August 4, 2010
Dear Members of the Lay Employee Benefit Plan,

On behalf of Bishop Robert W. Finn, I would like to introduce you to our 2010-11 Lay

Employee Benefit Plans. We are extremely pleased that we can continue to offer a

comprehensive fringe benefit program for our dedicated employees, and we are com-
mitted to enhancing the programs when it is appropriate and possible.

This Highlights booklet includes a general outline of the major parts of our benefits program. It will answer most
of your questions. This booklet includes an overview of each benefit plan, premium rates and application forms.

You'll see coded in red the four plans provided at no cost to you; those coded in blue are your health insurance
options in which you share the cost with your employer; and those coded in green are paid entirely by employees
who choose to participate. They include the dental and supplementary life plans; the tax-saving flexible benefit
plans, the health savings account, accident and cancer policies, and a tax deferred annuity plan. (All employees, full

and part-time, may participate in the annuity plan.)

Note: The “Open Enrollment” period, during which you may change from one health or dental insurance plan to
another, is in September. To make a change in your current dental or health insurance plan, complete the appropri-
ate application form found in the back of this booklet. You may make application to change the current amount of

your supplementary life insurance.

If you wish to continue in the Flexible Benefits Plan — Healthcare Reimbursement Savings Plan and /or Dependent

Care Savings Plans, you MUST re-enroll for the new plan year.

All changes will be effective October 1st. Please give all your completed forms to your supervisor no later the
September 24, 2010. Please feel free to call Anne Marie Stueve in our Benefits Office at (816) 714-2318, if you have
any questions regarding your benefits. Completed forms can be faxed to 816-756-2685.

Sincerely,
Rhonda Stucinski

Director of Human Resources

Diocese of Kansas City — St. Joseph
Department of Human Resources
300 East 36" Street
Kansas City, MO. 64141
816-756-1858 ext. 225
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Good News!

This has been an exciting year for our benefit program with the continuation of free \ a: -E.-
health screenings and Health Risk Assessments (HRA). Many participants won gift {_, T
cards through participation in a variety of valuable wellness activities and information- \\) vy
al programs such as Nutri-Wise Food Labeling Eduation, Tobacco Cessation, and Weigh rf ﬁl (

To Go. Overall, over 167 of you participated in at least one wellness initiative and the f_! *:L-
Diocese was pleased to give away more than $4,200 in gift cards to participants. '1| { . d

-

Thanks to your collective efforts we have again held down our health care claim costs,
and therefore our premiums, to substantially less than industry average!

The “A Healthier You” program continues to be a success and we are pleased to be able to expand this wellness initiative
for the benefit of our employees covered under the health plan and their covered dependents. This year we are adding a
“Points to Blue” program. The features of the Diocesan “Points to Blue” program are:

* Members can earn points for taking HRA, screenings, classes, calling the health coach, etc.

e Earn up to 250,000 points per year or a cash equivalent of $250

* Redeem points for gift cards from more than 350 merchants including retailers, sports and fitness goods, restaurants,
travel, entertainment providers or debit card

More Good News!

In addition the Diocese has contracted with Saint Luke’s Health System to provide a part-time wellness coordinator! The
wellness coordinator is located in the Chancery office and can assist you with the following:

* Respond to any health or fitness related inquiries, in person, via telephone or email, from employees for lifestyle coaching
* Refer requests/needs to appropriate resources or interventions based on their health risks and interests
e Provide onsite programs including seminars, book studies, and other programs that support employee health

and wellness
Better Health = Better Premium Rates

Still More Good News — New Diocesan Benefits!
Blue Saver PPO Option — a New Lower Cost Health Plan Better

Features of this additional option include:

* Lower cost — AND the Diocese is passing all of the premium savings to you

* Same network of physicians and hospitals as the Preferred-Care Blue PPO - available to all Diocesan locations
* Same pharmacy network

¢ Same contracted provider discounts

e Same list of covered services

* Most employees will be able to contribute to a tax sheltered Health Savings Account (HSA)

* Annual routine/preventive services are covered at 100% - not subject to the deductible

Delta Dental — a New Dental Plan!

Access to far more dentists — over 97% of all Missouri dentists

e All Diocesan locations have good access to the broad selection of participating dentists
e Even greater benefits if you choose to utilize a smaller selection of dentists (at any time)
e Two plan options from which to annually choose

* A $10 per month employer premium contribution towards the option of your choice

And the employee survey said.....more dentists and an employer premium contribution — we heard you!



Short-Term

Disability Insurance

All full-time, non-temporary lay and religious employees
will be eligible for the following Short-Term Disability cov-
erage provided through Assurant Employee Benefits.

Non-occupational coverage only.

Weekly benefits are equal to 70% of weekly pre-disability
pay, to a maximum of $500 per week; minimum weekly
benefit greater of $25 or 15% of the scheduled amount.

Benefits begin on the eighth day of disability due to acci-
dent, sickness or pregnancy.

Benefit duration is 16 weeks (120 calendar days).

Long-Term

Disability Insurance

In order to assist employees who may be faced with
financial hardship due to disabling conditions, Long-
Term Disability coverage is provided through Assurant
Employee Benefits.

Provided for all full-time, non-temporary lay employees.

Benefits commence after the later of the maximum benefit
period of your STD plan or 120 calendar days of disability.

Benefits are payable to age 65 (longer if disability occurs
after age 60, per ADEA).

100% EMPLOYER PAID

Maternity: According to Assurant’s medically-accept-
ed guidelines, 6 weeks is allowed for vaginal and
cesarean delivery for a sedentary position (office/ desk
work). For any occupation greater than sedentary, the
guidelines allow up to 8 weeks for cesarean. Since
pregnancy is treated as any other illness, if there are
complications in recovery that impact the ability to
perform the job/occupation, Assurant will consider
benefit payment beyond these time periods.

During the period of disability, the employee has the
option to trade their Diocesan benefits of accrued sick
leave or vacation for an additional 30% of weekly salary
or the percent necessary for the employee to receive
100% of pre-disability salary.

Includes a Dual Definition of Disability*, which allows
you to qualify for disability benefits by meeting either
an occupation or an earnings test, not both.

100% EMPLOYER PAID

Monthly benefits are payable equal to 60% of monthly

pre-disability pay, to a maximum of $5,000 per month;
minimum monthly benefit the greater of $100 or 15% of the
scheduled amount.

Includes a Dual Definition of Disability*, which allows
you to qualify for disability benefits by meeting either
an own occupation or an earnings test, not both.

Pre-existing condition exclusions apply.

Limitations apply to mental illness, drugs, alcohol and
chemical dependency.

Coverage includes partial disability benefit.

3 month survivor benefit in the event of employee’s death.

Products marketed by Assurant Employee Benefits are underwritten by Union Security Insurance Company.

*

Occupation Test - 24 month regular occupation test (LTD ONLY)

You can qualify for the occupation test if you are under the regular care and attendance of a doctor and an injury,
sickness or pregnancy prevents you from performing at least one of the material duties of your occupation; the ability
to work full-time is considered a material duty of an occupation.

Earnings Test (LTD and STD)

You qualify for the earnings test if an injury, sickness or pregnancy prevents you from earning more than 80% of your
pre-disability pay, even if you are working full-time and performing all of the material duties of your occupation.

Offsets (LTD and STD)

Offsets may include, but are not limited to, retirement or government plans, other group disability plans, no-fault

benefits, and return-to-work earnings.

New full-time employees must complete the Employee Information Sheet in order to be enrolled in the Group Term Life,
AD&D, Short-Term Disability, Long-Term Disability and Pension Plans. Eligibility for the benefits described in this book-
let commence on the first day of the month following the starting date of full-time employment. Full details regarding the
above are available upon request. See group policy or certificate booklet for details of coverage, limitations and exclusions.




Life & AD&D

Insurance

To provide a measure of protection to your beneficiaries
in the event of your death, the Diocese provides Group
Term Life Insurance and Accidental Death and
Dismemberment coverage.

* Provided through Assurant Employee Benefits and
UsAble for all full-time, non-temporary lay employees.

e Amount of Life Insurance: One times annual earnings to a
maximum of $50,000. Benefit reduced by 50% at age 70.

* You may change your beneficiary at any time by making
a written request to the Diocese.

e If you become disabled before your 60th birthday, your

Products marketed by Assurant Employee Benefits are underwritten by Union Security Insurance Company.

The Lay Pension Plan provides a retirement benefit to
eligible retired lay employees based on salary and the num-
ber of years of credited service in the Diocese. The plan
is designed to help employees prepare for retirement,
even though it may now seem a long time away.
Combined with Social Security benefits and savings or
investments, the Plan will help to meet personal living
expenses during retirement.

e Covers all full-time, non-temporary lay employees of
the parishes and participating institutions in the
Diocese. Ordained priests and religiously professed
Brothers and Sisters are not eligible for the Lay
Employee Pension Plan.

e Monthly benefit for employees who retire at age 65 is
1.25% of participant’s average monthly compensation,
times the number of years of credited service, up to a
maximum of 40 years. Employees may apply for a
reduced pension after age 62.

e Average Monthly Compensation is the average of the
highest consecutive 60 months’ salary the employee
received during the 15 years prior to retirement.

* Credited Service means continuous full-time employ-
ment from the employee’s latest date of hire. A retiree
must have at least five years of credited service to be eli-
gible for a pension benefit.

100% EMPLOYER PAID

insurance will continue as long as you are disabled, but
not past the earlier of age 65, or the date you retire. If
you become disabled on or after your 60th birthday, but
before age 65, your insurance may continue for up to
one year, but not past the earlier of age 65, or the date
you retire.

You may request that coverage be converted upon ter-
mination without evidence of insurability.

Accidental Death: An additional amount equal to the
amount of Life Insurance will be paid to your beneficia-
ry if death is due to an accident. Lesser benefits are
payable for specified disabilities resulting from an acci-
dent. Limitations and exclusions apply.

Accelerated Death Benefit: If you have a qualifying
medical condition and meet certain specifications, you
have the right to receive a portion of your life benefit.
Limitations and exclusions apply.

100% EMPLOYER PAID

Transferring from one participating employer to anoth-
er within the Diocese does not change an employee’s
“Date of Hire”, as long as there is no break in service.

An employee may leave the Diocese with a “Vested
Pension” - the right to future benefits - after 5 years of
continuous full-time service.

The spouse of a deceased, vested employee may apply
for a surviving spouse benefit on the deceased employ-
ee’s normal retirement date, age 65. A surviving spouse
benefit is the amount that would have been paid (based
on service to the date of death) if the employee had
elected a 50% survivor annuity on the employee’s nor-
mal retirement date.

As of July 1, 1998, a participating employee, prior to
completing 5 years of continuous service, may incur a
break in service up to 36 months without the loss of
credited service.

The retirement benefit for an employee who continues
to work after age 65 will be based on compensation and
service to the date of actual retirement but credited ser-
vice may not exceed 40 years.

Retiring employees may elect to receive their earned
benefit under one of several irrevocable options.

The Diocese administers the plan. All contributions to
the plan are held in a Trust Fund and are not eligible for
distribution until age 62. Additional details can be
found in the Summary Plan Description.

Please contact the Employee Benefits Office two months
prior to commencement of pension.



Health Insurance

The Diocesan Group Health Insurance Plan contains
three options through Blue Cross/Blue Shield of Kansas
City (BC/BS).

1. Preferred-Care Blue
Preferred Provider Organization (PPO)

The first option is Preferred-Care Blue, which is a Preferred
Provider Organization (PPO). In the Preferred-Care Blue
area, listed in your Preferred-Care Blue Directory, the plan
includes a network of hospitals and physicians who have

COST SHARED BY EMPLOYER AND EMPLOYEE

agreed to allow substantially greater discounts to BC/BS
Preferred-Care Blue subscribers. Plan subscribers from any
area who choose these providers will pay only 10% of the
discounted costs. You have the option to use other providers
in the area, but 40% coinsurance payments will apply.

Through the Blue Card system, if you receive services out-
side of the Kansas City BC/BS Preferred-Care Blue area, eli-
gible expenses will be paid at the 90%/10% coinsurance
level for services provided by a local BC/BS provider.
Subscribers may use any Non-Preferred-Care Blue
provider inside or outside the local Kansas City BC/BS
area, including specialized services in other parts of the
country, and the 60% /40% coinsurance applies.

A common deductible applies to Preferred-Care Blue and
Non-Preferred-Care Blue. See diagram for out-of-pocket
expenses.

Deductible

$500 Deductible
$1,000 Family Deductible
During Calendar Year

Coinsurance

Preferred-Care Blue Providers
(or local BC/BS provider if out of
KC BC/BS operating area)

BC/BS Pays 90%
You Pay 10%

Out-of-Pocket Maximum

$1,500 Individual
$3,000 Family

Non-Preferred-Care Blue Providers
(or Non-Preferred BC/BS provider
if out of KC BC/BS operating area)

BC/BS Pays 60%
You Pay 40%

Out-of-Pocket Maximum

$4,500 Individual
$9,000 Family

100% thereafter
Paid by BC/BS
Unlimited Lifetime

Maximum




MENTAL HEALTH/SUBSTANCE ABUSE TREATMENT
Limitations apply to outpatient and inpatient mental ill-
ness, alcoholism and drug abuse benefits. Inpatient bene-
fits will be payable only if pre-authorized and approved by
BC/BS prior to any inpatient treatment for drug addiction,
alcoholism, and chemical dependency or nervous and men-
tal illness. You can obtain authorization by calling 913-982-
8400 locally or toll free at 800-528-5763. Pre-authorization
is not required for outpatient treatment.

HOSPITAL PRIOR AUTHORIZATION

Prior authorization is required for all Non-Preferred-Care
Blue hospital admissions or out-of-area hospital admis-
sions. The member is responsible for the cost of services
received at non-network or out-of-area hospitals if the ser-
vices received require prior authorization and prior auth-
orization was not obtained. In case of an emergency,
admissions must be authorized within 48 hours of the
admission, or as soon as reasonably possible.

OTHER BENEFITS
e Allergy Testing: Deductible & Coinsurance.

e Allergy Treatment: Deductible & Coinsurance.

* Ambulatory Surgical Center: Inpatient hospital ser-
vices in a Non-Participating Hospital inside our service
area are limited to a $200 maximum per day and are lim-
ited to 30 days per calendar year. Outpatient services at
a Non-Participating Provider Hospital or at a Non-
Participating Provider outpatient facility inside our ser-
vice area are limited to a $200 calendar year maximum.

e Chiropractic Services: In-network services are covered
100% after a $35 copay. Out-of-network services are sub-
ject to deductible and coinsurance, and requires prior
authorization. Includes office visit, lab and x-ray
(excluding MRI, MRA, CT and ultra-sound) performed
and billed in a chiropractor’s office. Other services/pro-
cedures including skeletal manipulations performed in a
chiropractor’s office are subject to the Preferred
Deductible and Coinsurance level.

* Outpatient Therapy: Combined maximum 40 visits
per calendar year (physical and occupational).
Combined maximum 20 visits per calendar year (speech
and hearing).

* Prosthetics: Coverage when medically necessary.
e Durable Medical Equipment: Benefit subject to
Deductible and Coinsurance and payable up to $5,000

per calendar year.

* Hospice Care: Hospice Care benefits are available for
patients who are considered to be terminally ill.

Preferred-Care Blue continued

Services must be authorized by BC/BS’s Case
Management program by calling 816-395-3989.

* Home Health Care: Home Health Care services are
available for patients to receive care in the home as an
alternative to services in the hospital. Benefits are sub-
ject to Deductible and Coinsurance and will be payable
up to 60 visits per member per calendar year. Services
must be approved and provided by a home health
agency contracted with BC/BS’s Case Management pro-
gram by calling 816-395-3989.

* Little Stars: The Little Stars program helps expectant
mothers reduce the risk of delivering early and pre-
pares them for handling the unexpected. The plan is
confidential and free to employees and covered spous-
es covered under the Diocesan medical plan. To regis-
ter for the program, call 816-395-3964 or toll-free at 800-
892-6116, ext. 3964.

* Maternity Benefits: Maternity benefits for subscribers
and covered spouses are covered the same as any illness.
Hospital prior authorization is necessary for Non-
Preferred-Care Blue admission. Room charges for new-
borns are covered under family coverage; but only if
BC/BS is notified of birth and individual coverage is
changed to family coverage within 30 days of birth date,
on a prescribed change form.

* Skilled Nursing Facilities: Deductible and
Coinsurance. Covered up to 30 days per calendar year.
Some limitations may apply.

DEPENDENT AGE LIMITATION

Children who are dependent on their parents are covered
until the end of the calendar year in which they turn 26 or
the end of the month they are no longer dependent,
whichever is first. It is your responsibility to contact the
Employee Benefits Office when your dependent is no
longer eligible.

PRE-EXISTING CONDITIONS

Your Employer’s group contract provides coverage that
contains limitations based on whether a condition is con-
sidered pre-existing. Any condition (whether physical or
mental) for which medical advice, diagnosis, care, or treat-
ment was recommended or received within the 90 day peri-
od from the enrollment date, is considered a pre-existing
condition (pregnancy is not considered a pre-existing con-
dition). Your Employer’s group contract excludes coverage
for these specific pre-existing conditions for 12 months
beginning on the first day of the waiting period (or the date
coverage is effe ctive if there is no waiting period).
However, your Employer’s group contract will provide
credit for pre-existing conditions if you were previously
covered under creditable coverage. The period of any pre-



Preferred-Care Blue continued

existing condition exclusion that would otherwise apply to
a person will be reduced by the number of days of cred-
itable coverage the person has as of the enrollment date. In
order to receive credit toward the pre-existing condition
exclusion period, you must provide copies of the
Certificates of Creditable Coverage or other acceptable
proof of coverage from the prior plan(s) for the verifica-
tion of prior creditable medical coverage you or any listed
dependents currently have, or previously had, including
continuation of coverage. You have the right to request a
Certificate of Creditable Coverage from your prior plan or
insurer. To request assistance in obtaining a Certificate of
Creditable Coverage from a prior plan or insurer, please
contact Blue Cross and Blue Shield of Kansas City. Should
you need additional information or assistance regarding
any pre-existing condition exclusion, please contact
BC/BS’s Member Services Department at (816) 395-2950.
Note - The pre-existing exclusion period does not apply to
dependents under age 19.

EXCLUSIONS

* Any injury or sickness covered under Worker’s
Compensation, Employer Liability or similar law or act.

* Any injury or sickness resulting from an act of war.

e Dental surgery, treatment or hospitalization related to
dental services.

¢ Custodial care or rest cures.

¢ Cosmetic surgery.

* Physical examinations for, or in conjunction with insur-
ance, employment or any recreational activities.

e Payment for health services in conjunction with motor
vehicle accidents when the services are covered under the
Personal Injury Protection segment of any automobile
insurance policy, including no-fault automobile insurance.

* Services not specifically mentioned as covered under your
group contract.

* Treatment of temporomandibular joint dysfunction.

* Penile prosthesis and implantation of penile prosthesis.

e Infertility studies and treatment (including prescrip-
tion drugs).

OTHER HIGHLIGHTS

® Claims: For Preferred-Care Blue members, your partic-
ipating Preferred-Care Blue physician, laboratory or
hospital, will file your claim for you for most services.
Please advise them of your correct address.

For those charges not filed by the provider, complete the
appropriate Claim Form for your plan and attach an
itemized billing from the provider. The itemized billing
statement must be on the letterhead of the provider and
must include: date and type of service; charge for each
service rendered and total claim amount;
diagnosis/symptomatic complaint (reason these ser-
vices were performed); date of accident, if the services
are related to an accident (i.e., follow-up care for acci-
dent). (More detailed filing instructions are located on
the back of the claim form.) Claim forms are available at
your location or the Diocesan Benefits Office.

e Flexible Benefits Plan/Premium Savings Plan: You
will automatically be enrolled in the Premium Savings
Plan to pay your share of the premium with pre-tax dol-
lars. See page 23 for more information.

e Continuation of Benefits: After termination, you
may be eligible to continue your group medical benefits
at your own expense for up to 18 months, if you are not
eligible for other coverage and if the Diocesan Benefits
Office receives your premium and signed agreement
within 31 days of termination.

e Converting Coverage: You are entitled to convert your
insurance to a non-group policy after coverage termi-
nates, if BC/BS receives your application within 31
days of termination.

For enrollment information, see page 13.
For monthly cost information, see page 28.
For enrollment form, see page 29.

Provider Directories are available by calling BC/BS customer service or you can visit the BC/BS website at
www.bluekc.com. To find a provider on the website, please choose the provider directory option located on the left
side of the webpage. The website has the most updated information regarding provider participation and availability.




2. BC/BS Blue-Care HMO

The second option to the Diocesan Group Health Insurance
Plan is Blue-Care, a Health Maintenance Organization
(HMO). Your Blue-Care HMO is an “open access” plan.
This means Blue-Care members will be able to schedule vis-
its directly with physician specialists in the plan network
without having to receive a referral from their Primary Care

Physician (PCP). Members who choose self-referral will be
required to pay the specialist co-pay, which is twice the PCP
copay. Blue-Care is available in several counties in
Missouri and Kansas. These are your Blue-Care Benefits
when using Blue-Care providers. Benefits will not be
payable if using non-Blue-Care providers.

LIFETIME MAXIMUM: Unlimited

HOSPITAL BENEFIT PAYMENT LEVEL:

Inpatient

¢ Unlimited number of days in a semi-private
room: 100% after $200 copay per day (maximum 5
copays)

e Hospice: $100 copay per admission, then 100%
(maximum $1,000/ calendar year)

Outpatient

e Outpatient Surgery: 100% after $200 copay per day
(max 5 copays)

e Diagnostic procedures, laboratory, radiology: 100%

e Emergency Room: $100 copay, then 100%

e Urgent Care: $40 copay, then 100%

Note: Approval for any non-life threatening emer-
gencies in the service area must be pre-authorized by
your PCP. Emergency treatment outside of the service
area must be authorized within 48 hours of treatment.

PHYSICIAN SERVICES - PRIMARY CARE
PHYSICIAN: 100% after $20 copay

e Office Visits

Routine Physicals

Well Baby Care

Immunizations and Inoculations

Ear Examinations for children through age 19

PHYSICIAN SERVICES - SPECIALISTS:
100% after $40 copay

* Surgery

Consultations

Hospital treatment

OB Care

X-rays

Eye Examinations

Blue-Care Benefits

OTHER PHYSICIAN SERVICES:
e Allergy Testing: $100 copay
e Allergy Treatment: 100%

PRESCRIPTION DRUGS:

e Purchased at a network pharmacy (BCBSKCRXx)
Tier 1: $8 copay
Tier 2: $35 copay
Tier 3: $60 copay

e Mail Order (Express Scripts) (102-Day Supply)
Tier 1: $16 copay
Tier 2: $70 copay
Tier 3: $120 copay

e Annual Maximum: None

MENTAL HEALTH /SUBSTANCE ABUSE:

o Inpatient: 100% after $200 copay per day (maximum
5 copays)

e Qutpatient Therapy: 100%

e OQutpatient Office Visits: $20 copay, then 100%

Note: Prior authorization must be obtained through
New Directions, prior to any treatment for drug addic-
tion, alcoholism, chemical dependency, or nervous or
mental illness. You can obtain services by calling the
New Directions Hotline 24 hours a day, seven days a
week at 913-982-8400 locally or toll-free at 800-528-5763.

For enrollment information, see page 13.
For monthly cost information, see page 28.
For enrollment form, see page 29.

Provider Directories are available by calling BC/BS customer service or you can visit the BC/BS website at
www.bcbske.com. To find a provider on the website, please choose the provider directory option located on the left side
of the webpage. The website has the most updated information regarding provider participation and availability.




Blue-Care continued

OTHER BENEFITS
* Outpatient Therapy: 100% (Combined maximum 40
visits per calendar year including physical and occupa-
tional); (Combined maximum 20 visits per calendar year
including speech and hearing).

* Chiropractic Services: 100%

* Prosthetics: Coverage when medically necessary.

e Durable Medical Equipment: Paid at the same benefit
level as other services, but is subject to a $5,000 maximum
per calendar year. Specific limitations may apply. Please
consult your Benefit Schedule.

* Hospice Care: Your group program will pay for Hospice
Care when approved and services are provided by BC/BS
Case Management program by calling 816-395-3989.

* Home Health Care: Your group program will pay
Home Health Care up to a maximum of 60 visits per
calendar year, when benefits are approved and services
provided by BC/BS’s Case Management program by
calling 816-395-3989.

* Vision Care: Your group program will pay for one routine
vision exam per year after a $40 copay through BCBSKC.
Refer to your HMO directory for a complete list of the
BCBSKC network. To make an appointment you will
need to call the provider of your choice. For questions
about your vision benefit call 816-395-3558. For service
issues call the BC/BS customer service phone number on
the front of your ID card.

* Little Stars: The Little Stars program helps expectant moth-
ers reduce the risk of delivering early and prepares them for
handling the unexpected. The plan is confidential and free
to employees and covered spouses covered under the
Diocesan medical plan. To register for the program, call 816-
395-3964 or toll-free at 800-892-6116, ext. 3964.

* Skilled Nursing Facilities: Covered up to 30 days per
calendar year. Some limitations may apply.

DEPENDENT AGE LIMITATION

Children who are dependent on their parents are covered
until the end of the calendar year in which they turn 26 or the
end of the month they are no longer dependent. Dependent
daughters are covered for maternity. It is your responsibili-
ty to contact the Diocesan Benefits Office when your depen-
dent is no longer eligible.

PRE-EXISTING CONDITION
There are no pre-existing condition exclusions on the Blue-
Care HMO plan.

EXCLUSIONS

* Non-emergency services that are not authorized by a
Blue-Care Provider.

Any injury or sickness covered under Worker’s
Compensation, Employer Liability or similar law or act.
Any injury or sickness resulting from an act of war.
Dental surgery, treatment or hospitalization related to
dental services.

Custodial care or rest cures.

Cosmetic surgery.

Physical examinations for, or in conjunction with insur-
ance, employment or any recreational activities.
Out-of-area non-emergency services.

Payment for health services in conjunction with motor
vehicle accidents when the services are covered under the
Personal Injury Protection segment of any automobile
insurance policy, including no-fault automobile insurance.
Services not specifically mentioned as covered under
your group contract, even if authorized by your PCP.
Treatment of temporomandibular joint dysfunction.
Penile prosthesis and implantation of penile prosthesis.
Infertility studies and treatment (including prescrip-
tion drugs).

OTHER HIGHLIGHTS

Claims: Blue-Care Primary Care Physicians and autho-
rized specialists and consultants will file claims for you.

Flexible Benefits Plan/Premium Savings Plan: You will
automatically be enrolled in the Premium Savings Plan to
pay your share of the premium with pre-tax dollars. See
page 23 for more information.

Continuation of Benefits: After termination, you may be
eligible to continue your group medical benefits at your
own expense for up to 18 months, if you are not eligible
for other coverage and if the Diocesan Benefits Office
receives your premium and signed agreement within 31
days of termination.

Converting Coverage: You are entitled to convert your
insurance to a non-group policy after coverage termi-
nates, if BC/BS receives your application within 31 days
of termination.

Away From Home Care: Guest Memberships offer the full

range of coverage to members living or traveling away
from home for at least 90 days. Call (800) 892-6048 and
your Blue Cross and Blue Shield of Kansas City Away
From Home Care Coordinator will find an HMO near
your travel destination and have you complete a Guest
Membership application.
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Health Insurance

3. Blue Saver
Preferred Provider Organization (PPO)

The third option is Blue Saver, which is a Preferred Provider
Organization (PPO). Coupled with Blue Saver, we are also
offering you the opportunity to enroll in a Health Savings
Account (HSA). This is a tax-advantaged, individually-
owned account. Please see the Important Contact
Information located on the inside back cover of this booklet,
for additional information.

In the Blue Saver area, listed in your Preferred-Care Blue

COST SHARED BY EMPLOYER AND EMPLOYEE

Directory, the plan includes a network of hospitals and physi-
cians who have agreed to allow substantially greater dis-
counts to BC/BS Blue Saver subscribers. Plan subscribers
from any area who choose these providers will pay 0% of the
discounted costs after the calendar year deductible. You have
the option to use other providers in the area, but 20% coin-
surance payments will apply.

Through the Blue Card system, if you receive services out-
side of the Kansas City BC/BS Blue Saver area, eligible
expenses will be paid at the 100% /0% coinsurance level for
services provided by a local BC/BS provider. Subscribers
may use any Non-Preferred-Care Blue provider inside or
outside the local Kansas City BC/BS area, including spe-
cialized services in other parts of the country, and the
80% /20% coinsurance applies.

A common deductible applies to Blue Saver and Non-Blue
Saver. See diagram for out-of-pocket expenses.

Deductible

$2,500 Deductible
$5,000 Family Deductible
During Calendar Year

Coinsurance

Preferred Blue Saver Providers
(or local BC/BS provider if out of
KC BC/BS operating area)

BC/BS Pays 100%
You Pay 0%

Out-of-Pocket Maximum

$2,500 Individual
$5,000 Family

Non-Blue Saver Providers
(or Non-Preferred BC/BS provider
if out of KC BC/BS operating area)

BC/BS Pays 80%
You Pay 20%

Out-of-Pocket Maximum

$5,000 Individual
$10,000 Family

100% thereafter
Paid by BC/BS
Unlimited Lifetime
Maximum




MENTAL HEALTH/SUBSTANCE ABUSE TREATMENT
Limitations apply to outpatient and inpatient mental ill-
ness, alcoholism and drug abuse benefits. Inpatient bene-
fits will be payable only if pre-authorized and approved by
BC/BS prior to any inpatient treatment for drug addiction,
alcoholism, and chemical dependency or nervous and men-
tal illness. You can obtain authorization by calling 913-982-
8400 locally or toll free at 800-528-5763. Pre-authorization
is not required for outpatient treatment.

HOSPITAL PRIOR AUTHORIZATION

Prior authorization is required for all Non-Blue Saver hos-
pital admissions or out-of-area hospital admissions. The
member is responsible for the cost of services received at
non-network or out-of-area hospitals if the services
received require prior authorization and prior auth-
orization was not obtained. In case of an emergency,
admissions must be authorized within 48 hours of the
admission, or as soon as reasonably possible.

OTHER BENEFITS
* Allergy Testing: Deductible & Coinsurance.

* Allergy Treatment: Deductible & Coinsurance.

* Ambulatory Surgical Center: Inpatient hospital ser-
vices in a Non-Participating Hospital inside our service
area are limited to a $200 maximum per day and are lim-
ited to 30 days per calendar year. Outpatient services at
a Non-Participating Provider Hospital or at a Non-
Participating Provider outpatient facility inside our ser-
vice area are limited to a $200 calendar year maximum.

* Chiropractic Services: In-network services are subject
to deductible and coinsurance. Out-of-network services
are subject to deductible and coinsurance, and requires
prior authorization. Includes office visit, lab and x-ray
(excluding MRI, MRA, CT and ultra-sound) performed
and billed in a chiropractor’s office. Other services/pro-
cedures including skeletal manipulations performed in a
chiropractor’s office are subject to the Blue Saver and
Coinsurance level.

* Outpatient Therapy: Combined maximum 40 visits
per calendar year (physical and occupational).
Combined maximum 20 visits per calendar year (speech
and hearing).

* Prosthetics: Coverage when medically necessary.
* Durable Medical Equipment: Benefit subject to
Deductible and Coinsurance and payable up to $5,000

per calendar year.

* Hospice Care: Hospice Care benefits are available for
patients who are considered to be terminally ill.

Blue Saver continued

Services must be authorized by BC/BS’s Case
Management program by calling 816-395-3989.

* Home Health Care: Home Health Care services are
available for patients to receive care in the home as an
alternative to services in the hospital. Benefits are sub-
ject to Deductible and Coinsurance and will be payable
up to 60 visits per member per calendar year. Services
must be approved and provided by a home health
agency contracted with BC/BS’s Case Management pro-
gram by calling 816-395-3989.

 Little Stars: The Little Stars program helps expectant
mothers reduce the risk of delivering early and pre-
pares them for handling the unexpected. The plan is
confidential and free to employees and covered spous-
es covered under the Diocesan medical plan. To regis-
ter for the program, call 816-395-3964 or toll-free at 800-
892-6116, ext. 3964.

* Maternity Benefits: Maternity benefits for subscribers
and covered spouses are covered the same as any illness.
Hospital prior authorization is necessary for Non-Blue
Saver admission. Room charges for newborns are cov-
ered under family coverage; but only if BC/BS is noti-
fied of birth and individual coverage is changed to fam-
ily coverage within 30 days of birth date, on a prescribed
change form.

e Skilled Nursing Facilities: Deductible and
Coinsurance. Covered up to 30 days per calendar year.
Some limitations may apply.

DEPENDENT AGE LIMITATION

Children who are dependent on their parents are covered
until the end of the calendar year in which they turn 26 or
the end of the month they are no longer dependent,
whichever is first. It is your responsibility to contact the
Employee Benefits Office when your dependent is no
longer eligible.

PRE-EXISTING CONDITIONS

Your Employer’s group contract provides coverage that
contains limitations based on whether a condition is con-
sidered pre-existing. Any condition (whether physical or
mental) for which medical advice, diagnosis, care, or treat-
ment was recommended or received within the 90 day peri-
od from the enrollment date, is considered a pre-existing
condition (pregnancy is not considered a pre-existing con-
dition). Your Employer’s group contract excludes coverage
for these specific pre-existing conditions for 12 months
beginning on the first day of the waiting period (or the date
coverage is effe ctive if there is no waiting period).
However, your Employer’s group contract will provide
credit for pre-existing conditions if you were previously
covered under creditable coverage. The period of any pre-
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Blue Saver continued

existing condition exclusion that would otherwise apply to
a person will be reduced by the number of days of cred-
itable coverage the person has as of the enrollment date. In
order to receive credit toward the pre-existing condition
exclusion period, you must provide copies of the
Certificates of Creditable Coverage or other acceptable
proof of coverage from the prior plan(s) for the verific-
ation of prior creditable medical coverage you or any listed
dependents currently have, or previously had, including
continuation of coverage. You have the right to request a
Certificate of Creditable Coverage from your prior plan or
insurer. To request assistance in obtaining a Certificate of
Creditable Coverage from a prior plan or insurer, please
contact Blue Cross and Blue Shield of Kansas City. Should
you need additional information or assistance regarding
any pre-existing condition exclusion, please contact
BC/BS’s Member Services Department at (816) 395-2950.
Note - The pre-existing exclusion period does not apply to
dependents under age 19.

EXCLUSIONS

e Any injury or sickness covered under Worker’s
Compensation, Employer Liability or similar law or act.
Any injury or sickness resulting from an act of war.
Dental surgery, treatment or hospitalization related to
dental services.

Custodial care or rest cures.
Cosmetic surgery.

¢ Physical examinations for, or in conjunction with insur-
ance, employment or any recreational activities.

e Payment for health services in conjunction with motor
vehicle accidents when the services are covered under the
Personal Injury Protection segment of any automobile
insurance policy, including no-fault automobile insurance.

e Services not specifically mentioned as covered under your
group contract.

e Treatment of temporomandibular joint dysfunction.

¢ Penile prosthesis and implantation of penile prosthesis.

e Infertility studies and treatment (including prescrip-
tion drugs).

OTHER HIGHLIGHTS

* Claims: For Preferred-Care Blue members, your partic-
ipating Preferred-Care Blue physician, laboratory or
hospital, will file your claim for you for most services.
Please advise them of your correct address.

For those charges not filed by the provider, complete the
appropriate Claim Form for your plan and attach an
itemized billing from the provider. The itemized billing
statement must be on the letterhead of the provider and
must include: date and type of service; charge for each
service rendered and total claim amount;
diagnosis/symptomatic complaint (reason these ser-
vices were performed); date of accident, if the services
are related to an accident (i.e., follow-up care for acci-
dent). (More detailed filing instructions are located on
the back of the claim form.) Claim forms are available at
your location or the Diocesan Benefits Office.

e Flexible Benefits Plan/Premium Savings Plan: You
will automatically be enrolled in the Premium Savings
Plan to pay your share of the premium with pre-tax dol-
lars. See page 23 for more information.

e Continuation of Benefits: After termination, you
may be eligible to continue your group medical benefits
at your own expense for up to 18 months, if you are not
eligible for other coverage and if the Diocesan Benefits
Office receives your premium and signed agreement
within 31 days of termination.

* Converting Coverage: You are entitled to convert your
insurance to a non-group policy after coverage termi-
nates, if BC/BS receives your application within 31
days of termination.

For enrollment information, see page 13.
For monthly cost information, see page 28.
For enrollment form, see page 29.

Provider Directories are available by calling BC/BS customer service or you can visit the BC/BS website at
www.bluekc.com. To find a provider on the website, please choose the provider directory option located on the left
side of the webpage. The website has the most updated information regarding provider participation and availability.




Preferred-Care Blue, Blue-Care & Blue Saver Enrollment

* All non-temporary, full-time employees are eligible to participate in one of the Diocesan health insur-
ance plans.

¢ To enroll in Preferred-Care Blue, Blue-Care, or Blue Saver employees must complete an enrollment appli-
cation. Enrollment applications can be found in the forms section of this book on page 29. If you enroll in
Blue Saver you will be sent a Health Savings Account enrollment kit which describes the eligibility
requirements and other pertinent information.

e Employees and/or dependents who decline coverage in writing when first eligible because of other insur-
ance (group or individual), and subsequently lose that coverage due to termination of eligibility, such as
legal separation, divorce, death, termination of employment, employer contribution, or reduction of hours
are entitled to a Special Enrollment Period and may request enrollment in the Diocesan program without
penalty within 31 days of losing coverage.

¢ Other employees and / or dependents who do not enroll within 31 days of employment or during a Special
Enrollment Period may be considered late enrollees. All late enrollees who request enrollment will be
accepted and their coverage will become effective on the next Anniversary Date, October 1st.

* A 90-day waiting period applies to pre-existing conditions for all new Preferred-Care Blue and Blue Saver
subscribers; but all or part of the waiting period may be satisfied by proof of prior insurance as long as
there has been no gap in coverage of more than 62 days. Your employer can furnish you a sample request
for certification of prior insurance from your former plan administrator or carrier. Dependents under age
19 do not have a pre-existing condition exclusion.

* Once you have enrolled, you may not change the plan you select until the next open enrollment period in
September.

Please note: When enrolling in Blue-Care (HMO), you must specify on your application a Primary Care
Physician for each family member you are enrolling.

IMPORTANT: Applications are available from your employer if you wish to change your medically cov-
ered dependents, marital status, name, address, etc.

Special forms are available from your employer or the Diocesan Benefits Office if you qualify to continue
benefits up to 18 months after termination. Certain provisions apply, under the Missouri Health
Continuation Law, to some surviving spouses and their covered dependents, and to some divorced and
legally separated spouses and their covered dependents. Call the Diocesan Benefits Office for details.

ANY CHANGES AFFECTING COVERAGE AND REQUESTS FOR CONTINUATION AFTER TERMINA-
TION MUST BE RECEIVED BY THE DIOCESAN BENEFITS OFFICE WITHIN 30 DAYS OF THE
CHANGE.

For more complete information on these plans, please call the Diocesan Benefits Office at 816-756-1850 or
Blue Cross/Blue Shield’s Customer Service at 816-395-3558 or toll-free at 800-892-6048.
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Dental Insurance

Two Dental Plans are available through the Diocese.
Employees, spouses and eligible dependent children may
participate in one of two dental plans. The employer will pro-
vide a $10.00 monthly contribution toward the cost of the
plan you choose. You may elect to pay your portion of the
premium with pre-tax dollars through the Flexible Benefits
Plan. See page 23 for more information.

Both plans are PPO programs offered by Delta Dental of
Missouri and give you the freedom to visit the dentist of your
choice and to select any dentist on a treatment by treatment
basis. It is not necessary to pre-select a dentist.

1. Delta Dental PPO - Core Plan is intended to provide
employees and covered family members with dental benefits
for preventive and basic restorative services such as fillings
and simple extractions.

2. Delta Dental PPO - Enhanced Plan is a more comprehen-
sive dental program that provides coverage for preventive,
basic restorative and major restorative services such as root
canals, crowns, bridges, dentures and orthodontic services
for dependent children.

A side by side comparison of the plans are included on page
15 to assist you in selecting the plan that best suits the needs
of your family.

About Delta Dental

Delta Dental provides coverage through two national net-
works of participating dentists, Delta Dental PPO and Delta
Dental Premier. PPO and Premier network dentists agree to
special provisions that save you time and money. If your den-
tist participates in both networks you will receive the best
level of coverage available which is typically found in the
PPO network. You can verify which network(s) your dentist
participates in by visiting Delta Dental’s website at
www.deltadentalmo.com and clicking on “Looking for a
Dentist?” or by calling Delta’s Customer Service Team at 1-
800-335-8266.

COST SHARED BY EMPLOYER AND EMPLOYEE

Delta Dental PPO Network

A subset of the Delta Dental Premier Network, over 138,000
dental offices participate in the Delta Dental PPO program.
Delta Dental will provide the highest level of benefits (see
schedule of benefits on page 22) for plan coverage when care
is received from a Delta Dental PPO dentist. These dentists
agree to:

* Accept payment based on a reduced fee schedule — which
means fewer dollars accumulate towards your annual ben-
efit maximum, your out-of-pocket expenses are typically
less and you are protected from balance billing.

e Submit dental claims for members and abide by Delta’s
policies.

* Charge members only their deductible, co-insurance, and
costs for non-covered services at the time of visit because
Delta Dental pays the dentist directly.

Your out-of-pocket expenses are typically lowest when
you see a Delta Dental PPO dentist.

Delta Dental Premier Network

Comprised of over 181,000 participating dental offices, Delta
Dental Premier offers you greater access to dentists while still
offering the advantages of a network. These dentists have
contractual agreements with Delta Dental which require
them to:

* Accept payment based on Delta’s maximum plan
allowance — which means no balance billing.

e Submit dental claims for members and abide by Delta’s
policies.

e Charge members only their deductible, co-insurance, and
costs for non-covered services at the time of visit because
Delta Dental pays the dentist directly.

Non-Network Dentist

If you receive services from a non-network dentist (does not
participate in either Delta Dental network):

* You may be responsible for filing your own claim forms.

¢ Delta Dental’s benefit payment will be made directly
to you.

* Benefit payments will be based on Delta’s maximum plan
allowance.

* You may be balance billed if there is a difference between
the dentist’s charge and Delta’s maximum plan allowance.

Your out-of-pocket expenses may be more when you use a
non-network dentist.

To enroll in one of the dental plans, you must complete the appropriate application located in the Forms
section of this book, which starts on page 29. For a listing of numbers, please see inside back cover.




Dental Insurance continued

Delta Dental PPO Plan Comparison

Delta Dental PPO Plan Comparison

Delta Dental PPO
Schedule of Benefits

Core Plan

Enhanced Plan

Delta Dental
Premier Network
or Non-Network

Delta Dental
PPO Network

Delta Dental
Premier Network
or Non-Network

Delta Dental
PPO Network

Diagnostic and Preventive Services
Oral exams (all types), once per benefit period
Bitewing x-rays, one set per benefit period
Periapical x-rays, up to four x-rays per benefit
period
Full-mouth x-rays once in any 60 consecutive
months
Cleanings (all types), twice per benefit period
Fluoride, once per benefit period for
dependents under age 14
Emergency palliative treatment
Sealants for dependent children under 16, once
per tooth per lifetime, limited to non-decayed 1
and 2™ permanent molars
Space maintainers, once in 5 years , to age 16

100% 90%

100% 100%

Basic Restorative Services
Restorative services using synthetic porcelain
and plastic material (white) on front teeth and
amalgam (silver) on molar teeth
Simple extractions

80% 70%

85% 80%

Major Restorative Services
Surgical Extractions and other Oral Surgery
Periodontics: treatment for diseases of gums
and bone supporting the teeth
Endodontics: root canal filling and pulpal
therapy
Prosthetics: bridges and dentures; a
replacement will be covered only once in 5
years, buE not during the first 12 months of
coverage
Crowns, jackets, labial veneers, inlays and
onlays when required for restorative purposes,
once in 5 years

Not Covered Not Covered

55% 50%

Orthodontic Services
For eligible dependents to age 19.
A 24 month waiting period applies.”

Not Covered Not Covered

50% 50%

Deductible

(applies to Basic and Major Services only)

$50 per person

$50 per person

Policy Year Benefit Maximum
A new policy year begins each year on October 1%

$1,000 per person

$1,000 per person

Separate Lifetime Orthodontic
Maximum

Not Covered

$1,000 per child to age 19

Dependent Age Limit: End of the calendar year in which your dependent turns 26.

e Delta Dental PPO Network Dentists: Accept payment based on a fee schedule and will not balance bill you for

charges above the schedule.

e Delta Dental Premier Network Dentists: Accept payment based on a contractual agreement and will not balance

bill you for charges above the contract.

* Non-Network Dentists: Payment is made up to Delta’s maximum plan allowance; balance billing is possible.

To find a Network Dentist in your area go to www.deltadentalmo.com or call 1-800-335-8266.

This is intended to be a summary only. Please refer to your Summary Plan Description (SPD) for a more complete listing of services including plan
limitations and exclusions. If discrepancies arise the SPD will govern.
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Flexible Benefits

Plan

Sometimes referred to as a cafeteria plan, flex plan, or a
Section 125 plan - a Flexible Benefits Plan lets you set aside
a certain amount of your paycheck into an account - before
paying income taxes. During the year you have access to
this account for reimbursement of expenses you regularly
pay for, such as health care and day care. When you use
tax-free dollars to pay for certain expenses, such as Health
and other insurance premiums, prescription drugs, eye-

100% EMPLOYEE PAID

glasses and day care expenses, you realize an increase in
your spending power, and substantial tax savings.

There are three parts to the Flexible Benefits Plan in which
you can enroll:

1. Premium Savings Plan;
2. Health Care Reimbursement Savings Plan;
3. Dependent Care Savings Plan.

Note: By Federal Law, you may not contribute to a Health Care Reim-
bursement Savings Plan and a Health Savings Account simultaneously.

1. Premium Savings Plan

The Section 125 of the IRS Code allows employees to
deduct these premiums before taxes are calculated, and
save the Federal, FICA, State and City income taxes which
would apply - a total of 25% - 30% of the premiums. The
Diocese has filed the required plan documents so that our
employees can take advantage of this tax savings.

Important notes regarding the Premium Savings Plan:

e There are virtually no disadvantages to participating.
Your pension and long term disability benefits will not be
affected. The reduction in your Social Security Tax may
have a slight effect on your Social Security benefit, but our
accountants advise that the effect, if any, will be negligible.

¢ Beginning October 1, 2010 through September 30, 2011,
you will automatically be enrolled in the Premium
Savings Plan if you are having premiums deducted
from your paycheck. These premiums will be deducted
before taxes are calculated (pre-tax basis). You may elect
to waive out of the Premium Savings Plan by completing
a form requesting your premium contributions be taken
out on a post-tax salary reduction basis.

When your premium contributions are deducted before
taxes are calculated, you may not change your mind until
the end of the plan year, September 30th. You may not cancel

your health or dental coverage nor change coverage levels
(even if you transfer from one school or parish to another),
unless there is a significant change in your family status -
marriage, divorce, death of spouse, birth of child, termina-
tion of spouse’s employment, or changes in cost or cover-
age, such as a significant change in your spouse’s health
coverage. If a change in status occurs, you may make
changes consistent with the qualifying event.

e All employee-paid Diocesan health, dental and the vol-
untary Aflac insurance premiums are eligible.

* Your W-2 form will reflect your reduced taxable income,
because your health/dental contributions are treated as
employer expenses under the tax code. You will not be
required to report these contributions as income at a later
date.

* Because these premiums are not treated as income, you
may not claim them as deductions when you file your
annual income tax.

* We believe the Premium Savings Plan is another valuable
component of the fringe benefit program for our employ-
ees in the Diocese of Kansas City-St. Joseph. We will con-
tinue to search for opportunities to improve fringe bene-
fits and assist you in obtaining the most benefit from each
benefit dollar.

For enrollment information, see page 29.




Flexible Benefits Plan continued

2. Health Care Reimbursement Savings Plan

If you are a full-time, non-temporary Diocesan employee
you may save additional taxes under Section 125 of the IRS
code by redirecting, or “banking”, a portion of your salary
in a TAX FREE Diocesan account, to be used as needed for
out-of-pocket medical expenses incurred by you, your
spouse, or your dependents.

Redirected salary will not appear on your W-2 and will be
exempt from federal, state and local taxes. Only expense
NOT reimbursed by insurance can be claimed. These
expenses can include, but are not limited to:

e Acupuncture (excluding remedies and treatments pre-
scribed by acupuncturist)

e Alcoholism treatment

e Ambulance

e Artificial limbs/teeth

e Chiropractors

¢ Contact lenses and solutions

¢ Copayments

e Costs for physical or mental illness confinement

e Crutches

® Deductibles

e Dental fees

® Dentures

¢ Diagnostic fees

* Drug and medical supplies (i.e syringes, needles, etc.)
prescribed by a physician

e Eyeglasses prescribed by your doctor

* Eye examination fees

e Eye surgery (cataracts, lasik, etc.)

® Hearing devices and batteries

* Hospital bills

e Insulin

* Laboratory fees

* Laser eye surgery

e Obstetrical expenses

e Oral surgery

e Orthodontic fees

e Orthopedic shoes

e Over-the-counter drugs and medications (except for vita-
mins and supplements)

* Oxygen

* Physician fees

* Prescribed medicines

* Psychiatric care

e Psychologist’s fees

* Routine physicals and other non-diagnostic services or
treatments

* Smoking cessation programs (including over-the-counter
patches, medications and gums)

e Surgical fees

» Weight loss programs for obesity when prescribed by a
physician

* Wheelchair

* X-Rays

The following expenses are typically not eligible for reim-

bursement:

* Cosmetic surgery and procedures

* Dental bleaching

* Marriage and family counseling

* Premiums you or your spouse pay for insurance coverage

(Payroll-deducted premiums sponsored by your employer
are eligible under the Premium Savings Plan).

Important Notes Regarding the Health Care Reimbursement Savings Plan:

* You may set aside a maximum of $2,500 in this account
each plan year.

eIf you have elected to have money set aside in this
account before taxes are calculated, you may not change
your plan elections until the end of the plan year,
September 30th, unless there is a significant change in
your family status - marriage, divorce, death of spouse,
birth of child, termination of spouse’s employment, or a
significant change in your spouse’s health coverage. If a
change in status occurs you may make changes consistent
with the qualifying event.

e Participants may pay for covered expenses using their
Aflac FSA Debit Card. If other means of payments are
used, a Claim Form must be submitted along with copies
of receipts. Claim Forms may be obtained by calling Aflac
at 1-877-353-9487, Option 2., or at www.aflac.com.

* You must request reimbursement of expenses incurred
during the plan year within 60 days of the plan year end
or 60 days of your termination date. The IRS requires
that any funds left in the account be forfeited.
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Flexible Benefits Plan continued

3. Dependent Care Savings Plan

All full-time, non-temporary employees may also be eligi-
ble to save the taxes on their dependent care expenses.

A portion of salary may be redirected, or “banked” in a
TAX FREE Diocesan account, and used to reimburse
expenses necessary for you and your spouse (if married) to
be gainfully employed. Eligible expenses include:

* Expenses paid to a dependent care center or care provider
for care of dependent under age 13.

e Expenses paid for care of an older dependent who is
physically or mentally incapable of caring for himself.

Important notes regarding the Dependent Care Savings
Plan:

* The following maximums apply to the amount of money
you may set aside for this plan:

1. $5,000 for single individuals or married individuals who
are filing joint tax returns, or

2. $2,500 for married individuals filing individual tax
returns.

e If you have elected to have money set aside in this
account before taxes are calculated, you may not change
your election until the end of the plan year, September

30th, unless there is a significant change in your family
status - marriage, divorce, death of spouse, birth of child,
termination of spouse’s employment, or changes in cost
or coverage.

e Participants may pay for covered expenses using their
Aflac FSA Debit Card. If other means of payments are
used, a Claim Form must be submitted along with copies
of receipts. Claim Forms may be obtained by calling Aflac
at 1-877-353-9487, Option 2.

* You must request reimbursement of expenses incurred
during the plan year within 60 days of the plan yearend
or 60 days of your termination date. The IRS requires
that any funds left in the account be forfeited.

Here’s how it works. . .

Example: An employee makes $2,000 each month and decides to participate in her employer’s Flexible Benefits Plan. As a
result, her insurance premiums and health and day care expenses are paid with tax-free dollars, giving her an additional

$100 each month!
Without the Plan With the Plan

Gross Earnings $2,000 Gross Earnings $2,000
FICA, Federal, State Taxes -$500 Insurance Premium -$100
Insurance Premium -$100 Health and Day Care Expenses -$300
Health and Day Care Expenses -$300 Adjusted Gross Earnings $1,600

FICA, Federal, State Taxes -$400
Net Earnings $1,100 Net Earnings $1,200




Voluntary Life &

AD&ED Insurance

Voluntary Life Insurance for Employees and Dependents
is provided through Assurant Employee Benefits. Today,
many people need additional financial protection. As
your life style, your family, and your income change, so
can your need for life insurance.

Now is a good time to review your life protection and make
sure it has kept pace with your changing needs. In the
event of your death, life insurance benefits can help:

Pay for your children’s higher education

Pay off the mortgage on your home

Settle outstanding personal and business debts
Pay for final expenses

Pass on a certain standard of living

Non-temporary, full-time lay employees are eligible at employ-
ment. You will find an enrollment form on page 21 or you can
ask your local administrator for a brochure and application.

Employee Schedule of Benefits: Voluntary Life is available
in $10,000 units from a minimum of $20,000 to a maximum
of $500,000 not to exceed five times your basic annual earn-
ings. Matching Accidental Death and Dismemberment
(AD&D) is an option that can be elected for the employee.
AD&D has limitations and exclusions. If you are a newly eli-
gible employee and are within 31 days of hire, you may elect
coverage up to $150,000 without health questions, elections
over this amount will require completion of “health state-
ment” located in the Form Section of this booklet.

Spouse Schedule of Benefits: If you elect coverage for
yourself, you may choose $5,000 units for your spouse lim-

100% EMPLOYEE PAID

ited to 50% of the employee’s amount. If you are a newly eli-
gible employee and are within 31 days of hire, you may elect
coverage up to $75,000 without health questions for your
spouse. Elections over this amount will require completion
of health statement. Any increases to spouse coverage at
anniversary will require completion of health statement.

If you and your spouse work for the same employer and
are both eligible for this insurance as employees, you can-
not cover each other as dependents, and only one of you
may insure any dependent children.

Child(ren) Schedule of Benefits: Choose $1,000, $5,000 or
$10,000 per child. If you are a newly eligible employee and
are within 31 days of hire, you may elect coverage up to
$10,000 without health questions for your children. For late
entrants, please fill out the health statement in the forms section
for your children as well.*

“Where italicized, please refer to the application in the forms section for
eligibility requirements regarding required health statement.

Premiums increase incrementally every five years per age
bands.

This Voluntary Life coverage offers the following advan-

tages to you:

e Affordable group rates.

Convenience of payroll deduction.

Large amounts issued without Evidence of Insurability.

Waiver of premium provision.

Portability - allows you to take coverage with you

should you leave the employment of the Diocese of

Kansas City - St. Joseph. You will go into a separate pool

and the rates will differ from the group rates.

e Dependent coverage is available. Children are covered
up to the age of 19 or 25 if a full-time student.

e Living Benefits Option - allows you to receive a portion
of your life proceeds in advance, if diagnosed terminal-
ly ill. Limitations and exclusions apply.

Products marketed by Assurant Employee Benefits are underwritten by Union Security Insurance Company.

Tax Deferred Annuity

403(b) Plan

In addition to the tax savings available through the
Flexible Benefits Plan (see pages 23-25) our employees
may choose to invest funds in a 403(b) program. 403(b)
programs are the mirror image of a 401(k) plan.
Employee contributions are deducted before federal and state
income taxes are computed, but Social Security and
Medicare taxes do apply.

All full-time and part-time employees, lay and religious, are
eligible and strongly encouraged to take advantage of the
tax savings by participating in this retirement savings plan.
Contributions are invested through AIG VALIC, under a
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contract approved by the Diocese. Many investment
options are available through AIG VALIC, from little or no
risk to those with more growth potential, and more risk.

AIG VALIC will advise your employer the amount you
wish deducted each month by a copy of a salary reduction
agreement you and your employer sign.

New for 2006 - ROTH 403(b) You may contribute after-tax
money to this retirement program, then tax-free withdrawals
of interest and earnings. Please contact your AIG Valic rep-
resentative for more information or to enroll in this program.

You may change the amount you invest up to once each
quarter, by completing a new salary reduction form. This
agreement is kept in your payroll file.

Interested employees should contact Michael Bauer, AIG
VALIC District Manager, at: (913) 402-5000.
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Voluntary Accidental

Indemnity Advantage
Insurance

Voluntary Accident Indemnity Advantage Insurance for
Employees and Dependents is provided through Aflac. It
is a 24-hour accident-only insurance, which pays cash
benefits directly to you. This means that you will have
added financial resources to help with expenses incurred
due to an injury, to help with ongoing living expenses, or
to help with any purpose you choose.

Under the Accident Indemnity Advantage Insurance Policy
there are no deductibles and no copayments; no lifetime
limits; no network restrictions — you choose your own med-
ical treatment provider; and no coordination of benefits —
Aflac pays regardless of any other insurance.

Schedule of Benefits: Aflac will pay the following benefits
as applicable if a Covered Person’s Accidental Death, dis-
memberment, or Injury is caused by a covered accident that
occurs on or off the job. Please Note: this is just a partial list-
ing of the benefits. For a full listing of all of the covered

Voluntary Cancer

Indemnity Insurance

Voluntary Cancer Indemnity Insurance for Employees
and Dependents is provided through Aflac. Although
major medical insurance can help with the costs of cancer
treatment, you still may have to cover deductibles and
copayments on your own. Additionally, cancer treatment
can necessitate out-of-pocket expenses that are not cov-
ered by major medical insurance, including travel, food,
lodging, long-distance calls, child care, and household
help. By paying cash benefits directly to you, Aflac’s
Cancer Indemnity Insurance policy allows you the free-
dom to use those funds as you see fit, helping you with
the financial consequences of cancer that may not be cov-
ered by major medical insurance.

Schedule of Benefits: You will receive cash benefits based on
a schedule (please see the Aflac policy for details at
www.aflac.com. Click on “Individuals” then “Policies.”)
Benefits are paid only for covered Persons who receive
Physician-prescribed treatment approved by the National
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benefits, please see the Aflac policy at www.aflac.com.
Click on “Individuals” then “Policies.” Accidental Death,
dismemberment, or injury must be independent of sickness
or the medical or surgical treatment of sickness, or of any
cause other than a covered accident and must also occur
while coverage is in force and is subject to the limitations
and exclusions of the policy.

* Wellness: $60 once per policy per 12-month period,
payable after the policy has been in force for 12 months.

* Accident Emergency Treatment: $120 once per 24-hour
period and once per covered accident, per Covered
Person.

* X-Ray: $25 once per covered accident, per Covered
Person.

* Initial Accident Hospitalization: $1,000 once per period
of hospital confinement or $2,000 once when a Covered
Person is admitted directly to an intensive care unit.

* Accident Hospital Confinement: $250 per day up to 365
days per covered accident, per Covered Person.

If you are interested in enrolling in the Aflac Accident
Plan, please contact Barbara O’Neil with Aflac at 913-322-
1473 or barbara.oneil@us.aflac.com and she will coordi-
nate getting you enrolled.

Cancer Institute (NCI) or the Food and Drug Administration
for Cancer (unless stated otherwise) or an Associated
Cancerous Condition, as applicable. Covered Benefits
include:

*Direct Nonsurgical Treatment: Initial Treatment, Injected
Chemotherapy, Oral Chemotherapy, Radiation Therapy,
Experimental Treatment

* Indirect/Additional Therapy Benefits: Immunotherapy,
Anti-Nausea, Stem Cell Transplantation, Bone Marrow
Transplantation, Blood and Plasma

* Surgical Treatment Benefits: Surgical/Anesthesia, Skin
Cancer Surgery, Hospital Confinement, Outpatient Hospital
Surgical Room Charge

* Continuing Care Benefits: Extended-Care Facility, Home
Health Care, Hospice Care, Nursing Services, Surgical
Prosthesis, Prosthesis Nonsurgical Reconstructive Surgery

*Ambulance, Transportation, and Lodging Benefits:
Ambulance, Transportation, Lodging.

If you are interested in enrolling in the Aflac Cancer Plan,
please contact Barbara O’Neil with Aflac at 913-322-1473 or
barbara.oneil@us.aflac.com and she will coordinate getting
you enrolled.

Your Aflac Representative is ready to be of assistance. Call Barbara O’Neil at 913-322-1473; Regional Office,
816-786 3585; Mobile 913-322-3698; email barbara_oneil@us.aflac.com




Total Employer Employee
MEDICAL PLAN OPTIONS: Premium Pays Pays
Preferred-Care Blue (PPO)
Individual $497 $248.50 $248.50
Family $1,197 $598.50 $598.50
Blue-Care (HMO)
Individual $490 $245 $245
Family $1,161 $580.50 $580.50
Blue Saver (PPO)
Individual $400 $245 $155
Individual +1 $800 $490 $310
Family $1,020 $580.50 $439.50
DENTAL PLAN OPTIONS: Total Employer Employee
Premium Pays Pays
Delta Core
Individual $18.19 $10.00 $8.19
Individual +1 $32.35 $10.00 $22.35
Individual + Family $58.92 $10.00 $49.82
Delta Enhanced
Individual $29.91 $10.00 $19.90
Individual +1 $53.00 $10.00 $43.00
Individual + Family $90.22 $10.00 $80.22
VOLUNTARY LIFE INSURANCE: VOLUNTARY AD&D INSURANCE:
Employee Spouse Employee
Under Age 20 .032 .052 Under Age 30 03
20-24 .048 .068 30-39 04
25-29 .058 .092 40-49 05
30-34 .086 .10 50-64 06
35-39 116 13 o o7
40-44 .196 228
45-49 304 .346
50-54 494 576
55-59 .900 1.126
60-64 1.152 1.624
65-69 1.872 2.286
70-74 3.348 4.606
75+ 5.892 7.942

Dependent Child Rates:. $.18 per $1,000 for all children




The following forms are included for your convenience. You may either cut out or photocopy the forms. All forms
need to be returned to your Payroll Department unless otherwise indicated.

Medical
Form 1 - Enrollment/ Change Form

Note: If enrolling in the Blue-Care HMO, please check the “Blue-Care (HMO)
Option 1”7 box.

Note: If enrolling in the Preferred-Care Blue PPO, please check the “Preferred-Care Blue
(PPO) Option 1” box.

Note: If enrolling in the Blue Saver PPO, please check the “Preferred-Care Blue (PPO)

Blue Saver” box in Section II. If you are enrolling in Blue Saver PPO and wish to establish an
HSA with your Employer’s preferred Banking Institution, UMB, please complete Section
VIII. You will also need to complete the following three forms if you would like to open up
a Health Savings Account through UMB and have your contributions payroll deducted: (1)
UMB Bank Health Savings Account Election Form (Form 1a); Enrollment Agreement for
Health Savings Account (Form 1b); Health Savings Account Beneficiary Designation Form
(Form 1c). Please Note: Forms 1b and 1c to be faxed directly to UMB at 816-843-2247.

Dental
Form 2 - Delta Dental Plan Enrollment Form

Flexible Benefits Plan
Form 3 - Election Form and Premium Savings Waiver Form

Voluntary Life Insurance
Form 4 - Employee Application and Health Statement
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Form 1 continued
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weslian an he ﬂﬂ'ﬂtﬂ'l. BCESK D oE LPEARE LI e fhnl b bed & ar peseing e far H'IILFH‘!A!I'I oF tar al pareans o e
E:mm:nm.m o stalemend | make voris mry coverege Lsless my slalements s mabesa) bo [be Nk sssumned and aonlaned in mry waiisn appiizaton
: my Covarngo hims beon In ece k& bwo (2 yoas bom the afeciie dale. no sialemant socopl Imuduknl sialomoen s | make vods my medoal or dental

CONAgR ar eaducas my banallls. | undorsiand (ks my madcsd recoeds will he malniained #@h siriztconNdendal iy by BCESKC and USEDle LIk N accoideacs
wilh apglicabla fzderal and sale |@as.

| auind e Ihe Ak sseciea by iy Employes and BCESKG &5 e Insurér of my fign dedudink= heallh pian, and my Employer [ applicable, k et iange my
anolimant stalus and ollver Niomalon Retessary o esiaien my sseoenl e dirde] deposis 1o aeanunl and aseomalisn alisr puposss & 1o
pergmenl for my baslheais, ndudng comphying wilh [ba bairs of my depasion agneement. | hald haririass and Wil Indamrily Fe bank sokscled by my
Emplayar and BCRSKE or any chims rnl:urlnun'hnmmubjrqmm mmnmmﬂnr:rhngwldhnlnrtmh:bdm
Empiayer aid BCESKCS rellance on MiE sulhoimion s reease he ank s by my Empioyer and RCASKC iom &l &by srsing flom

reltancs,
FAPFLOYER' 5 SIGNATURE: SPOUEES BEOTURE
PRINTED MANE: PRBTE DMEME

D4TE DATE:

HOTICE OF WORMEN'S HEALTH AND CANCER RIGHTS ACT @ Along wilh benefis dalalled in your Cerlificale of Coverage, your bansfits
Inchde covarage for; (1) ieas! reconsiucion In comection wih & meastectamy Including reconsiuction of e oiner bresst o produce 2 symmeirizal
appesrancs; (2) proshests; and (3) reabment of physical complicalions from i stages of masiectomy, Incuding Iymphedamas. THIE coverage |s
subject io copaymenis, coinsum@nce and deduclitles consisten] wih olher bensiis undar your plan This nolice |5 b2ing provicad Inaccordance
with the Wormsan's Healln and Cancar Rignls Act of 1998, 3 federal |z,




Form 1a

UMB BANK HEALTH SAVINGS ACCOUNT (HSA)

Payroll Election Form

Name: Last, First, Middle Initial SSN DOB

Street Address City State Zip Code

FIRST TIME ELECTIONS: Complete this form to establish your first contribution.
*  You will receive account information from UMB Bank in the mail.
*  This will include your UMB Bank Account Number. **

Per Pay Period Deferral: Effective Date Annual Goal Amount: (optional)
CHANGE ELECTIONS: You may change your current payroll deduction once per month.

UMB Account Number: Per Pay Period Deferral:

Annual Goal Amount: (optional) Effective Date for this election

STOP ELECTIONS: You may stop your current payroll deduction at any time.
UMB Bank Account Number: Per Pay Period Deferral:

I want to stop my current payroll deduction effective on this date:

Note: This change will be reflected in Payroll as soon as administratively possible.

Please read, sign and date this form:

I authorize the pre-tax reduction of my salary, or the discontinuation of my pre-tax reduction of my salary, on a per paycheck basis
as designated above. I understand that this election takes the place of any current elections in force on my HSA deferral.

I understand that any withdrawals/distributions made from my HSA for health care expenses incurred prior to the establishment of

my HSA or for other non-qualified types of expenses will be taxable and may be subject to additional penalties in accordance with
IRS regulations. I further understand that it is solely my responsibility to report these withdrawals/distributions to the IRS.

Signature: Signature Date:

Please Read Important Information:

*Eligibility for a Health Savings Account is based on when you are enrolled in a Qualified High Deductible health plan and have no other medical
coverage (ex: Medicare, Tricare, Medical Flexible Spending Accounts, etc.) Determining eligibility is your obligation. Do not submit this form
until you are eligible to contribute to an HSA.

**Read any information you receive from UMB Bank carefully. Opening an UMB Bank account is an agreement you are making with the bank.

There are fees associated with this account that are the responsibility of the accountholder. You may elect to make after-tax contributions to your
account but this is not required. Your first payroll deduction, established by completing and submitting this form, can be your first contribution to
the account.

If eligible for the HSA, the maximum contribution you may make to your HSA is $3,050/individual coverage and $6,150 if have a family coverage.
The maximum contribution is allowed regardless of when you are eligible for, or open, the Health Savings Account. Catch up contributions are
allowed for individual’s age 55 (or who turn age 55 during the calendar year, regardless of your actual birth date) and older. You may make the
maximum catch up contributions regardless of when you are eligible for, or open, the HSA. Catch up contributions are limited to a maximum of
$1,000 for 2010.

Since your contribution limits may be specific to your circumstances, we recommend you contact a Tax Advisor to verify your limits. As an
accountholder you may contribute to your health savings accounts through gifts and other after tax contributions. You should consider the total of
other contributions to your account before electing an Annual Goal Amount. Refunds from UMB Bank are the responsibility of the participant and
may include fees.

Return this completed form to your Payroll Department



Form 1b

UMB Enrollment Agreement for Health Savings Account at UMB Bank, N.A.

Only complete and sign this form if you are enrolled in, or are enrolling in, the Blue Cross Blue Shield of Kansas
City BlueSaver PPO plan and want to enroll in a Health Savings Account at UMB Bank, N.A.

This Enrollment Agreement is used in conjunction with a Blue Cross Blue Shield of Kansas City (“BCBSKC”)
Employee Application Form by which the undersigned Employee is applying to BCBSKC for the BlueSaver PPO.

In connection with that application, Employee is electing to apply to UMB Bank, N.A., a national banking association
located in Kansas City, Missouri, as Employer’s Preferred Banking Institution, to open a health savings account
(“HSA”) at UMB.

In connection with the Employee’s application to open an HSA at UMB, Employee agrees as follows:

1. Your HSA will be governed by UMB’s Custodial Agreement and the HSA Deposit Account Terms and
Conditions (the “UMB HSA Documents”). Your Employer has agreed to provide the HSA Documents to you
in connection with your application. Please make sure that you get those documents from your Employer’s
Benefits Department. If you do not receive the documents from your Employer’s Benefit Department, please
call UMB at 1-866-520-4472. We will be happy to mail the HSA Documents to you free of charge.

2. The UMB HSA Documents also include UMB's Q&A on the Federal Tax Aspects of Health Savings Accounts,
which provide certain basic information on HSAs under Federal law, and the UMB Privacy Policy.

3. You acknowledge that you have not relied on UMB for personal tax advice related to the HSA, but will rely on
your own personal tax advisor for such advice.

4. Your HSA at UMB is governed by the UMB HSA Documents, and you will be bound by all the terms and
conditions stated in the UMB HSA Documents, as they may be amended by Bank from time to time.

5. You request UMB to send you a Visa® HSA Debit Card that will access the HSA after your account has been
opened. Use of the Card is governed by a Cardholder Agreement that will be sent with the Card. UMB may
obtain a personal credit report on you and on each authorized user of the Card as a condition to opening the

HSA and issuing the Card.

6. You understand that upon your death, all funds remaining in the HSA will be paid to your estate, unless you
have on file with UMB a designation of beneficiary form in form acceptable to UMB that designates a different
beneficiary.

7. You may be required to pay certain fees associated with opening or maintaining my HSA, as are disclosed in

the HSA Documents. You authorize the Bank to deduct those fees from your HSA.

By signing below, you agree that BCBSKC is authorized to provide your name, address, social security number, birth
date, and other information necessary to establish your HSA at UMB to UMB. You also agree that your HSA at UMB
will be governed by the UMB HSA Documents.

W-9 Certification. Under the penalties of perjury, I certify that (1) the social security number provided below is my
correct taxpayer identification number (interest paid, if any, on my HSA will be reported under this number); and
(2) that I am exempt from backup withholding, or I am not subject to backup withholding as a result of a failure to
report all interest or dividends, or the Internal Revenue Service has notified me that I am no longer subject to backup
withholding; and (3) that I am a U.S. person (including a U.S. resident alien).

Certification Instructions. Cross out item (2) above if you have been notified that you are subject to backup
withholding because of under reporting of interest or dividends on your tax return.

Note: The Internal Revenue Service does not require your consent to any provision of this document other than the
certification to avoid backup withholding.

Signature Date

Printed Name SSN - -

FAX COMPLETED FORM TO UMB at 816-843-2247




Form 1c

UMB 19350009 (09/06)

UNVMEBE Health Savings Account (HSA)

Beneficiary Designation Form

DO DOCIOCIIC] e s o=

A. Individual HSA Owner Information.

FIRST NAME Mi LAST NAME SOCIAL SECURITY NUMBER

ADDRESS LINE 1 - STREET ADDRESS (NO POST OFFICE BOX) TELEPHONE NUMBER (DAY)
C

ADDRESS LINE 2 - PO BOX, APARTMENT OR LOT NO. CITY STATE ZIP CODE

B. Beneficiary Designation. As the named Account Owner of the above-referenced Health Savings Account (‘HSA”), | have the right to designate the
beneficiary or beneficiaries to whom any funds remaining in my HSA upon my death are to be paid and, at any time and from time to time prior to my death, to
revoke, alter or amend any such designation previously made. Any such designation must be on a form provided by or acceptable to the Custodian and must
be filed with the Custodian prior to my death. | hereby revoke completely every such designation previously made by me and | direct that, if | die before
distribution of my HSA has been completed, the value of my Account shall be distributed to the Primary Beneficiary (ies) named below in the percentage(s)
indicated, or in the absence of any percentages, in equal shares. The interest of any Primary Beneficiary who predeceases me shall terminate and the
percentage shares of all surviving Primary Beneficiaries shall increase ratably in proportion to the relative sizes of the percentages of such surviving
Beneficiaries as originally set forth herein.

PRIMARY BENEFICIARY S NAME ADDRESS SSN DATE OF BIRTH |[PERCENTAGE

If none of the persons listed above as Primary Beneficiaries are living at my death, | designate the following Secondary Beneficiary(ies) for my HSA, subject to
the same distribution rules as are set forth above with respect to Primary Beneficiaries.

SECONDARY BENEFICIARY SNAME ADDRESS SSN DATE OF BIRTH |PERCENTAGE

C. Other Provisions. [f no Beneficiaries are named on this form or if all the named Beneficiaries predecease me, the HSA funds will be paid to my estate. If
my spouse receives the HSA as a result of being named as Beneficiary, my spouse may choose to continue the HSA in his or her name, subject to Custodian’s
consent, by providing a written election to the Custodian and by signing the forms and providing the information the Custodian requires. For any non-spouse
Beneficiary, the HSA terminates as of my date of death and becomes payable. | understand that in certain states, my spouse’s consent may be necessary if |
wish to name a person other than or in addition to my spouse as Beneficiary, and that | should consult with my attorney before making such a Beneficiary
Designation. By making the foregoing Beneficiary Designation, | represent and warrant to the Custodian that this Beneficiary Designation satisfies all legal
requirements under applicable law and, on behalf of myself, the Beneficiary(ies), my heirs and my estate, | hereby indemnify and hold the Custodian harmless
from and against any and all claims, damages, liabilities, and costs (including attorney’s fees) arising as a result of the Custodian’s payment of my HSA in
accordance with this Beneficiary Designation. Custodian may condition payment to any Beneficiary on satisfactory proof of identity and entitlement to payment.

Signature of Account Owner X Date:

D. Spousal Consent (If Applicable) Note: The following section should be signed in the event your state requires the consent of your spouse to the
designation of a beneficiary other than such spouse with respect to the HSA. This could apply, for example, if you live in a community or marital property state
and you designate someone other than or in addition to your spouse as a beneficiary. Consult your attorney or tax advisor for further information.

The undersigned spouse of the Account Owner in whose name the Health Savings Account identified above is opened hereby consents to and joins in the
designation of the beneficiary(ies) identified above. To the extent the undersigned spouse is not named as Beneficiary, such spouse relinquishes any interest
such spouse may have in the funds contained in the Health Savings Account.

Name of Spouse Date:

Signature of Spouse X Date:

FAX COMPLETED FORM TO UMB at (816) 843-2247.

Page 1 of 1



Form 2

[] MewAppiication for Coverage [ 1 do not wish to e,
Complala Section 1, 2, and 4
D COBRA - Complete Sechons ] changeSubsciber Autharizasion Farm Section 1
P.O. Box 8690; 5t Louls. MO 63125 1.2, 4 and the COBRA am in and 4 musl ba completad. Seclian 2 and 3,
¥ 4-868-2000 ar A00-392-1167 Saclion 3 if applizable complete a5 appicabls [of changs requesied,
Group Mame _ W applcatle:
Group@Sublocatior | | | | [-[ | | | | [JcorePrian
Cathalic: Ciocese of Kansas City-5t. Josaph DivisloniSublocaten [] Enhanced Plan
SECTION 1 EMPLOYEE INFORMATION

Employes Lasi Mama: Firet Hame: S

Ow OF
Social Securily Mo, Alterrala |0 Number = Birth Diarta {mmiddisns:
LI [T T[] [] S s sy s Y S
Sirest Addrass: Coverage Efective Date;

f
il State: Zip Coche:

D Check hem ifihis iz 8
MG BdraEs

Employes Hire Date: f Marital Status: []Single [ Maried [JDworced []Widowsd
A Doas your spouse have any other group dental coversge? O Yes QMo
B. If yes to A, are you covered by your spousse’s plan? [ Yes [JMe
C. Wyesta A, are your dependents covered by your spouse's plan? O Yes [JMo
D. M yes la A, is the ather group denlal coverage (hrough a ratires plan? [ Yes [JMo
E. If yasto B or O, provide the name of your spousa's danial plan

* For employer groups whe ulilize Altermate |0 numbers, the assigned group number is the first four digits of the Allernate 1D,
You are still reguired to submit your 55N on the spolicatian for cliims processing purposas.

SECTION 2 SPOUSE AND DEPENDENT INFORMATION

Please complate for spouse/depandents 1o be enfolled or cancelbed. Use a 2nd farm for additional dependents if nesdad.

HEnrnl Spouse - Last Mame Firsl Mame Sex
Cancal M F
Birth Date {mmiddiyyyyi / f L]
Erwell Dependent #1 - Last Name Firel Mame ME
Cancel 1]
Birth Dale (mmiddiyyyy: / f Relationship:  [] Child ] Other
Ervail Dependent #1 - Last Mame First Mame MF
Canced (N
Birth Dale (mmiddinaet: { ! Relationship: [ Child [JOther
Erroil Dependent #3 - Last Mame First Mame M F
Cance (==
Birth Drate (meicdiyyyy): /I Relationship:  [] chidd [Jother
mol | Dependent #4 - Last Name First Name ME
ancel 1]
Birth Date (mmiddyyyyl: / f Relationship:  [_]Child [] Other
BAPORTANT: For court andered dependenis, legal documen istion mus! be atteched. I your dapendenl mesals the gualfications far ful-ima
shuden] stafus, necessary dacumeniation is required.
DDEM EIC D8-08 CONTINUED ON NEXT FAGE. No aclion requestod can be faken without your signature.



Form 2 continued

SECTION 3 COVERAGE TYPE SELECTION/REASCN FOR CHANGE

Select appropriate coverage type:

[ Emplayee Gnly Coverage [] Empioyee and Spouse [ Femily [] Employee and Child/Children
Hame Change:

From: Last Marme: Firsl Mame:

T Last Marme: First Nama:

Reason for Change: Al changes must be made wilin 31 days of the qualifivng evert,

Additions: Cancellations:
Effective Date of Addition: / f Effective Date of Cancellation: f !
[] sirtn [[] Death
[[] Mamiage [[] Employee terminated on f /
[[] Adoptian (attach legal docurnentation) [[] bivorce
E| Court ardered dependant (atlach documenlation) |:| Dependent reached student'degandant maxinm age
[] Annual Gpen Enrcliment [] Retired
[[] Other {dgascribe)
Transfer Membership: Effeclive Date of Transfer / /
From: Ta:
Group#Sublocation# | | | | | | | | | Oewwseocateox [ T T T 1T [ [ ]
Diviston'Sublocation DivisiondSublocaton

COBRA Membership: If new COBRA participant was previously sovered as a dependeant of anather membership,
plaase list that covered employes's social security numbear and name:

Sociel Security Mo. Last Mame: Firsl Mame

SECTION 4

I represent that the information | have provided on this form is complate and accurate. | request the group coverage to which | am
antillad, or may becoma endifled, wnder he prosision af the Membership Ceriificale/Masier Policy issued by Delta Dantal of Missouri, |
authorize the proper deduclions, I any, from my earmings as my contribution toward the cosl of this coverage and agres that iy
empliyer may act as my agent under this membarship. | undaerstand that | cannet fransfer my or my dependents’ right o receive
benelit payments, and | agree to regay prompdly any benelil payments o which | or my dependenis were not andiled. 1 ales suthorize
any dendis] or olher provider of care ko furnish Della Dendal of Missour any necessary information ragarding care or Ireatment of myself
or any coversd dependents. | understand that coursas of dental treatment which began bafons my effective date may ot ba coverad.
Pleasa nate that coverage is subject 1o the limitations, exclusions, and wailing periods containad inthe group comract,

Employee's Signature: Diate:

Mo action requested can be taken without your signature abeve.



SALARY

Form 3

REDIRECTION AGREEMENT

EMPLOYER: Diocese of Kansas City-St. Joseph

EMPLOYER TAX IDMUMBER: -

AFFILIATE MARME FLOCATIOM:
AFFILIATE TAX 1D M UMBER:

Flex One®™ FSA? [JY¥es [ Mo

CAFETERIA PLAN YEAR: 10, 01,10 . 09,

30,11

(CHECK ONE) [ OPEN ENROLLMENT  OR
SOCIAL SECURITY ND.:

MAME: [Last)

[[] HEWLY ELIGIBLE EMPLOYEE, ELIGIBILITY DATE: )

/

DATE OF BIRTH: PHOME: | i

—_— e

{First} (Middle Initial)

STREET ADDRESS:
CITY:

STATE: ZIF;

E-fuAL:

Moo of Fayrod Cyoies in Man Year:

i a separate benefit enroliment formis)

Ciate of first deducion: - Payrol Mode: T Weesdy [ BHwveekty [ Semi-Manthly [ Monthay

. | have enrclied for cartain benefit or insurance coverage{s] and understand that my

recjuired contribution andor Flexible Spendmg -ﬁ.cml.rnln;sL[FS.q;u election amounts will be deducted from rmy paycheak by my

emplover or Third Pary

Fayrall Admirssirator,  Unless 1

ment is amended or terminated, these deductions will be

caantinaus and in a0 armounl egual bo my reguined I'.‘J'I:I'l‘llr'tlutrtll‘l Far oy @lecled coverage anclior FE-“- Accaurt elestion amount
as prom@ted for each payroll penod throughout the plan year. The amownt of my regured contmbution has been provided to

me. Inthe event of a rate change, | authorize a cormespending change n the amount deducted from my sartﬁlair%,v

a new Salary Redireciion A men‘. Amownis comesponding (o "employer-provided” non-elective benefi

decueted Tram iy pa;ﬂm f addition,
therefore, my 5 ecurity benefits cou

Benefits Plan re

to the same benefits as selecied below are hereby

withiowt 5

if any] will not l;bg

e-lax conlribulions reduce my compersation fof Secial Securly bk pur :
b= decreassd. | elect fo receive the following coverage(s) under the Flexdble
Benafitz Plan as elected in the pre-tax column, Any previcus election and Salary Redvection Agreement under the Flexilble

premiumiconiribution amounts bereundes shall evidenoe acceptance of this Agresment

revoked My employer's deducton of amy

Check the dasinad covaragais) balow. (Note: If this 5 an anausl anrsliment, youwr existing coverage elachions will remsin the same (35
for any increaseidecrease in premium of required contribution] except as indicated below,)

After-Tax

Fre-Tax After-Tax Pre-Tax

biedical Covarage Actident Insurance
Diental Insuwrance s T
Cancer IFsurance B

) E St .
Ssacilied Haakh Euent e e
B Other aocident or haalth planis) under saction
Heseuhe st ke abee i) 105 of the Intemal Revenwe Code

Lest

| Complete the following section only if participating in a Medical or Dependent Care Reimbu rsement Plan:

Medical Cane FS54

Depandent Care FSA Plan: (5

Pan [ per pay pariod) X number of deductons) =

L
per pay penog] X | numbsr of deguctions) = §

Aanual Bechsn
Annual Election

[ Regquired acknowledgement to participate in Flexible Bengfits Flans:

| certify that the feaiures and benefits under the Flexible Benefits Flan have been explained o me completely. By WmAL
initialing, | acknowledge that | understand the Important Infarmation Regarding Participation in the Fleable
Benafils Plan on the back of this farm and agree (o be bound by those regquirerments and any other requirements
af the Flexibbe Benelits Plan

[ WAIVER OF PRE-TAX BENEFITS UNDER THE FLEXIBLE BENEFITS PLAN;

| edect to wawe all pre-tax bemefis under the Flexibie Benefits Flan. Except for @ change in statug, | understand INTIAL
that | cannot elect pre-tax Denefts until the next srniversany date, and that any after-tax coverage shall be owsice

DATE:

&fac Benefit Sereces + Bex One' « & Service of Amesican Famaly Lile Assurance Company of Cosmbus (Sfac
‘Worltheide Headquaners = 1932 Whynntan Foad « Colembus, Georgia 31899 « 3002323 5281 « Fag ST7. 203 8772

the plam,
EMPLOYEE SIGNATURE:
MOCEE Copy —White [Flox One)

“Fodlaw [Employes) Pink (Emgl oyer) Gold | Asscciate)

OF 08



Form 3 continued

IMPORTANT INFORMATION REGARDING PARTICIPATION IN THE FLEXIELE BEMEFITS PLAN

lunderstand and agree to the following:

-

Restrictions on Election Changes: On or after the first day of the plan vesr, | cannaot change or revoke this Salary
Redirection Agreement with respect fo pre-tax premiums before the next anniversary date of the plan unless a "change in
status” occurs (@5 defined under the Flan and the Intemal Revenue Code), and the change s caused by and conssiant
with the ‘change in status.” | understand that | cannot revoke any pre-tax election based on a Right o Examine provision
as may be contained i any insurance plan or polcy issued to me.

. > tions: Execution of this Sakry Bedirection Agreement does nod
n&gln COVETRgE urh::ler [I‘r& u:u:rm;:an&rt l:-anant plang or irsurance policies. The terms and condbons and actusl coverage
effectve date of the underying coverage will be determined uncer the separate benelit plans or nsurance policies. Prar
to the anniversary date each year, | will be offered the opporunity to add, drop or change coverage for the following plan
year, If | do not complete and retumn & new Salary Redirection Agreement form at that time, benefit plans or palicies
currently n effect will continue. Elections under the Medical and Department Care FSA plans will not continue without my
completing and submifting a8 new Salany Redwection Agreemert prior fo the beginneng of each plan year

Use of Personal Information: In EEI-EI[IZH:IFI i and wilhout limiting in ary way the rights my emplayer, the Flan, their
service provider (Aflac and Flex One™) and thes respective agents, employees, subcontractors and assigns may have
under applicatée state or feceral law or regulation, | hereby specificaly authorize those parbes to use my personal
irfarmation (incuding, b not limited to benefit elections, wages, employment status, number of dependents, marital
status and heslth and dependent chid care information) s is reasonalbly requsred to admmister the Plan (including
evaluating and processing requests for payment of claims) and detecting and preverting fraud or msrepresentation, |
further authorize my empioyer, the Plan, ther service provider (Aflac and Flex Onep and their respective agents,
employees, subcontractors and assigns to further disclose any such personal information as is reasonably required for
such purposes. | hereby expresely waive and releass any claims related to the uss, declosure or release of such
imformation so long as the nformaton is used in futherance of Plan admanistration or to detect or prevent fraud or
misrepresentation.

P re it Payments: Faying for coverage on a pre-tax bass may cause insurance
clamm pﬂymenba l.l'r:ler health and medical caverage to be subject to federal and state taxes if claim payments {combireng
the total from all health and medical pobcies/plans) are in excess of medical expenses. Faying for disabdity income
policies with pre-tax premiums will cause the benefifs payable therewnder fo be taxable Such coverages may be funded
on an after-tax bacsis to preserve the excludability of policy benefits.

FOR MEDICAL AND DEPENDENT CARE FSA PARTICIPANT: | verify that | have receved a summany of the tax rues,
operational guidelines and resmoursement procedures for use i Medcal and Dependent Care FSA pans. | uncerstand
the plan document will control notwithasanding ary contrary oral representation by any person | uncenstand thas
reimbursement will be avallable only for elgible expenses, and | agree to notify the emplover IF | receve reimbursement
for an expense that does not quasfy. | slse agree, upan demand, to indermnify and reimburss my emplayver for any liakity
it mary incur for failure to withhold taxes from any reimoursement | receve for non-guelified expenses, up o the amount of
additionzl tax owed by me. Furthermaore, | understand that any accownt suplus af the end of the plan year shall be
relained by my employer and such amowms may (but are nol required o) be used to offset adminstrative experses ar
future costs, and thal the oblgation to make reimbursements B the responsibiBly of my employer and not any service
pravides hited by iy employer ko assisl in processing claims, | understand thal | may be esponsible Tar a mantkly
service fes for Medical and Dependert Care FSA plans and authorize my employer o payroll doducl amye requaied
service fee amount. | acknowhecoe that =M some cases reimbursemant for aligible Medcal and Dependent Care FSA
expEnses may be admintiened through an electronic payment card (“the Card’) and agree o abide by the termsz anc
condibons of the Plan with regard to such card usage and the electironic payment cardhalder agreement, including any
fees applicable to the Card, limitations as to Card usage, the Plan's right to withhald and offset for ineligible claims, ete |
aleo agree to use the Card exclusively for Medical andior Dependent Care FSA expenses and to retain paper
documentation for any claims adudicated by the Card



Form 4

Employee Applicaticn ASSURANT Employes
Plaasa print clearly In blua of Black ink. BEenefits
RENEWAL

Check one — Employer Usg
O Iribal EMplayos O Mesw Ernpliyes 0O Change

EMPLOYEE INFRRMATION -Failurg to acmurately complete the questiions onihis applleatien may affoot 1he ox slence
ar arownt of eoverage. Please camact any arrars in ke information listed balow

Emplcyee name fasi, sl indisl) Employer Employment lacal on
Cathollc Dlocase of Hansas Citky

Group pedepparticiaanl 8 |Acsaunt & of Bill Sroup| Ced. # Ermployee S5k Ernployes Batlulale

Marme
d006407T - O Z
Sex Job lille ce pasition | Employes hire # hours Earmnys § hadaarr &d | Children
OOM dute Perwrek | OHoudy OWeekly Otomhly [OVes |0 Yes
LIF ) [ rearky [ Other _ Qo g Ho
Address ity Zlala Zip

ELEGTIONS ARE NOT VALID YWWTHOUT A SIGNATURE AT THE END OF THIS APPLICATICN,
DEFENDENT INFORMATICH—ReqUired if Dependenl coverage applias

pame (Last Mamea, Firs hama) Lala of B 1th Gendar Halation sl

NOTE — Coverage net glected wil| be asaumed refused even if not specifically refused

Employee Choice Life Benelits - You uay salec| Lhe benwfil[z) bebes, Dvau enroll, you will pay gl or g porlice af e
areTiem.

Accept Refuse Coverage

O | Ernployiese Wolunbary L fe - Ameant ____

O E Efnployea Matehing Yoluntary ADED

O SpoUsa e - Amount_______

| O Child Yolunlary Lite - dmount _____

BENEFICIARIES
Lagl nama Flrst M Ra atlorshla? 1 Primary

O Secondary
O3 Primary
O sacondary

I banaticlary 15 nob calated o yed. pleasa provide Date of Bith, Scc@al Sacurdy Momber, and ull address

1) Giva FULL names and relaonships of gach bansha@ry. 2) Banaficar as alaste:d Wil 3ap 0yt all amployea Lia
coveranes. 3] I primang'sernndany election is not nated, the beneficiarg wall ne consicered prmary. 4] Procerds wil os
aaid 0 oqual shares 9 ihcse primarry beacficiarios wha sundes wou, 11 no primary benafiogries sundve vaud, sho prozecds
will be pald n egual sharas 1o Ihe 2urviving secondary benahcelarias, 540 your designation coes nat ik n the akowva
arrangemeant. please sonlasl Uniar Sacurlty Irsurance Company Tor the agpreorlala Torms.

Unlen Securily Insurance Compramy

Mail 2. Assurnl Employey Banalil: PO, B0 25040 Clinge b G251 2530
Foarm G 20l En i, Fago ! > 4




Form 4 continued

REMEWAL
Employea naTe Employer

Catholic Diccess of Kensas Ciky
GEraup onligy!participant ne fozouni no, L& mn
4006407 - 0 £

WY SMGMA TURE Of THIS APPLICATION CERTIFIES THAT I

(1 Apply o tha cavarages deslgnatad fer which | am allgable wndar my amplayers plan With Urion Sacunly nsudarce
company (2} Underelzng if coveragss hove beon refused, | am nct erltled o hendiits unc er these coverages and that if
| weant to anply later, | most furmsh & my own expense pronf ol Qoo health satisfactare B LUnicn Security Insuranse
Company, (3% A0harze any raquired daductions hom my earmings. 143 Des gnale she benallelary ramed a0 this
apphcaton & recadwe any Banes pavakie inihe gvent of my death (51 Repressnt that 20 07 he inteemat]on on this
applicatian is tomp ale, corree? and frae Lo e basl of my sooewdsdge ard beliaf,. (&) Dedenstand thal Trosl be gctlvely 90
wurk e rambsn of Bheors specifiad o e golicy'parliciaanicn agees nant 1 "emain Ingarad.

ARy parsan Who knowlingly and with Intéent 1o defraud any Ihsurance company oF other person Tlles an
application Tor in&um@nea of statamenl of clalm centaining any materially falss informadaon o conceals for Ihe
purpose of mislieading, Informatlen concerning any fact materlal therete conmits & fraudulent Insurance act,
which is 3 grime and suk|ects such person 1o griminzl end civil penaktles,

Ernployea’s sigralure Crale



Form 4 continued

Employee Health State ment

Emaleyan nane Sast, Kt amal Lmplatar

Cathelle Docear of Kanaas Ciky
Griaup polizypadicioant ra, Accourd no. erl. no. Employre 354 Empiliryes hirlbdale
A4 07 - 0 2

O keyy =nrolles O Anaual Br-al mant CJ Lt Evart-1y0s 1t

Please answsr Ume fallowing quest ors. If You are applyirg for dependsnt zoverace, please arswer all quast-ons oo your
eligible dependaniz. Applicanl's He ghl Weignl Spouse's Heighl Whicght
YES WO
T Bl wou of wour gependerts gairad of st 10 or =~ org ocuncs in ine psst 12 montns? a d
I yes, how muach

4 ava Pod ar weur dedendants wihl tha oast 5 yaars:
] Facanac ar bean 3dvised 10 -aceia flmy med e st a0, trsatrnert, surgeny. treray, 1asting, chserwaticr ar
consulbalion by a physician, surgeon or alber beallbca g omicar (including peyeholie <. ceonselos, dentis?,

chirapraclon, cateopath, eledinany dnic, hosoilal, sasilaiurn, heallb resort o any olber heallb -2laled Taciliiy? O 0O

a] Lised any illegsl dnag? ad
2. In tha pas: 5 yaars, hawa vad or YoLr capendents ever had, Jae reated RKrar besn advised 1 saek aatinert

for paralstent celgih tlgua ar 2600lan glarads, prauranlz, chost dizen o, MUscs weaknass, dnasxplalr od

waighil I0ss of 1an pounds o mea, pataeas in mauth. skin ks, prolongec Fght sesats, vaual distaibancg

ar recum ng dinrhcs, Sover on infocsion a d
. Ard you o yolr depencanr!s pragrand 7 a d
2 Hove yod ar your denendents Jsee sebace, inany fam in e past 12 months? a d

6. Hawao you o waur depssdants aver had, aoen madically dggneesd. o reatad bor a1t :, back, ek or Joat
digardar, gz hma; amphysams or g diseedar; canear or imors, diaaetas, a cohol, oocalng or drud abuse;
nigk Hanc prossans: sirpde or heart digeass ar disard o depeession; peychalagcal counscling: mantal
EMYEUS 5 el NG disecder; seizunes: anquirnd immunadafiaancy synerome (W03 with o he past S yoars cr
NS Shslem d sordar? O 0
"Diisardar i dafi-ad 45 9 diseaca, llness, njuiy And'r eordition Aiffing in amy oy Too the sl o neemal
stz andlor srructure,

Murme, sdd ess ard laleahone
NUMEET af parzanal pinsee an

Fmalnyan's acdress Mytime ohana | 1

K you answered "YES" to any questlons. please provide delalls in REMARKS balowr,
Elactions ara not valid without a signature at the and of Lhis application.

REMARKS
It you answerad "vas® [ any radical Quashions abova. please oavide detalls Gl
Crescriplian of ill ey Mane and add ess ol allanding
Cueslon HjL Uy 5 Erag Enoy, Curalicr jdsles) & Flz=zid aal pligziviar ar hospite dncl ading
ra. Tirstname | madicstar anc oreatment | no of cpsoades effects Zip

Unien Security [nsurance GCompany
Mail “o: Assurant Lnployee denehta PO, GOX S Dhinboa, 10, 580132430
I BB L I'aye il &



Form 4 continued

Empliyes 1ama Emphorper

LCatholic Olocewss of Kansas Clty
Croup polioyparl cipaol na, Apcount 1o, e, no,
dDE40T - O 2

TNMPORTANT HOTIGE TO APPLICANTE - PLEASE READ GAREFULLY
T propa iy undersyeils aplcacicns and SCHEWAL Insdrance pedcles ar an egultakle basd, wa must abdaan crmmaticn
abou® our preoesed insured. The nalure of lha informalion we seek indudes age, cecupation. physical conditicn. Feal b
hisliry, hehils, goeealione: 2 otheer pey sonal eharaeleristios and informztion. This infarenslion will ba collecled Do yoau
and vanons sanress, inclading healh professionalz and health facilities  Irfarmatian regarding faziors affoclir g
insuratslity wi | 20 trogled as conficoensial,

The Irfarmaton which wa collect nay, undar certam crcumstarsas, ba Jdisclosad 1o 1hird partios withaut your spesfo
aelFonzatan. Hosvever, bo assured thas disclosure wil e = inciy imied 10ihat which 1 reasenably requred.

You have fhe righl 'o gain acoeess lo and request correclian of informaticn conlained inour files. However, we wiil rat
disclose nfarmalian whizh relales iooa cdaim or to 3 civil ar erirsinal proceeding.  IF yoo wish Lo recefvs & more detail=d
CE[A Bnaban of cur Infcrmaticn prachices. including & descnption of agecss aad carrecion nghl5 as wall a5 circumskar £os
undar wiizh nonsanthrrrad d sdosures or persanal nfnmmaticn may ba mada, plaasa contac Senior Vics Prasidant,
Linezowritling and Administralion, 2323 Grand Boulewsid, Kansas Cily, Missow i 84103,

ALUTHORIZATION T RELEASE INFORMATIOM: For uadanwhiting and glam purpesas, | give my permissnn (- by
physician or ciher medical practifionar nwospital. clinic. pharmacy, INsUranee company, cong Amer reporting sgeray.
armpkayer or any othar andan izatior e g va ORICH SECURITY IMZLURAMCE COMPARTYT o 15 réinsurars ALL
IMFORMET I2M i my Dakall. inclucing fediregs an medical cara, dantal czra, alcchol & drug Ak 2a infoiee atlior,
peychialric or paychn agical care oo examinalion, o surgary, A% they appry ta me or my dependents wha arz 1o be
insured. | give my sernistion Lo UNIOM SECURITY INSURAMCE COMPAMY or s reinsu-ers o -elease any infarrahan
10 ather | B2 ISUrances comparies as | may come in conias with. | Enosy tnat | hawve & rgitto a sopy ol this qukranzaticn,
A phatacopy of this ahonzaton wil oo as vahe as he arginal, Ths autherizafion will B wald far e ard ang half yoass
frarn e dale =howr Delow, Thiss dalhee ealion is nol cpevermed by HIPSS, hoseewer, whan necssesary, | iy be skl Lo
axeculs 3 HIFAA sUthcrizatlon oo, allcying Wnn Seedrily Insurancs Sompany 1 wse and disclcse prdaciaed hasllkh
informaticn.

MY SIGHATURE ON THIS APPLICATION CERTIFIES THAT I

(1} Apply for the coverages designaled far which | am degible undes iy ermployer's plan wilh Union Secarity Insarance
Cornpany. [2] dnderstand if eoverages Fave been refused, | am nal enlilled lo benefils under Fose coverages an hal il
| wramt b apply [31gr. 1 rust urnish a1 my own cxpenss preof of gocd heain satsfaclony o Union Secunly [Msurance
Company [3] <canssent bat all o1 iho infcrmation an this appheaban is samp oo, carmset and true (10 Eost of my
Encnladge grd be gl ) Lodaesland Faal [ooest e gctively sl woik The ot el loors spescified o Les
pdicyarmicipatian agrearmsnt fe remaln insured.

This will cartily Ihat | HAYE read and undersland the abova [mporant notles.

Any persan whe knowingly and with intent to defraud any insurance company or other person files an
applicablon for insurance or statement of claim cantalning any materlally false Informallon or conceals for the
purposs of misleadlng, Informaticon concerning any facl materlal thereto commits a fraudulent Insurance acl,

which k3 a crimc and suBjects sush persan to Srimlnal and vl penalties,

Emplayaa's & gnatire Diate

Spause’s signalu e (i* gpouse coverage elected: Datg




Health Insurance
Blue Cross Blue Shield

www.bcbskc.com

(816) 395-3558

UMB 1-866-520-4472
Customer Service for HSAs
Flexible Benefits
Aflac (877) 353-9487

https://www.aflac.com

Tax Deferred Annuity 403(b) Plan

VALIC

www.valic.com

(913) 402-5000

Dental
Delta Dental of Missouri

www.deltadentalmo.com

(800) 335-8266

Life & AD&D, Voluntary Life & AD&D, STD, LTD

General Info
(800) 733-7879

Assurant Employee Benefits
www.assurantemployeebenefits.com

LTD & STD Claims
Life & Voluntary Life Claims

Cancer and Accident Insurance
913-322-1473, x 305

Customer Service

Aflac Volunta

913-322-1473, x 100
Claims

10262000

n/a

n/a

n/a

Core - 9182
Enhanced - 9183

select applicable
group number below

4033501
4006407

n/a

Diocesan Employee Anne Marie Stueve

Benefits Coordinator:

Diocese of Kansas City-St. Joseph
300 E. 36th St.
Kansas City, MO 64111

Employee Benefits Michelle Conn

Broker Consultant:

CBIZ Benefits & Insurance Services
11440 Tomahawk Creek Parkway
Leawood, Kansas 66211-9955

(816) 756-1850 x 235
(800) 246-1850 x 235
Fax: (816) 756-2685
stueve@diocesekcsj.org

(913) 234-1777
(800) 530-5866

Fax: (913) 458-5270
mconn@cbiz.com



Short-Term
Disability Insurance

Long-Term
Disability Insurance

Life & AD&ED
Insurance

Health Insurance

Dental Insurance

Voluntary Life &
AD&D Insurance

Tax Deferred Annuity
403(b) Plan

Flexible Benefits
Plan

Voluntary Accident
Insurance

Voluntary Cancer
Insurance

This booklet provides brief summaries only of the various lay benefits programs. Each program is described in greater
detail in the summary plan description available to our employees. It must be understood that each benefit program
is subject in every respect to the provisions of the actual policies or legal plan documents.
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