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Get the Most from
Your Health Plan

Welcome to Blue Cross and Blue Shield of lllinois (BCBSIL), a leader
in health care benefits. We have been helping people like you get
the most from their health care plans for many years.

Read this guide to learn about benefits your employer is offering.
Think about how you and your family will use these benefits. Learn
more about products, services and how to be a smart health care
user at behsil.com.

Your ID Card

After you enroll, you will get a member ID card in the mail. Show this
ID card when you see a doctor, visit the hospital or go to any other
place for care. The back of the card has phone numbers you might need.

Blue Access for MemberssM

Go to bebsil.com/member and sign up for the secure member
website, Blue Access for Members. Find the “Log In” tab and click
“Register Now.” Use the information on your ID card to complete the
process. On this site, you can check your claims, order more ID cards,
get health information and much more.

Save Money - Stay In-Network

Using independently contracted network providers can help you
save. Look at your ID card to find your network. Then go to
bebsil.com to look for doctors, hospitals and other places for care.

Call Customer Service for Help

Our team knows your health plan and can help you get the most from
your benefits. Just call the toll-free number on the back of your ID card.

217770716



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 11/01/2020-10/31/2021

BlueCross BlueShield
B @ i - MIBC02030 Blue Choice Options™ 2030

Coverage for: All | Plan Type: PPO

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

only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit

www.bcbsil.com/member/policy-forms/2020 or by calling 1-800-541-2768. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at
www.cms.gov/CClI0/Resources/Forms-Reports-and-Other-Resources/Downloads/UG-Glossary-508-MM.pdf or call 1-855-756-4448 to request a copy.

Important Questions '‘Answers ~|Why This Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you use
a network provider?

Individual: Blue Choice $1,000
PPO $2,500

Out-of-Network $5,000
Family: Blue Choice $3,000
PPO §7,500

Out-of-Network $15,000

Yes. Certain preventive care
services and services with a

copay are covered before you
meet your deductible.

Yes. ER $400; Inpatient
$250/$500/$600; Outpatient
Surgery Facility $200/5400/$500.
There are no other specific
deductibles.

Individual: Blue Choice $2,500
PPO $5,500

Out-of-Network $16,500

Family: Blue Choice $7,500

PPO $10,200

Out-of-Network $30,600
Premiums, balance-billed
charges, and health care this plan
doesn't cover.

Yes. See www.bcbsil.com or call
1-800-541-2768 for a list of
Participating Providers.

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family member
must meet their own individual deductible until the total amount of deductible expenses paid
by all family members meets the overall family deductible.

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

You must pay all of the costs for these services up to the specific deductible amount before
this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

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

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

SBC IL Non-HMO LG-2020
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Important Questions

see a specialist?

Do you need a referral to

Answers

Why This Matters:
You can see the specialist you choose without a referral.

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

Blue Choice
Provider
(You will pay the

least)

What You Will Pay

PPO Provider
(You will pay
more)

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

Limitations, Exceptions, & Other Important

Information

Imaging (CT/PET scans, MRIs)

10% coinsurance

30% coinsurance

50% coinsurance

Primary care visit to treat an  $25/visit; $50/visit; 50% coinsurance . N - ,
injury or illness deductible does deductible does mﬂfelt\f?gfmizrg/&”est';i]ssee your benefit
not apply not apply .
- Specialist visit $50/ visit; $100/visit; 50% coinsurance
"ri?,:'d‘gﬁ'st 2#?:3&“” deductible does deductible does None
%Iini c not apply not apply
Preventive care/screening/  No Charge; No Charge; 50% coinsurance You may have to pay for services that aren't
immunization deductible does deductible does preventive. Ask your provider if the services
not apply not apply needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood  Primary Care:  Primary 50% coinsurance
work) $25/visit Care:$50/visit
Specialist: Specialist: - .
If you have a test $50/visit; $100/visit W fmaé/ bte ,Eeqwred. see your
deductible does ' deductible does enefit booklet™ for detatls.
not apply not apply

*For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com/member/policy-forms/2020.
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Common

Medical Event

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
https://www.bcbsil.
com/member/
prescription-drug-plan-

information/drug-lists

Services You May Need

Preferred generic drugs

Blue Choice
Provider
(You will pay the
least)
Retail: Preferred

- No Charge
Non-Preferred -
$10/prescription
Mail: No Charge;
deductible does
not apply

What You Will Pay

PPO Provider
(You will pay
more)

Retail: Preferred
- No Charge
Non-Preferred -
$10/prescription
Mail: No Charge;
deductible does
not apply

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

Retail:
$10/prescription;

deductible does

not apply

Non-preferred generic drugs

Retail: Preferred

$10/prescription
Non-Preferred -
$20/prescription
Mail:
$20/prescription;
deductible does
not apply

Retail: Preferred

$10/prescription
Non-Preferred -
$20/prescription
Mail:
$20/prescription;
deductible does
not apply

Retail:
$20/prescription;
deductible does
not apply

Preferred brand drugs

Retail: Preferred

$35/prescription
Non-Preferred -
$55/prescription
Mail:
$70/prescription;
deductible does
not apply

Retail: Preferred

$35/prescription
Non-Preferred -
$55/prescription
Mail:
$70/prescription;
deductible does
not apply

Retail:
$55/prescription;
deductible does
not apply

Non-preferred brand drugs

Retail: Preferred

$75/prescription
Non-Preferred -
$95/prescription
Mail:
$150/prescription;
deductible does

not apply

Retail: Preferred

$75/prescription
Non-Preferred -
$95/prescription
Mail:
$150/prescription;
deductible does

not apply

Retail:
$95/prescription;
deductible does
not apply

Preferred specialty drugs

$150/prescription;
deductible does

not apply

$150/prescription;
deductible does

not apply

$150/prescription;
deductible does
not apply

Limitations, Exceptions, & Other Important
Information

Limited to a 30-day supply at retail (or a
90-day supply at a network of select retail
pharmacies). Up to a 90-day supply at mail
order. Specialty drugs limited to a 30-day
supply. Payment of the difference between
the cost of a brand name drug and a generic
may also be required if a generic drug is
available. All Out-of-Network prescriptions
are subject to a 50% additional charge after
the applicable copay/coinsurance. Additional
charge will not apply to any deductible or
out-of-pocket amounts. You may be eligible
to synchronize your prescription refills, please
see your benefit booklet* for details.
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Common

Medical Event

Services You May Need

Non-preferred specialty drugs

Blue Choice
Provider
(You will pay the
least)
$250/prescription;
deductible does

not apply

What You Will Pay

PPO Provider
(You will pay
more)

$250/prescription;
deductible does

not apply

Out-of-Network
Provider
(You will pay the
most)
$250/prescription;
deductible does

not apply

Limitations, Exceptions, & Other Important
Information

If you have outpatient
surgery

Facility fee (e.g., ambulatory

surgery center)

$200/visit plus
10% coinsurance

$400/visit plus
30% coinsurance

$500/visit plus
50% coinsurance

Physician/surgeon fees

10% coinsurance

30% coinsurance

50% coinsurance

Preauthorization may be required.
For Outpatient Infusion Therapy, see your
benefit booklet* for details.

If you need immediate
medical attention

Emergency room care

$400/visit plus
10% coinsurance

$400/visit plus
10% coinsurance

$400/visit plus
10% coinsurance

Per occurrence deductible waived if admitted.

Emergency medical
transportation

10% coinsurance

10% coinsurance

10% coinsurance

Preauthorization may be required for

non-emergency transportation; see your
benefit booklet* for details.

If you have a hospital
stay

Urgent care §75/visit; §75/visit; §75/visit;
deductible does ' deductible does deductible does None
not apply not apply not apply

Facility fee (e.g., hospital $250/visit plus | $500/visit plus | $600/visit plus

room)

10% coinsurance

30% coinsurance

50% coinsurance

Preauthorization required.

Physician/surgeon fees

10% coinsurance

30% coinsurance

50% coinsurance

Preauthorization required. Preauthorization

penalty: $1,000 or 50% of the eligible charge.
See your benefit booklet* for details.

10% coinsurance

30% coinsurance

Outpatient services $25/office visit; $50/office visit; | 50% coinsurance
If you need mental Q/‘BW ?&%W Preauthorization may be required; see your
health, behavioral outpatient outpatient benefit booklet* for details.
health, or substance o S
ISR Inpatient services $250/visit plus | $500/visit plus | $600/visit plus

50% coinsurance

Preauthorization required.

*For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com/member/policy-forms/2020.
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Common

Medical Event

If you are pregnant

Services You May Need

Office visits

Blue Choice
Provider
(You will pay the

least)
Primary Care:
$25/visit
Specialist:
$50/visit;
deductible does
not apply

What You Will Pay

PPO Provider
(You will pay
more)

Primary Care:
$50/visit
Specialist:
$100/visit;
deductible does
not apply

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

50% coinsurance

Childbirth/delivery professional
services

10% coinsurance

30% coinsurance

50% coinsurance

Childbirth/delivery facility
services

$250/visit plus
10% coinsurance

$500/visit plus
30% coinsurance

$600/visit plus
50% coinsurance

Limitations, Exceptions, & Other Important
Information

Copayment applies to first prenatal visit (per
pregnancy). Cost sharing does not apply to
certain preventive services. Depending on the
type of services, coinsurance may apply.
Maternity care may include tests and services
described elsewhere in the SBC (i.e.
ultrasound).

If you need help
recovering or have
other special health
needs

Home health care

10% coinsurance

30% coinsurance

50% coinsurance

Rehabilitation services

10% coinsurance

30% coinsurance

50% coinsurance

Habilitation services

10% coinsurance

30% coinsurance

50% coinsurance

Skilled nursing care

$250/visit plus
10% coinsurance

$500/visit plus
30% coinsurance

$600/visit plus
50% coinsurance

Preauthorization may be required.

Durable medical equipment

10% coinsurance

30% coinsurance

50% coinsurance

Benefits are limited to items used to serve a
medical purpose. DME benefits are provided
for both purchase and rental equipment (up
to the purchase price).

Hospice services

10% coinsurance

30% coinsurance

50% coinsurance

Preauthorization may be required.

If your child needs
dental or eye care

Children’s eye exam

Not Covered

Not Covered

Not Covered

Children’s glasses

Not Covered

Not Covered

Not Covered

Children’s dental check-up

Not Covered

Not Covered

Not Covered

None

Excluded Services & Other Covered Services:

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

« Acupuncture

- Dental care (Adult)

« Long-term care
- Routine eye care (Adult)

« Weight loss programs
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Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document)

« Bariatric surgery « Hearing aids (limited to 1 hearing aid for each ear, « Private-duty nursing
« Chiropractic care (limited to 30 visits per calendar  every 36 months for members under the age of « Routine foot care (only in connection with
year) 18) diabetes)

- Cosmetic surgery (only for correcting congenital - Infertility treatment (4 invitro attempt maximum
deformities or conditions resulting from accidental ~ with special approval up to 6 per benefit period)
injuries, scars, tumors, or diseases) « Non-emergency care when traveling outside the

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-541-2768, U.S. Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact: Blue Cross and Blue Shield of lllinois at 1-800-541-2768 or visit www.bcbsil.com, or contact the U.S. Department of Labor's
Employee Benefits Security Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program
can help you file your appeal. Contact the lllinois Department of Insurance at (877) 527-9431 or visit http://insurance.illinois.gov.

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-541-2768.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-541-2768.
Chinese (F 1< ): P S 10 FUBRSD » 44732 4 £J45 1-800-541-2768.

Navajo ( Dlne Dlnek e%o shika at'ohwol ninisingo, kwiijigo holne' 1-800-541-2768.

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

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

Peg is Having a Baby

(9 months of in-network pre-natal care and a

hospital delivery)

Managing Joe's type 2 Diabetes
(a year of routine in-network care of a
well-controlled condition)

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you
might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’'s Simple Fracture
(in-network emergency room visit and follow up

M The plan's overall deductible $1,000
B Specialist copayment $50
M Hospital (facility) copay/coins  $250 + 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $1,000

Copayments $500

Coinsurance $1,000

What isn't covered
Limits or exclusions $60
The total Peg would pay is $2,560

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

M The plan's overall deductible $1,000
B Specialist copayment $50
M Hospital (facility) copay/coins  $250 + 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductibles $1,000

Copayments $900

Coinsurance $70

What isn't covered
Limits or exclusions $60
The total Joe would pay is $2,030

care)
M The plan's overall deductible $1,000
B Specialist copayment $50
M Hospital (facility) copay/coins  $250 + 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $1,300

Copayments $200

Coinsurance $40

What isn't covered
Limits or exclusions S0
The total Mia would pay is $1,540
7 of 7



BlueCross BlueShield of Ilinois

If you, or someone you are helping, have questions, you have the right to get help and information in your language at no cost.
To talk to an interpreter, call 855-710-6984.

Espariol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame
Spanish al 855-710-6984.

Arabi?ﬂ‘ .855-710-6984 all ol daail (55 58 an yio e Canaill, Z8ISH 4 ()50 (g il 4y 5 5 yucall il sheall g Baclusall als J guand) 8 Gall @lali dlind saclus ads (s 5f @bl ¢S
éh?@ix MRE, REEERMNER, HEFRE SHEEMNLEUACHNEFESEMMMI. R (I#ES, FHEFE R 855-710-6984.

Frangais Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions, vous avez le droit d'obtenir de l'aide et I'information dans votre langue a aucun codt. Pour parler a un
French interpréte, appelez 855-710-6984.

Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu
German sprechen, rufen Sie bitte die Nummer 855-710-6984 an.

Il | %Wl Mol AUl X HEE 3| B sl Al 518 ol caulscia A ollAH. stabH ollodd Yl slal, dl dHal (Aol WAR, dAHIZL UMHL HEE Aol
Gujarati B Anaalall sss ©. geulau eua clct $cll HI2 Wl ololR 855-710-6984 UR SIA §3.

fgar e 39, I1 3T TSTFRT TETIAT HX W & 3Th, % &, dl 310k A=A ST F f:¢feh TgrIdm R ST Jod HiteT HT HTEPR & |
Hindi ﬁ?&ﬁmammaﬁv%wmwwwmaﬁ

Italiano Se tu 0 qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare il
Italian numero 855-710-6984.

st=0 Otor F Gt £= Aot &= A0l 2E0] JOH Hole 222 Jde S22 F2E Aot AN Z &2 = U= Aot ASLICH S AL
Korean 2 QOFAI ™ 855-710-6984 E &3Ot Al L.

Diné T’44 ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ah66ti’i’ t’aa niik’e nika a’doolwot d66 bina’iditkidigii bee nit h odoonih.

Navajo Ata’dahalne’igii bich’j” hodiilnih kwe’¢é 855-710-6984.

L oobed b o iled sl S L KA Caga el il 50 e al 5SS B sh 4n casd Gl 4 4S8 2 | Gl B 23l 43810 (e S 0 SS gl g LediaS S L A
Persian 855-710-6984 uled Juals Lo,
Polski Jesdli Ty lub osoba, ktérej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania bezptatnej informacji i pomocy we wiasnym jezyku. Aby porozmawiaé z
Polish ttumaczem, zadzwon pod numer 855-710-6984.

Pycckui Ecnun y Bac unu yenoseka, KOTOPOMY Bbl TOMOraeTe, BO3HUKMW BOMPOChI, Y BAC CTb NPaBO Ha HecnnaTHyK NOMOLLb 1 MHGOPMALWI0, NMPELOCTABMNEHHYIO Ha BaLLEM S3bIKE.
Russian Utobbl CBA3ATLCS C NEPEBOAUMKOM, MO3BOHNTE MO TenedoHy 855-710-6984.
Tagalog Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Upang
Tagalog makipag-usap sa isang tagasalin-wika, tumawag sa 855-710-6984.

) - - -
Urdu > wiS IS 855-T10-8984 «osl oS i Sl o in s G S S ol oo g et (e 03 o 3 58 o o s i 0 208 230 S o 5SS LS 0
Tiéng Viét | Néu quy vi, hodc ngudi ma quy vi gilp d&, o cau hai, thi quy vi cd quyén dwoc gilip d& va nhan thong tin bang ngdn ngir ctia minh mién phi. D& ndi chuyén véi mot thong
Vietnamese | dich vién, goi 855-710-6984.
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BlueCross BlueShield of Ilinois

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age, sexual orientation,
health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

bcbsil.com
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S Guardian

Group Number: 00557989

TURNING POINT USA

ALL ELIGIBLE EMPLOYEES

Here you'll find information about your following employee benefit(s). Be sure to review the
enclosed - it provides everything you need to sign up for your Guardian benéefits.

PLAN HIGHLIGHTS

e Dental

e Vision

The Guardian Life Insurance Company of America, New York, NY



S Guardian

Welcome

Dear TURNING POINT USA Employee,

We are happy to have been chosen by TURNING POINT USA to be the provider of
your employee benéefits this year. For over |50 years, we have helped millions of people
plan, secure and look after their families. We believe that life's unexpected surprises
should be met with the support, guidance and understanding of someone who truly cares.
And, we understand the power of help. It's why we go above and beyond to do what's
right for you.

With Guardian® coverage you get:

*  Affordable group rates
*  Convenient payroll deduction
*  Benefits for your unique needs

Take advantage of the benefits offered to you at work. Feel secure knowing that you
have the coverage you need from a trusted provider and that it's there when you need it

most.

Guardian

GUARDIAN® is a registered trademark of The Guardian Life Insurance Company of America®. Insurance products
are underwritten and issued by The Guardian Life Insurance Company of America, New York, NY. Products are not
available in all states. Policy limitations and exclusions apply. Optional riders and/or features may incur additional costs.

Plan documents are the final arbiter of coverage.

2018-71635 (12/20)

The Guardian Life Insurance Company of America, New York, NY



Y Guardian

TURNING POINT USA

Dental Benefit Summary
Group Number: 00557989

A Dental insurance plan through Guardian:

* Provides coverage for key preventive services such as regular checkups and cleanings to keep you and your family healthy

* Helps offset potentially expensive dental procedures, such as crowns and fillings

* Gives you access to one of the nation’s largest dental networks so care is convenient to you

* Makes it easy to find a high quality certified network dentist by accessing guardiananytime.com or Guardian’s find a provider
mobile app

* Fast and easy claim payments

About Your Benefits:

PPO plan, you can visit any dentist; but you pay less out-of-pocket when you choose a PPO dentist. Out-of-network benefits are
based on a percentile of the prevailing fee data for the dentist's zip code.

Your Dental Plan PPO

Your Network is DentalGuard Preferred

Calendar year deductible In-Network Out-of-Network
Individual $50 $50

Family limit 3 per family

Waived for Preventive Preventive
Charges covered for you (co-insurance) In-Network Out-of-Network
Preventive Care 100% 100%

Basic Care 80% 80%

Major Care 50% 50%
Orthodontia Not Covered (applies to all levels)
Annual Maximum Benefit $1000 $1000
Maximum Rollover Yes

Rollover Threshold $500

Rollover Amount $250

Rollover In-network Amount $350

Rollover Account Limit $1000

Lifetime Orthodontia Maximum Not Applicable

Dependent Age Limits(Non-Student/Student) 26/30 %

Family coverage for spouse and children. The limiting age for unmarried dependents is extended to age 30 if the dependent is a resident of
lllinois and has received a release or discharge, other than dishonorable discharge, from military service.
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A Sample of Services Covered by Your Plan:

PPO
Plan pays (on average)

In-network Out-of-network
Preventive Care Cleaning (prophylaxis) 100% 100%
Frequency: Once Every 6 Months
Fluoride Treatments 100% 100%
Limits: Under Age 19
Oral Exams 100% 100%
Sealants (per tooth) 100% 100%
X-rays 100% 100%
Basic Care Anesthesia* 80% 80%
Fillings$ 80% 80%
Cowns, Bridges & Dentures 80% 80%
Major Care Bridges and Dentures 50% 50%
Inlays, Onlays, Veneers** 50% 50%
Perio Surgery 50% 50%
Periodontal Maintenance 50% 50%
Frequency: Once Every 6 Months
Root Canal 50% 50%
Scaling & Root Planing (per quadrant) 50% 50%
Simple Extractions 50% 50%
Single Crowns 50% 50%
Surgical Extractions 50% 50%

This is only a partial list of dental services. Your certificate of benefits will show exactly what is covered and excluded. **For PPO and
or Indemnity members, Crowns, Inlays, Onlays and Labial Veneers are covered only when needed because of decay or injury or other
pathology when the tooth cannot be restored with amalgam or composite filing material. When Orthodontia coverage is for
"Child(ren)" only, the orthodontic appliance must be placed prior to the age limit set by your plan; If full-time status is required by
your plan in order to remain insured after a certain age; then orthodontic maintenance may continue as long as full-time student status
is maintained. If Orthodontia coverage is for "Adults and Child(ren)" this limitation does not apply. *General Anesthesia — restrictions
apply. tFor PPO and or Indemnity members, Fillings — restrictions may apply to composite fillings.

This document is a summary of the major features of the referenced insurance coverage. It is intended for illustrative
purposes only and does not constitute a contract. The insurance plan documents, including the policy and certificate,
comprise the contract for coverage. The full plan description, including the benefits and all terms, limitations and exclusions
that apply will be contained in your insurance certificate. The plan documents are the final arbiter of coverage. Coverage
terms may vary by state and actual sold plan. The premium amounts reflected in this summary are an approximation; if
there is a discrepancy between this amount and the premium actually billed, the latter prevails.

Manage Your Benefits: Find A Dentist:

Visit www.GuardianAnytime.com

Click on “Find A Provider”; You will need to know your plan,
which can be found on the first page of your dental benefit
summary.

Go to www.GuardianAnytime.com to access secure information
about your Guardian benefits including access to an image of your
ID Card. Your on-line account will be set up within 30 days after
your plan effective date..

EXCLUSIONS AND LIMITATIONS

B Important Information about Guardian’s DentalGuard Indemnity and
DentalGuard Preferred Network PPO plans: This policy provides dental
insurance only. Coverage is limited to those charges that are necessary to

consultations and for preventive, restorative, endodontic, periodontic, and
prosthodontic services. The services, exclusions and limitations listed above do
not constitute a contract and are a summary only. The Guardian plan

prevent, diagnose or treat dental disease, defect, or injury. Deductibles apply.
The plan does not pay for: oral hygiene services (except as covered under
preventive services), orthodontia (unless expressly provided for), cosmetic or
experimental treatments (unless they are expressly provided for), any
treatments to the extent benefits are payable by any other payor or for which
no charge is made, prosthetic devices unless certain conditions are met, and
services ancillary to surgical treatment. The plan limits benefits for diagnostic
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documents are the final arbiter of coverage. Contract # GP-1-DG2000 et al.
PPO and or Indemnity Special Limitation: Teeth lost or missing before a
covered person becomes insured by this plan. A covered person may have one or
more congenitally missing teeth or have lost one or more teeth before he became
insured by this plan. We won’t pay for a prosthetic device which replaces such teeth
unless the device also replaces one or more natural teeth lost or extracted after the
covered person became insured by this plan. R3-DG2000



Dental Maximum Rollover®

Save Your Unused Claims Dollars For When You Need Them Most

Guardian will roll over a portion of your unused annual maximum into your personal Maximum Rollover Account
(MRA). If you reach your Plan Annual Maximum in future years, you can use money from your MRA. To qualify for an
MRA, you must have a paid claim (not just a visit) and must not have exceeded the paid claims threshold during the
benefit year. Your MRA may not exceed the MRA limit. You can view your annual MRA statement detailing your
account and those of your dependents on www.GuardianAnytime.com.

Please note that actual maximum limitations and thresholds vary by plan. Your plan may vary from the one used below

as an example to illustrate how the Maximum Rollover functions.

Plan Annugl Threshold Maximum Rollover Amount In-Network Only Rollover Maximum Ro_llo_ver
Maximum Amount Account Limit
$1000 $500 $250 $350 $1000

Maximum claims
reimbursement

Claims amount that
determines rollover
eligibility

Additional dollars added to
Plan Annual Maximum for
future years

Additional dollars added to
Plan Annual Maximum for
future years if only in-network
providers were used during the

Plan Annual Maximum
plus Maximum Rollover
cannot exceed $2,000 in

total

benefit year

* If a plan has a different annual maximum for PPO benefits vs. non-PPO benefits, ($1500 PPO/$1000 non-PPO for example) the non-PPO maximum determines the Maximum
Rollover plan.

Here’s how the benefits work:

YEAR ONE: Jane starts with a $1,000 Plan Annual Maximum. She
submits $150 in dental claims. Since she did not reach the $500
Threshold, she receives a $250 rollover that will be applied to Year
Two.

YEAR TWO: Jane now has an increased Plan Annual Maximum of
$1,250. This year, she submits $50 in claims and receives an
additional $250 rollover added to her Plan Annual Maximum.

YEAR THREE: Jane now has an increased Plan Annual Maximum of
$1,500. This year, she submits $1,200 in claims. All claims are paid
due to the amount accumulated in her Maximum Rollover Account.

YEAR FOUR: Jane's Plan Annual Maximum is $1,300 ($1,000 Plan
Annual Maximum + $300 remaining in her Maximum Rollover
Account).

YEAR ONE

WAnnual Max [ORollover Balance

YEARTWO YEARTHREE YEARFOUR

For Overview of your Dental Benefits, please see About Your Benefit Section of this Enrollment Booklet.

NOTES:
You and your insured dependents maintain separate MRAs based on your own claim activity. Each MRA may not exceed the MRA limit.

Cases on either a calendar year or policy year accumulation basis qualify for the Maximum Rollover feature. For calendar year cases with an effective date in October, November
or December, the Maximum Rollover feature starts as of the first full benefit year. For example, if a plan starts in November of 2013, the claim activity in 2014 will be used and
applied to MRAs for use in 2015.

Under either benefit year set up (calendar year or policy year), Maximum Rollover for new entrants joining with 3 months or less remaining in the benefit year, will not begin until
the start of the next full benefit year. Maximum Rollover is deferred for members who have coverage of Major services deferred. For these members, Maximum Rollover starts
when coverage of Major services starts, or the start of the next benefit year if 3 months or less remain until the next benefit year. (Actual eligibility timeframe may vary. See your
Plan Details for the most accurate information.)

Guardian's Dental Insurance is underwritten and issued by The Guardian Life Insurance Company of America or its subsidiaries, New York, NY. Products are not available in all
states. Policy limitations and exclusions apply.

Optional riders and/or features may incur additional costs. Plan documents are the final arbiter of coverage.
Policy Form #GP-1-DG2000, et al.




Y Guardian

TURNING POINT USA

Vision Benefit Summary

Group Number: 00557989

Why choose Guardian for your Vision insurance:

For just a few dollars a month, this coverage saves you money on optical wellness, as well as providing discounts on eyewear,
contacts, and corrective vision services

* Extensive network of vision specialists and medical professionals

* Affordable coverage

*  Quick and easy claim payments

About Your Benefits:

Option I: Significant out-of-pocket savings available with your Full Feature plan by visiting one of VSP’s network locations.

Your Vision Plan Full Feature

Your Network is VSP Choice Network

Copay
Exams Copay $10
Materials Copay (waived for elective contact lenses) $25

Sample of Covered Services You pay (after copay if applicable):

In-network Out-of-network

Eye Exams $0 Amount over $39
Single Vision Lenses $0 Amount over $23
Lined Bifocal Lenses $0 Amount over $37
Lined Trifocal Lenses $0 Amount over $49
Lenticular Lenses $0 Amount over $64
Frames 80% of amount over $130' Amount over $46
Contact Lenses (Elective) Amount over $130 Amount over $100
Contact Lenses (Medically Necessary) $0 Amount over $210
Contact Lenses (Evaluation and fitting) 15% off UCR No discounts
Cosmetic Extras Avg. 20-25% off retail price No discounts
Glasses (Additional pair of frames and lenses) 20% off retail price™* No discounts
Laser Correction Surgery Discount Up to 15% off the usual charge or 5% No discounts

off promotional price

Service Frequencies

Exams Every calendar year

Lenses (for glasses or contact lenses)t+ Every calendar year

Frames Every two calendar years

Network discounts (glasses and contact lens professional service) Limitless within 12 months of exam.
Dependent Age Limits 26/30

(Non-Student/ Student)

Visit www.GuardianAnytime.com and click on “Find a Provider”

VSP

o IfBenefit includes coverage for glasses or contact lenses, not both.

o Family coverage for spouse and children. The limiting age for unmarried dependents is extended to age 30 if the dependent is a resident of lllinois and has received a
release or discharge, other than dishonorable discharge, from military service.

o ** For the discount to apply your purchase must be made within 12 months of the eye exam.

o Charges for an initial purchase can be used toward the material allowance. Any unused balance remaining after the initial purchase cannot be banked for future use. The
only exception would be if a member purchases contact lenses from an out of network provider, members can use the balance towards additional contact lenses within
the same benefit period.
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o 'Extra $20 on select brands

o Members can use their in network benefits on line at Eyeconic.com.

This document is a summary of the major features of the referenced insurance coverage. It is intended for illustrative purposes only and does not constitute a

contract. The insurance plan documents, including the policy and certificate, comprise the contract for coverage. The full plan description, including the
benefits and all terms, limitations and exclusions that apply will be contained in your insurance certificate. The plan documents are the final arbiter of
coverage. Coverage terms may vary by state and actual sold plan. The premium amounts reflected in this summary are an approximation; if there is a
discrepancy between this amount and the premium actually billed, the latter prevails.

Manage Your Benefits:

Go to www.GuardianAnytime.com to access secure
information about your Guardian benefits including access to
an image of your ID Card. Your on-line account will be set up
within 30 days after your plan effective date.

EXCLUSIONS AND LIMITATIONS

Important Information: This policy provides vision care limited benefits health
insurance only. It does not provide basic hospital, basic medical or major
medical insurance as defined by the New York State Insurance Department.
Coverage is limited to those charges that are necessary for a routine vision
examination. Co-pays apply. The plan does not pay for: orthoptics or vision
training and any associated supplemental testing; medical or surgical treatment
of the eye; and eye examination or corrective eyewear required by an
employer as a condition of employment; replacement of lenses and frames
that are furnished under this plan, which are lost or broken (except at normal
intervals when services are otherwise available or a warranty exists). The plan
limits benefits for blended lenses, oversized lenses, photochromic lenses,
tinted lenses, progressive multifocal lenses, coated or laminated lenses, a
frame that exceeds plan allowance, cosmetic lenses; U-V protected lenses and
optional cosmetic processes.
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The services, exclusions and limitations listed above do not constitute a
contract and are a summary only. The Guardian plan documents are the final
arbiter of coverage. Contract #GP-1-VSN-96-VIS et al.

Laser Correction Surgery:

Discounts on average of 10-20% off usual and customary charge or 5% off
promotional price for vision laser Surgery. Members out-of-pocket costs are
limited to $1,800 per eye for LASIK or $1,500 per eye for PRK or $2300 per
eye for Custom LASIK, Custom PRK, or Bladeless LASIK.

Laser surgery is not an insured benefit. The surgery is available at a discounted
fee. The covered person must pay the entire discounted fee. In addition, the
laser surgery discount may not be available in all states.
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

Effective: 05/01/2016

This Notice of Privacy Practices describes how Guardian and its subsidiaries may use and disclose your Protected
Health Information (PHI) in order to carry out treatment, payment and health care operations and for other purposes
permitted or required by law.

Guardian is required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy
practices concerning PHI. We are required to abide by the terms of this Notice so long as it remains in effect. We reserve
the right to change the terms of this Notice of Privacy Practices as necessary and to make the new Notice effective for all
PHI maintained by us. If we make material changes to our privacy practices, copies of revised notices will be made
available on request and circulated as required by law. Copies of our current Notice may be obtained by contacting
Guardian (using the information supplied below), or on our Web site at www.guardianlife.com/privacy-policy.

What is Protected Health Information (PHI):

PHI is individually identifiable information (including demographic information) relating to your health, to the health care
provided to you or to payment for health care. PHI refers particularly to information acquired or maintained by us as a
result of your having health coverage (including medical, dental, vision and long term care coverage).

In What Ways may Guardian Use and Disclose your Protected Health Information (PHI):

Guardian has the right to use or disclose your PHI without your written authorization to assist in your treatment, to
facilitate payment and for health care operations purposes. There are certain circumstances where we are required by law
to use or disclose your PHI. And there are other purposes, listed below, where we are permitted to use or disclose your
PHI without further authorization from you. Please note that examples are provided for illustrative purposes only and are
not intended to indicate every use or disclosure that may be made for a particular purpose.

Guardian has the right to use or disclose your PHI for the following purposes:

Treatment. Guardian may use and disclose your PHI to assist your health care providers in your diagnosis and
treatment. For example, we may disclose your PHI to providers to supply information about alternative
treatments.

Payment. Guardian may use and disclose your PHI in order to pay for the services and resources you may receive.
For example, we may disclose your PHI for payment purposes to a health care provider or a health plan. Such
purposes may include: ascertaining your range of benefits; certifying that you received treatment; requesting details
regarding your treatment to determine if your benefits will cover, or pay for, your treatment.

Health Care Operations. Guardian may use and disclose your PHI to perform health care operations, such as
administrative or business functions. For example, we may use your PHI for underwriting and premium rating
purposes. However, we will not use or disclose your genetic information for underwriting purposes and are
prohibited by law from doing so.

Appointment Reminders. Guardian may use and disclose your PHI to contact you and remind you of appointments.

Health Related Benefits and Services. Guardian may use and disclose PHI to inform you of health related benefits or
services that may be of interest to you.

Plan Sponsors. Guardian may use or disclose PHI to the plan sponsor of your group health plan to permit the plan
sponsor to perform plan administration functions. For example, a plan may contact us regarding benefits, service or
coverage issues. We may also disclose summary health information about the enrollees in your group health plan

to the plan sponsor so that the sponsor can obtain premium bids for health insurance coverage, or to decide whether
to modify, amend or terminate your group health plan.
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Guardian is required to use or disclose your PHI:

* To you or your personal representative (someone with the legal right to make health care decisions for you);

e To the Secretary of the Department of Health and Human Services, when conducting a compliance
investigation, review or enforcement action related to health information privacy or security; and

e Where otherwise required by law.

Guardian is Required to Notify You of anv Breaches of Your Unsecured PHI.

Although Guardian takes reasonable, industry-standard measures to protect your PHI, should a breach occur, Guardian is
required by law to notify affected individuals. Under federal medical privacy law, a breach means the acquisition,
access, use, or disclosure of unsecured PHI in a manner not permitted by law that compromises the security or privacy of
the PHI.

Other Uses and Disclosures.

Guardian may also use and disclose your PHI for the following purposes without your authorization:

= We may disclose your PHI to persons involved in your care or payment for care, such as a family member or
close personal friend, when you are present and do not object, when you are incapacitated, under certain
circumstances during an emergency or when otherwise permitted by law.

=  We may use or disclose your PHI for public health activities, such as reporting of disease, injury, birth and
death, and for public health investigations.

e We may use or disclose your PHI in an emergency, directly to or through a disaster relief entity, to find and tell
those close to you of your location or condition

= We may disclose your PHI to the proper authorities if we suspect child abuse or neglect; we may also disclose
your PHI if we believe you to be a victim of abuse, neglect, or domestic violence.

= We may disclose your PHI to a government oversight agency authorized by law to conducting audits,
investigations, or civil or criminal proceedings.

= We may use or disclose your PHI in the course of a judicial or administrative proceeding (e.g., to respond to a
subpoena or discovery request).

*  We may disclose your PHI to the proper authorities for law enforcement purposes.

= We may disclose your PHI to coroners, medical examiners, and/or funeral directors consistent with law.

= We may use or disclose your PHI for organ or tissue donation.

= We may use or disclose your PHI for research purposes, but only as permitted by law.

= We may use or disclose PHI to avert a serious threat to health or safety.

= We may use or disclose your PHI if you are a member of the military as required by armed forces services.

= We may use or disclose your PHI to comply with workers' compensation and other similar programs.

= We may disclose your PHI to third party business associates that perform services for us, or on our behalf (e.g.
vendors).

= We may use and disclose your PHI to federal officials for intelligence and national security activities
authorized by law. We also may disclose your PHI to authorized federal officials in order to protect the
President, other officials or foreign heads of state, or to conduct investigations authorized by law.

= We may disclose your PHI to correctional institutions or law enforcement officials if you are an inmate or under
the custody of a law enforcement official (e.g., for the institution to provide you with health care services, for the
safety and security of the institution, and/or to protect your health and safety or the health and safety of other
individuals).

= We may use or disclose your PHI to your employer under limited circumstances related primarily to
workplace injury or illness or medical surveillance.

We generally will not sell your PHI, or use or disclose PHI about you for marketing purposes without your
authorization unless otherwise permitted by law.

Your Rights with Regard to Your Protected Health Information (PHI):

Your Authorization for Other Uses and Disclosures. Other than for the purposes described above, or as otherwise
permitted by law, Guardian must obtain your written authorization to use or disclosure your PHI. You have the right to
revoke that authorization in writing except to the extent that: (i) we have taken action in reliance upon the authorization
prior to your written revocation, or (ii) you were required to give us your authorization as a condition of obtaining
coverage, and we have the right, under other law, to contest a claim under the coverage or the coverage itself.
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Under federal and state law, certain kinds of PHI may require enhanced privacy protections. These forms of PHI include
information pertaining to:

= HIV/AIDS testing, diagnosis or treatment

e Venereal and /or communicable Disease(s)

*  Genetic Testing

= Alcohol and drug abuse prevention, treatment and referral

e Psychotherapy notes

We will only disclose these types of delineated information when permitted or required by law or upon your prior written
authorization.

Your Right to an Accounting of Disclosures. An ‘accounting of disclosures’ is a list of certain disclosures we have
made, if any, of your PHI. You have the right to receive an accounting of certain disclosures of your PHI that were made
by us. This right applies to disclosures for purposes other than those made to carry out treatment, payment and health care
operations as described in this notice. It excludes disclosures made to you, or those made for notification purposes.

We ask that you submit your request in writing by completing our form. Your request may state a requested time
period not more than six years prior to the date when you make your request. Your request should indicate in what
form you want the list (e.g., paper, electronically). Our form for Accounting of Disclosure requests is available at
www.guardianlife.com/privacy-policy.

Your Right to Obtain a Paper Copy of This Notice. You have a right to request a paper copy of this notice even if
you have previously agreed to accept this notice electronically. You may obtain a paper copy of this notice by sending
a request to the contact information listed at the end of this notice.

Your Right to File a Complaint. If you believe your privacy rights have been violated, you may file a complaint with
Guardian or the Secretary of U.S. Department of Health and Human Services. If you wish to file a complaint with
Guardian, you may do so using the contact information below. You will not be penalized for filing a complaint.

Please submit any exercise of the Rights designated below to Guardian in writing using the contact information listed
below. For some requests, Guardian may charge for reasonable costs associated with complying with your requests; in
such a case, we will notify you of the cost involved and provide you the opportunity to modify your request before any
costs are incurred.

Your Right to Request Restrictions. You have the right to request a restriction on the PHI we use or disclose about you
for treatment, payment or health care operations as described in this notice. You also have the right to request a restriction
on the medical information we disclose about you to someone who is involved in your care or the payment for your care.

Guardian is not required to agree to your request; however, if we do agree, we will comply with your request until we
receive notice from you that you no longer want the restriction to apply (except as required by law or in emergency
situations). Your request must describe in a clear and concise manner: (a) the information you wish restricted; (b) whether
you are requesting to limit Guardian's use, disclosure or both; and (c) to whom you want the limits to apply.

Your Right to Request Confidential Communications. You have the right to request that Guardian communicate with
you about your PHI be in a particular manner or at a certain location. For example, you may ask that we contact you at
work rather than at home. We are required to accommodate all reasonable requests made in writing, when such requests
clearly state that your life could be endangered by the disclosure of all or part of your PHI.

Your Right to Amend Your PHI If you feel that any PHI about you, which is maintained by Guardian, is inaccurate or
incomplete, you have the right to request that such PHI be amended or corrected. Within your written request, you must
provide a reason in support of your request. Guardian reserves the right to deny your request if: (i) the PHI was not
created by Guardian, unless the person or entity that created the information is no longer available to amend it (ii) if we
do not maintain the PHI at issue (iii) if you would not be permitted to inspect and copy the PHI at issue or (iv) if the PHI
we maintain about you is accurate and complete. If we deny your request, you may submit a written statement of your
disagreement to us, and we will record it with your health information.

Your Right to Access to Your PHI. You have the right to inspect and obtain a copy of your PHI that we maintain in
designated record sets. Under certain circumstances, we may deny your request to inspect and copy your PHI. In an
instance where you are denied access and have a right to have that determination reviewed, a licensed health care
professional chosen by Guardian will review your request and the denial. The person conducting the review will not be
the person who denied your request. Guardian promises to comply with the outcome of the review.
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How to Contact Us:

If you have any questions about this Notice or need further information about matters covered in this Notice, please call
the toll-free number on the back of your Guardian ID card. If you are a broker please call 800-627-4200. All others
please contact us at 800-541-7846. You can also write to us with your questions, or to exercise any of your rights, at the
address below:

Attention: Guardian Corporate Privacy Officer
National Operations

Address: The Guardian Life Insurance Company of America
Group Quality Assurance - Northeast
P.O. Box 981573
El Paso, TX 79998-1573
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Welcome to the College Tuition Benefits Rewards program! Your Plan Sponsor has worked with Guardian to make
College Tuition Benefit services available to eligible participants enrolling in the following coverage/option(s):

Coverage Option
Dental PPO
Register Today!

You can now create your Rewards account and start accumulating your Tuition Rewards that can be used to
pay up to one year's tuition at over 380 private colleges and universities across the nation. In 2016, over $60
million in College Tuition Benefit Rewards were submitted by high school seniors. Here is how it works:

* Annual enrollment in this plan earns you 2,000 Tuition Rewards (I Reward = $1 in tuition reduction at a

network of Private Colleges and Universities) for each line of Guardian coverage (up to four lines).

* Guardian Dental participants receive a bonus after year four.

* These rewards are yours for your lifetime and can be given to children, grandchildren, nieces, nephews
and godchildren.

The Tuition Rewards program is provided by College Tuition Benefit. The Guardian Life Insurance Company of America (Guardian)
does not provide any services related to this program. College Tuition Benefit is not a subsidiary or an affiliate of Guardian.

Print and cut out ID Card

College Tuition Benefits Rewards- ID Card

The College Tuition Benefit
435 Devon Park Drive
Building 400, Suite 410

Wayne, PA 19087
Phone:(215) 839-0119
Fax: (215) 392-3255

Register@
www.Guardian.CollegeTuitionBenefit.com

o — O —

User ID: Is Your Guardian Group Plan Number
that can be found on your benefit booklet
Password: Guardian
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