. Major services include inlays, crowns, pontics
(artificial teeth), removable bridges, dentures and partial dentures.

Please note that gold restorations and crowns are covered only as treatment for decay or
traumatic injury. Also, they are covered only when teeth cannot be restored using filling material

or when the tooth is an abutment to a covered partial denture or fixed bridge.

Benefits on molar teeth are limited to the allowance for non-tooth colored restorations.
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Inlays

The inlays covered as major dental services include:

=  One, two, three or more surfaces
= Onlay, in addition to the inlay allowance.

Crowns

The types of crowns covered as major dental services include:

Acrylic, acrylic with gold, or acrylic with non-precious metal
Porcelain, porcelain with gold, or porcelain with non-precious metal
Non-precious metal (full cast)

Gold (full cast, % cast or dowel pin)

Stainless steel.

Pontics (artificial teeth)

Pontics (artificial teeth) covered as major dental services include:

Cast gold (sanitary)

Cast non-precious metal

Slotted facing (Steele’s)

Slotted pontic (Tru-pontic type)

Porcelain fused to gold or non-precious metal
Plastic fused to gold or non-precious metal.

Removable Bridges

Benefits for removable bridges include coverage for all types of one-piece casting, gold or
chrome cobalt alloy clasp attachments per unit (including pontics).

Dentures and Partials

Benefits for dentures, partial dentures, and relining include the following:

= Complete upper or lower dentures

= Partial acrylic upper or lower dentures with chrome alloy cobalt clasps, base, all teeth and
two claps as well as each additional clasp

= Partial lower or upper with chrome cobalt alloy lingual or palatal bar and acrylic saddles,

base, all teeth and two clasps as well as each additional clasp

Simple stress breakers, extra

Stayplate, base (each additional clasp)

Office reline, cold cure, acrylic

Laboratory reline
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» Special tissue conditioning, per denture
* Denture duplication (jump case), per denture

These benefits also include adjustments needed after installation.

Orthodontia

Orthodontia benefits are available for all those covered under the plan.

The plan will pay 50% of covered charges for orthodontia services, up to a lifetime orthodontic
benefit maximum of $2,000.

Eligible Orthodontic Charges

Orthodontic charges are considered “Eligible Charges” for benefits under the plan only when:

» Treatment is required for an overbite of at least four millimeters, a cross bite, or a protrusive
or retrusive relationship of at least one cusp.

Orthodontic Treatment Plan

Your dentist should submit an “Orthodontic Treatment Plan” to CBA before treatment is started
it should contain the following:

* Describe the recommended treatment
» Qutline the estimated charges for the treatment
* Be accompanied by cephalometric x-rays, study models and other supporting evidence that

treatment is needed.

Payment Schedule for Orthodontic Benefits

Charges for orthodontic services will be considered to be incurred on the date the appliances are
first installed. The initial banding fee will be paid on the date that CBA is notified that bands
have been placed. The remaining program balance will be paid in equal quarterly installments

over the duration of the treatment program, not to exceed 24 months.

Orthodontia — Major Services

Orthodontic treatment is covered for a dependent child as long as they meet the eligibility
requirements of this plan. This includes extended full-time student status regardless of age.

What Is Not Covered — Excluded Charges

In addition to certain excluded charges already mentioned in this document, the following
charges are not covered under the NRECA Dental Plan - Enhanced Plan.
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Occupational Injury or Disease Charges

In most cases, the Plan will not cover charges incurred in connection with the following:

= Injury that arises out of, or in the course of, any employment for wage or profit
» Sickness or injury that is covered by any workers' compensation law, occupational disease
law or similar legislation.

Government Plan Charges

In most cases, the Plan will not cover charges for a service or supply that is furnished under any
government program. You should contact CBA for more information.

Charges for Unnecessary Services and Supplies

The Plan will not cover charges for services and supplies that are not reasonably necessary or not
customarily performed or provided for as part of the dental care of a participant.

Charges in Excess of Reasonable and Customary Charges

The Plan will not cover the portion of any charge for any service or supply, rendered by a
provider that is in excess of the reasonable and customary charge as determined by the Plan
Administrator. (See “Key Terms” in the back of this document for a definition of reasonable and

customary charges.)

Services Not Included

The Plan will not cover any dental service or supply that is not included on the list of dental
services.

Services Not Furnished by a Dentist

The Plan will not cover charges for any dental treatment or service not furnished by a dentist.
The only exceptions are for x-rays ordered by a dentist or for services by a licensed dental

hygienist under a dentist’s supervision.
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Prior Services and Supplies

The Plan will not cover charges for the following services and supplies that were provided before
the patient was covered:

* Charges for any appliance, or modification of one, for which the impression was made before

coverage began;
* Charges for crowns, bridges, or gold restorations for which the tooth was prepared before

coverage began; and
* Charges for root canal therapy if the pulp chamber was opened before coverage began.
Crowns

The Plan will not cover charges for a crown, gold restoration, denture or fixed bridge (or addition
of teeth to one) if the work involves a replacement or modification of a crown, gold restoration,
denture or fixed bridge that was installed less than five years before.

Dentures

The Plan will not cover charges incurred for a denture or fixed bridge that involves replacing
teeth that were missing before the patient was covered. The only exception is the replacement of
a tooth that was extracted while the patient was covered if that tooth was not an abutment for a
denture or fixed bridge installed within the preceding five years.

Orthodontia

The Plan will not cover any charge incurred for an orthodontic procedure related to an active
appliance that was installed before the patient became covered.

Implants and Replacements

The Plan will not cover charges incurred for implants or for the replacement of lost or stolen
appliances.

Splinting

The Plan will not cover any charge incurred for appliances or restoration for the purpose of
splinting, or to increase vertical dimension or restore occlusion, due to erosion or attrition.
Cosmetic Dentistry

The Plan will not cover any charge incurred for cosmetic purposes unless the service is made
necessary due to an Accident that occurred while the patient was covered under the Plan. Facings
on molar crowns and pontics and fillings are considered cosmetic under the Plan.
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TMJ Expenses

The Plan will not cover any charges incurred for treatment of the temporomandibular joint. This
includes diagnostic and splint therapy or any other treatment not involving the teeth.

Services Rendered by a Close Relative

The Plan will not cover charges incurred for services described in this document that are
rendered by you or your spouse, your child, brother or sister, or the parent of you or your spouse.

Late Claims

The Plan will not cover dental charges if the claim and all supporting materials for those charges
are received more than 24 months after the services or supplies are provided.

Charges from Felonies

The Plan will not cover charges for the treatment of dental expenses incurred in the commission
of a felony.

Charges from War

The Plan will not cover charges for dental expenses incurred as a result of declared or undeclared
war or an act of war.
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Coordinating With Other Coverages

This Plan contains a coordination of benefits provision that applies whenever an allowable
expense under this Plan is also covered under one or more other plans. Under the general
coordination of benefits rule, the total benefits available will not exceed 100% of the allowable
expenses. “Other plans” include:

= Other group plans, whether insured by insurance or self insured;
* Governmental plans (except Medicaid); and
* Medical insurance as provided by a motor vehicle insurance contract.

Primary and Secondary Plans

When a claim is made, the primary plan pays its benefits without regard to any other plans. The
secondary plans adjust their benefits so that the total benefits available will not exceed the
allowable expenses. No plan pays more than it would without the coordination provision.

A plan without a coordination of benefits provision similar to this Plan’s provision is always the
primary plan. If all plans have such a provision, the following rules apply, in the order in which
they are presented to determine which plan is primary:

= Employee/dependent: The plan covering an individual other than as a dependent is primary
to the plan covering an individual as a dependent.

» Dependent child/parents not separated or divorced: The plan of the parent whose birthday
falls earlier in the year will be primary. (If both parents have the same birthday, the plan that
has covered one of the parents the longest is primary.)

* Dependent child/parents separated or divorced: The plans of the parents pay in this
order:

- If a court decree has established financial responsibility for the child's health care
expenses, the plan of the parent with this responsibility

- The plan of the parent with custody of the child
— The plan of the stepparent married to the parent with custody of the child
- The plan of the parent not having custody of the child.

= Active/inactive: The plan covering an individual employee through active employment is
primary to the plan covering the individual through retirement or layoff status.

» Longer/shorter length of coverage: If none of the above applies, the plan covering the
individual for the longest period is primary.

‘500 A SR
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When this Plan is providing secondary coverage, this Plan’s benefit is adjusted, taking into
account the primary plan’s payment, so that the total benefits available under both plans will not
exceed the allowable expenses. This Plan never pays more than it would have paid without the
coordination provision.

To receive payment on a claim when this Plan is secondary, you must submit an Explanation of
Benefits from the primary plan and attach it to the itemized bill.
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Claim and Appeal Procedures

Here are the Plan’s procedures for claims and appeals.

Claim Forms

If your dental care provider does not submit the claim on your behalf, please submit your claim
to Cooperative Benefit Administrators (CBA), the Claims Administrator for the Plan. Claim
forms are available on the NRECA Employee Benefits Web site.  Log on to
www.cooperative.com and click the “Take Me To My NRECA Employee Benefits” button.
Next, log on to NRECA Employee Benefits and click on “Library/Documents for Employees
Insurance Plans”. Under the Medical Plans List, you will find the "Dental Benefit Request
Form." Ask your Benefits Administrator if you need help obtaining a claim form. Send
completed claim forms and supporting documents to:

Claims Administrator

Cooperative Benefit Administrators, Inc.
P.O. Box 6249

Lincoln, NE 68506

All dental claims relating to payment for a benefit covered by the Plan must be filed no later than
24 months from the date the service was rendered. A claim form will not be considered filed
until all required information related to the service or benefit for the claim has been provided to
CBA. Claims filed after 24 months will not be paid.

Claims and Appeals

You may file claims for Plan benefits and appeal adverse claim decisions, either yourself or
through an authorized representative. An authorized representative is a person you authorize in
writing to act on your behalf. An authorized representative may not be a doctor or other health

care provider.

e Self - You may file claims and other documents related to your claim. It is not necessary
for you to complete the form “Authorization to Use and Disclose Protected Health

Information.”

o Authorized Representative - If you use an authorized representative, please follow these
procedures.

To designate an authorized representative, complete the form “Authorization to Use and
Disclose Protected Health Information.” Ask your Benefits Administrator for the form.
Before you submit the form to NRECA, you may contact the Plan’s Privacy Officer to
ask questions about the use and disclosure of your health information. You may contact
the Privacy Officer by telephone at 703-907-6601, by fax at 703-907-6602 or by e-mail at

privacyofficer@nreca.coop.
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Once completed, send the form to the Plan’s Privacy Officer at the following address to be
reviewed and accepted:

Privacy Officer

National Rural Electric Cooperative Association
4301 Wilson Boulevard

Arlington, VA 22203-1860

The Plan will provide you with a copy of the signed Authorization form for your records or files.

There are specific claim and appeal response periods for your dental post-service claims. A
post-service claim is any claim for payment of services or supplies already rendered, e.g., dental
treatment already performed.

The tables on the following pages explain the process for filing post-service claims and appeals.
If you need more information, please contact CBA at 402-483-9200.

———— R
NRECA ver.1/08 23 NRECA Dental Plan



Process for Filing Post-Service Claims and Appeals

Post-Service Claims

Type of claim definition:

Your claim for payment of services already rendered. For
example, claims for dental treatment already performed.

Submit your claim to:

Claims Administrator

Cooperative Benefit Administrators, Inc.
P.O. Box 6249

Lincoln, NE 68506

Dateyourclalm is) 'f‘:'?' Vs
~c0nsndered to be “f led” e S

Time period that CBA has
to notify you that your claim
is approved or denied:

Not later than 30 days from the date CBA receives your claim.
CBA may require one 15-day extension if circumstances
warrant and will notify you that it needs more time to evaluate
your claim. CBA will notify you of the extension before the
initial 30-day period is up.

If CBA needs the 15-day extension because you did not provide
all the information needed to process your claim, CBA will tell
you what information is missing.

the time penod that you
| have'to submit the =~
addmonal requested
mformatlon to CBA

Ifyour':clalm 1s mcomplete,

Time period for deciding a
claim is suspended while
CBA waits for you to submit
additional information
about your claim:

The time period for deciding your claim is suspended from the
date CBA notifies you that your claim is incomplete until the
date you provide CBA with the requested information. CBA
may then use the remainder of the review period to complete its
evaluation of your claim.

e eSS e e e ]
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Post-Service Claims

Time period that you, or
your authorized
representative, have to
request a claim appeal:

Not later than 180 days from the date you receive the notice that
your claim is denied.

| How to designate an
authorized representative:

Fill out the form “Authorization to Use and Disclose Protected
Health Information.” Send the form to:

Privacy Officer

National Rural Electric Cooperative Association
4301 Wilson Boulevard

Arlington, VA 22203-1860

The Plan will provide you with a copy of the form for your
records after it is reviewed and accepted by the Privacy Officer.

_Informatlon you may
request from the Plan, free
;of charge

Materials that you may
submit with your appeal:

Written comments, records, documents and other information to
support your appeal, whether or not you already submitted these
items.

to:

Submit your written appeal

Cooperative Benefit Admmlstrators Inc.

meoln: NE 68506
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Post-Service Claims

Identity of the Appeals
Administrator:

The Appeals Administrator is a different person than the person
who made the original decision to deny your claim and is not
someone directly supervised by the original decision-maker.

If your appeal is denied, you
will receive a notice that
contains:

= Specific reasons why your appeal is denied

= Reference to the specific Plan provisions on which the
denied appeal is based

»  An explanation of your rights under ERISA’s claim and
appeal rules.

You have now completed the Plan’s appeal process. However,
you may voluntarily take part in one more level of review of
your denied appeal called the Voluntary Final Appeal Process.
If you do not choose to use the Voluntary Final Appeal Process,
you may seek legal action.

Voluntary Flnal Appeal

Time period that you have
to submit your request for
review:

Not later than 60 days from the date you receive the notice that
your claim appeal is denied by the Appeals Administrator.

of charge

I“for mat"m you may = fCepres of all documents records and other mformatlon related
request from the Plan, free s S

to your demed clalm and denred appeal
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Post-Service Claims

Materials that you may Written comments, records, documents and other information to
submit with your final support your appeal, whether or not you have already submitted
appeal: these items.

The Appeals Committee is selected by the Vice President,

%dentnty of the Appeals Insurance & Financial Services Administrator, and has no
~ommittee: . . .
financial or personal interest in the final appeal’s result.
| Not later than 60 days from the date the Appeals Committee
receives your final appeal. The Appeals Committee will
conduct a full and fair review of all documents and evidence
submitted to support your claim for benefits and may consult
Time period that the with medical or vocational experts in order to make a decision
Appeals Committee has to about your appeal. These medical or vocational experts are

review your final appeal and | different persons than the ones consulted previously.
make a decision:

The Appeals Committee may require one 60-day extension if
circumstances warrant and will notify you that it needs more
time to evaluate your appeal. The Appeals Committee will
notify you of the extension before the initial 60-day period is up.

" SPec'f “:;:rea?"ons Wth}’ ur‘ﬁnal appeal 1s demed

| ' .Reférence to the spemﬁc Plan prov1s1ons on Wh_‘lch the |
i demedﬁnal appeal 18 based . e

Ifyour final appeal s

denied, you will receivea | , ,An explanatlon of your nghts under ERISA’S clalm and
notlce that contams S Cien

- An explanatlon of your rlght to ﬁle a 01v11 actlon under
P ERISA w1th1n 12 m(mths . .

00000000
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COBRA Coverage

Under the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), when you
experience a qualifying event (described below) that causes you to lose eligibility for dental
coverage under the Plan, you have the option of continuing that coverage at your own expense
(known as COBRA coverage). COBRA coverage is also available to your qualified beneficiaries
(described below) who lose coverage due to a qualifying event (described below). Please note,
however, that COBRA coverage is available only for the type of NRECA Dental Plan -
Enhanced Plan coverage you had at the time of the qualifying event.

* Qualified Beneficiaries—Qualified Beneficiaries are individuals who are Plan participants
on the day before a qualifying event occurs. Generally, this applies to you, your spouse and
your dependent children. It also includes a child born to, or placed for adoption with, you
during the period of COBRA coverage. Individuals who have terminated coverage under this
Plan because they have other coverage are not considered qualified beneficiaries for
COBRA.

* Qualifying Event—A qualifying event is a specific event that causes you or your covered
dependents to lose dental coverage under this Plan. There are several types of qualifying
events for employees, their spouses and dependent children, such as:

- Termination (voluntary or involuntary) of employment for any reason other than gross
misconduct;

- Reduction in work hours that results in loss of dental coverage; or

- Your employer files for bankruptcy.

In addition to the above, qualifying events for your spouse include any of the following:

- Your divorce;

- Your death;

- Your spouse’s hours of employment are reduced, resulting in a loss of coverage;

- Your entitlement to benefits from Medicare; or

- Your spouse’s employment ends for any reason other than his or her gross misconduct.

In addition to the qualifying events that affect you (listed above), qualifying events for your
dependent children include any of the following:

- The loss of a child’s dependent status as defined under the terms of this Plan;

- The employee-parent dies;

- The employee-parent becomes entitled to benefits from Medicare;

- The employee-parent hours of employment are reduced;

- The employee-parent employment ends for any other reason other than gross misconduct;
- The parents become divorced; or

- The child becomes ineligible for coverage under the Plan as a dependent child.

[ e = S S e e
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Please note the following:

» Coverage for a student under this Plan will cease immediately when the student graduates
from college, is no longer a full-time student, or otherwise fails to be eligible for dental
coverage, whichever occurs first, or unless otherwise specified under this Plan.

®  Your right to post-retirement benefits is subject to the policies of your employer and can
change at any time.

Failure to elect COBRA coverage may affect your or your dependents’ future portability of
coverage, guaranteed access to other coverage, or other Plan rights and privileges.

When your dental coverage or COBRA coverage ends, you will receive a certificate of creditable
coverage. (Certification will also be provided for a dependent’s loss of coverage once the Plan is
aware that the dependent’s coverage has ended. Please keep your employer informed if your
dependents become ineligible for coverage.)

Procedures for Notifying Your Employer of Qualifying Events

Failure to follow the following procedures for notifying your employer may result in the
loss of eligibility for COBRA coverage.

Which Qualifying Events Require Employer Notification?
You or your spouse must notify your employer of the following qualifying events:

Your divorce.

Loss of dependent eligibility for your dependent child.

Your death.

Determination by the Social Security Administration (“SSA”) that you, your spouse or your

dependent child is disabled.

* Determination by the SSA that you, your spouse or your dependent child is no longer
disabled.

* Your entitlement to benefits from Medicare.

» Second qualifying event (that is, a qualifying event that you, your spouse or your dependent

child experiences during the 18-month COBRA coverage period that follows an

employment-related qualifying event).

Who Must Receive the Notification at your Employer?

You must notify the person who is named in the General Notice of COBRA Continuation Rights
as the Plan Information Contact.
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When Your Employer Must be Notified

You or your spouse must provide notice to your employer within 60 days after the date of the
qualifying event or the second qualifying event.

In the event of a SSA disability determination and you (your spouse and/or your dependent
children) want to elect to extend the initial 18-month continuation period for an additional 11
months, your employer must be notified within 60 days after the later of the SSA disability
determination (but before the end of the initial 18-month period) or the date of the qualifying
event.

In the event that the SSA has determined that you, your spouse or your dependent child is no
longer disabled, your employer must be notified within 30 days after the SSA determination.

How Your Employer Must be Notified

The required information for notification of your employer must be provided on the form and in
the format specifically required by your employer for this purpose. This form, required by your
employer, will be available at no cost upon request from the Plan Information Contact named in
the General Notice of COBRA Continuation Rights.

What Information and/or Documentation the Notification Must Include

Name of the qualified beneficiary(ies)

Address of the qualified beneficiary(ies)

Telephone number(s) of the qualified beneficiary(ies)
Qualifying event

Date of the qualifying event

Your employer will require additional information or documentation as proof of the qualifying
event. Examples of such additional information or documentation include:

» [fthe qualifying event is divorce, copies of the first and last page of the divorce decree.

= If the qualifying event is loss of dependent eligibility, a statement as to the reason (for
example, age or loss of student status).

= If notifying the employer of a SSA disability determination, a copy of the SSA

determination letter.
= If the qualifying event is the death of the employee, a copy of the death certificate.

Your employer reserves the right to request additional information or documentation if the
information or documentation you provided is not sufficient for your employer to make its
determination.

000000000000 R
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Who May Provide the Notification

* You as a covered employee may provide notice on behalf of yourself, your spouse and/or
your dependent children.

* Your spouse may provide notice on behalf of him/herself and/or your dependent children.

»  Your dependent child may provide notice on his/her own behalf.

* Any representative acting on behalf of you, your spouse, and/or your dependent children
may provide notice.

Notice provided to your employer by one qualified beneficiary is considered notice on behalf of
all related qualified beneficiaries.

How You Will Be Notified by Your Employer If COBRA Coverage Is Available

If COBRA coverage is available as a result of an initial qualifying event, your employer will
provide you (your spouse and/or your dependent children) with an election notice and an election
form. The election notice contains information regarding COBRA rights to continued coverage.
The election form is an administrative form to continue NRECA-sponsored health coverage.

If the COBRA coverage period will be extended due to a second qualifying event (including a
SSA disability determination), you will be notified by your employer of the extended coverage
period.

If COBRA does not apply, your employer will send you (your spouse and/or your dependent
children) a Notice of Unavailability of Coverage, explaining the reasons why COBRA coverage
is not available.

Electing COBRA Coverage

Once the benefits administrator receives notice that a qualifying event has occurred, you will
receive a notice describing your right to elect COBRA coverage. Each qualified beneficiary will
have an independent right to elect COBRA coverage. You may elect COBRA coverage on behalf
of your spouse, and you or your spouse may elect COBRA coverage on behalf of your children.

If you (your spouse and/or your dependent children) wish to continue dental coverage, you
(or they) must respond to the notice within 60 days of the date you (or they) receive the
notice or the date of the qualifying event, whichever is later. Failure to respond to the
notice within this 60-day period will result in the loss of the right to elect to continue dental

coverage.
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You must give this notice to:

Benefits Administrator

BIG RIVERS ELECTRIC CORPORATION
BOX 24

HENDERSON KY 42420

Length of COBRA Coverage

If you and/or your eligible dependents elect COBRA coverage, the coverage begins on the date
of the qualifying event. If you and/or your eligible dependents decide not to elect COBRA
coverage, you and/or your eligible dependents may still decide to elect COBRA coverage within
the 60-day COBRA election period. In this case, the COBRA coverage begins on the date you
and/or your eligible dependents make the election, not on the date of the qualifying event.

COBRA coverage is temporary. Depending upon the qualifying event, the duration of COBRA
coverage is as follows:

18-Month COBRA Coverage Period

If the qualifying event is your termination of employment (except for gross misconduct) or
reduction in hours, you, your spouse and/or your dependent children are entitled to elect COBRA
coverage for a maximum period of 18 months after the qualifying event.

36-Month COBRA Coverage Period

If the qualifying event is divorce, your death (see Special Rules for Death as a Qualifying Event,
below), your entitlement to benefits from Medicare or the loss of dependent eligibility, your
spouse and/or your dependent children are entitled to elect COBRA coverage for a maximum
period of 36 months after the qualifying event.

Disability Extension for 18-Month COBRA Coverage Period

If you, your spouse or your dependent child (i) has elected COBRA coverage, (ii) is determined
by the Social Security Administration to be disabled and (iii) notifies the benefits administrator
in a timely fashion, then you, your spouse and your dependent children may be entitled to receive
up to an additional 11 months of COBRA coverage, for a total of 29 months. The disability must
have started at some time before the 60th day of COBRA continuation coverage and must last at
least until the end of the initial 18-month period of COBRA coverage.

Second Qualifying Event Extension for 18-Month COBRA Coverage Period

If you or your eligible dependents experience another qualifying event during the 18-month
COBRA coverage period that would otherwise entitle your spouse and/or dependent children to
36 months of COBRA coverage, the 18-month period will be extended to a maximum of 36
months for your spouse and/or dependent children, if notice of the second qualifying event is
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properly given to the Plan. The second qualifying event may be your death (see Special Rules
Jor Death as a Qualifying Event, below), your divorce, your entitlement to benefits from
Medicare or your dependent child’s loss of dependent status under the plan, but only if the event
would have caused the spouse or dependent child to lose coverage under the Plan had the first
qualifying event not occurred. To qualify for this extension you, your spouse or your eligible
dependents must notify your employer within 60 days of the second qualifying event.

Special Rules for Death as the Qualifying Event

If the qualifying event is your death, COBRA coverage will continue for the surviving spouse
until the later of the date of his or her death, remarriage or the end of the COBRA coverage
period. A dependent child may continue COBRA coverage until the later of the date the
dependent child loses dependent eligibility or the end of the COBRA coverage period.

Cost of COBRA Coverage

If you elect COBRA coverage under the Plan, you must pay the full cost of that coverage
(including both the share you now pay, if any, and the share your employer now pays). You may
also be required to pay a 2% administrative fee, for a total of 102% of the cost. If you are
disabled, this administrative fee may be higher than the 2% but no more than 50% of the cost of
coverage. After you elect COBRA coverage, you will receive a bill for the initial premium. This
initial premium must be paid in full within 45 days of the date you elect COBRA coverage. You
will receive a bill for subsequent premiums before the first day of each month. Each subsequent
premium must be paid in full within 31 days of the first day of each month (for example, the
premium for May must be paid in full on or before May 31). Failure to pay the initial or
subsequent premiums on time will result in the termination of your COBRA coverage.

When COBRA Coverage Ends

Qualified beneficiaries will lose COBRA coverage if any of the following occurs:

*  Your premiums are not paid in full within the required payment periods. You have 45 days
from the date you elect COBRA coverage to pay your initial premium, and 31 days from the
first of each month to pay each subsequent premium.

=  Your former employer terminates group dental coverage for all employees.

= A qualified beneficiary becomes covered under another group dental plan after electing
COBRA coverage, and the other group dental plan does not have a pre-existing condition
exclusion or limitation that would affect the qualified beneficiary.

» A qualified beneficiary becomes covered under Medicare after electing COBRA.

» A qualified beneficiary reaches the end of the 18-month, 29-month, or 36-month COBRA
coverage period (in general), whichever applies.
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Please remember that in order to protect your family’s rights, you should keep the Benefits
Administrator informed of any changes in the addresses of your family members. You should
also keep for your records copies of any notices you send to the Benefits Administrator.

If you have questions concerning your Plan or your COBRA coverage rights, please contact:

Benefits Administrator

BIG RIVERS ELECTRIC CORPORATION
BOX 24

HENDERSON KY 42420

For more information about your rights under ERISA, including COBRA, the Health Insurance
Portability and Accountability Act (HIPAA), and other laws affecting group health plans, contact
the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits
Security Administration (EBSA) in your area or visit the EBSA website at www.dol.gov/ebsa.

Benefits While on Family Medical Leave

The Family Medical Leave Act (FMLA) requires some employers to maintain group health
insurance for up to 12 weeks of continuous or intermittent unpaid leave each year for specific
family and medical reasons. FMLA also contains rules regarding the rights of employees when
and if they return from FMLA leave and other issues.

Not all employers are covered by FMLA and not all employees of covered employers are eligible
for FMLA rights.

If you and your employer are covered by FMLA and you do not return from work at the end of
FMLA leave, you may be entitled to elect COBRA coverage, even if you withdrew from
coverage under this Plan during the leave.

Your Benefits Administrator can provide you with specific information on how FMLA affects
you and your benefits.
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Dental Benefits While on Military Leave

Under the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA),
if you go on active duty in the U.S. Armed Forces or the National Guard of a state that is called
to federal service, you will have certain reemployment and employee benefit rights upon
completion of duty, provided you were on an authorized military leave of absence.

If your military leave is for 31 days or less, dental coverage for you and your dependents will be
continued automatically and your employer will pay the same portion of the cost as if you were
still working. If your military leave is for a period greater than 31 days, dental coverage for you
and your dependents will be continued under USERRA/COBRA for up to 24 months or until you
return from active duty (whichever occurs first), but only if you pay the full cost of the coverage.
All other benefits for you and your dependents terminate as of either the last day of active
employment or compensated leave, but in no case later than the date of your entry into the armed
services.

When you return from military leave, you will be eligible to participate in all applicable benefit
programs upon re-employment without having to again fulfill any waiting periods. You must
enroll within 31 days of re-employment. See your Benefits Administrator for more information.

W
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Important Administrative Information
Here is some important administrative information about this Plan.

= This Plan operates under the official name of the NRECA Group Benefits Program. Its Plan
Number is 501.

= Coverage under the Plan is self-insured and funded through contributions made solely by
NRECA (address below), or jointly by NRECA and participating cooperatives:

National Rural Electric Cooperative Association
Group Benefits Trust

4301 Wilson Boulevard

Arlington, VA 22203-1860

=  Type of Plan: Group Health Plan
* The name and address of the Plan Sponsor is:

National Rural Electric Cooperative Association
4301 Wilson Boulevard
Arlington, VA 22203-1860

NRECA, as the Plan Sponsor, must abide by the rules of the Plan when making decisions
related to how the Plan operates and how benefits are paid.

= The Plan Sponsor's Employer Identification Number is 53-0116145

= The Plan Administrator has discretionary and final authority to interpret and implement the
terms of the Plan, resolve ambiguities and inconsistencies, and make all decisions regarding
eligibility and/or entitlement to coverage or benefits. The Plan Administrator is:

Senior Vice-President

Insurance & Financial Services

National Rural Electric Cooperative Association
4301 Wilson Boulevard

Arlington, VA 22203-1860

Telephone number: (703) 907-5500

Employer Identification Number: 54-2072724
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Your employer, however, has Plan Administrator responsibilities with respect to COBRA
compliance, including the COBRA notice requirements.

In addition to the Senior Vice-President of the Insurance & Financial Services
Department, the individual listed below is the person who has Plan Administrator
responsibilities for your employer:

Benefits Administrator

BIG RIVERS ELECTRIC CORPORATION
BOX 24

HENDERSON KY 42420

Employer Identification Number: 61-0597287

=  The Plan Trustee is:

State Street Bank and Trust Company
225 Franklin Street
Boston, MA 02101

= The agent for service of legal process is the Plan Administrator— the Senior Vice-President
of the Insurance & Financial Services Department of NRECA. This is the person who
receives all legal notices on behalf of the Plan Sponsor regarding claims or suits filed with
respect to this Plan. Such legal process may also be served upon the Plan Trustee.

= The Claim Administrator for the Plan is:

Cooperative Benefit Administrators, Inc.
P.O. Box 6249
Lincoln, NE 68506

Except where pre-empted by ERISA or other U.S. laws, the validity of the Plan and any other
provisions will be determined under the laws of the Commonwealth of Virginia.
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Your Rights Under ERISA

As a participant in the Plan, you are entitled to certain rights and protections under the Employee
Retirement Income Security Act of 1974 (ERISA). ERISA provides that all Plan participants are
entitled to:

»  Receive information about the Plan and its benefits.

» Examine, without charge, at the Plan Administrator's office or at other specified locations,
such as worksites and union halls, all documents governing the Plan, including insurance
contracts, collective bargaining agreements, and a copy of the latest annual report (Form
5500 Series) filed by the Plan with the U.S. Department of Labor and available at the Public
Disclosure Room of the Employee Benefits Security Administration.

=  Obtain, upon written request to the Plan Administrator, copies of documents governing the
operation of the Plan, including insurance contracts and collective bargaining agreements,
and copies of the latest annual report (Form 5500 Series) and updated Summary Plan
Description. The administrator may make a reasonable charge for the copies.

= Receive a summary of the Plan's annual financial report. The Plan Administrator is required
by law to furnish each participant with a copy of this Summary Annual Report.

= ERISA also provides that all Plan participants will be entitled to continue dental coverage for
yourself, spouse or dependents if there is a loss of coverage under the Plan as a result of a
qualifying event. You or your dependents may have to pay for such coverage. Review this
Summary Plan Description and the documents governing the Plan on the rules governing
your COBRA continuation coverage rights.

» Reduction or elimination of exclusionary periods of coverage for pre-existing conditions
under your group NRECA Dental Plan - Enhanced Plan, if you have creditable coverage
from another plan. You should be provided a certificate of creditable coverage, free of
charge, from your group health plan or health insurance issuer when you lose coverage under
the plan, when you become entitled to elect COBRA continuation coverage, when your
COBRA continuation coverage ceases, if you request it before losing coverage, or if you
request it up to 24 months after losing coverage. Without evidence of creditable coverage,
you may be subject to a pre-existing condition exclusion for 12 months (18 months for late
enrollees) after your enroliment date in your coverage.

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who
are responsible for the operation of the employee benefit plan. The people who operate your
Plan, called fiduciaries of the Plan, have a duty to do so prudently and in the interest of you and
other Plan participants and beneficiaries. No one, including your employer, your union, or any
other person, may fire you or otherwise discriminate against you in any way to prevent you from
obtaining a welfare benefit or exercising your rights under ERISA.
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If your claim for a benefit is denied or ignored, in whole or in part, you have a right to know why
this was done, to obtain copies of documents relating to the decision without charge, and to
appeal any denial, all within certain time schedules.

Under ERISA there are steps you can take to enforce the above rights. For instance, if you
request a copy of Plan documents or the latest annual report from the Plan and do not receive
them within 30 days, you may file suit in Federal court. In such case, the court may require the
Plan Administrator to provide the materials and pay you up to $110 a day until you receive the
materials, unless the materials were not sent because of reasons beyond the control of the
administrator. If you have a claim for benefits which is denied or ignored, in whole or in part,
you may file suit in state or Federal court after exhausting all mandatory appeal procedures under
the Plan. In addition, if you disagree with the Plan’s decision or lack thereof concerning the
qualified status of a medical child support order, you may file suit in Federal court after
exhausting all mandatory appeal procedures under the Plan. If it should happen that the Plan
fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting your rights,
you may seek assistance from the U.S. Department of Labor, or you may file suit in Federal
court. The court will decide who should pay the costs and legal fees. If you are successful, the
court may order the person you have sued to pay these costs and fees. If you lose, the court may
order you to pay these costs and fees, for example, if it finds your claim is frivolous.

Please remember that you may not file a lawsuit in Federal or state court to enforce your rights
until you have exercised, and exhausted, all administrative claim and appeal rights described in
the Plan and in this document.

If you have any questions about your Plan, you should contact the Plan Administrator. If you
have any questions about this statement or your rights under ERISA, or if you need assistance in
obtaining documents from the Plan Administrator, you should contact the nearest office of the
Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone
directory or the Division of Technical Assistance and Inquiries, Employee Benefits Security
Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, DC
20210. You may also obtain certain publications about your rights and responsibilities under
ERISA by calling the publications hotline of the Employee Benefits Security Administration.
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Health Insurance Portability and Accountability Act of 1996
(HIPAA)

How do the HIPAA privacy rules protect my confidential health information?

The HIPAA privacy rules govern how health information about you may be used and provide
you with certain rights with respect to your health information. The privacy rules became
effective April 14, 2003.

Privacy Practices

NRECA and Cooperative Benefit Administrators (CBA) have always taken steps to protect the
privacy of your personal health information. NRECA has amended the Group Benefits Program
to add the provisions described below to comply with new federal privacy regulations issued
under HIPAA.

Privacy Obligations

The Group Benefits Program is required by federal law to protect the privacy of your
individually identifiable health information that it creates or receives (“Protected Health
Information™) and to provide you with information about its legal duties and privacy practices.
When the Group Benefits Program uses or discloses your Protected Health Information, it is
required to abide by its privacy practices. It is important to note that these practices apply to the
Group Benefits Program and not to the employers participating in the Group Benefits Program.

Use and Disclosure of Your Protected Health Information

The Group Benefits Program may use or disclose your Protected Health Information to others
without your authorization for purpose of treatment, payment or health care operations of the
Group Benefits Program. Treatment includes providing, coordinating, and managing your health
care and related services. Payment includes obtaining payment for your coverage, administering
claims, coordinating benefits and aiding other health plans or health care providers in obtaining
payment for their services. Health care operations include using or disclosing information for
business planning, quality assessment, case management and disease management.

The Group Benefits Program may also disclose your Protected Health Information to a limited
group of employees of NRECA or CBA to carry out the Plan Sponsor’s responsibilities to
administer Plan payment and health care operations. The Group Benefits Program may not
disclose your Protected Health Information to NRECA or CBA for any other reason without your
authorization. However, health information derived from other sources, for example in
connection with an application for disability benefits or a leave qualifying under the Family and
Medical Leave Act, is not protected by HIPAA.
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The Group Benefits Program is not restricted from using or disclosing any health information
that does not identify an individual. The Group Benefits Program may also disclose summary
health information to NRECA in order for NRECA to obtain premium bids or to modify, amend
or terminate the Group Benefits Program. Your eligibility and enrollment information may also
be used by or disclosed to NRECA or CBA.

The Group Benefits Program may also use or disclose your Protected Health Information without
your authorization for the following purposes: to comply with the law; for public health and
health oversight activities; in connection with judicial and administrative proceedings; to law
enforcement and government officials; for health or safety purposes; or for workers’
compensation purposes.

In most other cases, the Group Benefits Program cannot use or disclose your Protected Health
Information without your authorization. If you choose to authorize additional uses and
disclosures of your Protected Health Information, you may revoke your authorization at any
time.

Your Rights

You may request additional restrictions on the use and disclosure of your Protected Health
Information for payment and health care operations; however, the Group Benefits Program does
not have to grant your request.

You may request that you receive your Protected Health Information by an alternative means of
communication or at another location if receiving Protected Health Information through the
standard method of communication will endanger you.

You have a right to inspect and copy your Protected Health Information; however, the Group
Benefits Program may deny your request under certain circumstances.

You have a right to request that the Group Benefits Program amend your Protected Health
Information in any system maintained by or for it, however the Group Benefits Program may
deny your request under certain circumstances. If your physician or other health care provider
created the information that you desire to amend, you should contact the provider directly.

You may obtain an accounting of certain disclosures of your Protected Health Information made
after April 14, 2003. You may be charged if you request an accounting more than once within a
12-month period.

Notice of Availability of HIPAA Notice of Privacy Practices

The privacy rules under HIPAA govern how health information about you may be used, and
provide you with certain rights with respect to your health information. The Plan maintains a
Notice of Privacy Practices that provides information to individuals whose protected health
information (PHI) will be used or maintained by the Plan. If you would like a copy of the Plan’s
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Notice of Privacy Practices, please contact NRECA’s Privacy Officer:

Privacy Officer

NRECA

4301 Wilson Blvd.

Arlington, VA 22203-1860
Telephone: (703) 907-6601

Fax: (703) 907-6602

E-mail: privacyofficer@nreca.coop

[ e e e e e e e e e
NRECA ver.1/08 42 NRECA Dental Plan



Additional Administrative Information

Not a Contract of Employment

This Plan must not be construed as a contract of employment and does not give any employee a
right of continued employment.

Non-Assignment of Benefits

You cannot assign, pledge, borrow against or otherwise promise any benefit payable under the
Plan before you receive it. The one exception to this provision is in the case of a Qualified
Medical Child Support Order (QMCSO) that requires you to provide benefits to a child.

Mistakes in Payment

Although every effort is made to pay your benefits from the Plan accurately, mistakes can occur.
If a mistake is discovered, the Claims Administrator will make corrections that are deemed
appropriate. You will be notified if a mistake is found.

Recovery of Overpayment

If the Plan makes an overpayment, it will have the right at any time to recover that overpayment
from the person to whom or on whose behalf it was made, or to offset a future claim payment by
the amount of the overpayment.

Subrogation or Third Party Liability Provision

If you and/or your dependent(s) suffer an injury due to the fault of any third party (such as in an
automobile accident), you and/or your dependent(s) may receive benefits from this Plan.
Immediately upon paying any benefits to you and/or your dependent(s), however, the Plan shall
be subrogated to (that is, substituted for) all rights of recovery that you and/or your dependent(s)
have against any third party for medical benefits due to your injury and/or your dependent(s). In
the event that you and/or your dependent(s) receive a settlement, judgment or compensation from
that third party due to your injury, the Plan reserves the right to seek reimbursement of the
medical benefits paid on your behalf and/or your dependent’s behalf under this Plan.

In most cases, the Plan will not be reimbursed directly by the third party. Normally, your claim
and/or your dependent’s claim against the third party will be settled with the third party.
Therefore, if your and/or your dependent’s medical benefits are paid by the Plan and then you
and/or your dependent(s) receive a settlement from the third party or the third party’s insurer to
compensate you and/or your dependent(s), you must reimburse the Plan for the benefits it paid to
you and/or your dependent(s) up to the amount of such compensation. ~This Plan’s right of
subrogation and reimbursement is a first priority right of reimbursement, to be satisfied before
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payment of any other claims, including attorney’s fees and costs (or any common fund doctrine),
and regardless of any state’s make-whole doctrine.

This provision of the Plan allows you and/or your dependent(s) to receive benefits, and, at the
same time, places the expense of medical coverage -- with the person who caused your injury
and/or dependent(s) injury. As a condition of receiving benefits under this Plan, you and/or your
dependent(s) are expected to cooperate with CBA with its recovery of any amounts for which the
Plan is entitled to be reimbursed, including the completion of any forms, and to repay the Plan
any amounts you and/or your dependent(s) receive due to the injury. If you fail to repay the
Plan any amounts you and/or your dependent(s) receive due to the injury, the Plan reserves
the right to suspend payment(s) for any future medical claims until it has recovered such
amounts.

Changing or Terminating the Plan

The Plan Administrator reserves the right to make changes to this Plan or terminate this Plan at
any time, for any reason. This includes the right to change the cost of coverage. These changes
may be made with or without advance notice to Plan participants.

Benefits in Retirement

Your employer may continue to offer dental benefits for you and your eligible family members
after you retire. Please see your Benefits Administrator for more information. However, your
rights to any post-retirement benefits are subject to the policies of your employer and can change
at any time.

Other Employee Classes

The Group Benefits Program may also cover employees in other employee classes for your
employer. If this is the case, a separate Summary Plan Description has been prepared for them
that details the specific benefits for which they are eligible.
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Key Terms
This section provides definitions of key terms used throughout this document.

Accident—A non-occupational injury that is caused by a sudden and unforeseen event and is
exact as to the time and place it occurred.

Annual Dental Benefit Maximum —This is the maximum amount the Plan will pay for a
covered person in a year for combined preventive and diagnostic, basic and major dental
services.

Basic Services—DBasic Services include fillings, restorative repairs, space maintainers, oral
surgery, general anesthesia, periodontics, and endodontics.

Cosmetic Dentistry—Cosmetic dentistry refers to dental treatments and services that are solely
for the purpose of improving appearance.

CBA-Cooperative Benefit Administrators, Inc.

Deductible—This is the amount you pay ($50) in covered services before the Plan begins to pay
benefits for major dental services.

Dental Treatment Plan——A Dental Treatment Plan is a Plan that should be submitted by your
dentist if you and/or your dentist expect a particular course of treatment to cost $300 or more.

Eligible Charges—These are charges for covered services that are provided to you or a covered
dependent. The service must be:

» In the list of dental services provided under the Plan,
= Part of a treatment plan, and
» Not excluded by the section “What Is Not Covered.”

ERISA—The Employee Retirement Income Security Act of 1974, as amended.

Lifetime Orthodontic Benefit Maximum-—This is the maximum amount the plan will pay
toward benefits for orthodontia in an eligible person’s lifetime. This lifetime orthodontic benefit
maximum is currently $2,000 per eligible person’s lifetime.

Major Services—Major services include inlays, crowns, pontics (artificial teeth), removable
bridges, dentures and partial dentures.
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Necessary Services and Supplies—To be considered "necessary,” dental services or supplies
must be:

= Ordered by a dentist

= Commonly and customarily recognized as appropriate for proper dental care and treatment
= Neither educational nor experimental in nature

= Not furnished mainly for the purpose of dental or other research.

Orthodontia Services—These are services associated with the straightening of teeth.

Orthodontic Treatment Plan—An Orthodontic Treatment Plan is a plan that your dentist
should submit to CBA before orthodontic treatment is started. The plan should:

= Describe the recommended treatment;

»  Qutline the estimated charges for the treatment; and

»= Be accompanied by cephalometric x-rays, study models and other supporting evidence that
treatment is needed.

Preventive and Diagnostic Services—Preventive and Diagnostic Services include visits to a
dentist, dental examinations, x-rays, pathology and sealants.

Reasonable and Customary Charges—Any charges that you or a covered dependent incur are
subject to what are known as “reasonable and customary” charges. These charges are determined
by Cooperative Benefit Administrators (CBA) and are updated on a regular basis. Each
reasonable and customary charge represents the prevailing charge in a geographic area for a
particular dental treatment or service.

The “reasonable and customary charge” for any service or supply is the usual charge of the
provider for the service or supply in the absence of the insurance, but not more than the
prevailing charge in the area for a like service or supply.

= A “like service” is of the same nature and duration, requires the same skill, and is performed
by a provider of similar training and experience.

= A “like supply” is one that is identical or substantially equivalent.

= "Area" means the municipality (or, in the case of a large city, the subdivision of it) in which
the service or supply is actually provided or such greater area as is necessary to obtain a
representative cross-section of charges for a like service or supply.

In setting reasonable and customary charges, CBA takes into account factors such as:

= The nature and duration of the service

=  The skill required to perform that service

= The training and experience of the provider who performs the service
The supplies necessary for the treatment or service.

{00000
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Student Status—"Full-time student status" is defined by the institution your child attends and
will be verified by CBA when claims are filed. When you submit a claim for a dependent child
who attends school, you must complete the student verification section on the claim form.

"Student status" is considered to be effective for each semester the child has a signed letter-of-
acceptance of or is enrolled as a full-time student. If the letter/enrollment is in effect when the
child reaches age 19 and the child is otherwise eligible for the Plan, the student status is effective
on the 19th birthday. "Student status" is effective for each semester in which the child remains
enrolled. The standard two-semester-per-year schedule is:

» Fall semester—September 1 through January 31 of the next year
" Spring semester—February 1 through August 31 of the same year

If the school is on a quarterly schedule, the student must be enrolled for three consecutive
quarters on a full-time basis to be considered eligible for the entire year.

Please note that coverage under this Plan will cease immediately when the student graduates, is
no longer a full-time student, or otherwise fails to be eligible for coverage. (See Your Rights
section for additional details)

Subrogation—The Plan’s right to take action to recover the amount of a claim paid to a covered
insured if the loss was caused by a third party.
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BIG RIVERS ELECTRIC CORPORATION’S
RESPONSE TO THE COMMISSION’S FEBRUARY 23, 2009 FIRST DATA
REQUEST TO BIG RIVERS ELECTRIC CORPORATION
PSC CASE NO. 2009-00040
March 18, 2009

Item 36) List separately the budgeted and actual numbers of full-time and part-time
employees by employee group, by month and by year, for the test year and each of the 3

previous calendar years.

Response)  Schedules are attached showing the budgeted and actual numbers of

employees, by month and by year, for the test year and the years 2005, 2006, and 2007.

Witness) C. William Blackburn

Item 36
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BIG RIVERS ELECTRIC CORPORATION’S
RESPONSE TO THE COMMISSION’S FEBRUARY 23, 2009 FIRST DATA
REQUEST TO BIG RIVERS ELECTRIC CORPORATION
PSC CASE NO. 2009-00040
March 18, 2009

Item 37) Provide a copy of all wage, compensation, and employee benefits studies,

analyses, or surveys currently utilized by Big Rivers.

Response)  Attached hereto are copies of: (i) 2008 report of the Tri-State Business
Group on Health of Evansville, Indiana, on an employer benefit plan and health care cost
survey conducted by them in collaboration with the Evansville-Area Human Resource
Association; (ii) 2007 statistical summary of benefit plan provisions prepared by Watson
Wyatt from its proprietary COMPARISON database; (iii) report of Watson Wyatt on
market comparison results of a benchmarking study completed by them in April 2008;
and (iv) summary statistics of 2007 G&T Managers’ Association compensation survey
conducted by NRECA.

Witness) C. William Blackburn

Item 37
Page 1 of 1
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2008 Employer Benefit Plan & Health Care Cost Survey
Full Report - Introduction

Tri-State Business Group on Health (TSBGH), in collaboration with the Evansville-Area Human
Resource Association (EHRA), conducted the fourth annual survey of area businesses about their
health care benefits, employee contributions, per employee costs, and strategies to contain costs. The
results provide a benchmark to assist companies in comparing their benefits to other survey
participants, and in evaluating the competitiveness and appropriateness of the medical benefit
package they offer.

Survey findings include:

Employee Cost Sharing (Deductibles, Copayments and Coinsurance)

» Deductibles continue to increase, especially out-of-network deductibles.

e The most commonly reported individual deductible is $500 and the most commonly reported family
deductible is $1,000.

¢ Anincrease in the use of coinsurance for specialty physician office visits is noted.

e The most common copayment for primary care is $20 and the most common copayments for specialty
care physician office visits are $20 and $25.

Employee Cost Sharing (Monthly Employee Contributions)
e Employee contributions increased for all coverage tiers:
*  Employee-only coverage increased 3% to $65.31 per month
* Employee + spouse coverage decreased 8% to $205.07 per month
= Employee + child coverage decreased 3% to $166.82 per month
*  Family coverage decreased 6% to $273.12 per month

Fully-Insured Plan Premiums

¢ The average fully-insured plan premium for employee-only coverage is $350.93 per month.

¢ The average fully-insured plan premium for family coverage is $1,008.45 per month.

e The greatest increases were seen in point-of-service plans.

e 4% of survey participants reported 1-5% decreases in fully-insured premiums from the prior plan
year, 48% reported an increase of 1-10% and 35% reported an increase of 11-20%.

Composite Cost Per Active Employee
¢ Total composite cost per active employee across all plan types (for both fully-insured and self-funded
plans) decreased 0.4% to $6,920 per employee.

Prescription Drug Benefits

e There is slow growth in the use of prescription drug deductibles.

e Flat dollar copayments continue to be used most frequently over coinsurance.

e The majority of survey participants cover Specialty /Biotech drugs, but do not have a separate cost
sharing tier for them.
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Plan Management Strategies

o 20% of survey participants have implemented a High Deductible Health Plan (HDHP) with a Health
Savings Account (HSA).

e Of those survey participants that have not yet implemented a HDHP with a HSA, 8% say they will
implement one by the end of 2009 and 85% are either undecided or will never offer one.

e 29% of survey participants provide coverage for bariatric (weight loss) surgery.

o Coverage of the prescription drug Chantix is the most commonly offered smoking cessation aid
followed by coverage of nicotine replacement patches.

Dental Benefits
*  98% of participating companies offer dental benefits to their employees.
o 49% of dental benefit plans are voluntary.
o 21% of dental benefit plans have a deductible in place.
e Preventive dental services are most likely to be covered at 100% while basic and major dental services
are most likely to be covered at 50%.
¢ The most commonly reported annual maximum dental benefit is $1,000.
e 91% of survey participants that offer dental benefits also offer orthodontia coverage which is most
commonly offered to children at 50% coverage with a lifetime maximum benefit of $1,000.
e The cost of dental benefits appears to have increased more than the cost of medical benefits. The
average total monthly cost of dental benefits is:
* Employee-only coverage = $20.61
*  Employee + spouse coverage = $43.45
*  Employee + child coverage = $55.12
*  Family coverage = $70.03

Employee Wellness Programs

e 60% of survey participants report having a formal wellness program in place.

e 72% of survey participants with wellness programs have had them in place for at least three years.

e Employee subsidy for first aid classes, on-site health care advocates, on-site CPR and on-site first aid
classes are the most commonly used components of existing wellness programs.

¢  The most commonly cited challenges of existing wellness programs are increasing employee
participation and getting employees to reduce their risk factors.

S I N e A A

NOTE: The information contained in this report is shared directly with survey participants
(participants) and other individuals and companies that have purchased the information
(purchasers). This information should be freely shared within participant and purchaser companies
for the purpose of benchmarking and evaluating their own benefits packages, but it cannot be copied
and/or distributed to any person or party not directly employed by, or affiliated through ownership
with the participant or purchaser.
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Survey Participation

Forty-eight (48) area companies participated in the survey. A list of participating companies can be
found in Appendix A.

Industry Classifications of Participants
Nearly 40% of participating companies are in manufacturing. A list of definitions of industry

classifications can be found in Appendix B. (Note: NFP is not-for-profit)
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Health-Related
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Finance/insurance

r

Service Utilities

Number of Emplovees Within Participating Companies

58% of participating companies have over 100 employees.

50%

DistWarehouse Other

40%

42%

30%

27%

20%

10%

0%

10%

8%

100 or fewer

Eligibility
Number of Hours Reguired to Work to be Eligible for Benefits

101-250

251-500

501-1000

1000+

47% of survey participants require more than 30 hours of work per week to be eligible for benefits.

50%
40%
30%
20%
10%

0%

1

<28 hours

28-30 hours

31-39 hours

40 hours

E12008

2%

49%

15%

32%

12007

15%

45%

23%

17%

12006

7%

31%

31%

31%
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Plans Offered
Types of Plans Offered
A total of 77 unique health plans are offered by participating companies. Nearly 75% are PPO plans. 8%

of participating companies provided information for a HDHP/HSA plan.
(Note: POS = Point-of-Service, HDHP/HSA = High Deductible Health Plar with Health Savings Accouitt)

80%

60%

40%

20%

0% v l e ~

PPO HMO POS indemnity HDHP/HSA

12008 74% 13% 5% 0% 8%
12007 74% 18% 5% 3% NA
[12006 74% 17% 8% 1% NA

Number of Plans/Tiers Offered
Half of the survey participants offer only one plan/tier option to their employees.

60%

40% -

20%

0% 1 One Plan/Tier More Than One Plan/Tier
2008 50% 50%
12007 52% 48%
12006 58% 42%

Medical Plan Design - Deductibles
Individual In-Network Deductibles

61% of survey participants have an individual, in-network deductible of at least $300, this is unchanged
from 2007.

40%
30%
20%
10% ~

0% 1 $100-250 $300-500 $600-1,000 >$1,000
2008 12% 27% 32% 19% 10%
L2007 17% 22% 32% 23% 6%
12006 21% 24% 32% 17% 6%
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Individual Qut-of-Network Deductibles

55% of participants have an individual, out-of-network deductible of at least $600, up from 61% in 2007.

40%

30%

20%

10%

0% - -
50 $100-250 $360-500 $600-1,000 >$1,000 $1,100-2000 >§2,000

E} 2008 0% 28% 21% 38% 17% 28% 28%
32007 9% 4% 26% " 25% 36% 18% 18%
12006 2% 13% 31% 26% 28%

Most Commonly Reported Individual Deductibles

The most common in-network, individual deductible, reported for 20% of all plans, is $500. 20% of

survey participants reported an out-of-network deductible of $500 and another 20% reported an out-of-
network deductible of $1,000.

Family In-Network Deductibles
76% of survey participants reported a family, in-network deductible of at least $600, up from 68% in 2007.

40% )
20% L
0% - LA i i i
$100-500 $600-1,000 $1,100-2,000 >$2,100
2008 12% 12% 39% 24% 13%
32007 17% 156% 33% 21% 14%
12006 21% 20% 33% 20% 5%

Familv Out-of-Network Deductibles

56% of survey participants reported a family, out-of-network deductible of at least $1,100, down from
67% in 2007.

60%
40%
20%
0% L]

50 $100-500 | $600-1,000 | $1,100-2,000 | >$2,000 | $2,1004,000 | >54,000
E12008 0% 0% 17% 28% 28% 21% 26%
02007 9% 1% 22% 26% 41% 17% 24%
12006 3% 6% 34% 23% 34%
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Most Commonly Reported Family Deductibles

The most common in-network, family deductible, reported by 16% of all plans, is $1,000. The most
common out-of-network, family deductible, reported by 17% of all plans, is also $1,000.

Medical Plan Design - Out-of-Pocket Maximum

In-Network, Individual, Qut-of-Pocket Maximum

64% of survey participants reported an in-network, individual, out-of-pocket maximum of at least $1,600,
up from 52% of participants in 2007.

30%

20% 1 —

10%

0% ——Q _’ AE : :
$0-50 $600-1,000 | $1,100-1,500 | $1,600-2,000 | $2,100-2,500 | $2,600-3,000 >§3,000

£ 2008 3% 17% 16% 24% 12% 12% 16%
12007 12% 20% 18% 20% 10% 13% a%
012006 8% 22% 21% 21% 1% 6% 1%

Out-of-Network, Individual, Out-of-Pocket Maximum

57% of survey participants reported an out-of-network, individual, out-of-pocket maximum of at least
$3,100, up from 44% in 2007.

40%

30%

20%

10%

0% 'm ka2 i
$0-1,000 $1,100-2,000 | $2,100-3,000 | $3,100-4,000 | $4,100-5,000 | $5,100-6,000 >$6,000

12008 5% 0% 38% 14% 19% 0% 248%
2007 13% 15% 28% 18% 11% 6% 9%
2006 10% 17% 25% 19% 12% 6% 11%

Most Common Individual OQut-of-Pocket Maximums

The most common in-network, individual out-of-pocket maximums, reported by 18% of all plans, is
$2,000. In 2007, 11% of all plans reported in-network, individual out-of-pocket maximums of $1,500 and

$2,000.

The most common out-of-network, individual out-of-pocket maximums, reported by 18% of all plans
each, is $2,500 and $3,000.
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In-Network, Family, Out-of-Pocket Maximum

66% of survey participants reported an in-network, family, out-of-pocket maximum of at least $3,100, up

from 57% in 2007.

25% 1

20%

15% -

10%

5%

o | ; i e A : ; 1 ]

0% $0-1,000 | $1,100.2,000 | $2,100-3,000 | $3,100-4,000 | $4,100-5,000 | $5,100-6,000 | $6,100-7,000 | >$7,000
2008 4% 19% 1% 23% 1% 14% 3% 15%
2007 13% 17% 13% 17% 12% 15% 0% 13%
£12006 13% 18% 21% 17% 10% 9% 2% 10%

Out-of-Network, Family, Out-of-Pocket Maximum

66% of survey participants reported an out-of-network, family, out-of-pocket maximum of at least $6,100,
up from 57% of participants in 2007.

40%

30%

20%

10%

- @

2

$0-2,000 $2,100-4,000 $4,00-6,000 $6,100-8,000 | $8,100-10,000 {$10,100-15,000{ >$15,000
2008 5% 0% 29% 18% 14% 24% 10%
@ 2007 13% 17% 15% 22% 14% 15% 6%
£12006 11% 16% 26% 28% 10% 6% 3%

Most Common Family Out-of-Pocket Maximums

18% of all plans reported having a $4,000 in-network, family out-of-pocket maximum. In 2007, 12% of all

plans reported having a $6,000 in-network, family out-of-pocket maximum.

The most common out-of-network, family out-of-pocket maximum, reported by 14% of all plans, is

$5,000. In 2007, 12% of all plans reported having an out-of-network, family out-of-pocket maximum of

$8,000.
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Medical Plan Design - Company Paid Coinsurance

In-Network Companv Paid Coinsurance

68% of survey participants reported requiring at least a 20% cost share from employees for in-network

care, up from 62% in 2007.

80% "

60%

400/0

20% -

0% i o
o 90%/10% 80%/20% 70%130% 60%/40% 50%160%

82008 16% 16% 81% 7% 0% 0%
12007 20% 17% 87% 4% 0% 1%
E2006 16% 28% 42% 12% 1% 1%

Qut-of-Network Company Paid Coinsurance

90% of survey participants reported requiring at least a 30% cost share from employees for out-of-
network care, up from 83% in 2007.

60%

40%

20% ‘

0%  SRTN maoerr T ‘
100% 90%/10% 80%/20% 70%/30% 60%/40% 50%/50%

2008 0% 2% 8% 22% 46% 22%
2007 6% 1% 10% 22% 42% 19%
12006 5% 1% % 40% 31% 6%

Medical Plan Design - Cost Sharing (Copayments and Coinsurance)

Copayments vs. Coinsurance for Primarv Care Phvsician Office Visits

The use of coinsurance {a percentage of the total cost) for primary care office visits has remained the same

from 2007.
100%
50% -
0%
Copayment Coinsurance

£12008 80% 20%
012067 80% 20%
12006 90% 10%
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Primary Care Physician Office Visit Copayments

71% of survey participants reported having a primary care office visit copayment that is greater than $15

virtually unchanged from 72% in 2007.

60% 4—-

40% J

20% |

0% -.-—r._‘. _—‘ : __l e emerere I pr— fromy
$0-$10 $11-315 $16-520 $21-525 $26-530 $30+

E12008 2% 27% 36% 30% 3% 2%
22007 10% 18% 45% 24% 3% 0%
12006 12% 30% 35% 14% 6% 3%

Most Common Copayment for Primary Care Phvsician Office Visits

36% of all plans reported having a $20 copayment and 30% reported having a $25 copayment for primary

care physician office visits. In 2007, 45% of all plans reported having a $20 copayment for primary care
physician office visits.

Primary Care Physician Office Visit Coinsurance

The number of participants with coinsurance for primary care physician office visits most frequently
reported having a coinsurance level of 20%.

100%
75%
50%
25%
0% —1 | — :
10% Coinsurance 15% Coinsurance 20% Coinsurance 30% Coinsurance
|m2008 0% 0% 86% 14%
12007 12% 12% 64% 12%
12006 22% 0% 56% 22%

Copavments vs. Coinsurance for Specialty Care Physician Office Visits

The use of coinsurance (a percentage of the total cost) for specialty care office visits continues to increase.

100% - o
50% +
0% - - i
Copayment Coinsurance
B 2008 7% 23%
312007 87% 13%
12006 90% 10%
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Specialty Care Physician Office Visit Copayvments

62% of plans reported a copayment of at least $25, up from 60% of plans in 2007.

30%

20%

10%

0% _.mr—r_—l

$10 $20 “§25 $30+
{2008 2% 20% 20% 18% 28%
02007 6% 25% 13% 22% 25%
2006 7% 26% 16% 16% 7%

Most Common Copayment for Specialty Care Physician Office Visits

20% of all plans reported having a $20 copayment for specialty care physician office visits and another
20% reported having a $25 copayment. In 2007, 25% of all plans reported having a $20 copayment for

specialty care physician office visits.

Specialty Care Physician Office Visit Coinsurance

The most frequently reported specialty care office visit coinsurance level is 20%.

100%

75%

50% :

2 Q,

10% Coinsurance 15% Coinsurance 20% Coinsurance 30% Coinsurance

2008 0% 0% 93% 7%
12007 50% 13% 37% 0%
12006 20% 0% 50% 30%

Copavments vs. Coinsurance for Emergency Room Services

The majority of survey participants reported having a benefit design with flat dollar copayments for

emergency room services.

100% 1

75%

50“/0

25%

0% .
Copayment Coinsurance

2008 86% 14%
12007 73% 27%
12006 83% 17%
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Emergency Room Copavments

90% of survey participants reported an emergency room copayment of $100 or less. This is virtually

unchanged from 2007.

80%

60%

40%

20%

0% I i i g1
<=$40 $41-875 $76-3100 $101-5125 $126-$150 >$150

2008 2% 63% 25% 0% 7% 3%
02007 4% 55% 32% 3% 5% 1%
2006 % 66% 19% 1% 7% 0%

Most Common Copavment for Emergency Room Services

33% of all plans reported having a $50 copayment for emergency room services, 30% of all plans reported
having a $75 copayment and 25% of all plans reported having a $100 copayment. In 2007, 32% of all

plans reported having a $100 copayment for emergency room services.

Emergency Room Services Coinsurance

The number of participants with coinsurance for emergency room services most frequently reported

having a coinsurance level of 20%.

80%
60%
40% A
20% 1
0% + . e E - e SRS,
10% Coinsurance 15% Coinsurance 20% Coinsurance 30% Coinsurance
E2008 38% 0% 62% 0%
2607 29% 4% 63% 4%
12006 31% 0% 62% 7%
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Health Plan Funding

Employers have two general options for funding their employee health plans: a fully-insured plan or a
partially self-funded/self-insured plan. A health plan is fully~insured if it is purchased from an
insurance company that assumes full risk for medical expenses. A self-funded or self-insured health
plan is one where the employer assumes the financial risk of covering its employees and pays medical
expenses from its own financial resources. Partial self-funding or self-insurance simply means stop-loss
insurance (sometimes also referred to as reinsurance) has also been purchased to protect the company
when any one individual or the entire group exceeds a predetermined amount of medical expenses.

Type of Plan Funding

Of all plans reported on in the survey, the majority are partially self-funded.

100%

75%

50%

25% -

0% !
Partially Self-Funded Fully-insured

B 2008 55% 45%
2007 §7% 43%
12006 64% 36%

Type of Plan Funding By Company Size (# of Emplovees)

Survey participants with 100 or fewer employees are more likely to have a fully-insured plan and those
with 100 or more employees are more likely to partially self-fund their plan.

100% -+
80%

'

60%
40%

20%

0%

100 or Fewer

101-250

251-500

500+

B Self-Funded

30%

62%

83%

89%

[3Fully-insured

70%

38%

17%

1%

Type of Plan Funding by Type of Plan

When examining plan funding by the type of plan, the majority of HMO, POS and HDHP
w/HSA plans are fully-insured, and the majority of PPO and indemnity plans are partially self-
funded. (Note: POS = Point-of-Service, HDHP/HSA = High Deductible Health Plan with Health Savings Account)

100%
75%
50%
25%
0% PPO HMO POS HDHP w/HSA
O Fully-insured 30% 90% 100% 100%
Bl Partially Self-Funded 70% 10% 0% 0%
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Fully-Insured Plan Costs
Per Emplovee Per Month Premium for a Fully-Insured Plan, Employee-Only Coverage
The per employee per month premium for employee-only coverage in a fully-insured plan appears to

have leveled off or slightly decreased for all plan types but POS plans. POS plans increased 4% from 2006

to 2007 and 11% from 2007 to 2008. (Note: This 1s the total conbined prentium paid by both the eniployer and ihe
employee.)

$500
$378
$250 -

$125 = e
$0 - : « '
Alil Plans PPO HMO POS HSA
E12008 $350.93 $351.91 $341.63 $412.86 $315.00
12007 $357.18 $356.71 $341.40 $373.44 NA
12006 $374.72 $405.42 $338.90 $369.38 NA

Per Emplovee Per Month Premium for a Fully-Insured Plan, Family Coverage

Per employee per month premiums for family coverage in a fully-insured plan have increased for all plan
types. (Note: This is the total combined prentiun paid by both the employer and the employee.)

All Plans PPO HMO POS HSA
2008 $1,008.45 $951.64 $975.82 $1,202.77 $897.13
02007 $998.14 $932.82 $962.20 $1,099.39 NA
12006 $990.80 $953.14 $1,012.81 $1,076.02 NA

Average Change in Premium From Prior Plan Period

4% of survey participants reported experiencing a decrease in premium, 45% reported an increase of 1-
10% and 55% reported an increase of 11% or more. This is a substantial difference from 2007 when 80%
of participants reported an increase of 1-10% and the remaining 20% reported an increase of 11% or more.

100%
75%
50%
25%
0% l o i Ll ——].
1-5% Decrease 1-10% Increase 11-20% Increase 21-25% Increase Over 25% Increase
12008 4% 48% 35% 13% 0%
12007 6% 80% 1% 0% 3%
[12006 0% 50% 42% 0% 8%
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Employee Monthly Cost Contributions

Employvee Contribution ($) for Emplovee-Only Coverage

The average monthly employee contribution for employee-only coverage is $65.31, up 3% from §63.21 in
2007. 15% of all plans reported a monthly employee contribution of greater than $100.

20% 1

15%

10% o

5% +

0% 1 $1-20 $21-30 31~40 $41 -50 | $51-60 $61-70 | $71-80 | $81-90 | $91-100 | $100+
12008 8% 6% 6% 10% 6% 11% 13% 13% 1% 1% 15%
[12007 | 16% 8% 4% 9% % 8% 7% 14% 8% 6% 13%
[12006 | 14% 6% 8% 10% 7% 13% 12% 12% 5% 3% 10%

Employee Confribution (%) for Employee-Only Coverage

The average monthly employee contribution, as a percentage of the total cost for employee-only coverage

is 20.3%, up from 17.2% in 2007. The most common contribution reported, as a percentage of the total

cost for employee-only coverage is 20% (13% of all plans).

40%
30%
20%
10%
0% A ' ik
0% 1-10% 11-20% 21-30% 31-40% 40%+
£ 2008 9% 15% 31% 31% 9% 5%
012007 17% 14% 34% 29% 4% 2%
012006 15% 17% 38% 26% 4% 0%
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Emplovee Contribution ($) for Emplovee + Spouse Coverage

The average monthly contribution for employee + spouse coverage is $205.07, down from $222.22 in 2007.

30%

25%

20%

15%

10%

5% ]

0% L ed 0 : i : ~ SilES

$0 $1-50 $61-100 | $101-150 | $151-200 | $201-250 | $251-300 $300+

2008 1% 6% 8% 18% 19% 19% 10% 19%
02007 7% 7% 1% 19% 22% 7% 12% 15%
12006 2% 4% 18% 22% 20% 1% 9% 14%

Employee Contribution (%) for Emplovee + Spouse Coverage

The average monthly employee contribution, as a percentage of the total cost for employee + spouse

coverage is 30.4%, up from 27.8% in 2007. The most common contribution reported, as a percentage of
the total cost for employee + spouse coverage is 20% (14% of all plans).

40%

30%

20%

10% g

0% L i ke 5 _—
0% 1-10% 11-20% 21-30% 31-40% 41-50% 50%+

E12008 3% 6% 22% 27% 22% 9% 1%
12007 0% 8% 25% 36% 8% 12% 1%
12006 1% 13% 26% 31% 12% 8% 9%

Emplovee Contribution ($) for Emplovee + Child Coverage

The average monthly contribution for employee + child coverage is $166.82, down from $171.58 in 2007.

30%

20%

10%

0%
$0 $1-50 $51-100 $101-150 $151-200 $201-250 $250+

£ 2008 2% 5% 20% 20% 21% 12% 20%
02007 11% 9% 20% 20% 21% 7% 12%
E12006 4% 6% 22% 25% 19% 9% 15%

2008 EBP& HCCS Full Repost

www tshgh org



Emplovee Contribution (%) for Emplovee + Child Coverage

The average monthly employee contribution, as a percentage of the total cost for employee + child
coverage is 28.8%, up from 25.2% in 2007. The most common contribution reported, as a percentage of
the total cost for employee + child coverage is 20% (16% of all plans).

400/0

30%

20%

10% ]

0% A 1. i . i
11-20% 21-30% 31-40% 40%+

12008 3% 7% 26% 30% 18% 16%
32007 14% 7% 28% 33% 8% 10%
02006 3% 13% . 25% 34% 13% 12%

Employvee Contribution ($) for Family Coverage

The average monthly contribution for family coverage is $273.12 down from $290.51 in 2007.

20%
15%
10%
5% -
0% A : :
30 $1-50 $51-100 | $101-150 | $151-200 | $201-250 | $251-300 | $301-400 $400+
E1 2008 1% 8% 6% 10% 12% 14% 17% 17% 17%
02007 8% 6% 4% 14% 12% 15% 12% 17% 12%
12006 1% 3% 11% 13% 18% 16% % 16% 15%

Emplovee Contribution (%) for Familv Coverage

The average monthly employee contribution, as a percentage of the total cost for family coverage is
30.7%, up from 28.5% in 2007. The most common contribution reported, as a percentage of the total cost
for family coverage is 20% (14% of all plans).

40%
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200/0

10% ]
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0% 11-20% 21-30% 31-40% 41-50% 50%+

2008 2% 8% 20% 34% 13% 11% 12%
12007 6% 5% 29% 37% 8% 14% 1%
02006 2% 13% 24% 34% 7% 9% 11%
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Summary Charts

Average Monthly Employee Confributions ($) Toward Coverage

$300.00
$200.00 —
$100.00 M
$0.00 - — o -
Employee-Oniy Employee + Spouse Employee + Child Family
112008 $66.31 $205.07 $166.82 $273.12
12007 $63.21 $222.22 $171.58 $290.51
12006 $60.56 $173.85 $153.22 $267.04

Average Monthly Employee Contribution (4) Toward Coverage

(as a percentage of the total cost)

40%

30%

20%

]

10% - —
0% . ,
Employee-Only Employee + Spouse Empioyee + Chiid Family
2008 20.3% 30.4% 28.8% 30.7%
12007 17.2% 27.8% 25.2% 28.5%
32006 18.1% 27.5% 26.1% 29.2%
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Prescription Drug Cost Sharing
Survey Participants With a Separate Prescription Drug Deductible
22% of survey participants report having a prescription drug deductible, up from 19% in 2007.

100% -

75% -

50%

25% e

0% 4 S Ao L] ]
No Deductible Separate Deductible

2008 88% 22%
12007 81% 19%
E2006 83% 17%

What Prescription Drug Deductible Applies To

Of the survey participants that report having a prescription drug deductible, 55% reported the deductible
applied to all drug types and 45% reported the deductible applied to all drug types except
Specialty / Biotech drugs.

B Al Drug Types
(65%)

All But
Specialty/Biotech
Drugs (45%)

Amount of Prescription Drug Deductible

Of the survey participants that report having a prescription deductible, 44% reported a deductible of $26
to $50.

[1$1-25 (33%)
B $26-50 (44%)
D>$50 (23%)
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Retail (Wallc-In) Pharmacy Benefits - Generic Drugs
Types of Employee Cost Sharing for Generic Drugs
The majority of survey participants have a flat dollar copayment for generic drugs.

Examples of a combined cost sharing include:
e $20 copayment or 20% coinsurance, whichever is greater,

20% coinsurance with a minimum copayment of $10 and a maximum copayment of $50,
e 20% coinsurance with a maximum copayment of $50,
e Thelesser of 20% coinsurance or $20 copayment

100% o ——
76% -
50% +
25% -
0% el ey , —
Flat Doliar Coinsurance Combined
2008 81% 5% 14%
012007 82% 11% 4%
32006 87% 6% 7%

Copayments for Generic Drugs
The majority of survey participants reported a $6-10 copayment for retail prescriptions for generic drugs.

The most common copayment for generic drugs reported by survey participants is $10 (76% of all plans).
In 2007, 58% of survey participants reported a $10 copayment for generic drugs.

100%
75% ;
50% i
25%

Up to $5 $6-10 $11-20 >$20

[ 2008 3% 82% 15% 0%

12007 8% 63% 27% 2%

12008 10% 63% 27% 0%

Coinsurance for Generic Drugs

Among the small number of plans that have coinsurance for retail prescriptions for generic drugs, the
most commonly used coinsurance level is 10% (63% of all plans).
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ﬁetai] {(Walk-In) Pharmacy Coverage - Formulary/Preferred Brand Drugs

Types of Emplovee Cost Sharing for Formulary /Preferred Brand Drues

The majority of survey participants have a flat dollar copayment for formulary/preferred brand drugs.

100% o

75%

50%

25%

0% - - W IR

Flat Dollar Coinsurance Combined

E 2008 78% 5% 17%
02007 76% 1% 13%
12006 82% 9% 9%

Copayments for Formulary /Preferred Brand Drugs

The most comumon copayment for formulary /preferred brand drugs reported by survey participants is
$30 (34% of all plans). In 2006 the most common copayments for formulary/preferred brand drugs were

$25 (14% of all plans) and $30 (14% of all plans).

80%
60%
40%
20%
00/0
Up to $10 $11-20 $21-30
2008 0% 31% 59% 10%
12007 0% 21% 64% 15%
12006 3% 30% 58% 9%

Coinsurance for Formulary/Preferred Brand Drugs

Among the small number of plans that have coinsurance for retail prescriptions for formulary/preferred
brand drugs, the most commonly used coinsurance level is 20% (70% of all plans).

Retail (Walk-In) Pharmacy Coverage - Non-Formulary/Non-Preferred Brand Drugs

Types of Emplovee Cost Sharing for Non-Formulary/Non-Preferred Brand Drugs

The majority of survey participants have a flat dollar copayment for non-formulary/non-preferred brand

drugs.
100%
75%
500/0 9
250/0 T
Flat Dollar Coinsurance Combined
2008 79% 10% 11%
2007 67% 15% 18%
12006 74% 12% 11%
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Copayments for Non-Formulary /Non-Preferred Brand Drugs

The most common copayment for non-formulary/non-preferred brand drugs reported by survey
participants is $60 (25% of all plans).

60%

40%

20%

0% — i I — m{——[—‘

Up to $10 $11-20 $21-3

& 2008 0% 6% 6% 44%
02007 0% 7% 10% 34%
2006 6% 6% 15% 27%

Coinsurance for Non-Formulary /Non-Preferred Brand Drugs

Among the small number of plans that have coinsurance for retail prescriptions for non-formulary /non-

preferred brand drugs, the most commonly used coinsurance level is 40% (44% of all plans).

Mail Order Pharmacy Benefits (typically a 90-day supplv) - Generic Drugs

Types of Emplovee Cost Sharing for Generic Drugs

The majority of survey participants have a flat dollar copayment for generic drugs.

100% ~

750/0 b

50% -

25%

0% - — P prmmmarenes s pompeel
Fiat Doliar Coinsurance Combined

12008 86% 8% 8%
032007 82% % 11%
12006 88% 6% 6%

Copavments for Generic Drugs

The most common copayment for generic drugs reported by survey participants is $20 (63% of all plans,

up from 45% in 2007).

80%

60%

40%

20%

0% |

:

Up to $10 $11-20 $21-30 $31+
2008 7% 75% 18% 0%
12007 21% 54% 21% 4%
12006 24% 47% 24% 5%
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Coinsurance for Generic Drugs

Among the small number of plans that have coinsurance for retail prescriptions for generic drugs, the
most commonly used coinsurance level is 10% (60% of all plans).

Mail Order Pharmacy Benefits (typically 90-dav supply) - Formulary/Preferred Brand Drugs

Types of Employvee Cost Sharing for Formulary/Preferred Brand Drugs

The majority of survey participants have a flat dollar copayment for formulary / preferred brand drugs.

100% -

75%

50%

25%

0% ] W‘_!
Fiat Dollar Coinsurance Combined

2008 84% 8% 8%
a2c007 75% 9% 16%
12006 82% 11% 7%

Copavments for Formulary /Preferred Brand Drues

The most common copayment for formulary / preferred brand drugs reported by survey participants is
$60 (23% of all plans, up from 31% of all plans in 2007).

60%

40%

20%

W e o
Up to $20 $41-60

2008 4% 23% 43% 30%
12007 10% 28% 46% 16%
02006 13% 28% 46% 13%

Coinsurance for Formulary/Preferred Brand Drugs

Among the small number of plans that have coinsurance for retail prescriptions for formulary/preferred

brand drugs, the most commonly used coinsurance level is 20% (67 % of all plans).
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Mail Order Pharmacy Benefits - Non-Formulary/Non-Preferred Brand Drugs
Types of Employee Cost Sharing for Non-Formulary /Non-Preferred Brand Drugs

The majority of survey participants have a flat dollar copayment for non-formulary/non-preferred brand
drugs.

100% =-omes

75%

50%

25% ~

0% L o
Flat Dollar Coinsurance Combined

E12008 82% 9% 9%
312007 70% 9% 21%
12006 87% 21% 12%

Copayments for Non-Formulary / Non-Preferred Brand Drugs

The most common copayment for non-formulary/non-preferred brand drugs reported by survey
participants is $80 (21% of all plans).

60%
40% ,_‘
20%
0% A '
Up to $40 $41-60 $61-80 $81+
£12008 7% 10% 31% 52%
12007 17% 11% 28% 44%
12006 22% 32% 29% 17%

Coinsurance for Non-Formulary/Non-Preferred Brand Drugs
Among the small number of plans that have coinsurance for retail prescriptions for non-formulary /non-
preferred brand drugs, the most commonly used coinsurance level is 40% (42% of all plans).
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Prescription Plan Management Strategies
Which of the following prescription drugs do you cover in your plan?

Birth control pills W | I88% | ‘ [ 12%!
Contraceptive injections . 73% | 27% |
Contraceptive devices - 65% | ‘35% |
Erectile dysfunction - 20% ‘ B(I)% l J
Fertility drugs J 18% | | t 82"/? I |

0% 2(;% 40'% 60'% SOI% 1();)%

lDYes DNﬂ

Does your prescription drug plan cover Specialty / Biotech Drugs?

EYes (56%)
No (44%)

[IYes (23%)
EINo (77%)
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Composite Cost Per Active Emplovee

Composite Cost Trend

The average composite cost per active employee reported for the current plan year is $6,920, virtually

unchanged from $6,945 in 2007.

Composite cost for fully-insured plans includes all premivms paid by botl employees and the company/employer for

the entire year. Composite cost for self-funded companies includes medical claims, administrative fees, stop-loss

insurance premiuns, and prescription drug claims.

$7,000

$6,500 -
$6,000 -

$5,500
$5,000

Composite Cost Per Active Employee

2008

$6,920

12007

$6,945

12006

$6,903

Composite Cost Distribution Per Active Emplovee

60% of survey participants reported a composite cost of at least $6,000 per active employee. This is

virtually unchanged 61% in 2007.

40%

30%

20%

10% A

0% -l

$3,000-3,999 | $4,000-4,999 $,000-5,999 $6,00-G,999 $,000~7,999 $8,000-8,999 $9,000-9,999 $10,000+
2008 16% 8% 17% 16% 12% 6% 15% 12%
032007 3% 3% 33% 22% 8% 14% 6% 11%
12006 9% 21% 14% 7% 16% 12% 2% 19%
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Composite Cost Per Active Employee by Company Size (# of Emplovees)

Composite cost per active employee increased for all survey participants with more than 100 employees.

$10,000
$7,500
$5,000 - -
$2,500 —
$0 ¥ 311 R | i !
100 or fewer 101-250 251-500 501+
2008 $5,457 $7,969 $7,228 $8,111
12007 $6,370 $7,503 $6,406 $6,719
32006 $7,034 $6,979 $6,171 $6,603
Composite Cost Per Active Employee by Industry Classification
(Note: Results are not reported for industry classes where too few responses were received. ND = Not enough data to report.)
$8,000
Finf/ins Manufacturing Not-for-Profit Health-Related Services DistWare
E12008 $7,017 $6,976 $7,349 ND ND ND
2007 ND $7,080 $6,785 ND $5,605 ND
02006 $6,278 $7,034 $6,405 $6,795 $5,959 ND

Plan Management Strategies
Has your organization already implemented a High Deductible Health Plan (HDHP) with a Health

Savings Account (HS5A)?

2008 EBP& HCCS Full Report
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BYes {(20%)
B No {80%)
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If your organization has not already implemented a High Deductible Health Plan (HDHP) with a
Health Savings Account (HSA), when do you think your organization might offer one?

1By the end of 2008 (6%)
12009 (3%)

[12010 or later (6%)

El Undecided (72%)

B Never (13%)

How did your organization implement a High Deductible Health Plan (HDHP) with a Health Savings

Account?

3 Replaced all health
pian options (34%)

Replaced one or more
plan options (33%)

HAdded it as one more
plan option to other
plans offered (33%)

Does your plan provide coverage for bariatric (weight loss) surgery?

OYes (29%)
B No {72%)
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Does your plan aliow coverage for same-sex domestic pariners?

[Yes (11%)
EI No (89%)

i 1
Nicotine replacement patches 56% { 44% i

] | L
Nicotine replacement gum I 40% | l l Gﬂl% | I !
Nicotine replacement iozenges I '56% ‘ | I ‘ |64% I I |
Nicotine replacement nasal spray : 44%, l l ] : 6% l |
Zyban I 53% | | ‘ 47% |
Chantix 64% | 3670 |

| | T T [ |
Smoking cessation classes 40% I 60% I l |

Accupuncture 22% 88% |
| 1

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100

%
Yes [INo

Dental Benefits
Dental Benefit Offered
Of the survey participants, the majority offer dental benefits to their employees.

[Yes, Dental
Benefits
Offered (98%)

No Dental
Benefits
Offered (2%)
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Dental Benefits Funding
The majority of plan participants have fully-insured employee dental benefits plans.

OFuliy-insured
(64%)

Self-Funded
(36%)

Dental Benefits Funding by Company Size
Company size appears to have some influence on the type of funding used.

Fully-insured 79% 69% 50% 67%

[Up to 100
[J101-250

- [1251-500
[501-1000
ElMore than 1000

Self-Funded [21%| 31% 50% 33%

0% 20% 40% 60% 80%  100%

Dental Benefits Voluntary or Not Voluntary
There is nearly a 50/50 split among survey participants that have a voluntary and non-voluntary dental

benefit.

3 Voluntary
(49%)

E Not Voluntary
(51%)

2008 EBP& HCCS Full Report www tsbgh org
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Dental Benefits Voluntary or Not Voluntary by Company Size
Companies with more than 1,000 employees are more likely to offer a dental plan that is not voluntary
and companies with 500 or fewer employees are more likely to offer a denta] plan that is voluntary.

Voluntary AT% 549, 70%

Oup to 100
101-250

b [1251-500
[J501-1000

More than 1000

Not Voluntary | 5§3% | 46% |30%] 67%

0% 20% 40% 60% 80%  100%

Dental Benefits Deductibles
21% of survey participants reported having a deductible in place for their dental plan.

CIDeductible
(21%)

Bl No Deductible
{79%)

What Dental Benefits Deductibles Applies To
Of survey participants that reported having a deductible, no one reported having a deductible that
applies to preventive dental services.

Basic &
Major
1
N
Major 82% °
Yes
All Services 82%

0% 20% 40% 60% B80% 100%
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Amount of Dental Benefits Deductible

The majority of survey participants reported having a dental deductible of $26-50.

Preventive Dental Services

[151-$25 (9%)
B $26-$50 (91%)
1§50+ (0%)

Preventive dental services are used to detect or prevent tooth decay or other oral diseases. These types of
services are usually received during a routine dental checkup.

Preventive Dental Services Company/ Insurance Company-Paid Coinsurance

Preventive dental service benefits tend to be covered in full among survey participants.

100%
75%
50%
25%
0% oo et o [ ey BN
90%M06% 80%/20% 70%/30% 60%/40% 50%/50%
2008 3% 6% 0% 0% 6%
12007 1% 7% 0% 0% 8%
12006 0% 8% 0% 0% 3%

Basic Restorative Dental Services

Basic restorative dental service are those services used to restore or remove diseased or damaged teeth,
treat oral diseases, and repair dentures, bridges, crowns, inlays and outlays.

Basic Restorative Dental Services Company /Insurance Company-Paid Coinsurance

Basic restorative dental services are most commonly covered at 50%.

100%
75%
50%
259 ]
0;; frm—r——1 [—I 1 o 1
100% 80%/10% 80%/20% 70%I30% 60%/40% 50%/50%
2008 0% 4% 38% 2% 4% 52%
£12007 6% 2% 38% 2% 0% 52%
12006 6% 19% 42% 3% 0% 48%
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Major Restorative Dental Services

Major restorative dental services are services used to install dentures, bridges, crowns, inlays and outlays,
to replace missing teeth, or to restore severely damaged or diseased teeth.

Major Restorative Dental Services Company-Paid Coinsurance

Major restorative dental service benefits are most commonly covered at 50%.

100%
75%
50%
25%
0% R e N | o e - =
100% 90%/10% 80%/20% 70%130% 60%/40% 50%/50% <60%
2008 0% 0% 4% 0% 8% 84% 4%
12007 0% 0% 14% 0% 8% 78% 0%
12006 0% 0% 14% 0% 5% 76% 0%
Annual Maximum Dental Benefit (excluding Orthodontia Services)
The average annual maximum dental benefit for all non-orthodontia services is $1000.
80%
60%
40%
20% :
0% . e s ot B s e
<$1,000 $1,200 $2,00 No Max Benefit
E12008 4% 8% 16% 12% 0%
32007 2% 6% 19% 6% 6%
12006 4% 7% 23% 4% 8%

Orthodontia Coverage

Among survey participants that offer dental benefits, 91% also offer coverage for orthodontia services.

Type of Orthodontia Coverage

Among survey participants that offer orthodontia coverage, orthodontia coverage is most commonly
available to children.

60%

40% -

20%

0% A -
Children Only Both Children/Adults Adults Only Neither

E12008 53% 38% 0% 9%
12007 49% 34% 0% 17%
2006 49% 35% 0% 16%
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Orthodontia Services Deductible

The majority of survey participants do not have a separate deductible for orthodontia services.

100%
75%
50%
25%

0%

$1-25

$26-50

$51+

£2008

94%

2%

4%

0%

12007

72%

4%

14%

10%

12006

74%

7%

17%

2%

Orthodontia Services Company-Paid Coinsurance

Orthodontia service benefits are most commonly covered at 50%.

100%
75%

50%

25%

0%

—

100%

90%/10%

80%/20%

70%/30%

60%/40%

50%/50%

2008

5%

0%

2%

2%

2%

89%

12007

9%

0%

2%

0%

2%

87%

12006

16%

0%

2%

0%

0%

82%

Lifetime Maximum Orthodontia Dental Benefit

The average lifetime maximum benefit for orthodontia services is $1000.

80%

60%
40%
20%

0%

D~

PO e |

>$2000

No Max Benefit

32008

58%

18%

0%

0%

12007

62%

16%

8%

2%

12006

62%

16%

3%

8%
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Dental Benefit Costs

Total Monthly Cost/Premium - Emplovee-Onlv Coverage

56% of survey participants have a total monthly dental plan cost for employee-only coverage that is at
least $21. The average total monthly dental plan cost for employee-only coverage is $20.61, up from

$18.70 in 2007,

40%
30%

$31-35

$36+

7%

2%

8%

2%

6%

4%

Total Monthly Cost/Premium - Emplovee+Spouse Coverage

63% of survey participants have a total monthly dental plan cost for employee+spouse coverage that is at
least $41. The average total monthly dental plan cost for employee+spouse coverage is $43.45, up from

$37.55 in 2007.
40%
30%
20%
10% - 3 .
$21-30 $31-40 $41-50 | $51-60 | $61-70 $71+
I 2008 12% 16% 21% 19% 14% 9%
[12007 6% 9% 30% 15% 9% 4%
[12006 7% 11% 40% 13% 13% 9%

Total Monthly Cost/Premium - Emplovee+Child Coverage

70% of survey participants have a total monthly dental plan cost for employee+child coverage that is at
least $41. The average total monthly dental plan cost for employee+child coverage is $55.12, up from

$39.69 in 2007.

40%

30%

20%

10%

0% -

$21-30

$31-40

212008

14%

1M%

14%

16%

21%

12007

2%

8%

11%

6%

15%

£12006

12%

38%

16%

22%

14%
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Total Monthlv Cost/Premium - Family Coverage

65% of survey participants have a total monthly dental plan cost for family coverage that is at least $61.

The average total monthly dental plan cost for family coverage is $70.03, up from $61.80 in 2007.

40%

30%

.

20%
10% +
0% 18- .. : § ; =1
$0-40 $41-60 $61-80 $81-100 $101-120 $120+
2008 13% 22% 24% 24% 17% 0%
02007 27% 13% 25% 24% 9% 2%
02006 6% 19% 38% 29% 4% 4%

Percent of Total Monthly Cost/Premium Paid bv the Company - Emplovee-Onlv Coverage

50% of survey participants report that the company contributes 20% or less towards the total monthly

cost of employee-only coverage. 46% of survey participants report that their employees pay 100% of the

total monthly cost of employee-only coverage (company pays nothing) and 16% of survey participants
report that their employees pay nothing toward the total monthly cost of employee-only coverage

(company pays 100% of cost).

i sl
0-20% 21-40% 41-60% 61-80% 81-100%
E 2008 50% 14% 8% 10% 18%
12007 57% 6% 2% 17% 18%
[112006 52% 7% 0% 18% 23%
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Percent of Total Monthly Cost/Premium Paid by the Company - Emplovee+Spouse Coverage
49% of survey participants report that the company contributes 20% or less towards the total monthly
cost of employee-only coverage. 45% of survey participants report that their employees pay 100% of the
total monthly cost of employee-only coverage (company pays nothing) and 11% of survey participants

report that their employees pay nothing toward the total monthly cost of employee-only coverage
(company pays 100% of cost).

60% e

40%

20% —

0% 0 o 7
21-40% 41-60% 61-80% 81-100%

2008 15% 11% 9% 17%
120067 10% 3% 15% 15%
12006 10% 2% 20% 18%

Percent of Total Monthly Cost/Premium Paid by the Companyv - Emplovee+Child Coverage

49% of survey participants report that the company contributes 20% or less towards the total monthly
cost of employee-only coverage. 47% of survey participants report that their employees pay 100% of the
total monthly cost of employee-only coverage (company pays nothing) and 11% of survey participants

report that their employees pay nothing toward the total monthly cost of employee-only coverage

(company pays 100% of cost).

0-20% 21-40% 41-60% 61-80% 81-100%
2008 49% 16% 9% 9% 18%
32007 58% 8% 5% 15% 16%
12006 52% 11% 0% 21% 16%
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Percent of Total Monthly Cost/Premium Paid by the Company - Family Coverage

48% of survey participants report that the company contributes 20% or less towards the total monthly
cost of employee-only coverage. 44% of survey participants report that their employees pay 100% of the
total monthly cost of employee-only coverage (company pays nothing) and 10% of survey participants
report that their employees pay nothing toward the total monthly cost of employee-only coverage
(company pays 100% of cost).

80% T—— -
40%
20% A
0% 1
41-60% 61-80%
2008 48% 20% 6% 10% 16%
02007 54% 8% 5% 18% 18%
02006 49% 1% 0% 20% 20%

Emplovee Wellness Programs
Presence of a Formal Wellness Program
60% of all survey participants report having a formal wellness program in place, up from 48% in 2007.

BYes, Weliness
Program in
Ptace (60%)

B No Wellness
Program (40%)

Future Wellness Program Plans
Of survey participants that do not currently have a formal wellness program in place, 11% predict having
one by the end of 2009 and another 11% predict having one in 2010 or later.

[1By the end of
2008 (0%}

12009 (11%)

12010 or later
(11%)

[l Undecided
{78%)

¥ Never (0%)
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Length of Wellness Program
Of survey participants with formal wellness program in place, over 72% have had their program in place
for at least three years.

O Less than one
year (10%)

1-2 Years
{18%)

[13-5 Years
(34%)

[ More than 5
Years (38%)

Whritten Health Risk Appraisals (FHIRA)
76% of survey participants with a formal wellness program in place include a written health risk
appraisal.

EYes (76%)
No (24%)

Biometric Testing of Health Risk Factors
Of the survey participants with a formal wellness program, 86% include biometric testing of health risk
factors (a finger stick or a blood draw for cholesterol levels, height/ weight or Body Mass Index, etc.).

O Yes (86%)
No (14%)
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In-House vs. Qutside Vendor

83% of survey participants with a formal wellness program hire assistance from an outside vendor to
manage their program.

Oin-House {17%)

Qutside
Vendor (83%])

Employee Participation
Employee participation is variable among survey participants with a formal wellness program in place

with 38% of survey participants reporting participation of up to 50% of all employees and 62% of survey
participants reporting participation of over 50%.

[11-25% (17%)
E126-50% (21%)
[151-75% (28%)
[176-100% (34%)

Spouse Eligibility

59% of survey participants with formal wellness programs allow eligible spouses to participate in the
program,

OYes, spouses
can participate
(59%)

No, spouses
cannot
participate
(41%)
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Spouse Participation

Of survey participants that allow eligible spouses to participate in the program, 50% report participation
rates of 25% or less and 12% report participation rates of over 75%.

[11-25% (50%)
26-50% (25%)
C151-75% (13%)
[176-100% (12%)

Linking Premium Contributions to Health Risk Factors

The majority of survey participants are not linking employee health insurance premium contributions to

the results of health risk factor screenings.

2008 EBP& HCCS Full Report
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OYes, premium
contributions
linked (17%)

No, premium
contributions
not linked
(83%)
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Emplovee Wellness Program Offerings
The most commonly offered wellness program components are on-site flu shots and an on-site health
care advocate or company nurse.

On-site fitness center ] 24 : [ : 7"6“/.. : ]
Employee subsidy for membership in a fitness center | 3T% I l B9% | j
On-site health care advacate or company nurse ] '76“/!. ] 247 1
Onsite weight mgmt classes 1 38% ] 62% |
Employee subsidy for offsite weight mgmt classes 1 T%] | 93% ]
On-site tobacco cessation classes 1 24% ! 78%, | |
Employee subsidy for offsite tobacco cessation classes ] A7% 1 | 83% | ]
On-site CPR classes ] 45% | I 55% ]
Empioyee subsidy for CPR Classes 1 1% ] | 79% | ]
On-site first aid classes ] 1% I! 59% | |
Employee subsidy for first aid classes 1 4% 1 | Rnﬂl | ]
On-site flu shots 1 ! ! 80% ‘[ : 110% 1

0% 20% 40% 60% 80% 100%

{DYes CINo l

Company Time Devoted to Wellness
82% of survey participants with wellness programs in place spend 20 hours or less per month managing
and overseeing their wellness program.

[11-10 hrs (72%)
E111-20 hrs (10%)
[121-30 hrs (4%)
[131-40 hrs {7%)
£41-50 hrs {0%)
150+ hrs (7%)
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Annual Wellness Budget

69% of survey participants with a formal wellness program reporting having an annual wellness budget
for the program.

OYes, formal
budget in
place (69%)

EINo formal
budget (31%)

Amount of Annual Wellness Budget
Annual wellness budgets are widely variable, however, 72% are $50,000 or less.

[1$1-10,000 (28%)
$10,000-25,000 (22%)
[1$25,000-50,000 (22%)
[1$50,000-75,000 (11%)
E$75,000-100,000 (0%)

B More than $100,000 (17%)

Annual Wellness Budget Per Emplovee
While 11% of survey participants with formal wellness programs report annual wellness budgets on a per
employee basis of $20 or less, 55% report a budget of more than $100 per employee, up from 31% in 2007.

%20 orless (11%)
E1$21-40 (11%)
$41-60 (11%)
[1$61-80 (6%)
E3$81-100 (6%)

ElMore than $100 {55%)
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Employee Wellness Program Communication Methods
The most commonly used communication methods used to communicate wellness program information
to employees are company bulletin boards (97%) and paper materials handed out to employees (97%).

] | i ! | | ! | !
Email 90% 10% |
Paper materials handed out to ry

employees 9% l l 3%

Paper materials mailed to home 45% | 55% |

On-site computer kiosk | 10% 90% !
Bulletin Boards 7% L] 3%

Company Newsletter 72% ‘ 28% ‘

[ I S S —

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%

[L’JYes {ONo l

Types of Wellness Program Challenges

Survey participants report the following types of challenges they are facing to support their wellness
initiatives:

e Wellness program budget not large enough

e Getting employees to participate

e  Weight and diet management

¢ Having enough time to devote to the program
¢ How to reach all company locations

e How to plan for next steps

Greatest Wellness Program Challenge

Survey participants report the following to be their greatest challenge in their employee wellness
progran:

¢ Employee participation

»  Reducing the number of individuals who smoke

o Measuring the impact of the program

¢ Touching all employees at all locations

e Reducing the number of people who are overweight or obese
¢ Finding more time to devote to the program

Community Resources

Survey participants report that they would be interested in the following community resources if they
were available at a reasonable charge:

s Group fitness center discounts or pricing
¢ Weight management programs

¢  Tobacco cessation programs

e Health risk assessments
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About Tri-State Business Group on Health

Tri-State Business Group on Health (TSBGH) is a coalition of area businesses working together to
support and influence actions to improve the quality and cost-effectiveness of health care services in
the Tri-State. Since 1994, TSBGH has been representing employer health care purchasers throughout
Southwest Indiana, Northwest Kentucky and Southeast Illinois that offer health insurance benefits to
over 50,000 employees and dependents nationwide.

Contact Tri-State Business Group on Health to discuss how we can assist you in:

¢ Managing & designing your employee health care benefits
¢ Launching or expanding employee wellness programs
e Understanding healthcare quality and safety and how they impact employee healthcare costs

o Participating in group purchasing programs for self-funded pharmacy benefits and dental
benefits (group and voluntary)

¢ Managing your employee healthcare benefit costs
e Helping your employees become better consumers

Lisa Gish, RN, BSN, MHA
Executive Director
Phone: (812) 424-9276
Email: lgish@evansville.net
www.tsbgh.org

Our Vision
The vision of Tri-State Business Group on Health is
quality health care at a reasonable price in the Tri-State community.

TR VB RE L RE VLT RERE VR RE RERERERE

Our Mission
Tri-State Business Group on Health is a non-profit, member-driven association
created to influence health care cost-effectiveness and quality
through member education &
by leveraging the collective strength of the employer members.
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Appendix A

Participating Companies

Manufacturing
Anchor industries, Inc

Apex Tool & Mfg., Inc

Azimuth Custom Extrusions, L.LC

Berry Plastics Corporation

Escalade Sports

Evansville Courier Company

Flair Molded Plastics, Inc.

George Koch Sans, LLC

Gibbs Die Casting Corporation

Hurst Manufacturing

Jofco, Inc.

Kimball International, inc.

Millennium Steel Service, LLC

North American Green

QTR, inc.

Red Spot Paint & Varnish Company, inc.
Royal Crown Bottiing Corp.

Toyota Motor Manufacturing indiana, Inc.

Health-Related

Memorial Hospital and Health Care Center
Visiting Nurse Association of SW Indiana
Williams Bros. Health Care Pharmacy

Financel/lnsurance

Bank of Evansville

Evansville Teachers Federal Credit Union
German American Bancorp, Inc

Integra Bank

Old National Bancorp

SIHO insurance Services
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Utilities
Big Rivers Electric Corporation
Vectren Corporation

Not-for-Profit

City of Evansville

Evansville ARC, Inc.

Evansville Vanderburgh Public Library
Saint Meinrad Archabbey

University of Southern indiana

WNIN Tri-State Public Media, Inc.

Distribution/Warehouse
Koch Air, LL.C

Services

Atlas Van Lines.

Harding, Shymanski & Co., PSC
Keller, Schroeder & Associates, inc.
Lieberman Technologies

Other
Action Pest Control

ARS group - rsc The Quality Measurement Company

ECS Solutions, Inc.

F.C Tucker Emge Realtors
Shoe Carnival, Inc.

SITEX Corporation

Traylor Bros., Inc.

Wagner Seed & Fertilizer
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industry Classification Definitions

Includes facilities producing durable or non-durable tangible goods.

Includes hospitals, long-term care facilities, managed care entities and
related facilities.

Includes banking, credit union and financial brokerage organization, and
organizations providing sales, service and basic insurance programs for
public and private sector.

Includes telephone, power and other similar organizations.

Includes libraries, museums, educational institutions and government
entities

Includes companies primarily involved in the distribution, warehousing or
transportation of goods.

includes law, accounting firms, hospitality, trucking or household goods
moving companies, printing companies and any other companies that
process data and/or provide advice.

Includes organizations not otherwise classified.
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Watson Wyatt COMPARISON™
2006/2007 Benefits Database

Prevalence Tables

The 2007 Watson Wyatt Statistical Summary consists of tables which present the prevalence of various
benefit plan provisions, covering most major employee benefit areas. The prevalence of the benefit plan
provisions is provided for the entire 2006/2007 Watson Wyatt COMPARISON Database, as well as for six
industrial categories.

Prevalence tables are an effective way to compare an employer's benefit package to a group of other
employers. Although the tables examine individual benefit plan provisions, as opposed to taking a
comprehensive look at the entire benefit package, they provide a cost effective tool for empioyers to use in
reviewing and redesigning benefit programs. Prevalence tables can also be helpful in benefits audits and
provide quantitative analysis of the employer's benefits programs as compared to norms such as an
industry or geographic group.

If you wish more specific information, we can provide any or all of the prevalence tables represented in the
Statistical Summary for various subsets of the database. The subsets can be based on state or region,
industrial classification and/or number of employees. As an example of a subset, one might request
prevalence tables for medical benefits plan provisions for employers in the health care industry in California.

preadsheet of Benefits Plan Provisions

>rovided that you are a database participant, we can prepare a spreadsheet of the benefits plan provisions
for specific employers selected from the database. We can include all benefits or individual benefits, such
as only defined benefit plan provisions.

QuikValue ®

We can also provide an easy-to-use customized online tool that allows an employer to compare their
benefits plans to the plans of all employers in the database or subsets of the database. The employer has
the opportunity to select from the various industry classifications, geographic locations and employer size.
The tool provides at-a-glance comparisons of the individual benefit values and the total benefits package to
the database subsefi(s) selected.

RepRates

Retirement benefit replacement rates can be provided for selected groups of employers. These can be
provided using illustrative employees of your selection using your economic assumptions.

How to Order

It is our desire to make as much information as possible available. We hope that the Watson Wyatt
COMPARISON Database deliverables will support this goal in a cost efficient way. For pricing, to request
any of the above deliverables or if you have comments or questions, please call your local Watson Wyatt
office or e-mail us at comparison@watsonwyatt.com.

»r further information, please visit our web site: www.watsonwyatt.com/tools/comparison.
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Employer Information

The employers are divided into industrial categories based on the primary
industrial classification of the employer. Note that nonprofit and public employers
are included in the 2006/2007 Database column, but are not
included in any of the subgroups.
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Number of Employees

Manu- Nonmanu- Finanhe Health Hi-Tech Energy & | :2006/2007
| facturing facturing Care Chemicals | Database
Less than 1,000 15% 12% 18% 5% 20% 17% 14%
1,000 but Less than 5,000 41% 29% 39% 47% 35% 39% 39% =
5,000 but Less than 10,000 15% 18% 12% 24% 18% 19% 17%
10,000 but Less than 25,000 19% 18% 15% 17% 10% 17% 16%
25,000 but Less than 50,000 4% 10% 9% 4% 11% 5% 7%
50,000 or More 6% 14% 6% 3% 7% 4% 6%
No Response 0% 0% 0% 0% 0% 0% 0%
Number of Plans 186 160 139 224 123 113 1,034
10th Percentile 643 828 427 1,300 478 416 665
25th Percentile 1,925 1,850 1,343 2,518 1,515 1,408 1,850 -
Median 4,235 6,837 4,100 4,692 3,821 4,164 4,500
75th Percentile 11,157 22,000 12,572 9,130 10,460 10,437 12500 |
90th Percentile 25,000 70,000 35,079 16,587 39,108 21,700 32,699 “
Regions i
s “Manu--. | Nonmanu- Finance “Health Hi-Tech -Energy-& 2006/2007 :

. : facturing facturing | - - o © Care A | Chemicals | Database -
Northeast 17% 19% 34% 15% 28% 24% 21% ‘
Southeast 19% 22% 12% 30% 10% 14% 20% I
West South Central 6% 14% 1% 8% 5% 19% 8% :
Midwest 46% 21% 35% 27% 32% 21% 31% E
Mountain 2% 3% 2% 5% 3% 7% 4% !
Pacific 10% 22% 16% 15% 23% 14% 16% -
No Response 0% 0% 0% 0% 0% 0% 0% !
Number of Plans 186 160 139 224 123 113 1,034
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Work/Life Benefits
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Family and Time Off Benefits

‘Manu- | ‘Nonmanu- | Finance Health Hi-Tech Energy & 20062007
facturing “facturing Care - Chemicals || ‘Database
Adoption Assistance 45% 44% 52% 42% 54% 47% 45%
Compressed Workweek 20% 24% 45% 46% 34% 35% 35%
Child Care Assistance 25% 31% 46% 56% 41% 30% 39%
Elder Care Assistance 19% 26% 35% 29% 36% 29% 28%
Flexible Work Schedules 55% 66% 75% 75% 76% 1% 71%
Job Sharing 24% 32% 40% 43% 31% 24% 33%
Long Term Care Insurance 34% 36% 45% 52% 53% 50% 45%
Phased Retirement 4% 4% 4% 11% 12% 7% 9%
Sabbaticals 11% 8% 16% 27% 12% 10% 17%
Telecommuting 31% 45% 60% 48% B67% 40% 47%