GENERAL BOARD OF PENSION AND HEALTH BENEFITS

= OF THE UNITED METHODIST CHURCH

Caring For Those Who Serve

1201 Davis Street

Evanston, Illinois 60201-4118
800-851-22M1

www. ghophb.org

Dear new HealthFlex participant:

Welcome to HealthFlex!

This packet provides you with information about the HealthFlex benefits that are available to you. By following
a few simple steps you and your eligible dependents can be covered for healthcare benefits. However, if 15
mmportant to read and follow the directions carefully. If there 15 anything you do not understand or questions
that concern you, please contact ‘_i,fc-lxr

_ Central Texas
Enclosed you will find: Conference Office

= HealthFlex Enroliment/Change Form,

= 30-day Enrollment Compliance Rules and Implications,

«  Pre-Existing Condition Exclusions,

= Information About Active Surviving Dependent Benefits.

= Special Envellment and Change of Status Event Provisions,
= HealthFlex Notice of Privacy Practices,

= Plan Informatiot

= Summaries of Your Benefit Options, and

=  Required Contributions for Coverage (if applicable).

= Connnuation Coverage Under HealthFlex

Srep 1

Please read and complete the requured participant information on the HealthFlex Enrollment/Change Form for
Participants and return 1t to your plan sponsor as soon as possible so that an officer can sign and subnut the form
within 30 calendar days of your eligibility date.

If the 30-day time period is not met, you will be assigned an election of “No Coverage™. In this case, you
will be unable to enroll until the next open enrollment period and coverage would not begin until the program
year that follows such subsequent open enrollment period. Please see “HealthFlex Special Enrollment
Provisions” m the Summary of Your Benefit Options for exceptions.

= The plan sponsor is defined as the annual conference or other United Methodist organization that elects to
adopt group heaith coverage under Health Fiex.

Strep 2
Your next step will be to make your benefit option elections. Approximately 10 days after you complete and
send your HealthFlex Envollment/Change Form for Participants, you will recetve an election packet contamning:
= Your personalized HealthFlex election worksheet, which lists your benefit options and eligible

dependents; and
= Your Web Guide to Making HealthFlex Elections.

You have 30 calendar days from the date in the upper right hand corer of your worksheet to complete your
elections. If you do not make your elections within that tune period, your benefits will be those indicated with a

checkmark (¥) on your worksheet.



You can make your elections via the Internet. To do so you will need the ID located on your worksheet.

If you do not have access to a computer you can sign and mail or fax your worksheet to your plan sponsor.
Upon completion of your elections, you will receive a statement confirnung benefit elections for you and
your covered dependents.

If you have dependents, they must be covered under the same options you choose for yourself, even if they
live m a different geographic area than you. Check your decisions carefully and be sure they are final Once
they are processed, you will be unable to make changes until the next open enrollment period unless you
experience a qualifying event as detailed in the Special Enrollment and Change of Status Event Provisions
mcluded in this packet.

If you choose to enroll, your medieal, and vision coverage and related required contributions will
commence on your eligibility date.

You are not required to accept HealthFlex coverage.

If vou decline coverage at this time for yourself and your dependent, it is especially important that you
indicate whether Other Health Coverage’ is available to vou and your dependent. Under federal law. if you
have given written notice and subsequently lose the Other Health Coverage, in certain situations you may be
able to enroll in HealthFlex before the next open enrollment period.

If you have questions about any of the material contained m this packet or the HealthFlex benetfits available to
you, call your plan sponsor

Sincerely,

Health Benefits Team

10299v1001/051308

! Under HealthFlex. Other Health Coverage includes coverage under a self-insured group health plan; an mndividual

or group health insurance plan or HMO plan; Parts A or B of Medicare; Medicaid; a health plan for current and former
members of the armed forces: a health plan provided through Indian Health Services; a state health benefit risk pool;
the Federal Emplovees Health Program; a plan provided under the Peace Corps Act; a state_ county or municipal public
health plan: a State Children’s Health Insurance Program (S-CHIP); health coverage provided under a plan established
by a foreign country; coverage provided under state or federal health continuation mandates (e g . COBRA); mdividual
or group health surance through an association; and an individual or group health conversion plan.




ENROLLMENT/WAIVER FORM INSTRUCTION SHEET
NOTE: DO NOT FILL THIS OUT IF YOU ARE NOT ELIGIBLE TO PARTICIPATE IN THE HEALTHFLEX
PLAN THROUGH YOUR EMPLOYER (i.e. If you are a lay employee working less than 30 hours per
week or are a Deacon appointed less than 1z time or a non-salaried Deacon.)

Please follow these instructions carefully:

NOTE: This form is enrolling you in the HealthFlex Plan only — you will be asked to make a
selection between the PPO Plan or EPO Plan by marking the appropriate box at the top of the
form. This is for our billing records only. You will be contacted via mail with instructions on how
to make your election with HealthFlex once your enroliment form is received by the HealthFlex
Data Team. If no official election is made with HealthFlex, you will automatically be enrolled in
the PPO plan and may not make a plan change until open enroliment for an effective date of 1/1
of the next year.

Part 1: Some of the blanks are less than clear, so please note those at this time and fill out the
appropriate response:

Church/Employer - The name of your church/employer on the effective date of coverage.
Please include the GCFA number.

Membership - Your current status with the Central Texas Conference.

Date of hire — The actual first day of employment for lay employees or the effective date of
appointment at your current church for clergy.

Appointment/Employment Status — Job title for lay, Conference relationship for clergy.
Percentage of Employment - Check one of the boxes.

Processing Event — Please indicate the qualifying event (see listin Part 7)

Event Date — This is the date of the gualifying event for changes in enrollment. (i.e. Date of
Divorce, Date of Birth of new dependent.)

Part 2 — Dependent information: Follow instructions printed on enroliment form.

Part 3 — Participant Signature: Sign and date in the appropriate spaces.

Part 4 — Plan Sponsor Authorization of Enroliment/Change - This section is to be signed and
dated by Conference Office.

Part 5 — Declination of Coverage this section is to be signed by an employee who is declining
coverage on themselves or ANY of their eligible dependents (this section must be signed in order
to be eligible for enrollment outside of open enrollment in the case of a change in family status)

NOTICE to ANY Mandated Clergy waiving coverage: Your church will still be
responsible for a monthly MINIMUM CONTRIBUTION equal to the SINGLE PPO
CLERGY RATE.

Part 6 — Retirees Only. This applies to pre-65 clergy retirees only.

Part 8 — Mailing Address Only fill this out if you wish to receive mail from Healthflex and/or
BCBS at an address other than that listed in Part 1.




IF YOU ARE WAIVING COVERAGE FOR YOURSELF AND FOR YOUR ELIGIBLE
DEPENDENTS YOU MUST:

Part1: Fill out all personal information and name of church.

Part 2: Fill out information with your name on the first line, your spouses name on the second
line, and all eligible dependents on the following lines (more space to fill out dependents may be
found in Part 9). Check the box under the heading “Cover?” indication which persons for whom
you are declining coverage and whether they have other health insurance.

Part 5: Read the statement carefully in Part 5 and sign and date.

Completed Enrollment Forms
must be returned to the Conference Office
464 Bailey Ave., Fort Worth, TX 76107
FAX: 817.338.4541
within 30 days of your hire date or eligibility date.





















































































NEW RX PLAN DESIGN FOR 2010

Rx Plan — FX 2
PPO A500/EPOB/
Medicare Companion Plan

Effective January 1, 2010

Annual Deductible $50 Individual
(Does not apply to mail order.) $100 Family
Annual Out-of-Pocket Limit $2,000 Individual

(Co-payments only.) $4,000 Family
Retail
Generic $10
Formulary brand name $20
Non-formulary brand name $35
Mail Order
Generic $20
Formulary Brand $50
Non-Formulary Brand $88







