NPOPS PLAN SUMMARY OF BENEFITS AND COVERAGE DOCUMENT AUTHORIZATION

This authorization and agreement is made and entered into by Northern Kentucky University (the “Client”) and
Humana Health Plan, Inc. (“Humana®), effective J anuary 01, 2020.

This authorization and agreement concerns the establishment and development of a contractual relationship
between Humana and the Client for providing the Summary of Benefits and Coverage (“SBC”) document which
includes the accompanying non-discrimination notice and taglines document (“Notice™), with respect to Northern
Kentucky University Health Plan (the "Plan").

The Client and Humana agree as follows:

(a) Humana has created, on behalf of the Client, the SBC document based on benefits and provisions
described in the New Case Document.

(b) By signing this authorization, the Client agrees that the benefits and provisions outlined in this SBC
document, draft numbered 2 and the Notice are accurate and approved by the Client.

(©) Humana will create a final SBC for the Client, with the Notice attached to the SBC. The Client is
responsible for the distribution of the SBC document with attached Notice to its plan participants.

The Client and Humana have caused this agreement to be executed by their respective officers or representatives
as duly authorized.

NORTHERN KENTUCKY UNIVERSITY

o i Z At

Date: /// (p// 20z

Accepted:
HUMANA HEALTH PLAN, INC.

By:
Tami Quiram
Segment Vice President and President, Large and Small Group




HDHP D1500 PLAN SUMMARY OF BENEFITS AND COVERAGE DOCUMENT AUTHORIZATION

This authorization and agreement is made and entered into by Northern Kentucky University (the “Client”) and
Humana Health Plan, Inc. (“Humana™), effective J anuvary 01, 2020.

This authorization and agreement concerns the establishment and development of a contractual relationship
between Humana and the Client for providing the Summary of Benefits and Coverage (“SBC”) document which
includes the accompanying non-discrimination notice and taglines document (“Notice”), with respect to Northern
Kentucky University Health Plan (the "Plan").

The Client and Humana agree as follows:

(@ Humana has created, on behalf of the Client, the SBC document based on benefits and provisions
described in the New Case Document.

)] By signing this authorization, the Client agrees that the benefits and provisions outlined in this SBC
document, draft numbered 2 and the Notice are accurate and approved by the Client.

(c) Humana will create a final SBC for the Client, with the Notice attached to the SBC. The Client is
responsible for the distribution of the SBC document with attached Notice to its plan participants.

The Client and Humana have caused this agreement to be executed by their respective officers or representatives
as duly authorized.

NORTHERN KENTUCKY UNIVERSITY

By: ,@74’%

LA

Date: i/é// 2020

Accepted:
HUMANA HEALTH PLAN, INC.

By:
Tami Quiram
Segment Vice President and President, Large and Small Group




HDHP D2500 PLAN SUMMARY OF BENEFITS AND COVERAGE DOCUMENT AUTHORIZATION

This authorization and agreement is made and entered into by Northern Kentucky University (the “Client”) and
Humana Health Plan, Inc. (“Humana”), effective January 01, 2020.

This authorization and agreement concerns the establishment and development of a contractual relationship
between Humana and the Client for providing the Summary of Benefits and Coverage (“SBC”) document which
includes the accompanying non-discrimination notice and taglines document (“Notice™), with respect to Northern
Kentucky University Health Plan (the "Plan").

The Client and Humana agree as follows:

(a) Humana has created, on behalf of the Client, the SBC document based on benefits and provisions
described in the New Case Document.

(b) By signing this authorization, the Client agrees that the benefits and provisions outlined in this SBC
document, draft numbered 2 and the Notice are accurate and approved by the Client.

(c) Humana will create a final SBC for the Client, with the Notice attached to the SBC. The Client is
responsible for the distribution of the SBC document with attached Notice to its plan participants.

The Client and Humana have caused this agreement to be executed by their respective officers or representatives
as duly authorized.

NORTHERN KENTUCKY UNIVERSITY

By:, .

Date: /// (p// 2020

Accepted:
HUMANA HEALTH PLAN, INC.

By:
Tami Quiram
Segment Vice President and President, Large and Small Group




HMO PLAN SUMMARY OF BENEFITS AND COVERAGE DOCUMENT AUTHORIZATION

This authorization and agreement is made and entered into by Northern Kentucky University (the “Client”) and
Humana Health Plan, Inc. (“Humana”), effective J anuary 01, 2020.

This authorization and agreement concerns the establishment and development of a contractual relationship
between Humana and the Client for providing the Summary of Benefits and Coverage (“SBC”) document which
includes the accompanying non-discrimination notice and taglines document (“Notice”), with respect to Northern
Kentucky University Health Plan (the "Plan").

The Client and Humana agree as follows:

(a) Humana has created, on behalf of the Client, the SBC document based on benefits and provisions
described in the New Case Document.

(b) By signing this authorization, the Client agrees that the benefits and provisions outlined in this SBC
document, draft numbered 2 and the Notice are accurate and approved by the Client.

{©) Humana will create a final SBC for the Client, with the Notice attached to the SBC. The Client is
responsible for the distribution of the SBC document with attached Notice to its plan participants.

The Client and Humana have caused this agreement to be executed by their respective officers or representatives
as duly authorized.

NORTHERN KENTUCKY UNIVERSITY

Date: "//a / 2020

Accepted:
HUMANA HEALTH PLAN, INC.

By:
Tami Quiram
Segment Vice President and President, Large and Small Group




NPOPS PLAN SUMMARY OF BENEFITS AND COVERAGE DOCUMENT AUTHORIZATION

This authorization and agreement is made and entered into by Northern Kentucky University (the “Client”) and
Humana Health Plan, Inc. (“Humana®), effective J anuary 01, 2020.

This authorization and agreement concerns the establishment and development of a contractual relationship
between Humana and the Client for providing the Summary of Benefits and Coverage (“SBC”) document which
includes the accompanying non-discrimination notice and taglines document (“Notice™), with respect to Northern
Kentucky University Health Plan (the "Plan").

The Client and Humana agree as follows:

(a) Humana has created, on behalf of the Client, the SBC document based on benefits and provisions
described in the New Case Document.

(b) By signing this authorization, the Client agrees that the benefits and provisions outlined in this SBC
document, draft numbered 2 and the Notice are accurate and approved by the Client.

(©) Humana will create a final SBC for the Client, with the Notice attached to the SBC. The Client is
responsible for the distribution of the SBC document with attached Notice to its plan participants.

The Client and Humana have caused this agreement to be executed by their respective officers or representatives
as duly authorized.

NORTHERN KENTUCKY UNIVERSITY
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Accepted
HUMANA HEALTH PLAN, INC.
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By: _ S

Segment Vice President and President, Large and Small Group
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HDHP D1500 PLAN SUMMARY OF BENEFITS AND COVERAGE DOCUMENT AUTHORIZATION

This authorization and agreement is made and entered into by Northern Kentucky University (the “Client”) and
Humana Health Plan, Inc. (“Humana™), effective J anuvary 01, 2020.

This authorization and agreement concerns the establishment and development of a contractual relationship
between Humana and the Client for providing the Summary of Benefits and Coverage (“SBC”) document which
includes the accompanying non-discrimination notice and taglines document (“Notice”), with respect to Northern
Kentucky University Health Plan (the "Plan").

The Client and Humana agree as follows:

(@ Humana has created, on behalf of the Client, the SBC document based on benefits and provisions
described in the New Case Document.

)] By signing this authorization, the Client agrees that the benefits and provisions outlined in this SBC
document, draft numbered 2 and the Notice are accurate and approved by the Client.

(c) Humana will create a final SBC for the Client, with the Notice attached to the SBC. The Client is
responsible for the distribution of the SBC document with attached Notice to its plan participants.

The Client and Humana have caused this agreement to be executed by their respective officers or representatives
as duly authorized.

NORTHERN KENTUCKY UNIVERSITY

By: ,@74’%

LA

Date: i/é// 2020

Accepted:
HUMANA HEALTH PLAN, INC.

By: e 7
Tami Q’ulram
Segment Vice President and President, Large and Small Group
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HDHP D2500 PLAN SUMMARY OF BENEFITS AND COVERAGE DOCUMENT AUTHORIZATION

This authorization and agreement is made and entered into by Northern Kentucky University (the “Client”) and
Humana Health Plan, Inc. (“Humana”), effective January 01, 2020.

This authorization and agreement concerns the establishment and development of a contractual relationship
between Humana and the Client for providing the Summary of Benefits and Coverage (“SBC”) document which
includes the accompanying non-discrimination notice and taglines document (“Notice™), with respect to Northern
Kentucky University Health Plan (the "Plan").

The Client and Humana agree as follows:

(a) Humana has created, on behalf of the Client, the SBC document based on benefits and provisions
described in the New Case Document.

(b) By signing this authorization, the Client agrees that the benefits and provisions outlined in this SBC
document, draft numbered 2 and the Notice are accurate and approved by the Client.

(c) Humana will create a final SBC for the Client, with the Notice attached to the SBC. The Client is
responsible for the distribution of the SBC document with attached Notice to its plan participants.

The Client and Humana have caused this agreement to be executed by their respective officers or representatives
as duly authorized.

NORTHERN KENTUCKY UNIVERSITY

By:, .

Date: /// (p// 2020

Accepted:
HUMANA HEALTH PLAN, INC.
/ o

By: s . -f’:-{:-L\’.‘;‘_{’f
Tamu urram
Segment Vice President and President, Large and Small Group
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HMO PLAN SUMMARY OF BENEFITS AND COVERAGE DOCUMENT AUTHORIZATION

This authorization and agreement is made and entered into by Northern Kentucky University (the “Client”) and
Humana Health Plan, Inc. (“Humana”), effective J anuary 01, 2020.

This authorization and agreement concerns the establishment and development of a contractual relationship
between Humana and the Client for providing the Summary of Benefits and Coverage (“SBC”) document which
includes the accompanying non-discrimination notice and taglines document (“Notice”), with respect to Northern
Kentucky University Health Plan (the "Plan").

The Client and Humana agree as follows:

(a) Humana has created, on behalf of the Client, the SBC document based on benefits and provisions
described in the New Case Document.

(b) By signing this authorization, the Client agrees that the benefits and provisions outlined in this SBC
document, draft numbered 2 and the Notice are accurate and approved by the Client.

{©) Humana will create a final SBC for the Client, with the Notice attached to the SBC. The Client is
responsible for the distribution of the SBC document with attached Notice to its plan participants.

The Client and Humana have caused this agreement to be executed by their respective officers or representatives
as duly authorized.

NORTHERN KENTUCKY UNIVERSITY

Date: "//a / 2020

HUMANA HFEALTH PLAN, INC.

o~

Segment Vice President and President, Large and Small Group
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2020-12/31/2020
Northern Kentucky University: HDHP NPOS $1500 Plan Coverage for: Individual +Family | Plan Type: HDHP

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

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, email benefits@nku.edu or by calling
859-572-5200. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 859-572-5200 to request a copy.

Important Questions __ Answers | Why This Matters:

Network Providers: $1,500 Individual / $3,000 Family for

Generally, you must pay all of the costs from providers up to the deductible amount

What is the overall Non-Network Providers: $3,000 Individual / $6,000 Family before this plan beains to bav. If vou have other familv members on the bolicy. the
deductible? Coinsurance and copayments don't count toward the T }I)_ gr | pay. 1Ty fore the ol yme poticy,
- deductible. overall family deductible must be met before the plan begins to pay.

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

Are there services
covered before you

Yes. Preventive care is covered before you meet your

meet your deductible? deductible deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits.

Are there other

deductibles for specific | No You don't have to meet deductibles for specific services.

services?

What is the out-of- Network Providers: $3,000 Individual / $6,000 Family; for | The out-of-pocket limit is the most you could pay in a year for covered services. If

pocket limit for this Non-Network Providers: $6,000 Individual / $12,000 you have other family members on this Plan, the overall family out-of-pocket limit

plan? Family. must be met.

What is not included in | Premiums, Balance-billing charges, Health care this plan | Even though you pay these expenses, they don’t count toward the out—of-pocket
the out-of-pocket limit? = doesn’t cover, Penalties, Non-network Transplant. limit.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and you

Will you pay less if you

use a network Yes. See www. www.humana.com/directories or call 1- might receive a bill from a provider for the difference between the provider’s charge
rovider? 866-4ASSIST (427-7478) for a list of network providers and what your plan pays (balance billing). Be aware, your network provider might
provider: use an out-of-network provider for some services (such as lab work). Check with

your provider before you get services.

Do you need a referral

to see a specialist? No. You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Common
Medical Event Services You May Need

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

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available
at www.Humana.com

If you have outpatient
surgery

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

Generic and brand-name
drugs

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

Network Provider
(You will pay the least)
10% after deductible

10% after deductible

No charge

10% after deductible
10% after deductible
Carve-out

10% after deductible
10% after deductible

(You will pay the most)
30% after deductible

30% after deductible

30% after deductible

30% after deductible

30% after deductible

Carve-out

30% after deductible
30% after deductible

Includes telehealth or telemedicine services.

Includes telehealth or telemedicine services

- You may have to pay for services that aren’t
preventive. Ask your provider if the services you
need are preventive. Then check what your plan
will pay for

- For Breast Feeding Counseling Non-PAR is No
charge

- Male Contraceptives Not covered for PAR and
Non-PAR.

Cost share may vary based on where service is
performed.

- Cost share may vary based on where service is
performed.

- Preauthorization may be required - if not
obtained, penalty will be 50%

None

Preauthorization may be required - if not

obtained, penalty will be 50%
None
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Common : What You Will Pa : Limitations, Exceptions, & Other Important
. Services You May Need Network Provider Out-of-Network Provider -
Medical Event : . Information
You will pay the least You will pay the most

Emergency room care 10% after deductible 10% after PAR deductible | None
If you need
immediate medical i
e Emergency medical 10% after deductible 10% after PAR deductible | None
transportation
Urgent care 10% after deductible 30% after deductible None
If you have a hospital foaocrl::;y I3 (2 espled 10% after deductible 30% after deductible Eg?:il;r;rg::;?yrcﬁﬁ( tt)): g(e)g(l)ured /e
stay Physician/surgeon fees 10% after deductible 30% after deductible None
If you need mental Outpatient services 10% after deductible 30% after deductible None
health, behavioral
health, or substance | Inpatient services 10% after deductible 30% after deductible None
abuse services
Office visits 10% after deductible 30% after deductible St A
If you are pregnant | CTildbirth/delivery 10% after deductible 30% after deductible Depending on the type of services, a
professional services coinsurance or deductible may apply.
Ch||db|ﬂh/dellvery facility 10% after deductible 30% after deductible Mate(nlty care may |n.clude tests gnd services
services —_ —_ described elsewhere in the SBC (i.e. ultrasound).
- 100 visits per year
Home health care 10% after deductible 30% after deductible - Preauthorization may be required - if not
obtained, penalty will be 50%
- 45 visits per year
If you need help Rehabilitation services 10% after deductible 30% after deductible - Preauthorization may be required - if not
recovering or have obtained, penalty will be 50%
other special health - 45 visits per year
needs Habilitation services 10% after deductible 30% after deductible - Preauthorization may be required - if not
obtained, penalty will be 50%
- 60 days per year
Skilled nursing care 10% after deductible 30% after deductible - Preauthorization may be required - if not

obtained, penalty will be 50%
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- Common SRV N P ‘_’;’hat You W(i)" Paf N Provid Limitations, Exceptions, & Other Important
Medical Event y o ot sl Amider Information

- Excludes vehicle modifications, home
modifications, exercise, and bathroom
Durable medical equipment 10% after deductible 30% after deductible equipment.

- Preauthorization may be required - if not
obtained, penalty will be 50%

Hospice services 10% after deductible 30% after deductible None
. Children’s eye exam Not covered Not covered None

If your child needs Children's dl Not q Not q N
dental or eye care ildren’s glasses ot covere ot covere one
Children’s dental check-up Not covered Not covered None

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

e Bariatric Surgery o Dental Care e Private Duty Nursing
o Cosmetic Surgery, if to correct a functional o Infertility Counseling and Treatment ¢ Routine eye care (Adult), unless for an eye exam
impairment e Long Term Care e Routine Foot Care
o Non-emergency care when traveling outside the e  Weight Loss Programs

u.s.

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

e Acupuncture, unless it is prescribed by a e Chiropractic Care — spinal manipulations are e Hearing Aids
physician for rehabilitation purposes covered (45 visits per year)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

agencies is:

e For group health coverage subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform

e For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

e If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan at calling 859-572-5200

e Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-4ASSIST (427-7478).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-4ASSIST (427-7478).

Chinese (A XX): sNRFERXHEER, HIKFT XA S5181-866-4ASSIST (427-7478).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-4ASSIST (427-7478).

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

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

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby Managing Joe’s type 2 Diabetes Mia’s Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow
hospital delivery) controlled condition) up care)

B The plan’s overall deductible $1,500 B The plan’s overall deductible $1,500 B The plan’s overall deductible $1,500
W Specialist coinsurance 10% W Specialist coinsurance 10% W Specialist coinsurance 10%
M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10%
M Other 10% M Other 10% M Other 10%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ulfrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $1,500 Deductibles $1,100 Deductibles $1,500

Copayments $0 Copayments $0 Copayments $0

Coinsurance $1,200 Coinsurance $100 Coinsurance $200

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $30 Limits or exclusions $6,000 Limits or exclusions $0
The total Peg would pay is $2,730 The total Joe would pay is $7,200 The total Mia would pay is $1,700

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6



Important!

At Humana, it is important you are treated fairly.
Humana Inc. and its subsidiaries do not discriminate or exclude
people because of their race, color, national origin, age, disability,
sex, sexual orientation, gender identity, or religion. Discrimination
is against the law. Humana and its subsidiaries comply with
applicable Federal Civil Rights laws. If you believe that you have
been discriminated against by Humana or its subsidiaries, there
are ways to get help.

+ You may file a complaint, also known as a grievance:

Discrimination Grievances, P.O. Box 14618,

Lexington, KY 40512-4618

If you need help filing a grievance, call 1-877-320-1235
or if you use a TTY, call 711.

« You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at U.S. Department of Health and Human
Services, 200 Independence Avenue, SW, Room 509F, HHH
Building, Washington, DC 20201, 1-800-368-1019,
800-537-7697 (TDD).

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

Auxiliary aids and services, free of charge, are
available to you. 1-877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified
sign language interpreters, video remote interpretation, and written
information in other formats to people with disabilities when

such auxiliary aids and services are necessary to ensure an equal
opportunity to participate.

GCHJV5REN 1018

Language assistance services, free of charge,
are available to you. 1-877-320-1235 (TTY: 711)

Espaiiol (Spanish): Llame al nUmero arriba indicado para recibir
servicios gratuitos de asistencia linguistica.

FREPX (Chinese): BT LENEBERBAIAI RS REL S EBIRTS

Tiéng Viét (Vietnamese): Xin goi s6 dién thoai trén day dé nhan dugc
cac dich vu ho trg ngdn ngit mién phi.

¢=0| (Korean): £& 210] X[3 MH|AES 2HO2{H 2|2| Ho = ToSHHAIR .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang
makatanggap ng mga serbisyo ng tulong sa wika nang walang bayad.
Pycckuii (Russian): [Mo3BoHWTe N0 HOMepY, yKa3aHHOMY BblLLe,
4YTO6bI NONYUNTL BecnaaTHbIe YCyr NepeBoja.

Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou
resevwa sevis ed pou lang ki gratis.

Francais (French): Appelez le numéro ci-dessus pour recevoir
gratuitement des services d'aide linguistique.

Polski (Polish): Aby skorzystac¢ z bezptatnej pomocy jezykowej, prosze
zadzwoni¢ pod wyzej podany numer.

Portugués (Portuguese): Ligue para o numero acima indicado para
receber servicos linguisticos, gratis.

Italiano (Italian): Chiamare il numero sopra per ricevere servizi di
assistenza linguistica gratuiti.

Deutsch (German): Wahlen Sie die oben angegebene Nummer,

um kostenlose sprachliche Hilfsdienstleistungen zu erhalten.

B#:E (Japanese): EROSEZB Y —EXZCBEEZOREIE. LRBOBESETH
BEECETL,

318 (Farsi)
A kel 398 oyle b B0y Syga Sl OMlugud wdlys gl
Diné Bizaad (Navajo): Wodahi béésh bee hani’i bee wolta‘igii
bich’{’ hédiilnih éi bee t'aa jiik'eh saad bee aka’anida’awo’déé
nika’adoowot.
4 y=ll (Arabic)
claly saclual) &ilows Sloas e Joasl) oMef ol @8yl Jladl el yll




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

Northern Kentucky University: HDHP NPOS $2.500 Plan

Coverage Period: 01/01/2020-12/31/2020
Coverage for: Individual +Family | Plan Type: HDHP

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

a5

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

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, email benefits@nku.edu or by calling
859-572-5200. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 859-572-5200 to request a copy.

Important Questions __ Answers | Why This Matters:

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

Are there other
deductibles for specific
services?

What is the out-of-

pocket limit for this
plan?

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

Will you pay less if you
use a network
provider?

Do you need a referral
to see a specialist?

Network Providers: $2,500 Individual / $5,000 Family for
Non-Network Providers: $6,000 Individual / $12,000
Family Coinsurance and copayments don't count toward
the deductible.

Yes. Preventive care is covered before you meet your
deductible

No

Network Providers: $3,425 Individual / $6,850 Family; for
Non-Network Providers: $10,000 Individual / $20,000
Family.

Premiums, Balance-billing charges, Health care this plan
doesn’t cover, Penalties, Non-network Transplant.

Yes. See www. www.humana.com/directories or call 1-
866-4ASSIST (427-7478) for a list of network providers

No.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the policy, the
overall family deductible must be met before the plan begins to pay.

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

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members on this Plan, the overall family out-of-pocket limit
must be met.

Even though you pay these expenses, they don’t count toward the out—of-pocket

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and you
might receive a bill from a provider for the difference between the provider’s charge
and what your plan pays (balance billing). Be aware, your network provider might
use an out-of-network provider for some services (such as lab work). Check with
your provider before you get services.

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Common
Medical Event Services You May Need

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

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available
at www.Humana.com

If you have outpatient
surgery

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

Generic and brand-name
drugs

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

Network Provider
(You will pay the least)
10% after deductible

10% after deductible

No charge

10% after deductible
10% after deductible
Carve-out

10% after deductible
10% after deductible

(You will pay the most)
30% after deductible

30% after deductible

30% after deductible

30% after deductible

30% after deductible

Carve-out

30% after deductible
30% after deductible

Includes telehealth or telemedicine services.

Includes telehealth or telemedicine services

- You may have to pay for services that aren’t
preventive. Ask your provider if the services you
need are preventive. Then check what your plan
will pay for

- For Breast Feeding Counseling Non-PAR is No
charge

- Male Contraceptives Not covered for PAR and
Non-PAR.

Cost share may vary based on where service is
performed.

- Cost share may vary based on where service is
performed.

- Preauthorization may be required - if not
obtained, penalty will be 50%

None

Preauthorization may be required - if not

obtained, penalty will be 50%
None
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Common : What You Will Pa : Limitations, Exceptions, & Other Important
. Services You May Need Network Provider Out-of-Network Provider -
Medical Event : . Information
You will pay the least You will pay the most

Emergency room care 10% after deductible 10% after PAR deductible | None
If you need
immediate medical i
e Emergency medical 10% after deductible 10% after PAR deductible | None
transportation
Urgent care 10% after deductible 30% after deductible None
If you have a hospital foaocrl::;y I3 (2 espled 10% after deductible 30% after deductible Eg?:il;r;rg::;?yrcﬁﬁ( tt)): g(e)g(l)ured /e
stay Physician/surgeon fees 10% after deductible 30% after deductible None
If you need mental Outpatient services 10% after deductible 30% after deductible None
health, behavioral
health, or substance | Inpatient services 10% after deductible 30% after deductible None
abuse services
Office visits 10% after deductible 30% after deductible St A
If you are pregnant | CTildbirth/delivery 10% after deductible 30% after deductible Depending on the type of services, a
professional services coinsurance or deductible may apply.
Ch||db|ﬂh/dellvery facility 10% after deductible 30% after deductible Mate(nlty care may |n.clude tests gnd services
services —_ —_ described elsewhere in the SBC (i.e. ultrasound).
- 100 visits per year
Home health care 10% after deductible 30% after deductible - Preauthorization may be required - if not
obtained, penalty will be 50%
- 45 visits per year
If you need help Rehabilitation services 10% after deductible 30% after deductible - Preauthorization may be required - if not
recovering or have obtained, penalty will be 50%
other special health - 45 visits per year
needs Habilitation services 10% after deductible 30% after deductible - Preauthorization may be required - if not
obtained, penalty will be 50%
- 60 days per year
Skilled nursing care 10% after deductible 30% after deductible - Preauthorization may be required - if not

obtained, penalty will be 50%
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- Common SRV N P ‘_’;’hat You W(i)" Paf N Provid Limitations, Exceptions, & Other Important
Medical Event y o ot sl Amider Information

- Excludes vehicle modifications, home
modifications, exercise, and bathroom
Durable medical equipment 10% after deductible 30% after deductible equipment.

- Preauthorization may be required - if not
obtained, penalty will be 50%

Hospice services 10% after deductible 30% after deductible None
. Children’s eye exam Not covered Not covered None

If your child needs Children's dl Not q Not q N
dental or eye care ildren’s glasses ot covere ot covere one
Children’s dental check-up Not covered Not covered None

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

e Bariatric Surgery o Dental Care e Private Duty Nursing
o Cosmetic Surgery, if to correct a functional o Infertility Counseling and Treatment ¢ Routine eye care (Adult), unless for an eye exam
impairment e Long Term Care e Routine Foot Care
o Non-emergency care when traveling outside the e  Weight Loss Programs

u.s.

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

e Acupuncture, unless it is prescribed by a e Chiropractic Care — spinal manipulations are e Hearing Aids
physician for rehabilitation purposes covered (45 visits per year)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

agencies is:

e For group health coverage subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform

e For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

e If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan at calling 859-572-5200

e Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-4ASSIST (427-7478).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-4ASSIST (427-7478).

Chinese (A XX): sNRFERXHEER, HIKFT XA S5181-866-4ASSIST (427-7478).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-4ASSIST (427-7478).

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

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

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby Managing Joe’s type 2 Diabetes Mia’s Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow
hospital delivery) controlled condition) up care)

B The plan’s overall deductible $2,500 B The plan’s overall deductible $2,500 B The plan’s overall deductible $2,500
W Specialist coinsurance 10% W Specialist coinsurance 10% W Specialist coinsurance 10%
M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10%
M Other 10% M Other 10% M Other 10%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ulfrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $2,500 Deductibles $1,100 Deductibles $1,700

Copayments $0 Copayments $0 Copayments $0

Coinsurance $1,200 Coinsurance $100 Coinsurance $200

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $30 Limits or exclusions $6,000 Limits or exclusions $0
The total Peg would pay is $3,730 The total Joe would pay is $7,200 The total Mia would pay is $1,900

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6



Important!

At Humana, it is important you are treated fairly.
Humana Inc. and its subsidiaries do not discriminate or exclude
people because of their race, color, national origin, age, disability,
sex, sexual orientation, gender identity, or religion. Discrimination
is against the law. Humana and its subsidiaries comply with
applicable Federal Civil Rights laws. If you believe that you have
been discriminated against by Humana or its subsidiaries, there
are ways to get help.

+ You may file a complaint, also known as a grievance:

Discrimination Grievances, P.O. Box 14618,

Lexington, KY 40512-4618

If you need help filing a grievance, call 1-877-320-1235
or if you use a TTY, call 711.

« You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at U.S. Department of Health and Human
Services, 200 Independence Avenue, SW, Room 509F, HHH
Building, Washington, DC 20201, 1-800-368-1019,
800-537-7697 (TDD).

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

Auxiliary aids and services, free of charge, are
available to you. 1-877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified
sign language interpreters, video remote interpretation, and written
information in other formats to people with disabilities when

such auxiliary aids and services are necessary to ensure an equal
opportunity to participate.
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Language assistance services, free of charge,
are available to you. 1-877-320-1235 (TTY: 711)

Espaiiol (Spanish): Llame al nUmero arriba indicado para recibir
servicios gratuitos de asistencia linguistica.

FREPX (Chinese): BT LENEBERBAIAI RS REL S EBIRTS

Tiéng Viét (Vietnamese): Xin goi s6 dién thoai trén day dé nhan dugc
cac dich vu ho trg ngdn ngit mién phi.

¢=0| (Korean): £& 210] X[3 MH|AES 2HO2{H 2|2| Ho = ToSHHAIR .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang
makatanggap ng mga serbisyo ng tulong sa wika nang walang bayad.
Pycckuii (Russian): [Mo3BoHWTe N0 HOMepY, yKa3aHHOMY BblLLe,
4YTO6bI NONYUNTL BecnaaTHbIe YCyr NepeBoja.

Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou
resevwa sevis ed pou lang ki gratis.

Francais (French): Appelez le numéro ci-dessus pour recevoir
gratuitement des services d'aide linguistique.

Polski (Polish): Aby skorzystac¢ z bezptatnej pomocy jezykowej, prosze
zadzwoni¢ pod wyzej podany numer.

Portugués (Portuguese): Ligue para o numero acima indicado para
receber servicos linguisticos, gratis.

Italiano (Italian): Chiamare il numero sopra per ricevere servizi di
assistenza linguistica gratuiti.

Deutsch (German): Wahlen Sie die oben angegebene Nummer,

um kostenlose sprachliche Hilfsdienstleistungen zu erhalten.

B#:E (Japanese): EROSEZB Y —EXZCBEEZOREIE. LRBOBESETH
BEECETL,

318 (Farsi)
A kel 398 oyle b B0y Syga Sl OMlugud wdlys gl
Diné Bizaad (Navajo): Wodahi béésh bee hani’i bee wolta‘igii
bich’{’ hédiilnih éi bee t'aa jiik'eh saad bee aka’anida’awo’déé
nika’adoowot.
4 y=ll (Arabic)
claly saclual) &ilows Sloas e Joasl) oMef ol @8yl Jladl el yll




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2020-12/31/2020
Northern Kentucky University: HMO Plan Coverage for: Individual +Family | Plan Type: HMO

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

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, email benefits@nku.edu or by calling
859-572-5200. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 859-572-5200 to request a copy.

Important Questions __ Answers | Why This Matters:

At Progrs: 200 il 94000 Faiy o | SISO, 190 91 9 f e o 7oy i e et o
Non-Network Providers: Not covered Coinsurance and plan beg pay. Ty y plan,

What is the overall

deductible? copavments don't count toward the deductible family member must meet their own individual deductible until the total amount of
copayments S deductible expenses paid by all family members meets the overall family deductible.
This plan covers some items and services even if you haven't yet met the deductible
Are there services Yes. Preventive care, Office Visit, Emergency Room Care, | amount. But a copayment or coinsurance may apply. For example, this plan covers
covered before you Urgent Care, Therapies and Prescription Drugs are certain preventive services without cost-sharing and before you meet your
meet your deductible? | covered before you meet your deductible deductible. See a list of covered preventive services at

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

Are there other

deductibles for specific | No You don't have to meet deductibles for specific services.

services?

What is _th(_e out-of_- Network Providers: $4,500 Individual / $9,000 Family; for The out-of-pocket I|m|t is the mqst you could pay in a year for covgred services. If

pocket limit for this o you have other family members in this plan, they have to meet their own out-of-
Non-Network Providers: Not covered . . . .

plan? pocket limits until the overall family out-of-pocket limit has been met.

What is not included in | Premiums, Balance-billing charges, Health care this plan | Even though you pay these expenses, they don’t count toward the out—of-pocket
the out-of-pocket limit? = doesn’t cover, Penalties, Non-network Transplant. limit.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and you

Will you pay less if you

use a network Yes. See www. www.humana.com/directories or call 1- might receive a bill from a provider for the difference between the provider’s charge
rovider? 866-4ASSIST (427-7478) for a list of network providers and what your plan pays (balance billing). Be aware, your network provider might
provider: use an out-of-network provider for some services (such as lab work). Check with

your provider before you get services.

Do you need a referral

to see a specialist? No. You can see the specialist you choose without a referral.
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i‘ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common : What You Will Pa . Limitations, Exceptions, & Other Important
; Services You May Need Network Provider Out-of-Network Provider .
Medical Event . . Information
(You will pay the least) (You will pay the most)

Primary care visit to treat an $25 copay/visit deductible

L , Not covered Includes telehealth or telemedicine services.
injury or illness does not apply

$55 copay/visit deductible Not covered
does not apply

Specialist visit Includes telehealth or telemedicine services.

If you visit a health

care'provider’s office You may have to pay for services that aren’t
or clinic preventive. Ask your provider if the services you

Preventive care/screening/
immunization

No charge Not covered need are preventive. Then check what your

plan will pay for
- Male Contraceptives Not covered for PAR

Diagnostic test (x-ray, blood

work) Cost share may vary based on where service is
. Not covered
-Inpatient No charge performed.
-Outpatient 20% after deductible
If you have a test :
- Cost share may vary based on where service
Imaging (CT/PET scans, MRIs) | 20% after deductible Not covered B pETee
’ E— - Preauthorization may be required - if not
obtained, penalty will be 50%
Level 1 - Lowest cost generic and
If you need drugs to ' prand-name drugs:
treat your illness or : .
condition Level 2 - Higher cost generic and
brand-name drugs:
. . : Carved out Not covered None
More information about | | evel 3 - Generic and brand-
prescription drug name drugs with higher cost than
coverage is available | [ eyel 2:
at www.humana.com
Level 4 - Highest cost drugs
If you have outpatient = Facility fee (e.g., ambulatory 20% after deductible Not covered Preauthorization may be required - if not

surgery surgery center) obtained, penalty will be 50%
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Common '
Medical Event Services You May Need

If you need
immediate medical
attention

If you have a hospital
stay

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

If you are pregnant

If you need help
recovering or have
other special health
needs

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services
Inpatient services
Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services
Physical & Occupational

All other Therapies

What You Will Pa

Network Provider
You will pay the least

20% after deductible
$250 copay/visit deductible

does not apply
20% after deductible

$75 copay/visit deductible
does not apply

20% after deductible
20% after deductible

$25 copay/visit deductible
does not apply

20% after deductible

$25 PCP/ $55 Specialist
copay/visit deductible does

not apply
20% after deductible

20% after deductible

20% after deductible

$25 copay/visit deductible
does not apply

$55 copay/visit deductible
does not apply

Out-of-Network Provider

You will pay the most
Not covered

$250 copay/visit
deductible does not apply

20% after PAR deductible

Not covered

Not covered

Not covered

Not covered
Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other Important
Information

None

Copay waived if admitted
None

None

Preauthorization may be required - if not
obtained, penalty will be 50%

None

None

None

Cost sharing does not apply for preventive
services.

Depending on the type of services, a
coinsurance or deductible may apply.
Maternity care may include tests and services
described elsewhere in the SBC (i.e.
ultrasound).

- 100 Visits per year

- Preauthorization may be required - if not
obtained, penalty will be 50%

- 30 Visits per year
- Preauthorization may be required - if not
obtained, penalty will be 50%
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Common : What You Will Pa : Limitations, Exceptions, & Other Important
) Services You May Need Network Provider Out-of-Network Provider .
Medical Event : . Information
You will pay the least You will pay the most

I , $25 copay/visit deductible

Habilitation services .
Physical & Occupational does not apply - 30 Visits per year . .

Not covered - Preauthorization may be required - if not

. . . : .
All other Therapies $55 copay/visit deductible obtained, penalty will be 50%
does not apply
- 60 days per year

Skilled nursing care 20% after deductible Not covered - Preauthorization may be required - if not

obtained, penalty will be 50%

- Excludes vehicle modifications, home

modifications, exercise, and bathroom
Durable medical equipment 20% after deductible Not covered equipment.

- Preauthorization may be required - if not

obtained, penalty will be 50%

Hospice services No charge Not covered None
. Children’s eye exam Not covered Not covered None

If your child needs Children's al Not d Not d N
dental or eye care ildren’s glasses ot covere ot covere one
Children’s dental check-up Not covered Not covered None

Excluded Services & Other Covered Services:

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

e Bariatric Surgery e Hearing Aids e Private Duty Nursing

e Cosmetic Surgery, if to correct a functional e Long Term Care ¢ Routine eye care (Adult), unless for an eye exam
impairment o Non-emergency care when traveling outside the e  Routine Foot Care

e Dental Care U.S. o Weight Loss Programs

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

e Acupuncture, unless it is prescribed by a e Chiropractic Care — spinal manipulations are o Infertility
physician for rehabilitation purposes covered (30 visits per year)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

agencies is:

e For group health coverage subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform

e For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

e If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan at calling 859-572-5200

e Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-4ASSIST (427-7478).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-4ASSIST (427-7478).

Chinese (A XX): sNRFERXHEER, HIKFT XA S5181-866-4ASSIST (427-7478).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-4ASSIST (427-7478).

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

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

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby Managing Joe’s type 2 Diabetes Mia’s Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow
hospital delivery) controlled condition) up care)

B The plan’s overall deductible $2,000 B The plan’s overall deductible $2,000 B The plan’s overall deductible $2,000
W Specialist copayment $55 W Specialist copayment $55 W Specialist copayment $55
M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20%
M Other 20% M Other 20% M Other 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ulfrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $2,000 Deductibles $0 Deductibles $700

Copayments $0 Copayments $300 Copayments $500

Coinsurance $2,300 Coinsurance $0 Coinsurance $200

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $30 Limits or exclusions $6,000 Limits or exclusions $0
The total Peg would pay is $4,330 The total Joe would pay is $6,300 The total Mia would pay is $1,400

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6



Important!

At Humana, it is important you are treated fairly.
Humana Inc. and its subsidiaries do not discriminate or exclude
people because of their race, color, national origin, age, disability,
sex, sexual orientation, gender identity, or religion. Discrimination
is against the law. Humana and its subsidiaries comply with
applicable Federal Civil Rights laws. If you believe that you have
been discriminated against by Humana or its subsidiaries, there
are ways to get help.

+ You may file a complaint, also known as a grievance:

Discrimination Grievances, P.O. Box 14618,

Lexington, KY 40512-4618

If you need help filing a grievance, call 1-877-320-1235
or if you use a TTY, call 711.

« You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at U.S. Department of Health and Human
Services, 200 Independence Avenue, SW, Room 509F, HHH
Building, Washington, DC 20201, 1-800-368-1019,
800-537-7697 (TDD).

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

Auxiliary aids and services, free of charge, are
available to you. 1-877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified
sign language interpreters, video remote interpretation, and written
information in other formats to people with disabilities when

such auxiliary aids and services are necessary to ensure an equal
opportunity to participate.
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Language assistance services, free of charge,
are available to you. 1-877-320-1235 (TTY: 711)

Espaiiol (Spanish): Llame al nUmero arriba indicado para recibir
servicios gratuitos de asistencia linguistica.

FREPX (Chinese): BT LENEBERBAIAI RS REL S EBIRTS

Tiéng Viét (Vietnamese): Xin goi s6 dién thoai trén day dé nhan dugc
cac dich vu ho trg ngdn ngit mién phi.

¢=0| (Korean): £& 210] X[3 MH|AES 2HO2{H 2|2| Ho = ToSHHAIR .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang
makatanggap ng mga serbisyo ng tulong sa wika nang walang bayad.
Pycckuii (Russian): [Mo3BoHWTe N0 HOMepY, yKa3aHHOMY BblLLe,
4YTO6bI NONYUNTL BecnaaTHbIe YCyr NepeBoja.

Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou
resevwa sevis ed pou lang ki gratis.

Francais (French): Appelez le numéro ci-dessus pour recevoir
gratuitement des services d'aide linguistique.

Polski (Polish): Aby skorzystac¢ z bezptatnej pomocy jezykowej, prosze
zadzwoni¢ pod wyzej podany numer.

Portugués (Portuguese): Ligue para o numero acima indicado para
receber servicos linguisticos, gratis.

Italiano (Italian): Chiamare il numero sopra per ricevere servizi di
assistenza linguistica gratuiti.

Deutsch (German): Wahlen Sie die oben angegebene Nummer,

um kostenlose sprachliche Hilfsdienstleistungen zu erhalten.

B#:E (Japanese): EROSEZB Y —EXZCBEEZOREIE. LRBOBESETH
BEECETL,

318 (Farsi)
A kel 398 oyle b B0y Syga Sl OMlugud wdlys gl
Diné Bizaad (Navajo): Wodahi béésh bee hani’i bee wolta‘igii
bich’{’ hédiilnih éi bee t'aa jiik'eh saad bee aka’anida’awo’déé
nika’adoowot.
4 y=ll (Arabic)
claly saclual) &ilows Sloas e Joasl) oMef ol @8yl Jladl el yll




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2020-12/31/2020
Northern Kentucky University: NPOS Plan Coverage for: Individual +Family | Plan Type: NPOS

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

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, email benefits@nku.edu or by calling
859-572-5200. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call 859-572-5200 to request a copy.

Important Questions __ Answers | Why This Matters:

Network Providers: $1,000 Individual / $2,000 Family for | Generally, you must pay all of the costs from providers up to the deductible amount

What is the overall Non-Network Providers: $3,000 Individual / $6,000 Family | before this plan begins to pay. If you have other family members on the plan, each
deductible? Coinsurance and copayments don't count toward the family member must meet their own individual deductible until the total amount of
deductible. deductible expenses paid by all family members meets the overall family deductible.
This plan covers some items and services even if you haven't yet met the deductible
Are there services Yes. Preventive care, Office Visit, Emergency Room Care, | amount. But a copayment or coinsurance may apply. For example, this plan covers
covered before you Urgent Care, Therapies and Prescription Drugs are certain preventive services without cost-sharing and before you meet your
meet your deductible? | covered before you meet your deductible deductible. See a list of covered preventive services at

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

Are there other

deductibles for specific | No You don't have to meet deductibles for specific services.

services?

What is the out-of- Network Providers: $4,000 Individual / $8,000 Family; for | The out-of-pocket limit is the most you could pay in a year for covered services. If
pocket limit for this Non-Network Providers: $12,000 Individual / $24,000 you have other family members in this plan, they have to meet their own out-of-
plan? Family pocket limits until the overall family out-of-pocket limit has been met.

What is not included in | Premiums, Balance-billing charges, Health care this plan | Even though you pay these expenses, they don’t count toward the out—of-pocket
the out-of-pocket limit? = doesn’t cover, Penalties, Non-network Transplant. limit.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and you

Will you pay less if you

use a network Yes. See www. www.humana.com/directories or call 1- might receive a bill from a provider for the difference between the provider’s charge
rovider? 866-4ASSIST (427-7478) for a list of network providers and what your plan pays (balance billing). Be aware, your network provider might
provider: use an out-of-network provider for some services (such as lab work). Check with

your provider before you get services.

Do you need a referral

to see a specialist? No. You can see the specialist you choose without a referral.
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iﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Services You May Need

Network Provider

Limitations, Exceptions, & Other Important
Information

Common
Medical Event

(You will pay the least)

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

!’f‘ma"y care UL dCELE $25 copay/visit deductible 50% after deductible Includes telehealth or telemedicine services.
injury or illness does not apply
Specialist visit gig;ﬁgg@ﬁg deductible 50% after deductible Includes telehealth or telemedicine services.
If you visit a health - You may have to pay for services that aren’t
care provider’s office preventive. Ask your provider if the services you
or clinic need are preventive. Then check what your
Preveqtlvg care/screeningf No charge 50% after deductible ket @l [y for :
immunization - Breast feeding counseling No charge for non-
PAR.
- Male Contraceptives Not covered for PAR and
Non-PAR
Diagnostic test (x-ray, blood
work) Cost share may vary based on where service is
-Inpatient No charge 50% after deductible performed.
If vou have a test -Outpatient 20% after deductible 50% after deductible
y - Cost share may vary based on where service
. 0 , o , is performed.
Imaging (CT/PET scans, MRIs) | 20% after deductible 50% after deductible - Preauthorization may be required - if not
obtained, penalty will be 50%
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Common : What You Will Pa : Limitations, Exceptions, & Other Important
) Services You May Need Network Provider Out-of-Network Provider .
Medical Event : . Information
You will pay the least You will pay the most

Level 1 - Lowest cost generic and
brand-name drugs:

If you need drugs to

treat yourillness or ) o0 5 _ pigher cost generic and

condition brand-name drugs:
. . . Carved out Carved out None

More information about | | evel 3 - Generic and brand-
prescription drug name drugs with higher cost than
coverage is available | [ eyel 2:
at www.humana.com

Level 4 - Highest cost drugs

- Preauthorization may be required - if not
. Facility fee (e.g., ambulatory 0 . o , obtained, penalty will be 50%
guyr;t;rl;ave UL surgery center) 20% atter deductible 50% after deductible - Must cover the same as services rendered by
a hospital
Physician/surgeon fees 20% after deductible 50% after deductible None
$200 copay/visit deductible | $200 copay/visit - ,

Emergency room care does not apply deductible does not apply Copay waived if admitted
LTS Emergency medical
immediate medical " gency 20% after deductible 20% after PAR deductible ' None
attention L Ll -~ .

Urgent care $40 copayvisit deductible 50% after deductible None

ZIger. tare does not apply 0 AT =
If you have a hospital = Facility fee (e.g., hospital room) | 20% after deductible 50% after deductible Eg?:il;g];rg::gl?yn\;ﬁﬁs g(e)?/:ured il
stay Physician/surgeon fees 20% after deductible 50% after deductible None
If you need mental . ,
health, behavioral Outpatient services 325 COD?V/V'T“ gl 50% after deductible None
health, or substance 0es notapply
abuse services Inpatient services 20% after deductible 50% after deductible None

$25 PCP/ $40 Specialist Cost sharing does not apply for preventive

If you are pregnant Office visits copay/visit deductible does | 50% after deductible PRY

not apply

services.
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Common : What You Will Pa : Limitations, Exceptions, & Other Important
) Services You May Need Network Provider Out-of-Network Provider .
Medical Event : . Information
You will pay the least You will pay the most

Childbirth/delivery professional Depending on the type of services, a

: 20% after deductible 50% after deductible . .
services coinsurance or deductible may apply.
_— : " Maternity care may include tests and services
Ch||db|rth/ el (el 20% after deductible 50% after deductible described elsewhere in the SBC (i.e.
services
ultrasound).
- 100 Visits per year
Home health care 20% after deductible 50% after deductible - Preauthorization may be required - if not
obtained, penalty will be 50%
Rehabilitation services $25 copay/visit deductible -
Physical & Occupational does not apply ~BUVIEIES i JEEr
50% after deductible - Preauthorization may be required - if not
All other Therapies 20% after deductible SR, el el les S0k
Habilitation services $25 copay/visit deductible .
Physical & Occupational does not appl - 60 Visits per year
If you need heLp y P PPy 50% after deductible - Preauthorization may be required - if not
recovering or have : ; 0
other Spegia| health | All other Therapies $20% after deductible obtained, penalty will be 50%
needs - 60 days per year
Skilled nursing care 20% after deductible 50% after deductible - Preauthorization may be required - if not
obtained, penalty will be 50%
- Excludes vehicle modifications, home
modifications, exercise, and bathroom
Durable medical equipment 20% after deductible 50% after deductible equipment.
- Preauthorization may be required - if not
obtained, penalty will be 50%
Hospice services No charge No charge None
i your child needs Children’s eye exam Not covered Not covered None
dental or eye care Children’s glasses Not covered Not covered None
Children’s dental check-up Not covered Not covered None
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Excluded Services & Other Covered Services:

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

e Bariatric Surgery e Infertility e Private Duty Nursing

e Cosmetic Surgery, if to correct a functional e Long Term Care e Routine eye care (Adult), unless for an eye exam
impairment e Non-emergency care when traveling outside the e  Routine Foot Care

e Dental Care U.S. e Weight Loss Programs

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

e Acupuncture, unless it is prescribed by a e Chiropractic Care — spinal manipulations are e Hearing Aids
physician for rehabilitation purposes covered (60 visits per year)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

agencies is:

e For group health coverage subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform

e For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and
Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

e If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact:

e Your plan at calling 859-572-5200

e Department of Labor Employee Benefits Security Administration: 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-4ASSIST (427-7478).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-4ASSIST (427-7478).

Chinese (A XX): sNRFERXHEER, HIKFT XA S5181-866-4ASSIST (427-7478).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-4ASSIST (427-7478).

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

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

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby Managing Joe’s type 2 Diabetes Mia’s Simple Fracture
(9 months of in-network pre-natal care and a (a year of routine in-network care of a well- (in-network emergency room visit and follow
hospital delivery) controlled condition) up care)

B The plan’s overall deductible $1,000 B The plan’s overall deductible $1,000 B The plan’s overall deductible $1,000
W Specialist copayment $40 W Specialist copayment $40 W Specialist copayment $40
M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20%
M Other 20% M Other 20% M Other 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ulfrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $1,000 Deductibles $0 Deductibles $700

Copayments $0 Copayments $300 Copayments $400

Coinsurance $2,300 Coinsurance $0 Coinsurance $200

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $30 Limits or exclusions $6,000 Limits or exclusions $0
The total Peg would pay is $3,330 The total Joe would pay is $6,300 The total Mia would pay is $1,300

The plan would be responsible for the other costs of these EXAMPLE covered services. 7o0f7



Important!

At Humana, it is important you are treated fairly.
Humana Inc. and its subsidiaries do not discriminate or exclude
people because of their race, color, national origin, age, disability,
sex, sexual orientation, gender identity, or religion. Discrimination
is against the law. Humana and its subsidiaries comply with
applicable Federal Civil Rights laws. If you believe that you have
been discriminated against by Humana or its subsidiaries, there
are ways to get help.

+ You may file a complaint, also known as a grievance:

Discrimination Grievances, P.O. Box 14618,

Lexington, KY 40512-4618

If you need help filing a grievance, call 1-877-320-1235
or if you use a TTY, call 711.

« You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at U.S. Department of Health and Human
Services, 200 Independence Avenue, SW, Room 509F, HHH
Building, Washington, DC 20201, 1-800-368-1019,
800-537-7697 (TDD).

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

Auxiliary aids and services, free of charge, are
available to you. 1-877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified
sign language interpreters, video remote interpretation, and written
information in other formats to people with disabilities when

such auxiliary aids and services are necessary to ensure an equal
opportunity to participate.
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Language assistance services, free of charge,
are available to you. 1-877-320-1235 (TTY: 711)

Espaiiol (Spanish): Llame al nUmero arriba indicado para recibir
servicios gratuitos de asistencia linguistica.

FREPX (Chinese): BT LENEBERBAIAI RS REL S EBIRTS

Tiéng Viét (Vietnamese): Xin goi s6 dién thoai trén day dé nhan dugc
cac dich vu ho trg ngdn ngit mién phi.

¢=0| (Korean): £& 210] X[3 MH|AES 2HO2{H 2|2| Ho = ToSHHAIR .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang
makatanggap ng mga serbisyo ng tulong sa wika nang walang bayad.
Pycckuii (Russian): [Mo3BoHWTe N0 HOMepY, yKa3aHHOMY BblLLe,
4YTO6bI NONYUNTL BecnaaTHbIe YCyr NepeBoja.

Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou
resevwa sevis ed pou lang ki gratis.

Francais (French): Appelez le numéro ci-dessus pour recevoir
gratuitement des services d'aide linguistique.

Polski (Polish): Aby skorzystac¢ z bezptatnej pomocy jezykowej, prosze
zadzwoni¢ pod wyzej podany numer.

Portugués (Portuguese): Ligue para o numero acima indicado para
receber servicos linguisticos, gratis.

Italiano (Italian): Chiamare il numero sopra per ricevere servizi di
assistenza linguistica gratuiti.

Deutsch (German): Wahlen Sie die oben angegebene Nummer,

um kostenlose sprachliche Hilfsdienstleistungen zu erhalten.

B#:E (Japanese): EROSEZB Y —EXZCBEEZOREIE. LRBOBESETH
BEECETL,

318 (Farsi)
A kel 398 oyle b B0y Syga Sl OMlugud wdlys gl
Diné Bizaad (Navajo): Wodahi béésh bee hani’i bee wolta‘igii
bich’{’ hédiilnih éi bee t'aa jiik'eh saad bee aka’anida’awo’déé
nika’adoowot.
4 y=ll (Arabic)
claly saclual) &ilows Sloas e Joasl) oMef ol @8yl Jladl el yll
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