AMENDMENT #1
TO THE
PLAN DOCUMENT/SUMMARY PLAN DESCRIPTION
for the
HEALTH BENEFIT PLAN
FOR THE EMPLOYEES OF
MISSOULA COUNTY PUBLIC SCHOOLS
HIGH DEDUCTIBLE HEALTH PLAN - GROUP #2000209

The Health Benefit Plan for the Employees of Missoula County Public Schools (High Deductible Health Plan)
is amended as follows (red and italics means change or addition and strikeettt means deletion):

The following changes are effective May 17, 2025:

Within “TITLE PAGE”, “Claims Processed By:" is replaced as follows:

ALLEGIANCE BENEFIT PLAN MANAGEMENT, INC.
2806 South Garfield Street
PO-Box3618-

Missoula, MT 59806 1=304&

Missoula Area Phone Number: (406) 721-2222
Toll-Free Number: (800) 877-1122

Within “INTRODUCTION", the following paragraph is replaced as follows:

Missoula County Public Schools (the Plan Sponsor) has retained the services of an independent Plan
Supervisor, experienced in claims processing, to handle health claims. The Plan Supervisor for the Plan
is:

Allegiance Benefit Plan Management, Inc.
2806 South Garfield Street
P-O0Box3648
Missoula, MT 5980613648

Within “PROCEDURES FOR CLAIMING BENEFITS”, the second paragraph is replaced as follows:

When completed, the claim must be sent to the Plan Supervisor, Allegiance Benefit Plan Management,
Inc. at PO-Box-3618, Missoula-Montana-59808-3048P0 Box 21074, Eagan, Minnesota 55121, (406) 721-
2222 or (800) 877-1122 or through any electronic claims submission system or clearinghouse to which
Allegiance Benefit Plan Management, Inc. has access.

Within “PROCEDURES FOR CLAIMING BENEFITS”, the following paragraphs within “APPEALING AN UN-
REIMBURSED PRE-SERVICE CLAIM" and “APPEALING AN UN-REIMBURSED POST-SERVICE CLAIM"

are replaced as follows:

Appeals or requests for review of Adverse Benefit Determinations must be submitted to the Plan
in writing to P-O.-Box—1269, Missoula—MT-59806-1269 Allegiance Benefit Plan Management
Appeals, PO Box 21222, Eagan, Minnesota 55121. Supporting materials may be submitted via
mail, electronic claims submission process, facsimile (fax) or electronic mail (e-mail).

Within “PLAN SUMMARY”, item 11 is replaced as follows:

11. PLAN SUPERVISOR

Name: Allegiance Benefit Plan Management, Inc.
Address: P-6Be:x-3618 2806 South Garfield Street
Missoula, MT 598061
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The following changes are effective January 1, 2026:

Within the “SCHEDULE OF MEDICAL BENEFITS”, the “MEDICAL BENEFIT PAYMENT PROVISIONS”
table, and “PREVENTIVE CARE” and “TELEMEDICINE” rows are replaced as follows:

MEDICAL BENEFIT PAYMENT PROVISIONS NETWORK NON-NETWORK
DEDUCTIBLE (Non-Embedded; Combined
Medical/Pharmacy)
Single Coverage per Benefit Period $4,6501,700 $3,000
Family Coverage per Benefit Period $3,3003,400 $6,000

The Deductible (combined Medical/Pharmacy) applies unless specifically indicated as waived.

The Single Coverage Deductible applies to Expenses Incurred during each Benefit Period, unless
specifically waived. After satisfaction of the Single Coverage Deductible, no further Deductible will apply
during that Benefit Period. “Single Coverage” means only the Employee is enrolled.

The Family Coverage Deductible applies to Expenses Incurred during each Benefit Period for each
member of a Family (Employee and Dependents), unless specifically waived. After satisfaction of the
Family Coverage Deductible, no further Deductible will apply to any member of that Family during that
Benefit Period. No benefits will be payable until satisfaction of the Family Coverage Deductible. “Family
Coverage” means the Employee and one or more Dependent(s) are covered under the Plan.

Charges apply toward both the Network and Non-Network Deductible.

BENEFIT PERCENTAGE
Before satisfaction of Out-of-Pocket Maximum 80% 60%
After satisfaction of Out-of-Pocket Maximum 100% 100%

The Benefit Percentage applies after Deductible is satisfied and applies to all benefits unless specifically
stated otherwise.

OUT-OF-POCKET MAXIMUM (Embedded; Combined

Medical/Pharmacy)
Per Covered Person per Benefit Period $4,500 $9,000
Per Family per Benefit Period $9,000 $18,000

Out-of-Pocket Maximum (combined Medical/Pharmacy) includes the Deductible and Eligible Expenses
in excess of the Benefit Percentage.

Charges apply toward both the Network and Non-Network Out-of-Pocket Maximum.

MAXIMUM BENEFIT PER BENEFIT PERIOD FOR ALL None
CAUSES
MAXIMUM LIFETIME BENEFIT FOR ALL CAUSES None

PRE-CERTIFICATION/PRE-TREATMENT REVIEW

Pre-certification or Pre-treatment Review by the Plan is strongly recommended for certain services. If
Pre-certification or Pre-treatment Review is not obtained, the charge could be denied if the service,
treatment or supply is not found to be Medically Necessary or found to be otherwise excluded by the Plan
when the claim is submitted. See Hospital Admission Certification and Pre-Treatment Review for further
details.
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BENEFIT PERCENTAGE/COPAYMENT
TYPE OF SERVICE / LIMITATIONS NETWORK NON-NETWORK
PREVENTIVE CARE
All Preventive Care except for Routine 100%, Deductible Waived | 100%, Deductible Waived
Colonoscopy
Routine Colonoscopy 100%, Deductible Waived 60%, Deductible Waived
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See specific benefits for further details.

Covered Services:

Well-Child Care
Physical examinations
Pelvic examination and pap smear
Laboratory and testing
Hearing and vision screening

AR
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i Mammograms. If additional imaging (e.g., Magnetic
Resonance Imaging (MRI), Ultrasound or other mammogram) and pathology evaluation are
indicated, these services are also recommended to complete the screening process for
malignancies after initial mammogram

Individualized patient navigation services for breast and cervical cancer screening and follow-up
Prostate cancer screening Prostate-specific Antigen (PSA) or Digital Rectal Examination (DRE)
Cardiovascular screening blood tests

Colorectal cancer screening tests

Vaccinations and Immunizations recommended by Physician

BRCA1 and BRCA2 when medically indicated

Nutritional counseling

Well Women Preventive Care subject to Plan limitations on sterilization procedures

Screening for adolescent and adult women for intimate partner and domestic violence, at least
annually and, when needed, providing or referring to intervention services

Complete list of recommended preventive services can be viewed at:
https://www.healthcare.gov/coverage/preventive-care-benefits/.

If any diagnostic x-rays, labs or other tests or procedures are ordered or provided in connection with any
of the Preventive Care covered services, those tests or procedures will not be covered as Preventive Care
and will be subject to the cost sharing that applies to those specific services.

TELEMEDICINE

Recuro Health Consultations

Not Applicable

’

100%-after-$+5

Copayment, Deductible
Waived

For further details, please consult www.recurohealth.com or call (855) RECURO.

Telemedicine other than Recuro Health 80% after Deductible 60% after Deductible
Consultations




Missoula County Public Schools (HDHP) - Group #200209
Amendment #1 - Effective May 17, 2025 and January 1, 2026
Page 4

Within the “PHARMACY BENEFIT” section, the “Deductible” and “Out-of-Pocket Maximum” paragraphs
are replaced as follows:

Deductible per Benefit Period (Combined Medical and Pharmacy)
SINGIE COVEIaGE. .« v vt it ettt e $4:6501,700
Family COVEIAgE . . .o vttt ettt e e e $3,3063,400

Deductible (combined Medical/Pharmacy) applies to all prescription drug charges payable through the
Plan's PBM unless specifically indicated as waived. After satisfaction of the Pharmacy Deductible,
Pharmacy Copayments apply as stated in this section.

“Single Coverage” means only the Employee is covered under the Plan. No benefits will be payable until
satisfaction of the Single Coverage Deductible.

“Family Coverage” means the Employee and one or more Dependent(s) are covered under the Plan. No
benefits will be payable until satisfaction of the Family Coverage Deductible.

Out-of-Pocket Maximum Benefit Period (Combined Medical and Pharmacy)
Per CoVEred PeISON. . o\ vt ettt ettt e e e en e i s $4,500
Per Family oottt et e e $9,000

Out-of-Pocket Maximum (combined Medical/Pharmacy) includes the Deductible and any applicable
Pharmacy Copayments or Coinsurance. Pharmacy Benefits are payable at 100% after satisfaction of the
Out-of-Pocket Maximum for the remainder of the Benefit Period.

Within the “COVERAGE FOR A MILITARY RESERVIST” section, item 1 is replaced as follows:

1. If a Participant is absent from employment with Employer by reason of service in the uniformed
services, or by reason for service as a reservist in the Federal Emergency Management Agency
(FEMA) who is deployed for disaster response, the Participant may elect to continue coverage
under this Plan for himself or herself and his or her eligible Dependents as provided in this
subsection. The maximum period of coverage under such an election will be the lesser of:

A The twenty-four (24) month period beginning on the date on which the Participant's
absence begins; or

B. The period beginning on the date on which the Participant's absence begins and ending
on the day after the date on which the Participant fails to apply for or return to a position
of employment, as required by USERRA.

Within the “GENERAL DEFINITIONS”, “MEDICALLY NECESSARY OR MEDICAL NECESSITY"is replaced
as follows:

MEDICALLY NECESSARY OR MEDICAL NECESSITY

“Medically Necessary” or “Medical Necessity” means treatment, tests, services or supplies provided by
a Hospital, Physician, or other Licensed Health Care Provider which are not excluded under this Plan and
which meet all of the following criteria:

1. Are to treat or diagnose an liiness or Injury; and

2. Are ordered by a Physician or Licensed Health Care Provider and consistent with the symptoms
or diagnosis and treatment of the lliness or Injury; and

3. Are not primarily for the convenience of the Covered Person, Physician or other Licensed Health
Care Provider; and
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910.

Are the standard or level of services most appropriate for good medical practice that can be
safely provided to the Covered Person; and

Are not of an Experimental/Investigational or solely educational nature; and
Are not provided primarily for medical or other research; and
Do not involve excessive, unnecessary or repeated tests; and

Are commonly and customarily recognized by the medical profession as appropriate in the
treatment or diagnosis of the diagnosed condition; and

Are clinically appropriate, in terms of type, effectiveness, affordability, frequency, level, extent,
less intensive site of care and duration, for the Covered Person’s lliness, Injury or disease; and

Are approved procedures or meet required guidelines or protocols of the Food and Drug
Administration (FDA) or Centers For Medicare/Medicaid Services (CMS), pursuantto that entity’s
program oversight authority based upon the medical treatment circumstances.

Nothing in this amendment is deemed to change any other provision of the Plan Document/Summary Plan
Description of which it becomes a part.

MISSOULA COUNTY PUBLIC SCHOOLS
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