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Humana group rates for VILLAGE OF LINCOLN HEIGHT
Rate Effective Date: December 1, 2012

Medical Plan:

Coinsurance '/o (in/out):

Out of Pocket (in/out):

Pharmacy:

Optional Benefits:

OH National POS 11
Copay

100/70

3000/9000

$10/40/70/25 /o

Preventive Care 2012

Network:

Deductible Single (in/out):

Office visit copsy:
Association:

NPOS-OA

1500/4500

30/55

N/A

Coverage Type

Employee

Employee 8 Spouse
Employee 8 Child(ren)

Family

Employee Count

3
1

0
6

Billed Amount

320.94
706.04
609.77

1,026.96
Total For Product

Total Amount

962.82
706.04

0.00
6,161.88
7,830.74

OH VISION CARE PLAN12/12/24 $10/15 COPAY $50 FRAME ALLW 150 CONTACT ALLW

Other Options: Open Enrollment

Coverage Type

Employee

Employee 8 Spouse

Employee 8 Child(ren)

Family

Employee Count

3
1

0
6

Billed Amount

6.31
12.62
11.99
18.84

Total For Product

Total Amount

18.93
12.62
0.00

113.04
144.59

Total For All Products 7,975.33

Page 2 of 2 PLAINTIFFS 001032

Humana group rates for VILLAGE OF LINCOLN HEIGHT 
Rate Effective Date: December 1, 2012 

Medical Plan: OH National POS 11 Network: 
Copay 

Coinsurance % (in/out): 100/70 Deductible Single (in/out): 

Out of Pocket (in/out): 3000/9000 Office visit copay: 

Pharmacy: $10/40/70/25% Association: 

Optional Benefits: Preventive Care 2012 

Coverage Type Employee Count Billed Amount 

Employee 3 320.94 

Employee & Spouse 1 706.04 
Employee & Child(ren) 0 609.77 
Family 6 1,026.98 

Total For Product 

NPOS-OA 

1500/4500 

30/55 

N/A 

Total Amount 

962.82 

706.04 

0.00 

6,161.88 

7,830.74 

OH VISION CARE PLAN12/12/24 $10/15 COPAY $50 FRAME ALLW 150 CONTACT ALLW 

Other Options: Open Enrollment 

Coverage Type Employee Count Billed Amount Total Amount 

Employee 3 6.31 18.93 

Employee & Spouse 1 12.62 12.62 

Employee & Child(ren) 0 11.99 0.00 

Family 6 18.84 113.04 

Total For Product 144.59 

Total For All Products 7,975.33 
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Medica I Comparisons
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Deductible

Single

Family

Cotns rance Percentage

Out of Pocket Lunit (inci des d d t ble)
Single

Family

$1,500
$3,000
100%

$4,500
$9,000

$4,500
$9,000

70%

$13,500
$27.000

$1,500
$3,000
100%

$4,500
$9,000

$4,500
$9,000

70%

$13,500
$27,000

$1,500
$3,000
100%

$4,500
$9,000

$4,500
$9,000

70%

$13,500
$27,000

S1,500
$3.000
100'Y

$4,500
$9,000

$4,500
$9,000

70%

$13,500
$27,000

$1,500
$ ,000

80%

$3,000
$6,000

SR000
$6,000

60'/o

$6,000
$12.000

$1,500
$3,000

80%

$2,500
$5,000

$3,000
$6,000

60%

$6,000
$12,000

$1,500
$3,000

80%

$2,500
$5 000

$3,000
$6,000

60%

$6,000
$12,000

Inpatient Hospital
Covered m full, Covered m full Covered m full Covered m fug

atter de
Ded. + 30%

alter ded
Ded +30%

after ded
Ded + 30%

ager ded.
Ded + 30% Ded + 20% Ded + 40% Ded + 20% Ded + 40% Ded + 20% Ded + 40%

Outpatient Hospital
Covered m full, Covered m full Covered m ful! Covered m Edl

alter de
Ded +30%

after ded
Ded + 30/

ager ded
Ded +30%

alter ded.
Ded + 30% Ded + 20% Ded + 40% Ded + 20% Ded + 40% Ded + 20% Ded + 40%

Emergency Room / Urgent Care
ER $250 copsy

UC Network - $35/$ 55
Non-Network - Ded + 30%

ER $250 copsy
UC Network-$ 35/$ 55

Non-Network - Ded + 30%

ER $250 copsy
VC Network - $35/$ 55

Non-Network - DecL + 30%

ER $250 copsy
UC Network-$ 35/$ 55

Non-Network - Ded + 30%

ER Ded +20/
UC Network - $50 copsy

Non-Network - Ded + 40%

ER $250+ 20%
UC Network - $75 copsy

Non-Network - Ded + 40%

ER $250+ 20%
UC Network - $75 copsy

Non-Network - Ded + 40%

Physician Office Visit $30 PCP

$55 SCP Ded + 30% Ded + 30%
$30PCP, $30 PCP

$55 SCP

8"0 PCP $35 PCP
Ded +30%

$50 SCI
Ded + 40%

$30 PCP
$60 SCP $60 SCP

Prevent ve Ca e Co e cd m full D 6 + 30% Co ared m full Ded + 0% Coverage full Ded + 30% Covered m full Ded + 30% Covered m full Ded + 40% Covered in fug Ded + 40% Covered m full Ded + 40%

Prescnption Dnlgs ( etail) $10 / $40 / $70/25'/ $10 / $40 / $70/255'10 / $40 / $70/25% $ 10 / $40 / $70/25% $20/$ 50/$ 75 $10 / $ 5 / $70/25 / $10 / $35 / $70/25%

Prescnpt on Drugs (mad order - «p to 90
day supply)

$25 / $100 / $ 175/25% $25/$ 100/$ 175/25% $25/$ 100/$ 175/25% $25/$ 100/$ 175/25% $54 / S135 / $202 50 $10 / $88 / $ 172/25% $ 10 / S88 / $ 172/25%

Life Insurance (per employee)

L fe Insurance Requtredt

Were rates prescreencdo

S gle

EE/SP

EE/CH

Fa ily

Iii( ~) uutlsmutiuttirsnt%aas

IiuitmllnemuI ~ ullIIIni.

3 $320 94

0 $706 04

I $609 77

$1,026 98

"EEEEEtWI
~1EIBK~

$375 24 $362 66 $353 03 $281 25 $396 11 S396 11
$825 54 $797 83 $776 64 $661 77 $870 66 $870 66
$712 97 $689 04 $670 75 $488 29 $668 64 $668 64

$1,200 79 $1,16049 $1,12968 S868 81 $1,222 81 $1,222 81
IE(~E((EEEE~ K~~~~~~BEE(E tmtt~ ~~~~tstad~msag~ ~i~~ ~LIII)l~t ~E()EE)~l ~~l
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11/7/2013
ALL RATES ARE SUBJECT TO FINAL UNDERWRITING.

This sheet is a bnef outhne of benefits available. It does not include all benefits and exclusions.

PLAINTIFFS 001033

lo,,,,,.t',", Hospital 

IE,n".""y Room / Urgent Care 

IPI,y,""'" Office Visit 

Ip"",,,,,ti", Drug' (mail order - up to 90 

$4,500 

$4,500 $13,500 

Oed. + 30% 

Oed. +30% 

ER: $250 copay 
DC: Network - $35/$55 

Non_Network - Oed. + 30% 

$30 PCP 

$55 SCP 
Ded. + 30% 

Ded. + 30% 

$ID I $40 1 $70125% 

$251 $100 1 $175125% 

Medical Comparisons 

$4,500 $},500 $4,500 

$4,500 $13,500 $4,500 $13,500 

Oed. + 30% I C,,,",,din 

Oed. +30% 

ER: $250 capay 

UC: Network-$351$55 

Non-Network - Oed. + 30% 

$30 PCP 
$55 SCP 

Oed. + 30% 

Oed. +30% 

$10/ $40 1 $70/25% 

$251 $100 1 $175125% 

ER: 5250 copay 
UC: Network ~ $351$55 

Non-Network - Ded. + 30% 

$30 PCP 
$55 SCP 

Oed. +30% 

$101 $40 I $70/25% 

$251 $100 / $}75125% 

$1,500 $4,500 $1,500 $3,000 $1,500 $3,000 $3,000 

$4,500 $13,500 $3,000 $6.000 $2,500 $6,000 $2,500 $6,000 

Covered' 
after ded. 

Oed. + 30% Oed. + 20% Ded. + 40% Oed. + 20% Oed. + 40% Oed. + 20% Oed. + 40% 

Oed. + 30% Oed. + 20% Oed. + 40% Oed. + 20% Oed. + 40% Ded. + 20% Oed. + 40% 

ER: $250 copay 

UC: Network - $351$55 
Non-Network· Oed. + 30% 

$30 PCP 
$55 SCP 

Oed. +30% 

Ded. + 30% 

$101 $40 I $70125% 

$251 $100 / $175/25% 

ER: Oed. + 20% 
UC: Network - $50 copay 

Non-Network - Ded. + 40% 

$35 PCP 
$50- SCI? 

Ded. +40% 

$20 I $50 I $75 

$54/ $135/ $202.50 

ER: $250 + 20% 
UC: Network - $75 capay 

Non-Network - Oed. + 40% 

$30 PCP 
$60 SCP 

Oed. + 40% 

$101 $351 $70125% 

$101 $881 $172125% 

ER: $250 + 20% 

DC: Network - $75 capay 
Non-Network - Oed. + 40% 

S30pep 
$60 SCP 

Oed. + 40% 

Oed. + 40% 

$101 $35/ $70/25% 

$10 / S88! $172125% 

MONTHLY PREMIUM $7,73..1.47 ~ $9,043 • ..13 ~ c $8,739.96~ A " S8t507.9Z 56,54·4.90 59,193.83 I _ _ 59,193,83 J 
ANNUAL PRI:l\·lllJl\1 $92.1113.64 '" $108,521.16. _ cSI0~879.52,,? ~ 510},095.04 ¥ $78,538.80 $110.325.96 1 ~ $110,32:5.96 "" J 
% Difference From CutrcntRates 17% 13% < ,,11)% 0 -15% 19% , 19~':q 

Page 1 
11/712013 

ALL RATES ARE SUBJECT TO FINAL UNDERWRITING. 
This sheet is a brief outline of benefits available. It does not include all benefits and exclusions. 



Health Plan Comparison
R epared for Village of Lincoln Heights

Strategic Employee Benefit Services
Northwestern Mutual Finanaal Network

8
EMPLOYEBENEF IT

ANNUAL
OEOUCI'etwohi

Non-Netwoa

CO-INSURANCE
Network/ Non-Net

1

M AX COP
Netwosv

Non-Network

DOCTOR VISITS
Network

Non-Netwoa.

r REVENTIVE I

EMERGENCY

URGENTCARE
Netwosi

Non-Ne

PIAN MAX

RX PLAN

lier one

11er two

Tier three

Tier four

Notes

Tier one

Tier two

11er three

Tier four

Notes

Aoomotnk
NOTES

Current

BLUE A CCES5
D 03 (60)

IND FAM

$1,000 $2,000
$2,000 $4,000

80% 60%
IND FAM

$4,000 $8,000
$8,000 $16,000

$2D
N/ N ded + 40%

Pays
100%'200+

20%

$75
N/N dad+ 40%

Unlimted

Rxo
$10

$30

$50

25%4150max'

*$2500 m av

Masordsr

$10

$75

$180

25%-$150
max'$

2500 m sx

*Most sew ices
*'20%of

renaining balance

A NlHEM

BLUE ACCESS
PPOCS D54 (6.6)

IND FAM

$1,500 $3,000
$3,000 $6,00Q

80% 60%
IND FAM

$2,500 $5,000
$6,000 $12,000

$30 (Spec $60)
N/N ded+ 40%

Pays
100%'250

+ 20%'*

$75
N/N dad+40%

Unlimted

Rx810/35/70

SIO

$M

$70

25%4200max

Mail Order

$10

$88

$175

25%-$200max

*Most sew ices.
*'20%of

rerraintng balance

ANlHEM

BLUE ACCESS
FPOCS D67 (60)

IN D FA hr

$2,500 $5,000
$5,000 $10,000

80% 60%
IND FA M

$3,500 $7,000
$10,000 $20,000

$30 (Spec $60)
N/ N ded + 40%

Pays 100%"

$250 + 20%

$75
N/ N ded + 40%

Unlirnted

Rx8 10/35/70

$10

$35

$70

25%-$200 max

Mail Order

$10

$88

$175

25%.$200max

*Most sewices
*"20%of

rerraining balance

+I

HUMANA CCPAY

.NPOS IICOPAY
700(76 I500.DED,

1500 3000
4500 9000

100% 70%o

IND FAM

4500 900Q
13500 27000

!
$30 (Spec $55)
N/N ded+ 30%

Pays 1 00%"

$250

$55
N/ N ded + 30%

Untrnted

NPOS 11 Rx 4-

$10

$40

$70

25%'$

3,500OFM

Mail Order

$25

$100

$175

25%

'$3, 500 ORvi

*Most seNIces

HUMANA CCPAY

N PCS I I C DPA Y
80/50 7600.DED,

IND FAM

1000 2000
3000 6000

IND FAM

4000 8000
1200D 24000

$30 (Spec $65)
N/N dad+50%

Pays
100%'300

$75
N/ N dad + 50'yv

Untimted

.NPOS 11 Rx4-

$10

$40

$70

25%*

'3,500ORvl

MesOrder

$25

$100

$175

at%*

*$3,500OFM

"Most sennces.

LIFE FEES

OTHERFEES

PRESCREENED

M ON THLY1OTA L

Annual Total

Yes

$9,509 04

$114,10848

Yes

$9,872.83

$118,473 98

3 83%

Yes

$8,771.67

$105,260 04

-7 75%

Yes

$7,812 21

$93,745 St

-17 84%

Yes

$7,481 45

$89,777 40

-21 32%

The Max OOP tncludes the deducttbte, rt does not include the above listed copsys

Effective Date 11/15/2012

Confidential infomation prepared on 9/ 17/2012

Repori senmatedwithQCweh

The above IS a bnef sumtaly of COVerage. Full disclosure of plan detatis are
available in each company's certficate of coverage. Above plan rates are subiect to

change dunng underwnting process.

PLAINTIFFS 001034

Health Plan Comparison 
Prepared for Village of Lincoln Heights 

Strategic Employee Benefit Services 
Northwestern rvk.ltual Financial Netw ark 

Current 

ANlHEM 
.BLUE_ACCESS 

0_03_(6.0) 

ANNUALDBlUCr INO FAM 

NetwO/k $1,000 $2,000 
NO/l-Net'h'Olk $2,000 $4,000 

CO-INSURANCE 
Network! Non-Net 80% 60% 

MAXCQl INO FAM 

Network $4,000 $8,000 
Non-Network $8,000 $16,000 

DOCTOR VISllS 
Network $20 

Non-Netwolk N/N ded +40% 

PREVENTIVE Pays 100%* 

EMERGENCY $200+20%** 

URGENTCARE 
Network $75 
Non-Net N/N ded +40% 

PlAN MAX Unlirrited 

RXPLAN RxG 
l1er one $10 
TIer two $30 

Tier three $60 

Tier four 25%-$150max* 

Notes *$2500max 

MaliOrder 

Tier one $10 
Tier two $75 

TIer three $180 

TIer four 25%-$1S0max* 

Notes "$2500max 

ADOlTICNA.l, 
NOlES 

*Most setvices. 
**20% of 

rerraining balance. 

UFEFEES 

OTHER FEES 

PRESCREENED Yes 

M ONTHL VroTAL $9,509.04 

Annual Total $114,108.48 

Effective Date: 11/15/2012 

Confidential information pfepafed on 9/17/2012 

Report gene/ateo wIth QCwEtl 

Renewa' 

ANlHEM 

.BLUE ACCESS 
_PPOCS_D54J6.0) 

INO FAM 

$1,500 $3,000 
$3,000 $6,000 

80% 60% 

IND FAM 

$2,500 $5,000 
$6,000 $12,000 

$30 (Spec $60) 
N/N ded + 40% 

Pays 100%'" 

$250 + 20%"'''' 

$75 
N/N ded +40% 

Unlinited 

Rx810/35170 

$10 

$35 

$70 

25%-$200max 

MailOrder 

$10 

$88 

$175 

25%-$200max 

"'Most sel'lices. 
**20% of 

reITBining balance. 

Yes 

$9,872.83 

$118,473.00 

3.83% 

ANlHEM 
. BLUE_ACCESS 

_PPOCS_DS7_(6.0) 

IND FAM 

$2,500 $5,000 
$5,000 $10,000 

80% 60% 
INO FAM 

$3,500 $7,000 
$10,000 $20,000 

$30 (Spec $60) 
N/N ded +40% 

Pays 100%'" 

$250 + 20%""" 

$75 
N/N ded +40% 

Unlirrited 

Rx810/35170 

$10 

$35 

$70 

25%-$200max 

MaifOfder 

$10 

$88 

$175 

25%·$200max 

"'Most services. 
"""20%of 

remaining balance. 

Yes 

$8,771.67 

$105,260.04 

·7.75% 

Ei 
EIVIPt,OYEUENEFIT' 

HUMANA CCPAY 
.NPOS 11 COPA Y 
700170 1500·D£D.-

INO FAM 

1500 3000 
4500 9000 

100% 70% 

INO FAM 

4500 9000 
13500 27000 

$30 (Spec $55) 
N/N ded + 30% 

Pays 100%'" 

$250 

$55 
N/N ded +30% 

UnUn1ted 

.NPOS 11 Rx4-

$10 

$40 

$70 

25%* 

*$3,500OPM 

Mail Order 

$25 

$100 

$175 

25%· 

*$3,500OFM 

"Most services. 

Yes 

$7,812.21 

$93,746.52 

-17.84% 

HUMANA CXPAY 
.NPOS 11 COPAY 
80150 1000·0EO; 

INO FAM 

1000 2000 
3000 6000 

80% 50% 

INO FAM 

4000 8000 
12000 24000 

$30 (Spec $65) 
N/N ded +50% 

Pays 100%* 

$300 

$75 
N/N ded +50% 

Unlinited 

.NPOS11 Rx4-

$10 

$40 

$70 

25%* 

'$3,500OFM 

MalfOrder 

$25 

$100 

$175 

25%* 

*$3,500OFM 

'IIMost services. 

Yes 

$7,481.45 

$89,777.40 

·21.32% 

The Max OOP includes the deductible; it does not include the above listed copays. 

The above is a brief surrrrary of covemge. Full disclosure of plan details are 
ava ilable in each corrpany's certificate of coverage. Above plan rates are subject to 

change during underwriting process. 



State/county
SIC
Location tvoe

OH - Hamgton
9111 - Executive Offlces
Smole Site

Life/ ~ ~ ~

Life Proposal
Proposal for Village Of Lincoln Helg L Ducts It:

Reference ¹:
Effective:
Issuing Garner:

288654401-D03
1
12/1/2013
Humana Insurance Company

Agent/agency Palnck C Kern

Precared 11/I/2013

Employer contrrbution
Mimmum participation level
Po rt ah 8 it y

Incremental flat benefit
Mmimum volume amount
Max mum volume amount
Guarantee issue

Waiver of premium

Accelerated death benefit
Age reduction

Travel assistance
AD&D

AD&D riders

Voluntary Spouse Life

Spouse maximum volume amount
Guarantee issue
AD&D

0
Greater of 5 lives or 25%
Included

$1,000 increments

$15,000
$250,000
$50,000

Waiver to age 65
50% to a maximum of $250,0DD

Age Schedule 2

65 - 69 35%
70+ 50%

Included

Included

Seat belt/alrbag/helmet

Paralysis
Repatriation benefit
Common carrier
Education benetlt
Child care
Coma

$125,DDD

$25,000
Included

0 -24 $0.09 $0.07
~25$tggfa I&fÃ$0709feelB ksAN$ 0$7@iqm

30-34 $010 $008
I f35Sf39S ff'Lff$ 02tt/SMDf KQ808@TN

40 -44 $0 20 $0 15
$¹KNglm ~ot31'$5% vdigf98%%Lo="

50 - 54 $0 49 $0.38
$¹Wi54 N~iN~ S925$6465 ~T

60 -64 $1.09 $0.84
fS6Migfm ~~&l)WP~ ~1~

70 - 74 $3.51 $2.71
ST5~M~ ~6~WFA352%LP

'0

- 999 $12.65 $9.75
f5&keg or,*v%4

AD&D $0 03 $0 03
~&myc~

Child Rett Rates Per
$5000 chffd unit

QQ Q tQ vtr o( 0
LLTID'ow.

4(c .~
@g,C OC7CI 9C7 qf ~ Oti CI

CO "D 7

Rate guarantee 2 years

The allowable voluntary spouse benefit amount can be from $5,000.$250,000 not to exceed 50% of employee selected amount

Wait www humana corn to view plan information or request other benefit options, or contact Easy Rate at 800-327-9728

PLAINTIFFS 001035

HUMANA. 
(;IH',J'1H~'" wlle'l }'II,'\.l 1I. .... <!"(1 it 1Ll<. ... t 

Life Proposal 
Proposal for: vll1age Of Lincoln Hetg L 

State/county: OH • Hamilton 
SIC: 
Location tvoe: 

9111 - Executive Offices 
Sinale Site 

Voluntary Employee life! AD&O Plan 

Employer contribution 
Minimum participation level 
Portability 

Incremental flat benefit 

Minimum volume amount 

Maximum volume amount 

Guarantee issue 

Waiver of premium 

Accelerated death benefit 

Age reduction 

Travel assistance 

AO&D 

AD&O riders 

Voluntary Spouse Life 

o 
Greater of 5 lives or 25% 

Included 
$1,000 increments 

$15,000 
$250.000 
$50,000 

Waiver to age 65 

50% to a maximum of $250,000 

Age Schedule 2 

65·69 
70+ 

Included 

Included 

35% 
50"/0 

Seat belt/alrbagfhelmet 

Paralysis 
Repatriation benefit 
Common carrier 
Education benefit 
Child care 

Coma 

Spouse maximum volume amount $125,000 
Guarantee issue $25,000 

AO&D Included 

Rate guarantee 2 years 

Quote #: 
Reference #: 
Effective: 
Issuing Carrier: 

2886544D1~003 

1 
12/1/2013 
Humana Insurance Company 

1\ Employee Spollse 
B gOd Rat(l Per Rato Pcr 

an $10110 $1000 

The allowable voluntary spouse benefit amount can be from $5,000.$250,000 not to exceed 50% of employee selected amount. 

Visit www.humana.com to view plan information or request other benefit options, or contact Easy Rate at 800-327-9728. 

Agent/agency: Patrick C Kern 

Preoared: 11/1/2013 

$ S 0 \ 00 () Lj 0 'If, C> \ eX \..00 \.) \ j 

CO':.-t ~ \ o. = r yV\O ,,-'t\-. . 

~~5,ooo LtD,\f' o\d SfOV"~ 

~3l ~ ~e. ",,"0"\"'" 



Village of Lincoln Heights
2014 Dental Renewal

~r. i Iami ~ —~ettvt te ——~edicts~ ~
Deductible

Single
Pamdy

Waive for Preveuttvev

$50
$150
Yes

$50
$150
Yes

e

$50
$150
Yes

$50
$150
Yes

Preventive Services.
Oral exams, cleanings, bitewing x-rays 0% 0% 0% 0%

Basic Services

Fillings, extractions

Penodontics (gum disease)

Oral surgery

Endodontics (root canals)

Deductible +20%

Deductible+ 20%

Deductible + 20%

Deductible+ 20%

Deductible +20%

Deductible + 20%

Deductible + 20%

Deductible+ 20%

Deductible+20%

Deductible + 20%

Deductible+ 20%

Deductible+ 20%

Deductible +20%

Deductible+ 20%

Deductible + 20%

Deductible+ 20%

Ma)or Services

Crowns, bndges, dentures
Deductible+ 50% Deductible+ 50% Deductible+ 50% Deductible + 50%

Yearly Maximum $1,000 $1,000 $1,000 $1,000
Orthodontia None None None None

Lifetime maximum None None None None

Rate Guarantee

Single

Family

v'~lillU 'I
~ ~ e ~ e ~

4

7
$28.02
$85.30
$709.18

$8,510.16

1 year~~&~~I~
$29.42 $32.70
$89.57 $91.98
$744.67 $774.66

$8,936.04 $9,295.92
5 00% 9 25%

I year

$30.51
$98.12
$808.88

$9,706.56
14 06%

This sheet is a bnef outhne of benefits available ft does not include all benefits and exclusions In the event of conf ltct between benefit booklet and this
summary, booklet will prevail.

PLAINTIFFS 0010361 

Fillings, extractions 

Periodontics (gum disease) 

Oral surgery 

Endodontics (root canals) 

7 

Village of Lincoln Heights 
2014 Dental Renewal 

$50 
$150 
Yes 

Deductible +20% 

Deductible + 20% 

Deductible + 20% 

Deductible + 20% 

Deductible + 50% 

None 
None 

$50 
$150 
Yes 

Deductible +20% 

Deductible + 20% 

Deductible + 20% 

Deductible + 20% 

Deductible + 50% 

None 

None 

$744.67 

$50 
$150 
Yes 

Deductible +20% 

Deductible + 20% 

Deductible + 20% 

Deductible + 20'10 

Deductible + 50% 

None 

$774.66 

$50 
$150 
Yes 

Deductible +20% 

Deductible + 20% 

Deductible + 20% 

Deductible + 20'10 

Deductible + 50% 

None 

$98.12 

$808.88 

This sheet is a brief outline of benefits available. It does not include all benefits and exclusions. In the event of conflict between benefit booklet and this 
summary, booklet will prevail. 



2053 Group Life

Os&a

Li 6t'lkl9~

I ~ ~

@mmq
~%mt'isa kg+

.mr.fear~ s -.
~ll ":u .use 5~ll
~~Wilrrrt~~Itrro jgg~o

$0 190

$550,000

$104.50

$50,000

$50,000

$0 040

$550,000

$22.00

1 X Earnings

$50,000

$127

$0.230

$550,000

$126 50

$50,000

$50,000

$0 030

$550,000

$16.50

1 X Earnings

$50,000

$143

1 year 2 year

1% discount off Medical

PLAINTIFFS 001037

2013 Group Life 

$0.190 $0.230 

$550,000 $550,000 

$104.50 $126.50 

$50,000 $50,000 

$50,000 $50,000 

$0.040 $0.030 

$550,000 $550,000 

$22.00 $16.50 

1 X Earnings 1 X Earnings 

$50,000 $50,000 

1 % discount off Medical 



Exhibit G
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