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If you have Medicare or will become eligible for Medicare in the next 12
months, a Federal law gives you more choices about your prescription drug
coverage. Please see pages 21-22 for more details.

This document is an outline of the coverage proposed by the carrier(s), based on information provided by your company. It does not include all
of the terms, coverage, exclusions, limitations, and conditions of the actual contract language. The policies and contracts themselves must be
read for those details. Policy forms for your reference will be made available upon request.

The intent of this document is to provide you with general information regarding the status of, and/or potential concerns related to, your current
employee benefits environment. It does not necessarily fully address all of your specific issues. It should not be construed as, nor is it intended
to provide, legal advice. Questions regarding specific issues should be addressed by your general counsel or an attorney who specializes in this
practice area.
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BENEFITS

OVERVIEW

Plaquemines Parish Government recognizes the importance of providing quality benefits at a reasonable cost to all full-time
employees who have completed thirty days of service. The complete benefits package is briefly summarized in this booklet.

BENEFIT PLANS OFFERED

¢ Medical

¢ Dental

® Vision

® Life and AD&D

WHO CAN ENROLL

You and your dependents are eligible for Plaquemines Parish Government
benefits if you are classified as full-time by Human Resources.

Eligible dependents for coverage may include:

e  Your legal spouse
e Your dependent children up to age 26
e Disabled dependents of any age

WHEN COVERAGE BEGINS

For newly hired employees, benefits enroliment information will be given to you by your manager. You will need to complete and
return to the Human Resource department within 31 days from your date of hire.

A new hire’s effective date will be the first billing date on or after thirty days of employment.

Your enrollment choices remain in effect for the benefits plan year, January 1, 2026 — December 31, 2026. Your open enroliment
period is October 20th, 2025 through November 3rd, 2025.

CHANGES DURING THE YEAR

You are permitted to make changes to your benefits outside of Open Enrollment period if you have a qualified change in status as
defined by the IRS. Examples include:

Marriage

Divorce or Separation

Birth or placement for adoption of a child

Death of a spouse or dependent

Loss or gain of dependent’s eligibility

Loss or gain of spouse or dependent’s medical coverage through another employer
Change in your employment status or that of your spouse

A qualified domestic relations order or similar court order

Entitlement to Medicare or Medicaid
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RETIREE COVERAGE

Retirees from Plaquemines Parish Government (PPG) are insured differently depending on eligibility for Medicare. When a person
reaches retirement through one of PPG's Retirement System, they leave active status but continue their Health Insurance through
the same standing as active employees until they reach Medicare eligibility. Premiums are at the same rate and Plaquemines Parish
Government continues paying 80% of that premium.

A retiree, who is age 65:

Your coverage with PPG will terminate on the last day of the month in which you turn 65. You can choose to be enrolled in a
Medicare Advantage plan of your choice outside of what PPG offers. Currently PPG offers the Humana Medicare Advantage Plan at
no cost to our retirees if they choose to enroll. Note that your dependents spouse, if covered, will remain covered under the current
PPG health plan until they independently reach 65, at which time an option will have to be chosen for your spouse. Any qualified
dependents other than a spouse, if covered, can remain covered until they reach the age of 26. If you (the retiree) pass away at any
age, your covered dependents can remain on PPG's health insurance plan for up to three (3) years after your death, as long as they
continue to make premium payments to PPG.

It is also your responsibility to contact Social Security three (3) months prior to your 65th birthday to enroll in Parts A & B of
Medicare. Notes that dependent spouses must also contact Social Security to enroll in Parts A & B Medicare three (3) months prior
to their 65th birthday. Failure to enroll at age 65 could result in late enrollment penalties with Social Security Administration.
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MEDICAL

BENEFITS

Administered by Blue Cross Blue Shield of Louisiana

Comprehensive and preventive healthcare coverage is important in protecting you and your family from the financial risks of
unexpected illness and injury. A little prevention usually goes a long way — especially in healthcare. Routine exams and regular
preventive care provide an inexpensive review of your health.

Premier Blue Ochsner Blue Connect Copay
80/60 $750D Blue Saver 80/60 $4000 100/70C

Plan Benefit
Highlights

Lifetime Benefit Maximum

Annual Deductible

Annual Out of Pocket
Maximum (Includes
Deductible)

Coinsurance
Doctor’s Office

Primary Care Office Visit

QBPC (Quality Blue
Primary Care)
Specialist Office Visit

Wellness / Preventive
Care

Hospital Services
Emergency Room

Urgent Care

Inpatient
Hospitalization
Inpatient Professional
Services

Outpatient Surgery
Outpatient Professional
Services

Ambulance Service

Prescription Drugs
Deductible

Value Rx (30-day supply)
Preferred Rx

(30-day supply)
Nonpreferred/Generic Rx
(30-day supply)

Specialty Rx
(30-day supply)

HMO Co
80 $750D

In-Network

Unlimited
$750 individual
$2,250 family

In-Network

Out-of-Network

Unlimited
$750 individual $1,500 individual

$2,250 family

$4,500 family

$4,000 individual $4,000 individual $8,000 individual

$8,000 family
80%

$30 Copay

$15 Copay
$45 Copay

100%

$350 Copay
$45 Copay

Deductible, then
20%
Deductible, then
20%
Deductible, then
20%

Deductible, then
20%

$50 Copay

None
$15

$40

$70

10% with $150
max

$8,000 family ~ $16,000 family

80% 60%
Deductible, then

$30 Copay 40%
Deductible, then

$15 Copay 40%
Deductible, then

$45 Copay 40%
Deductible, then

100% 40%

$350 Copay

Deductible, then

$45 Copay 40%
Deductible, then Deductible, then

20% 40%
Deductible, then Deductible, then

20% 40%
Deductible, then Deductible, then

20% 40%
Deductible, then Deductible, then

20% 40%
Deductible, then

$50 Copay 40%

None
$15

$40

$70

10% with $150 max

In-Network

Out-of-Network

Unlimited

$4,000 individual
$8,000 family

$6,350 individual $12,700 individual $2,000 Individual

$12,700 family
80%

Deductible, then
20%
Deductible, then
20%
Deductible, then
20%

100%

$8,000 individual
$16,000 family

$25,400 family
60%

Deductible, then
40%
Deductible, then
40%
Deductible, then
40%
Deductible, then
40%

Deductible, then 20%

Deductible, then
20%

Deductible, then
20%
Deductible, then
20%
Deductible, then
20%
Deductible, then
20%
Deductible, then
20%

Deductible, then
40%

Deductible, then
40%
Deductible, then
40%
Deductible, then
40%
Deductible, then
40%
Deductible, then
40%

None
Deductible, then 20%

Deductible, then 40%

Deductible, then 40%

Deductible, then 40%

In-Network Out-of-Network
Unlimited
$0 individual $1,000 Individual
$0 family $3,000 Embedded
$4,000 Individual
$4,000 Family $8,000 Family
100% 70%
Deductible, then
$20 Copay 30%
Deductible, then
$20 Copay 30%
Deductible, then
$50 Copay 30%
Deductible, then
100% 30%
$350 Copay
Deductible, then
$50 Copay 30%
$350 Copay per Deductible, then
day up to 3 days 30%
Deductible, then
100% 30%
Deductible, then
$350 Copay 30%
Deductible, then
$20 Copay 30%
Deductible, then
$50 Copay 30%
None
$15 Copay
$40 Copay
$70 Copay

10% with $150 max
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WHAT IS AN HSA AND HOW DOES IT WORK?

Administered by Health Equity

If you enroll for coverage in the High Deductible Health Plan (BlueSaver 80/60 4000), you are eligible to contribute to a Health Savings
Account offered through Health Equity

For more information log onto their website: www.learn.healthequity.com/mysmartsaver/hsa/

An HSA (Health Savings Account) is a tax-free account you can use to pay for current and future
medical expenses (even medical expenses during your retirement). An HSA has triple tax
What is an HSA? benefits:
e The money goes in tax-free.
e The money grows tax-free.
e  Your withdrawals for qualified medical expenses - including any earnings - are tax free.

You're eligible to open an HSA if:
e You enroll in a high-deductible health plan (BlueSaver 80/60 4000).
Who’s eligible? e Your only coverage is a high-deductible health plan, and you have not signed up for
Medicare coverage.

e |f you're covered under your spouse’s plan and that plan is not a high-deductible plan or
your spouse contributes to a Health Care FSA, then you are not eligible to contribute to an
HSA.

You decide how much you want to contribute up to:
$4,400 if you enroll in employee only medical coverage.
You can contribute to your e $8,750 if you enrolled for family coverage (family includes one or more covered dependents).
account e $1,000 additional if you are age 55 or older. You are not required to make HSA contributions,
though it is a good idea to add to your account for the tax savings and to help pay for medical

expenses. You can contribute with pre-tax payroll deductions by making tax deductible
deposits to HSA Bank.

Each time you have a qualified expense, you decide whether to:
e Pay out of your pocket and let your HSA grow, earning interest for future eligible expenses
Pay Health Care Expenses (e.g. medical expenses during retirement). Or,
e Use your HSA to pay for eligible medical expenses, such as your annual deductible and
coinsurance. Your HSA can also help pay for vision care, dental care, and prescription
drugs. (For a complete list of eligible expenses, visit, www.irs.gov.)

Money you don’t spend rolls over from year to year. So if you change jobs, switch to another
medical plan or even retire, your HSA and the money in it is still yours to keep. You can choose
to save it to pay for eligible healthcare expenses tax free in retirement.

Roll over your balance
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Bluecare @ Louisiana
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MEDICAL VISITS Medical and

i ik g Ao s Z‘a'é‘ffo“.'i':&‘e‘ﬂi121‘121?1?:3252333"‘ 5 behavioral health
visits available!

BlueCare is available 24/7 in all 50 states, costs less than urgent

care and ER visits, and is an easier way to treat non-emergency,
common conditions like:

- Sinus infections - Fever - Allergies
- Cold or cough - Bladder infections - Vomiting, diarrhea
« Flu symptoms + Rashes « Pink eye

You can also use BlueCare to get a prescription or to check in
with a doctor. BlueCare doctors can give work or school absence

excuses by request.

BEHAVIORAL HEALTH VISITS %
Online appointments are available for behavioral health needs,
including depression, grief, stress, life transitions, anxiety, couples’
counseling and more. Simply log in and schedule a visit with a
psychology or psychiatry provider who is trained and certified in
telehealth care.

SIGN UP AND TRY BLUECARE TODAY!

BRI & Aopsiore | P> GoogiePioy | WWWLBIUGCareLA com

LOWER -~ Primary Care Doctor
COST A primary care doctor can see you for most of your care,
"’ from routine checkups to when you get sick or hurt.

SNIFFLES?
MIGRAINE?
BROKEN BONE?

home or the office.

Urgent Care Center

If you have an llinass or Injury that you need to have looked
atquickly, butit’s not an emergency, thesa centers have
doctors and providers who can treat you. Most urgent care
centers have night and weekend hours, and the providers
there can often do X-rays, lab work or stitches.

KNOW THE BEST
PLACETO GO FOR
YOUR ILLNESS
OR INJURY

BlueCare
See a doctor online 24/7 when you have a minor health
Issue. It takes Just minutes and you don't have to leave

Emergency Room
If you have a life-threatening or serious Iliness or Injury,

. o]
HIGHER
COST '.-E call 911 or go to the nearest emergency room.

14 __glidy g POWETED BY AMERICAN WELL A Wln st p hl‘-‘“ for Bae Gans and B Shnld of Losymrs 034 B anacdarme
Bhm Croas mnc Bhoe Sald of L n s the Eiue Crams wndt @ a0 Svais Amsccintion.
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DENTAL

BENEFITS

Administered by Blue Cross Blue Shield of Louisiana

Good oral care enhances overall physical health, appearance and mental wellbeing. Problems with the teeth and gums are common
and easily treated health problems. Keep your teeth healthy and your smile bright with the Plaquemines Parish Government dental
benefit plan.

Dental Plan B
In-Network Out-of-Network
Annual Deductible per Member $50 $150

Plan Benefit Highlights

Annual Benefit Maximum $1,000

Class | — Diagnostic/Preventative Services

Exams

X-Rays

Cleaning and Fluoride Treatment

Sealants 100% 100%
Palliative Treatment

Class Il — Basic Services

Basic Restorative (Fillings)

Simple Extractions

Repairs of Crowns

Endodontics 80% 80%
Periodontics

Oral Surgery

General Anesthesia

Class Ill - Major Services

Inlays, Onlays, Crowns

Prosthetics (Bridges and Dentures) 50% 50%
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VISION and LIFE

BENEFITS

VISION BENEFITS

Administered by Blue Cross Blue Shield of Louisiana

Regular eye examinations can not only determine your need for corrective eyewear but also may detect general health problems in their
earliest stages. Protection for the eyes should be a major concern to everyone. Keep your eyes healthy with the Plaquemines Parish
Government vision benefit plan.

Plan Benefit Highlights iSleh

Exam $10 Copay Up to $30
Materials $15 Copay Up to $45
Frames

Frames Up to $130 Up to $30
Standard Plastic Lenses

Single Vision $15 Copay Up to $25
Bifocal $15 Copay Up to $35
Trifocal $15 Copay Up to $45
Lenticular $15 Copay Up to $60
Contact Lenses

Elective Up to $130 Up to $75
Medically necessary Covered in full Up to $225
Frequency

Exam Once every 12 months
Lenses or Contact Lenses Once every 12 months
Frames Once every 24 months

LIFE BENEFITS
Administered by SunLife

Life Insurance

Life insurance provides financial security for the people who depend on you. Your beneficiaries will receive a lump sum payment if you die
while employed by Plaquemines Parish Government.

Accidental Death and Dismemberment (AD&D)

Accidental Death and Dismemberment (AD&D) insurance provides payment to you or your beneficiaries if you lose a limb or die in an accident.
This coverage is in addition to your life insurance described above.

Benefits

> Basic Group Term Life insurance equal to $20,000.

» Accidental Death and Dismemberment (AD&D) insurance which would pay an additional benefit, up to the amount of your Life benefit, if you
suffer a covered loss due to an accident.

> Benefits are reduced to 50% at age 70.

> Dependent Life: $10,000 for your spouse and $5,000 for eligible children.

» Accelerated Benefits that help offset expenses at a critical time. You may collect a portion of your benefits during your lifetime if you
become terminally ill.

The day you retire, your Parish life insurance coverage will drop from $20,000 to $10,000. Coverage for dependent spouse drops from

$10,000 to $5,000, and for dependent children under the age of 19 from $5,000 to $2,500 (or covered to age 23 if the Retired Employee's child
is an enrolled full-time student and depends on the Retired Employee for 50% or more of his support). The retirement life insurance policy limits
cannot be increased. Any decision to cancel your coverage for any reason is final and irrevocable.
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EMPLOYEE
CONTRIBUTIONS

2026 Medical Rates

2026 Dental Rates

Monthly Rates

HMO Copay 80 Premier Blue 80/60 Blue Saver 80/60 Ochsner Blue Connect
$750D $750 D $4000 100/70C
24 Pay 24 pay 24 Pay 24 Pay
Monthly Rates Periods Monthly Rates periods Monthly Rates Periods Monthly Rates Periods
Employee $225.24 $112.62 $413.90 $206.95 $129.89 $64.95 $329.53 $164.77
Employee + 1 $473.01 $236.51 $869.16 $434.58 $334.90 $167.45 $692.01 $346.01
Employee + Family $680.24 $340.12 $1,249.98 $624.99 $481.62 $240.81 $995.19 $497.59

24 Pay Periods

Employee

$5.13

$2.57

Employee + Family

$12.30

2026 Vision Rates

Monthly Rates

$6.15

24 Pay Periods

Employee

$1.00

$.50

Employee + Family

$2.37

2026 Life & AD&D

Monthly Rates

Rates

$1.19

24 Pay Periods

Employee

$5.51

$2.75

Employee + Family

$5.80

$2.90

CONTACT INFORMATION

If you have specific questions about a Plaquemines Parish Government benefit plan, please contact the administrator listed below, or your

local human resources department.

Benefit

Administrator

Website

Medical Blue Cross and Blue Shield of 800.599.2583 www.bcbsla.com
Louisiana

Health Savings Account Health Equity 877.987.8123 memberservices@healthequity.com

Dental Blue Cross and Blue Shield of 800.599.2583 www.bcbsla.com
Louisiana

Vision Blue Cross and Blue Shield of 800.599.2583 www.bcbsla.com
Louisiana

Life and AD&D SunLife 800.SUNLIFE www.sunlife.com




LEGAL INFORMATION Q| [
REGARDING YOUR PLAN . . .

Patient Protections Disclosure

The Plaquemines Parish Government Health Plan generally allows the designation of a primary care provider. You have the right to
designate any primary care provider who participates in our network and who is available to accept you or your family members. Until
you make this designation, Blue Cross and Blue Shield of Louisiana designates one for you. For information on how to select a
primary care provider, and for a list of the participating primary care providers, contact the Blue Cross and Blue Shield of Louisiana at
800.599.2583 or www.bcbsla.com.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from Blue Cross and Blue Shield of Louisiana or from any other person (including a primary care
provider) in order to obtain access to obstetrical or gynecological care from a health care professional in our network who specializes
in obstetrics or gynecology. The health care professional, however, may be required to comply with certain procedures, including
obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures for making referrals. For a
list of participating health care professionals who specialize in obstetrics or gynecology, contact the Blue Cross and Blue Shield of
Louisiana at 800.599.2583 or www.bcbsla.com.

Women’s Health & Cancer Rights Act

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer
Rights Act of 1998 (“WHCRA?”"). For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined
in consultation with the attending physician and the patient, for:

» All stages of reconstruction of the breast on which the mastectomy was performed;

» Surgery and reconstruction of the other breast to produce a symmetrical appearance;
* Prostheses; and

» Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical benefits
provided under the plan. Therefore, the following deductibles and coinsurance apply:

Plan 1: HMO Copay 80 $750D (Individual: 80% coinsurance and $750 deductible; Family: 80% coinsurance and $2,250 deductible)
Plan 2: Premier Blue 80/60 $750D (Individual: 80% coinsurance and $750 deductible; Family: 80% coinsurance and $2,250 deductible)
Plan 3: Blue Saver 80/60 $4000 (Individual: 80% coinsurance and $4,000 deductible; Family: 80% coinsurance and $8,000 deductible)

Plan 4: Ochsner Blue Connect Copay 100/70C (Individual: 100% coinsurance and $0 deductible; Family: 100% coinsurance and $0
deductible)

If you would like more information on WHCRA benefits, please call your Plan Administrator at 504.934.6382 or bhorton@ppgov.net.

Newborns’ and Mothers’ Health Protection Act

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any hospital length of stay in
connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours
following a cesarean section. However, Federal law generally does not prohibit the mother’s or newborn’s attending provider, after
consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case,
plans and issuers may not, under Federal law, require that a provider obtain authorization from the plan or insurance issuer for
prescribing a length of stay not in excess of 48 hours (or 96 hours).
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HIPPA Notice of Privacy Practices Reminder

Protecting Your Health Information Privacy Rights

Plaguemines Parish Government is committed to the privacy of your health information. The administrators of the Plaquemines Parish
Government Health Plan (the “Plan”) use strict privacy standards to protect your health information from unauthorized use or
disclosure.

The Plan’s policies protecting your privacy rights and your rights under the law are described in the Plan’s Notice of Privacy Practices.
You may receive a copy of the Notice of Privacy Practices by contacting Bridgette Human Resource Department - Human Resources
Supervisor at 504.934.6382 or bhorton@ppgov.net.

HIPPA Special Enroliment Rights
Plaquemines Parish Government Health Plan Notice of Your HIPAA Special Enroliment Rights

Our records show that you are eligible to participate in the Plaguemines Parish Government Health Plan (to actually participate, you
must complete an enrollment form and pay part of the premium through payroll deduction).

A federal law called HIPAA requires that we notify you about an important provision in the plan - your right to enroll in the plan under
its “special enrollment provision” if you acquire a new dependent, or if you decline coverage under this plan for yourself or an eligible
dependent while other coverage is in effect and later lose that other coverage for certain qualifying reasons.

Loss of Other Coverage (Excluding Medicaid or a State Children’s Health Insurance Program). If you decline enroliment for
yourself or for an eligible dependent (including your spouse) while other health insurance or group health plan coverage is in effect,
you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or
if the employer stops contributing toward your or your dependents’ other coverage). However, you must request enroliment within 30
days after your or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage).

Loss of Coverage for Medicaid or a State Children’s Health Insurance Program. If you decline enrollment for yourself or for an
eligible dependent (including your spouse) while Medicaid coverage or coverage under a state children’s health insurance program is
in effect, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other
coverage. However, you must request enrollment within 60 days after your or your dependents’ coverage ends under Medicaid or a
state children’s health insurance program.

New Dependent by Marriage, Birth, Adoption, or Placement for Adoption. If you have a new dependent as a result of marriage,
birth, adoption, or placement for adoption, you may be able to enroll yourself and your new dependents. However, you must request
enrollment within 30 days after the marriage, birth, adoption, or placement for adoption.

Eligibility for Premium Assistance Under Medicaid or a State Children’s Health Insurance Program — If you or your dependents
(including your spouse) become eligible for a state premium assistance subsidy from Medicaid or through a state children’s health
insurance program with respect to coverage under this plan, you may be able to enroll yourself and your dependents in this plan.
However, you must request enrollment within 60 days after your or your dependents’ determination of eligibility for such assistance.

To request special enroliment or to obtain more information about the plan’s special enrollment provisions, contact Bridgette Human
Resource Department - Human Resources Supervisor at 504.934.6382 or bhorton@ppgov.net.

Important Warning

If you decline enrollment for yourself or for an eligible dependent, you must complete our form to decline coverage. On the form, you
are required to state that coverage under another group health plan or other health insurance coverage (including Medicaid or a state
children’s health insurance program) is the reason for declining enrollment, and you are asked to identify that coverage. If you do not
complete the form, you and your dependents will not be entitled to special enroliment rights upon a loss of other coverage as
described above, but you will still have special enrollment rights when you have a new dependent by marriage, birth, adoption, or
placement for adoption, or by virtue of gaining eligibility for a state premium assistance subsidy from Medicaid or through a state
children’s health insurance program with respect to coverage under this plan, as described above. If you do not gain special
enrollment rights upon a loss of other coverage, you cannot enroll yourself or your dependents in the plan at any time other than the
plan’s annual open enrollment period, unless special enroliment rights apply because of a new dependent by marriage, birth, adoption,
or placement for adoption, or by virtue of gaining eligibility for a state premium assistance subsidy from Medicaid or through a state
children’s health insurance program with respect to coverage under this plan.
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COBRA General Notice
Model General Notice of COBRA Continuation Coverage Rights
(For use by single-employer group health plans)

** Continuation Coverage Rights Under COBRA**
Introduction

You’re getting this notice because you recently gained coverage under a group health plan (the Plan). This notice has
important information about your right to COBRA continuation coverage, which is a temporary extension of coverage under
the Plan. This notice explains COBRA continuation coverage, when it may become available to you and your family,
and what you need to do to protect your right to get it. When you become eligible for COBRA, you may also become
eligible for other coverage options that may cost less than COBRA continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation
Act of 1985 (COBRA). COBRA continuation coverage can become available to you and other members of your family when
group health coverage would otherwise end. For more information about your rights and obligations under the Plan and under
federal law, you should review the Plan’s Summary Plan Description or contact the Plan Administrator.

You may have other options available to you when you lose group health coverage. For example, you may be eligible
to buy an individual plan through the Health Insurance Marketplace. By enrolling in coverage through the Marketplace, you
may qualify for lower costs on your monthly premiums and lower out-of-pocket costs. Additionally, you may qualify for a 30-
day special enrollment period for another group health plan for which you are eligible (such as a spouse’s plan), even if that
plan generally doesn’t accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life event. This
is also called a “qualifying event.” Specific qualifying events are listed later in this notice. After a qualifying event, COBRA
continuation coverage must be offered to each person who is a “qualified beneficiary.” You, your spouse, and your
dependent children could become qualified beneficiaries if coverage under the Plan is lost because of the qualifying event.
Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation coverage.

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of the following
qualifying events:

* Your hours of employment are reduced, or
* Your employment ends for any reason other than your gross misconduct.

If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because
of the following qualifying events:

Your spouse dies;

Your spouse’s hours of employment are reduced;

Your spouse’s employment ends for any reason other than his or her gross misconduct;
Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the following
qualifying events:

* The parent-employee dies;

* The parent-employee’s hours of employment are reduced,;

» The parent-employee’s employment ends for any reason other than his or her gross misconduct;
* The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);

* The parents become divorced or legally separated; or

» The child stops being eligible for coverage under the Plan as a “dependent child.”
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Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a qualifying event. If a proceeding in
bankruptcy is filed with respect to Plaquemines Parish Government, and that bankruptcy results in the loss of coverage of any
retired employee covered under the Plan, the retired employee will become a qualified beneficiary. The retired employee’s spouse,
surviving spouse, and dependent children will also become qualified beneficiaries if bankruptcy results in the loss of their coverage
under the Plan.

When is COBRA continuation coverage available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been notified that
a qualifying event has occurred. The employer must notify the Plan Administrator of the following qualifying events:

* The end of employment or reduction of hours of employment;

* Death of the employee;

+ Commencement of a proceeding in bankruptcy with respect to the employer; or

* The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing
eligibility for coverage as a dependent child), you must notify the Plan Administrator within 30 days after the qualifying
event occurs. You must provide this notice to: Bridgette Human Resource Department.

How is COBRA continuation coverage provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be offered to
each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to elect COBRA continuation coverage.
Covered employees may elect COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA
continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to employment
termination or reduction of hours of work. Certain qualifying events, or a second qualifying event during the initial period of
coverage, may permit a beneficiary to receive a maximum of 36 months of coverage.

There are also ways in which this 18-month period of COBRA continuation coverage can be extended:
Disability extension of 18-month period of COBRA continuation coverage

If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you notify the Plan
Administrator in a timely fashion, you and your entire family may be entitled to get up to an additional 11 months of COBRA
continuation coverage, for a maximum of 29 months. The disability would have to have started at some time before the 60th day of
COBRA continuation coverage and must last at least until the end of the 18-month period of COBRA continuation coverage.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the spouse and
dependent children in your family can get up to 18 additional months of COBRA continuation coverage, for a maximum of 36
months, if the Plan is properly notified about the second qualifying event. This extension may be available to the spouse and any
dependent children getting COBRA continuation coverage if the employee or former employee dies; becomes entitled to Medicare
benefits (under Part A, Part B, or both); gets divorced or legally separated; or if the dependent child stops being eligible under the
Plan as a dependent child. This extension is only available if the second qualifying event would have caused the spouse or
dependent child to lose coverage under the Plan had the first qualifying event not occurred.

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your family through

the Health Insurance Marketplace, Medicare, Medicaid, Children’s Health Insurance Program (CHIP), or other group health plan

coverage options (such as a spouse’s plan) through what is called a “special enroliment period.” Some of these options may cost
less than COBRA continuation coverage. You can learn more about many of these options at www.healthcare.qov/.
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Can | enroll in Medicare instead of COBRA continuation coverage after my group health plan coverage ends?

In general, if you don’t enroll in Medicare Part A or B when you are first eligible because you are still employed, after the Medicare
initial enrollment period, you have an 8-month special enroliment period’ to sign up for Medicare Part A or B, beginning on the
earlier of

* The month after your employment ends; or
» The month after group health plan coverage based on current employment ends.

If you don’t enroll in Medicare and elect COBRA continuation coverage instead, you may have to pay a Part B late enrollment
penalty and you may have a gap in coverage if you decide you want Part B later. If you elect COBRA continuation coverage and
later enroll in Medicare Part A or B before the COBRA continuation coverage ends, the Plan may terminate your continuation
coverage. However, if Medicare Part A or B is effective on or before the date of the COBRA election, COBRA coverage may not be
discontinued on account of Medicare entitlement, even if you enroll in the other part of Medicare after the date of the election of
COBRA coverage.

If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first (primary payer) and
COBRA continuation coverage will pay second. Certain plans may pay as if secondary to Medicare, even if you are not enrolled in
Medicare.

For more information visit https://www.medicare.gov/medicare-and-you.

If you have questions

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or contacts
identified below. For more information about your rights under the Employee Retirement Income Security Act (ERISA), including
COBRA, the Patient Protection and Affordable Care Act, 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
www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District EBSA Offices are available through EBSA’s website.)
For more information about the Marketplace, visit www.healthcare.qov.

Keep your Plan informed of address changes

To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family members. You should
also keep a copy, for your records, of any notices you send to the Plan Administrator

Plan contact information

Plaquemines Parish Government

Bridgette Human Resource Department - Human Resources Supervisor
333 F Edward Hebert Blvd Bldg 100, Bldg 102 Suite 304

Belle Chasse, Louisiana 70037-3012

United States

504.934.6382

1 https://www.medicare.gov/basics/get-started-with-medicare/sign-up/when-does-medicare-coverage-start
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Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)

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

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

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

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

If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums.
The following list of states is current as of March 17, 2025. Contact your State for more information on eligibility —

ALABAMA - Medicaid ALASKA - Medicaid

Website: http://myalhipp.com/ The AK Health Insurance Premium Payment
Phone: 1-855-692-5447 Program Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default.aspx

ARKANSAS — Medicaid CALIFORNIA — Medicaid

Website: http://myarhipp.com/ Health Insurance Premium Payment (HIPP) Program
Phone: 1-855-MyARHIPP (855-692-7447) \Website: http://dhcs.ca.gov/hipp

Phone: 916-445-8322

Fax: 916-440-5676

Email: hipp@dhcs.ca.gov

COLORADO - Health First Colorado (Colorado’s Medicaid _ oo
Program) & Child Health Plan Plus (CHP+) FLORIDA = Wedicaid

Health First Colorado Website: Website:
https://www.healthfirstcolorado.com/ https://www.flmedicaidtplrecovery.com/
Health First Colorado Member Contact Center: flmedicaidtplrecovery.com/hipp/index.htm
1-800-221-3943/State Relay 711 | Phone: 1-877-357-3268

CHP+: https://hcpf.colorado.gov/child-health-plan-plus CHP+
Customer Service: 1-800-359-1991/State Relay 711 Health
Insurance Buy-In Program (HIBI): https://www.mycohibi.com/
HIBI Customer Service: 1-855-692-6442




GEORGIA — Medicaid

GA HIPP Website: https://medicaid.georgia.gov/health-insurance
-premium-payment-program-hipp

Phone: 678-564-1162, Press 1

GA CHIPRA Website:
https://medicaid.georgia.gov/programs/third-party-liability/
childrens-health-insurance-program-reauthorization-act-2009-
chipra

Phone: 678-564-1162, Press 2

IOWA - Medicaid and CHIP (Hawki)

Medicaid Website:

lowa Medicaid | Health & Human Services

Medicaid Phone: 1-800-338-8366

Hawki Website:

Hawki - Healthy and Well Kids in lowa | Health & Human
Services

Hawki Phone: 1-800-257-8563

HIPP Website: Health Insurance Premium Payment (HIPP) |
Health & Human Services (iowa.gov)

HIPP Phone: 1-888-346-9562

KENTUCKY - Medicaid

Kentucky Integrated Health Insurance Premium Payment
Program (KI-HIPP) Website:
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx

Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@ky.gov

KCHIP Website: https://kynect.ky.gov

Phone: 1-877-524-4718

Kentucky Medicaid Website: https://chfs.ky.gov/agencies/dms

MAINE — Medicaid

Enrollment Website:
https://www.mymaineconnection.gov/benefits/s/?
language=en_US

Phone: 1-800-442-6003

TTY: Maine relay 711

Private Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740

TTY: Maine relay 711

MINNESOTA - Medicaid

Website:

https://mn.gov/dhs/health-care-coverage/
Phone: 1-800-657-3672

MONTANA — Medicaid

Website:
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084

Email: HHSHIPPProgram@mt.gov
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INDIANA - Medicaid

Health Insurance Premium Payment Program
All other Medicaid

Website: https://www.in.gov/medicaid/
http://www.in.gov/fssa/dfr/

Family and Social Services Administration
Phone: 1-800-403-0864

Member Services Phone: 1-800-457-4584

KANSAS - Medicaid

Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884
HIPP Phone: 1-800-967-4660

LOUISIANA - Medicaid

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or
1-855-618-5488 (LaHIPP)

MASSACHUSETTS - Medicaid and CHIP

Website: https://www.mass.gov/masshealth/pa
Phone: 1-800-862-4840

TTY: 711

Email: masspremassistance@accenture.com

MISSOURI — Medicaid

Website:
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005

NEBRASKA - Medicaid

Website: http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633

Lincoln: 402-473-7000

Omaha: 402-595-1178
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NEVADA - Medicaid

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

NEW JERSEY — Medicaid and CHIP
Medicaid Website:
http://www.state.nj.us/humanservices/
dmahs/clients/medicaid/
Phone: 1-800-356-1561
CHIP Premium Assistance Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710 (TTY: 711)

NORTH CAROLINA - Medicaid

Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100

OKLAHOMA - Medicaid and CHIP
Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

PENNSYLVANIA - Medicaid and CHIP
Website: https://www.pa.gov/en/services/dhs/apply-for-medicaid-
health-insurance-premium-payment-program-hipp.html
Phone: 1-800-692-7462
CHIP Website:

Children's Health Insurance Program (CHIP) (pa.gov)
CHIP Phone: 1-800-986-KIDS (5437)

SOUTH CAROLINA - Medicaid

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

TEXAS — Medicaid
Website: Health Insurance Premium Payment (HIPP) Program |
Texas Health and Human Services
Phone: 1-800-440-0493

VERMONT- Medicaid
Website: Health Insurance Premium Payment (HIPP) Program |

Department of Vermont Health Access
Phone: 1-800-250-8427

WASHINGTON - Medicaid
Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022

NEW HAMPSHIRE - Medicaid

Website: https://www.dhhs.nh.gov/programs-services/medicaid/
health-insurance-premium-program

Phone: 603-271-5218

Toll free number for the HIPP program: 1-800-852-3345, ext.
15218

Email: DHHS.ThirdPartyLiabi@dhhs.nh.gov

NEW YORK — Medicaid

Website: https://www.health.ny.gov/health care/medicaid/
Phone: 1-800-541-2831

NORTH DAKOTA - Medicaid

Website: https://www.hhs.nd.gov/healthcare
Phone: 1-844-854-4825

OREGON - Medicaid and CHIP
Website: http://healthcare.oregon.gov/Pages/index.aspx
Phone: 1-800-699-9075

RHODE ISLAND - Medicaid and CHIP
Website: http://www.eohhs.ri.gov/

Phone: 1-855-697-4347, or
401-462-0311 (Direct Rlte Share Line)

SOUTH DAKOTA - Medicaid

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

UTAH — Medicaid and CHIP
Utah’s Premium Partnership for Health Insurance (UPP)
Website: https://medicaid.utah.gov/upp/
Email: upp@utah.gov
Phone: 1-888-222-2542
Adult Expansion Website:
https://medicaid.utah.gov/expansion/
Utah Medicaid Buyout Program Website:
https://medicaid.utah.gov/buyout-program/
CHIP Website: https://chip.utah.gov/

VIRGINIA — Medicaid and CHIP
Website: https://coverva.dmas.virginia.gov/learn/premium-
assistance/famis-select
https://coverva.dmas.virginia.gov/learn/premium-
assistance/health-insurance-premium-payment-hipp-programs
Medicaid/CHIP Phone: 1-800-432-5924

WEST VIRGINIA — Medicaid and CHIP
Website: https://dhhr.wv.gov/bms/
http://mywvhipp.com/
Medicaid Phone: 304-558-1700
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)
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WISCONSIN — Medicaid and CHIP WYOMING - Medicaid
Website: Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm https://health.wyo.gov/healthcarefin/medicaid/programs-and-
Phone: 1-800-362-3002 eligibility/

Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since March 17, 2025, or for more information on special
enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department notes
that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and
displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless it
displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person
shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a
currently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security
Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718,
Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.

OMB Control Number 1210-0137 (expires 1/31/2026)
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Notice of Creditable Coverage

Important Notice from Plaquemines Parish Government
About Your Prescription Drug Coverage and Medicare

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

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

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

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

When Can You Join a Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th to December 7th.

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

What Happens to Your Current Coverage if You Decide to Join a Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current Plaquemines Parish Government coverage will not be affected. See plan SPD
for more information about your prescription drug coverage provisions/options.

If you do decide to join a Medicare drug plan and drop your current employer-sponsored coverage, be aware that you and your
dependents will not be able to get this coverage back.

When Will You Pay a Higher Premium (Penalty) to Join a Medicare Drug Plan?

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

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

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

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

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

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

* Visit www.medicare.gov

» Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & You” handbook
for their telephone number) for personalized help

« Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

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

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

Date: January 01, 2026

Name of Entity/Sender: Plaquemines Parish Government

Contact—Position/Office: Bridgette Human Resource Department - Human Resources Supervisor
Office Address: 333 F Edward Hebert Bivd Bidg 100, Bldg 102 Suite 304

Belle Chasse, Louisiana 70037-3012
United States
Phone Number: 504.934.6382
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Marketplace Notice
Health Insurance Marketplace Coverage Options and Your Health Coverage
PART A: General Information

Even if you are offered health coverage through your employment, you may have other coverage options through the Health
Insurance Marketplace (“Marketplace”). To assist you as you evaluate options for you and your family, this notice provides some
basic information about the Health Insurance Marketplace and health coverage offered through your employment.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers
"one-stop shopping" to find and compare private health insurance options in your geographic area.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer does not
offer coverage, or offers coverage that is not considered affordable for you and doesn’t meet certain minimum value standards
(discussed below). The savings that you're eligible for depends on your household income. You may also be eligible for a tax credit
that lowers your costs.

Does Employment-Based Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain minimum
value standards, you will not be eligible for a tax credit, or advance payment of the tax credit, for your Marketplace coverage and may
wish to enroll in your employment-based health plan. However, you may be eligible for a tax credit, and advance payments of the
credit that lowers your monthly premium, or a reduction in certain cost-sharing, if your employer does not offer coverage to you at all
or does not offer coverage that is considered affordable for you or meet minimum value standards. If your share of the premium cost
of all plans offered to you through your employment is more than 9.12%" of your annual household income, or if the coverage
through your employment does not meet the "minimum value" standard set by the Affordable Care Act, you may be eligible for a tax
credit, and advance payment of the credit, if you do not enroll in the employment-based health coverage. For family members of the
employee, coverage is considered affordable if the employee’s cost of premiums for the lowest-cost plan that would cover all family
members does not exceed 9.12% of the employee’s household income. "2

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through your employment,
then you may lose access to whatever the employer contributes to the employment-based coverage. Also, this employer contribution
-as well as your employee contribution to employment-based coverage- is generally excluded from income for federal and state
income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax basis. In addition, note that if
the health coverage offered through your employment does not meet the affordability or minimum value standards, but you accept
that coverage anyway, you will not be eligible for a tax credit. You should consider all of these factors in determining whether to
purchase a health plan through the Marketplace.

" Indexed annually; see https://www.irs.gov/publ/irs-drop/rp-22-34.pdf for 2023.

2An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit
costs covered by the plan is no less than 60 percent of such costs. For purposes of eligibility for the premium tax credit, to meet the “minimum value
standard,” the health plan must also provide substantial coverage of both inpatient hospital services and physician services.
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When Can | Enroll in Health Insurance Coverage through the Marketplace?

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open Enroliment
varies by state but generally starts November 1 and continues through at least December 15.

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a Special Enrollment Period. In
general, you qualify for a Special Enrollment Period if you’ve had certain qualifying life events, such as getting married, having a
baby, adopting a child, or losing eligibility for other health coverage. Depending on your Special Enroliment Period type, you may
have 60 days before or 60 days following the qualifying life event to enroll in a Marketplace plan.

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or Children’s
Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of the nationwide
COVID-19 public health emergency, state Medicaid and CHIP agencies generally have not terminated the enroliment of any
Medicaid or CHIP beneficiary who was enrolled on or after March 18, 2020, through March 31, 2023. As state Medicaid and CHIP
agencies resume regular eligibility and enrollment practices, many individuals may no longer be eligible for Medicaid or CHIP
coverage starting as early as March 31, 2023. The U.S. Department of Health and Human Services is offering a temporary
Marketplace Special Enroliment period to allow these individuals to enroll in Marketplace coverage.

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update an
existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of Medicaid or
CHIP coverage within the same time period, are eligible for a 60-day Special Enroliment Period. That means that if you lose
Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, you may be able to enroll in Marketplace coverage
within 60 days of when you lost Medicaid or CHIP coverage. In addition, if you or your family members are enrolled in Medicaid
or CHIP coverage, it is important to make sure that your contact information is up to date to make sure you get any information about
changes to your eligibility. To learn more, visit HealthCare.gov or call the Marketplace Call Center at 1-800-318-2596. TTY users can
call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance Coverage?

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health plan), you
or your family may also be eligible for a Special Enrollment Period to enroll in that health plan in certain circumstances, including if
you or your dependents were enrolled in Medicaid or CHIP coverage and lost that coverage. Generally, you have 60 days after the
loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but if you and your family lost eligibility for
Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can request this special enrollment in the employment-
based health plan through September 8, 2023. Confirm the deadline with your employer or your employment-based health plan.

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace or
applying directly through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-medicaid-chip/ for more
details.

How Can | Get More Information?

For more information about your coverage offered through your employment, please check your health plan’s summary plan
description or contact Bridgette Human Resource Department.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace and its
cost. Please visit HealthCare.gov for more information, including an online application for health insurance coverage and contact
information for a Health Insurance Marketplace in your area.
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PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an application for
coverage in the Marketplace, you will be asked to provide this information. This information is numbered to correspond to the
Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
Plaquemines Parish Government 726001090
5. Employer address 6. Employer phone number
333 F Edward Hebert 504.934.6382
Blvd Bldg 100, Bldg
102 Suite 304
7. City 8. State 9. ZIP code
Belle Chasse Louisiana 70037-3012

10. Who can we contact about employee health coverage at this job?
Bridgette Human Resource Department

11. Phone number (if different from above) 12. Email address
bhorton ov.net

Here is some basic information about health coverage offered by this employer:
. As your employer, we offer a health plan to:
X All employees. Eligible employees are:
Full-time employees working on average 30 hours or more per week and have also completed 30 days of service.

Some employees. Eligible employees are:

. With respect to dependents:
X We do offer coverage. Eligible dependents are:

SPOUSE and CHILDREN: A child under age twenty-six (26) who is one of the following:

(1)born of the Subscriber; or (2) legally placed for adoption with the Subscriber; or (3) legally adopted by the Subscriber; or (4) a child
for whom the Subscriber or his Spouse has been granted legal custody or provisional custody by mandate, or a child for whom the
Subscriber or his Spouse is a court appointed tutor/tutrix; or (5) a child supported by the Subscriber pursuant to a Qualified Medical
Child Support Order (QMCSO) or National Medical Support Notice (NMSN); or (6) a stepchild of the Subscriber; or (7) a grandchild
residing with the Subscriber, provided the Subscriber has been granted legal custody or provisional custody by mandate of the
grandchild; or (8) the Subscriber’s child, or grandchild who is in the legal custody of and residing with the Subscriber, who is covered
on the Plan before turning age 26, and is able to remain covered on the Plan once turning age 26 because he meets the definition and
requirements of an Over-Age Dependent who is reliant on Subscriber for support, and is incapable of sustaining employment because
of an intellectual or physical disability that began prior to age 26.

O We do not offer coverage.

X If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be
affordable, based on employee wages.

* Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount through the
Marketplace. The Marketplace will use your household income, along with other factors, to determine whether you may be eligible
for a premium discount. If, for example, your wages vary from week to week (perhaps you are an hourly employee or you work on
a commission basis), if you are newly employed mid-year, or if you have other income losses, you may still qualify for a premium
discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the employer information
you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your monthly premiums.
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SUMMARY OF BENEFITS AND COVERAGE

Easy-to-Read SBC Document Helps You Understand Your
Benefits

You'll receive a Summary of Benefits and Coverage (SBC) with your
enrollment materials this year. As part of the healthcare reform law,
the government established a new health plan information document
called the Summary of Benefits and Coverage (SBC). The SBC will
help you understand and compare different medical plan options. It
provides an overview of each medical plan in a standard format and
is written in easy-to- understand language.

The Summary of Benefits and Coverage includes three parts:
Benefits and coverage information

This section includes a chart that lists the main features of your
medical plan option(s). It answers fundamental questions about the
coverage levels of the plan options. It also provides specific
information about coverage for different services, such as office
visits, prescription drugs and emergency room services.

Coverage examples

The coverage examples on the last two pages of the document
show how the plan might cover medical care for two specific
scenarios — “Having a Baby” and “Managing Type 2 Diabetes.” The
examples show what the plan would pay and what the patient would
pay based on a common set of assumptions. It is important to note
that these are examples only. They should not be used to estimate
your actual costs under the plan.
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A link to a Uniform Glossary

The SBC explains how to access or request a glossary with
definitions for common health insurance and medical terms, such as
copayment and deductible. There may be differences between
terms found in the Uniform Glossary and those in your health plan
documents. In these instances, you should go by the terms in your
health plan document.

Note:
The amount the plan pays for covered services provided by non-network providers is based on a maximum allowable amount for

the specific service rendered. Although your plan stipulates an out- of-pocket maximum for out-of-network services, please note
the maximum allowed amount for an eligible procedure may not be equal to the amount charged by your out-of-network pro- vider.
Your out- of-network provider may bill you for the difference between the amount charged and the maximum allowed amount. This
is called balance billing and the amount billed to you can be substantial. The out-of-pocket maximum outlined in your policy will not
include amounts in excess of the allowable charge and other non-covered expenses as defined by your plan. The maximum
reimbursable amount for non-network providers can be based on a number of schedules such as a per- centage of reasonable and
customary or a percentage of Medicare. The plan document or carrier's master policy is the controlling document, and this Benefit
Highlight does not include all of the terms, coverage, exclusions, limitations, and conditions of the actual plan language. Contact
your claims payer or insurer for more information.




Glossary of Health Coverage and Medical Terms

e This glossary defines many commonly used terms, but isn’t a full list. These glossary terms and definitions are

intended to be educational and may be different from the terms and definitions in your plan or health insurance

policy. Some of these terms also might not have exactly the same meaning when used in your policy or plan, and in

any case, the policy or plan governs. (See your Summary of Benefits and Coverage for information on how to get a

copy of your policy or plan document.)

e Underlined text indicates a term defined in this Glossary.

e See page 6 for an example showing how deductibles, coinsurance and out-of-pocket limits work together in a real

life situation.

Allowed Amount

This is the maximum payment the plan will pay for a
covered health care service. May also be called “eligible
expense,” “payment allowance,” or “negotiated rate.”

Appeal

A request that your health insurer or plan review a
decision that denies a benefit or payment (either in whole
or in part).

Balance Billing

When a provider bills you for the balance remaining on
the bill that your plan doesn’t cover. This amount is the
difference between the actual billed amount and the
allowed amount. For example, if the provider’s charge is
$200 and the allowed amount is $110, the provider may
bill you for the remaining $90. This happens most often

when you see an out-of-network provider (non-preferred

provider). A network provider (preferred provider) may

not balance bill you for covered services.

Claim

A request for a benefit (including reimbursement of a
health care expense) made by you or your health care
provider to your health insurer or plan for items or

services you think are covered.

Coinsurance —
Your share of the costs
of a covered health care
service, calculated as a N
A

percentage (for
example, 20%) of the

alloxyed amount for the Jane pays Her plan pays
service. You generally 20% 80%
pay coinsurance p]us

any deductibles you

owe. (For example, if the health insurance or plan’s
p !

allowed amount for an office visit is $100 and you've met
your deductible, your coinsurance payment of 20%
would be $20. The health insurance or plan pays the rest

of the allowed amount.)

(See page 6 for a detailed example.)

Complications of Pregnancy

Conditions due to pregnancy, labor, and delivery that
require medical care to prevent serious harm to the health
of the mother or the fetus. Morning sickness and a non-
emergency caesarean section generally aren’t
complications of pregnancy.

Copayment

A fixed amount (for example, $15) you pay for a covered
health care service, usually when you receive the service
(sometimes called “copay”). The amount can vary by the
type of covered health care service.

Cost Sharing

Your share of costs for services that a plan covers that
you must pay out of your own pocket (sometimes called
“out-of-pocket costs”). Some examples of cost sharing
are copayments, deductibles, and coinsurance. Famﬂy

cost sharing is the share of cost for deductibles and out-

of-pocket costs you and your spouse and/or child(ren)
must pay out of your own pocket. Other costs, including
your premiums, penalties you may have to pay, or the
cost of care a plan doesn’t cover usually aren’t considered
cost sharing.

Cost-sharing Reductions

Discounts that reduce the amount you pay for certain
services covered by an individual plan you buy through
the Marketplace. You may get a discount if your income
is below a certain level, and you choose a Silver level
health plan or if you're a member of a federally-
recognized tribe, which includes being a shareholder in an
Alaska Native Claims Settlement Act corporation.

(DT - OMB control number: 1545—0047/Expiration Date: IZ/3I/2019>(DOL - OMB control number: 1210—0147/Expiration date: 5/31/2022)

(HHS - OMB control number: 0938-1 I46/Expir3tion date: 10/31/2022)



Deductible

An amount you could owe

during a coverage period

(usually one year) for
covered health care
services before your plan

begins to pay. An overall
deductible applies to all or

Jane pays Her plan pays
100% 0%
(See page 6 for a detailed

almost all covered items
and services. A plan with
an overall deductible may example.)

also have separate deductibles that apply to specific
services or groups of services. A plan may also have only
separate deductibles. (For example, if your deductible is
$1000, your plan won’t pay anything until you've met
your $1000 deductible for covered health care services
subject to the deductible.)

Diagnostic Test

Tests to figure out what your health problem is. For
example, an x-ray can be a diagnostic test to see if you
have a broken bone.

Durable Medical Equipment (DME)

Equipment and supplies ordered by a health care provider
for everyday or extended use. DME may include: oxygen

equipment, wheelchairs, and crutches.

Emergency Medical Condition

An illness, injury, symptom (including severe pain), or
condition severe enough to risk serious danger to your
health if you didn’t get medical attention right away. If
you didn’t get immediate medical attention you could
reasonably expect one of the following: 1)) Your health
would be put in serious danger; or 2) You would have
serious problems with your bodily functions; or 3) You
would have serious damage to any part or organ of your

body.

Emergency Medical Transportation

Ambulance services for an emergency medical condition.

Types of emergency medical transportation may include
transportation by air, land, or sea. Your plan may not
cover all types of emergency medical transportation, or
may pay less for certain types.

Emergency Room Care / Emergency Services

Services to check for an emergency medical condition and

treat you to keep an emergency medical condition from

getting worse. These services may be provided in a
licensed hospital's emergency room or other place that
provides care for emergency medical conditions.

Excluded Services
Health care services that your plan doesn’t pay for or
cover.

Formulary

A list of drugs your plan covers. A formulary may
include how much your share of the cost is for each drug.
Your plan may put drugs in different cost-sharing levels
or tiers. For example, a formulary may include generic
drug and brand name drug tiers and different cost-
sharing amounts will apply to each tier.

Grievance

A complaint that you communicate to your health insurer

or plan.

Habilitation Services

Health care services that help a person keep, learn or
improve skills and functioning for daily living. Examples
include therapy for a child who isn’t walking or talking at
the expected age. These services may include physical
and occupational therapy, speech-language pathology,

and other services for people with disabilities in a variety

of inpatient and/or outpatient settings.

Health Insurance

A contract that requires a health insurer to pay some or
all of your health care costs in exchange for a premium.
A health insurance contract may also be called a “policy”

Or “M.7’
Home Health Care

Health care services and supplies you get in your home
under your doctor’s orders. Services may be provided by
nurses, therapists, social workers, or other licensed health
care providers. Home health care usually doesn’t include
help with non-medical tasks, such as cooking, cleaning, or
driving.

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

Hospitalization

Care in a hospital that requires admission as an inpatient
and usually requires an overnight stay. Some plans may
consider an overnight stay for observation as outpatient
care instead of inpatient care.

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

Glossary of Health Coverage and Medical Terms
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In-network Coinsurance

Your share (for example, 20%) of the allowed amount
for covered health care services. Your share is usually
lower for in-network covered services.

In-network Copayment
A fixed amount (for example, $15) you pay for covered
health care services to providers who contract with your

health insurance or plan. In-network copayments usually
are less than out-of-network copayments.

Marketplace

A marketplace for health insurance where individuals,
families and small businesses can learn about their plan
options; compare plans based on costs, benefits and other
important features; apply for and receive financial help
with premiums and cost sharing based on income; and

choose a plan and enroll in coverage. Also known as an
“Exchange.” The Marketplace is run by the state in some
states and by the federal government in others. In some
states, the Marketplace also helps eligible consumers
enroll in other programs, including Medicaid and the
Children’s Health Insurance Program (CHIP). Available

online, by phone, and in-person.

Maximum Out-of-pocket Limit

Yearly amount the federal government sets as the most
each individual or family can be required to pay in cost
sharing during the plan year for covered, in-network
services. Applies to most types of health plans and

insurance. This amount may be higher than the out-of-

pocket limits stated for your plan.
Medically Necessary

Health care services or supplies needed to prevent,
diagnose, or treat an illness, injury, condition, disease, or
its symptoms, including habilitation, and that meet
accepted standards of medicine.

Minimum Essential Coverage

Minimum essential coverage generally includes plans,
health insurance available through the Marketplace or
other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are
eligible for certain types of minimum essential coverage,
you may not be eligible for the premium tax credit.

Minimum Value Standard

A basic standard to measure the percent of permitted
costs the plan covers. If you're offered an employer plan
that pays for at least 60% of the total allowed costs of
benefits, the plan offers minimum value and you may not
quality for premium tax credits and cost-sharing

reductions to buy a plan from the Marketplace.

Network
The facilities, providers and suppliers your health insurer
or plan has contracted with to provide health care

services.

Network Provider (Preferred Provider)

A provider who has a contract with your health insurer or
plan who has agreed to provide services to members of a
plan. You will pay less if you see a provider in the
network. Also called “preferred provider” or
“participating provider.”

Orthotics and Prosthetics

Leg, arm, back and neck braces, artificial legs, arms, and
eyes, and external breast prostheses after a mastectomy.
These services include: adjustment, repairs, and
replacements required because of breakage, wear, loss, or
a change in the patient’s physical condition.

Out-of-network Coinsurance

Your share (for example, 40%) of the allowed amount
for covered health care services to providers who don’t
contract with your health insurance or plan. Out-of-

network coinsurance usually costs you more than in-

network colnsurance.

Out-of-network Copayment

A fixed amount (for example, $30) you pay for covered
health care services from providers who do not contract
with your health insurance or plan. Out-of-network

copayments usually are more than in-network

co payments.

Out-of-network Provider (Non-Preferred

Provider)

A provider who doesn’t have a contract with your plan to
provide services. If your plan covers out-of-network
services, you'll usually pay more to see an out-of-network
provider than a preferred provider. Your policy will

explain what those costs may be. May also be called
“non-preferred” or “non-participating” instead of “out-
of-network provider.”

Glossary of Health Coverage and Medical Terms
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Out-of-pocket Limit
The most you could pay

&

during a coverage period
(usually one year) for

your share of the costs

of covered services.
After you meet this

Jane pays

0%

Her plan pays

100%

limit the plan will
usually pay 100% of the
allowed amount. This
limit helps you plan for
health care costs. This limit never includes your

premium, balance-billed charges or health care your plan
doesn’t cover. Some plans don’t count all of your
copayments, deductibles, coinsurance payments, out-of-

network payments, or other expenses toward this limit.

Physician Services
Health care services a licensed medical physician,

including an M.D. (Medical Doctor) or D.O. (Doctor of

Osteopathic Medicine), provides or coordinates.

Plan
Health coverage issued to you directly (individual plan)

or through an employer, union or other group sponsor
(employer group plan) that provides coverage for certain
health care costs. Also called “health insurance plan,”
“policy,” “health insurance policy,” or “health insurance.”

Preauthorization
A decision by your health insurer or plan that a health

care service, treatment plan, prescription drug or durable

medical equipment (DME) is medically necessary.

Sometimes called “prior authorization,” “prior approval,”

or “precertification.” Your health insurance or plan may
require preauthorization for certain services before you
receive them, except in an emergency. Preauthorization
isn’t a promise your health insurance or plan will cover
the cost.

Premium
The amount that must be paid for your health insurance

or plan. You and/or your employer usually pay it
monthly, quarterly, or yearly.

(See page 6 for a detailed example.)

Premium Tax Credits

Financial help that lowers your taxes to help you and
your family pay for private health insurance. You can get
this help if you get health insurance through the
Marketplace and your income is below a certain level.
Advance payments of the tax credit can be used right
away to lower your monthly premium costs.

Prescription Drug Coverage

Coverage under a plan that helps pay for prescription
drugs. If the plan’s formulary uses “tiers” (levels),
prescription drugs are grouped together by type or cost.
The amount you'll pay in cost sharing will be different

for each “tier” of covered prescription drugs.

Prescription Drugs

Drugs and medications that by law require a prescription.

Preventive Care (Preventive Service)

Routine health care, including screenings, check-ups, and
patient counseling, to prevent or discover illness, disease,
or other health problems.

Primary Care Physician
A physician, including an M.D. (Medical Doctor) or
D.O. (Doctor of Osteopathic Medicine), who provides

or coordinates a range of health care services for you.

Primary Care Provider

A physician, including an M.D. (Medical Doctor) or
D.O. (Doctor of Osteopathic Medicine), nurse
practitioner, clinical nurse specialist, or physician
assistant, as allowed under state law and the terms of the
plan, who provides, coordinates, or helps you access a
range of health care services.

Provider

An individual or facility that provides health care services.
Some examples of a provider include a doctor, nurse,
chiropractor, physician assistant, hospital, surgical center,
skilled nursing facility, and rehabilitation center. The
plan may require the provider to be licensed, certified, or
accredited as required by state law.

Reconstructive Surgery

Surgery and follow-up treatment needed to correct or
improve a part of the body because of birth defects,
accidents, injuries, or medical conditions.

Glossary of Health Coverage and Medical Terms
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Referral

A written order from your primary care provider for you

to see a specialist or get certain health care services. In
many health maintenance organizations (HMOs), you
need to get a referral before you can get health care
services from anyone except your primary care provider.

If you don't get a referral first, the plan may not pay for

the services.

Rehabilitation Services

Health care services that help a person keep, get back, or
improve skills and functioning for daily living that have
been lost or impaired because a person was sick, hurt, or
disabled. These services may include physical and
occupational therapy, speech-language pathology, and

psychiatric rehabilitation services in a variety of inpatient

and/or outpatient settings.

Screening

A type of preventive care that includes tests or exams to
detect the presence of something, usually performed
when you have no symptoms, signs, or prevailing medical
history of a disease or condition.

Skilled Nursing Care

Services performed or supervised by licensed nurses in
your home or in a nursing home. Skilled nursing care is
not the same as “skilled care services,” which are services
performed by therapists or technicians (rather than
licensed nurses) in your home or in a nursing home.

Specialist

A provider focusing on a specific area of medicine or a
group of patients to diagnose, manage, prevent, or treat
certain types of symptoms and conditions.

Specialty Drug

A type of prescription drug that, in general, requires

special handling or ongoing monitoring and assessment
by a health care professional, or is relatively difficult to
dispense. Generally, specialty drugs are the most
expensive drugs on a formulary.

UCR (Usual, Customary and Reasonable)

The amount paid for a medical service in a geographic
area based on what providers in the area usually charge
for the same or similar medical service. The UCR
amount sometimes is used to determine the allowed

amount.

Utrgent Care
Care for an illness, injury, or condition serious enough
that a reasonable person would seek care right away, but

not so severe as to require emergency room care.

Glossary of Health Coverage and Medical Terms

31



SWIRT, Hmuﬂ.—uoz .—uﬁﬁm OMNHO>OU ﬁﬂ:moz .wO %Hmmmoﬁmu

‘0S8I-¥¥CIcT ﬂ:ﬂbaz ‘daowmneq

‘60-97-%D doig IR 1921 dueIed]) s110doy] Yy umy ‘preadnog £mmdag 00G/ ‘SIND 03 1M owwoﬁ ‘wiog sIy1 Suraoxdun 10} suonsad3ns 10 @Bwﬁﬁwo i Ayl Jo Asemooe a3 Sururdouod sjudUwod aaey nod ] "UOIDI[OD UOIFTWLIOUT A3
MI1AA1 pue 801&8 pue ‘papadu eiep 3 bfam f$90IN0SA1 EIEP Sunsixa [2183$ ‘SUOIINIISUT MIIAII 03 JWII A3 mEﬁEuE suodsar 1od smoy 90'0 s3eroae 01 PRIEWIISI ST UOIIDI[OD UOHEWLIOFUT SIY) BoEEOU ol wobsvop dwn Y ] "9FT I-8E€60 S UOIII[[0d
UOIIEWLIOFUT SIY) 10§ JqUINU [013U0 QO PIJes Y ] Foquinu Jo13uod qINQ PIeaA € &ﬁmm:u 31 SSI[UN UOTIEULIOUT JO UOTIDI[JOD E 03 ﬁ:o&mop [ ﬁobsvop are suosiad ou ‘SH6] FO 1Y uonINpIy vﬁo\sb&ma a1 01 mmeoou/x DUSWIEIS INSOPSI(T Vid

\ 571§ sked ued 1opy Bo:n = ST1$ J0 %08 sked ued 3 \ j

0§ sshed auef $T$ = STI$ 3O %0¢ shed sue(
STI§ 53500 J1STA DI GTI$ 53503 31S1A PO
‘1eaf a4 Jo 1591 AU 10§ “JISTA 1X9U 191] 10§ $ISOD 0¢ :sded uerd 10y
SIDTAIIS IIED I[BAY PATIIA0D 124 JO IS0 Y JO dwos sded % 14 0§ % S7IS :sAed oﬁmh
IRl sded % W Te01 ur 000'S$ Y mc.jum& Tero1 ur 00 1$ ﬁ.:& GZI$ :$3502 JISTA YO
pred pue ua1jo 10100p a1 UAIs sey due( PUE SIW) [E12A3S J0ID0P B UIS sey due[ 53502 o Jo Aue Led 1 usoop Te[d 1op
11| 193000-J0-1N0 suibaq 35UBINSUI0D ‘3[qoNpap 19A 3[GNoNPap 005°1L$
/ 000°S$ 19y sayoeal w:@ / 00S‘L$ 49y sayoeau m:@ f Jay payoeau j,usey m:mt
%001 %0 %08 %0¢C %0 %001
sded % P sded oue( sded % P sded oue( sded % R)E | sded oue(
S1509 S)509
alow alow

I
I

polad abelano) Jo pug poliad abeianod Jo Buiuuibag
1sTE 1aqwadag sT Arenuer
® o

000°G$ 3w 33)420d-}0-IN0 %0¢ -ddueinsulio)d 00G°L$ :@1qnonpaq ueld s.duer

ajdwex3 - s}so) aJeys Jainsuj JNOA pue noA MOH



Plaquemines Parish Government

YOUR GALLAGHER TEAM

Cassidy Villanueva Wayne J. Francingues, Sr.
Service Consultant Area Vice President
504.378.4637 504.872.3568
Cassidy_villanueva@ajg.com wayne_francingues_sr@ajg.com
Elizabeth Schaffer Ryan Hamilton
Senior Benefit Consultant Senior Client Associate
504.872.3572 225.494.0754
Elizabeth_Schaffer@ajg.com ryan_hamilton@ajg.com
Danica Ansardi Tray Ansardi
Co-Broker Co-Broker
The Ansardi Group The Ansardi Group
504.393.2228 504.393.2228

danica@ansardigroup.com tray@ansardigroup.com
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This benefit summary prepared by

& Gallagher

Insurance ‘ Risk Management ‘ Consulting

This document is an outline of the coverage provided under your employer’s benefit plans based on information provided by your company. It
does not include all the terms, coverage, exclusions, limitations, and conditions contained in the official Plan Document, applicable insurance
policies and contracts (collectively, the “plan documents”). The plan documents themselves must be read for those details. The intent of this
document is to provide you with general information about your employer’s benefit plans. It does not necessarily address all the specific issues
which may be applicable to you. It should not be construed as, nor is it intended to provide, legal advice. To the extent that any of the
information contained in this document is inconsistent with the plan documents, the provisions set forth in the plan documents will govern in all
cases. If you wish to review the plan documents or you have questions regarding specific issues or plan provisions, you should contact your
Human Resources/Benefits Department.

© 2026 Gallagher Benefit Services, Inc. All rights reserved.
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