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IMPORTANT NOTICE

This packet includes a notice regarding how the plan’s prescription drug coverage 
compares to Medicare Part D. If you or a covered family member is also enrolled in 
Medicare Parts A or B, but not Part D, you should read the Medicare Part D notice 

carefully. It is titled, “Important Notice From Taylor Corporation Companies About Your 
Prescription Drug Coverage and Medicare.”
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TAYLOR CORPORATION – PPO Plus Plan 

 
 
 
 
 
 

Coverage Period: Beginning on or after 01/01/2021 
 

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage for: Individual/Family | 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.bluecrossmn.com/taylor or call toll-free 
1-866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copay, deductible, provider, or other underlined terms 
see the Glossary.  
You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call toll-free 1-866-873-5943 to request a copy. 
Important Questions Answers Why this Matters: 

What is the overall deductible? 
$1,500 individual medical in-network 
$3,000 family medical in-network 
$4,000 individual medical out-of-network 
$8,000 family medical out-of-network 
 

Generally, you must pay all of the costs from providers up to the deductible amount 
before this plan begins to pay. 
This plan has an embedded deductible. 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. 
 

Are there services covered 
before you meet your 
deductible? 

Yes. Well-child care, prenatal care and 
in-network preventive care services are 
covered before you meet your 
deductible. 
 

This plan covers some items and services even if you haven’t yet met the deductible 
amount. But a copay 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 https://www.healthcare.gov/coverage/preventive-care-
benefits/. 

Are there other deductibles for 
specific services? No You don’t have to meet deductibles for specific services. 

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

$6,600 individual medical and drug in-
network 
$13,200 family medical and drug in-
network 
$12,700 individual medical and drug out-
of-network 
$25,400 family medical and drug out-of-
network 
  

The out-of-pocket limit is the most you could pay in a year for covered services. 
This plan has an embedded deductible. 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. 
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What is not included in the out–
of–pocket limit? 

Premiums, balance-billed charges, and 
health care this plan doesn't cover. Even though you pay these expenses, they don't count toward the out-of-pocket limit. 

Will you pay less if you use an 
in-network provider? 

Yes. See 
https://www.bluecrossmn.com/taylor or 
call toll-free 1-866-289-5154 for a list of 
in-network providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
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 in-network provider might use an out-of-
network provider for some services (such as laboratory work). Check with your provider 
before you get services. 

Do you need a referral to see a 
specialist? No. You can see the specialist you choose without a referral. 

 

 
All copay 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 
What you Will Pay 

Limitations, Exceptions, & 
Other Important Information In-network Provider 

(You will pay the least) 
Out-of-network Provider 
(You will pay the most) 

If you visit a health care 
provider’s office or clinic 

Primary care visit to treat an 
injury 

$25 office visit copay; 
deductible does not apply to 
services subject to a copay; 
20% coinsurance for all other 
services 
 

40% coinsurance 
 

None 
 

Specialist visit 

$35 office visit copay; 
deductible does not apply to 
services subject to a copay; 
20% coinsurance for all other 
services 
 

40% coinsurance 
 

None 
 

Preventive care/screening/ 
immunization No charge 

 

40% coinsurance for adult 
preventive services 
 

40% coinsurance for well-child 
care services 
 

You may have to pay for 
services that aren’t preventive. 
Ask your provider if the 
services needed are 
preventive. Then check what 
your plan will pay for. 
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If you have a test 
Diagnostic test (x-ray, blood 
work) 20% coinsurance 40% coinsurance 

 None 
 

Imaging (CT/PET scans, MRIs) 20% coinsurance 
 

40% coinsurance 
 

If you need drugs to treat 
your illness or condition. 
A retail pharmacy is any 
licensed pharmacy that you 
can physically enter to obtain 
a prescription drug. A mail 
service pharmacy dispenses 
prescription drugs through 
the U.S. Mail. 
More information about 
prescription drug coverage is 
available at www.caremark.com 

Preferred generic drugs $10 copay/retail 
$25 copay/90dayRx retail 

$10 copay/retail 
$25 copay/90dayRx retail 

Participant pays full price for 
prescriptions up to the 
deductible.  Covers up to a 30-
day supply (retail prescription); 
no coverage for mail service 
pharmacy drugs from Out-of-
Network providers. 

Preferred brand drugs 

20% coinsurance/retail; $40 
minimum $80 maximum 
20% coinsurance/90dayRx 
retail; $100 minimum $200 
maximum 

20% coinsurance/retail; $40 
minimum $80 maximum 
20% coinsurance/90dayRx 
retail; $100 minimum $200 
maximum 

Non-preferred drugs 

50% coinsurance/retail; $60 
minimum $120 maximum 
50% coinsurance/90dayRx 
retail; $150 minimum $300 
maximum 

50% coinsurance/retail; $60 
minimum $120 maximum 
50% coinsurance/90dayRx 
retail; $150 minimum $300 
maximum 

Specialty drugs 20% coinsurance; $75 
minimum $150 maximum 

20% coinsurance; $75 
minimum $150 maximum 

Covers up to a 30-day supply 
(retail prescription); no 
coverage for mail service 
pharmacy drugs from Out-of-
Network Providers 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 20% coinsurance 

 

40% coinsurance 
 

None 
 

 Physician/surgeon fees 20% coinsurance 
 

40% coinsurance 
 

None 
 

If you need immediate 
medical attention 

Emergency room care 20% coinsurance 
 

20% coinsurance 
 

None 
Emergency medical 
transportation 20% coinsurance 

 

20% coinsurance 
 

None 

Urgent care 

$25 office visit copay; 
deductible does not apply to 
services subject to a copay; 
20% coinsurance for all other 
services 
 

40% coinsurance 
 

None 
 

If you have a hospital stay 
Facility fee (e.g., hospital 
room) 20% coinsurance 

 

40% coinsurance 
 

None 
 

Physician/surgeon fee 20% coinsurance 
 

40% coinsurance 
 

None 
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If you need mental health, 
behavioral health, or 
substance use services 

Outpatient services 

$25 office visit copay; 
deductible does not apply to 
services subject to a copay; 
20% coinsurance for all other 
services 
 

40% coinsurance 
 

Services for marriage/couples 
counseling are not covered. 
 

Inpatient services including 
residential adult mental health 
treatment 

20% coinsurance 
 

40% coinsurance 
 

None 
 

If you are pregnant 

Office visits 

Prenatal care: 20% 
coinsurance for non-preventive 
services 
Postnatal care: $25 physician 
or $35 specialist office visit 
copay; deductible does not 
apply to services subject to a 
copay; 20% coinsurance for all 
other services 
 

Prenatal care: 40% 
coinsurance 
Postnatal care: 40% 
coinsurance 
 

Cost sharing does not apply for 
preventive services. 
Depending on the type of 
services, other cost sharing 
may apply. Maternity care may 
include tests and services 
described elsewhere in the 
SBC (i.e. ultrasound). 
 

Childbirth/delivery professional 
services 20% coinsurance 

 

40% coinsurance 
 

Childbirth/delivery facility 
services 20% coinsurance 

 

40% coinsurance 
 

If you need help recovering 
or have other special health 
needs 

Home health care 20% coinsurance 
 

40% coinsurance 
 

Combined in-network and out-
of-network: 100 visits per 
benefit period. 
 

 

Rehabilitation services 

$25 copay; deductible does 
not apply for occupational 
therapy 
$25 copay; deductible does 
not apply for physical therapy 
$25 copay; deductible does 
not apply for speech therapy 
 

40% coinsurance for 
occupational therapy 
40% coinsurance for physical 
therapy 
40% coinsurance for speech 
therapy 
 

None 
 

Habilitation services 

$25 copay; deductible does 
not apply for occupational 
therapy 
$25 copay; deductible does 
not apply for physical therapy 
$25 copay; deductible does 
not apply for speech therapy 
 

40% coinsurance for 
occupational therapy 
40% coinsurance for physical 
therapy 
40% coinsurance for speech 
therapy 
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Skilled nursing care 20% coinsurance 
 

40% coinsurance 
 

Combined in-network and out-
of-network: 90 days per benefit 
period. 
 

Durable medical equipment 20% coinsurance 
 

20% coinsurance 
 

None 

Hospice service 20% coinsurance 
 

40% coinsurance 
 
 

None 
 

If your child needs dental or 
eye care 

Children’s eye exam No charge 
 

40% coinsurance 
 

None 
 

Children’s glasses Not covered 
 
 
 

Not covered 
 
 

None 
 

Children’s dental check-up 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.) 
• Routine eye care (adult) • Routine foot care • Weight loss programs 
• Private-duty nursing • Dental care (except as specified in plan benefits)  
• Long-term care • Cosmetic surgery (except as specified in plan benefits)  

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Chiropractic care  
• Bariatric surgery 

• Infertility treatment 
• Acupuncture (except as specified in plan benefits) 

• Non-emergency care when traveling outside the U.S. 
• Hearing aids (external only & subject to coverage 

limitations 
 

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: Minnesota Department of Commerce, Attention: Consumer Concerns/Market Assurance Division, 85 7th Place East Suite 280, St. Paul, MN 55101-
2198, or call 1 800-657-3602; for group health coverage subject to ERISA, contact the Department of Labor’s Employee Benefits Security Administration at 1-866-
444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa; or, Department of Health and Human Services, Center for Consumer 
Information and Insurance Oversight at 1-877-267-2323, extension 61565 or http://www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/. Other coverage 
options may be available to you too, including buying individual insurance coverage through MNsure/the Marketplace. For more information about MNsure/the 
Marketplace, visit www.mnsure.org or call 1 855 366 7873.  
 

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: Customer Service at www.bluecrossmnonline.com or call 1-888-279-4210 or the Minnesota Department of Commerce by calling (651) 539-1600 or toll-free 1 
800-657-3602. For group health coverage subject to ERISA, contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA 
(3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa. If you are covered under a plan offered by the State Health plan, a city, county, 
school district, or Service Coop, you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789. 
Does this plan provide Minimum Essential Coverage? Yes. 
Minimum Essential Coverage generally includes plans, health insurance available through MNsure/the Marketplace or other individual market policies, Medicare, 
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium 
tax credit. 
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Does this plan meet 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 MNsure/the Marketplace. 
Notice of Nondiscrimination Practices 
Effective July 18, 2016 
 

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or 
gender.  
 

Blue Cross provides resources to access information in alternative formats and languages: 
• Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities 

to assist in communicating with us.  
• Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not 

English.  
If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.  
 

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or 
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator  
• by email at: Civil.Rights.Coord@bluecrossmn.com 
• by mail at: Nondiscrimination Civil Rights Coordinator 

Blue Cross and Blue Shield of Minnesota and Blue Plus - M495 
PO Box 64560  
Eagan, MN 55164-0560 

• or by telephone at: 1-800-509-5312 
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your 
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.  
 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights  
• electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf  
• by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD) 
• or by mail at: U.S. Department of Health and Human Services 

200 Independence Avenue SW 
Room 509F, HHH Building  
Washington, DC 20201  

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
Language Access Services: 
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–––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.–––––––––––––––––––––– 
PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this 
information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data resources, gather data 
needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA 
Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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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 depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing 
amounts (deductibles, copays 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. 

 
 

Peg is Having a Baby 
(9 months of in-network prenatal care and a 

hospital delivery) 

 Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition) 

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

care) 
     

◼The plan’s overall deductible 
◼Specialist copay 
◼Hospital (facility) coinsurance 
◼Other coinsurance 

$1,500 
$35 

20% 
20% 

 ◼The plan’s overall deductible 
◼Specialist copay 
◼Hospital (facility) coinsurance 
◼Other coinsurance 

$1,500 
$35 

20% 
20% 

 ◼The plan’s overall deductible 
◼Specialist copay 
◼Hospital (facility) coinsurance 
◼Other coinsurance 

$1,500 
$35 

20% 
20% 

     

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) 

 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) 

 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 $12,700  Total Example Cost $5,600  Total Example Cost $2,800 
        

In this example, Peg would pay:   In this example, Joe would pay:   In this example, Mia would pay:  
Cost Sharing  Cost Sharing  Cost Sharing 

Deductibles $1,500  Deductibles $800  Deductibles $1,500 
Copays $10  Copays $500  Copays $200 
Coinsurance $2,200  Coinsurance $20  Coinsurance $100 

What isn’t covered  What isn’t covered  What isn’t covered 
Limits or exclusions $60  Limits or exclusions $20  Limits or exclusions $0 
The total Peg would pay is $3,770  The total Joe would pay is $1,340  The total Mia would pay is $1,800 
The total patient would pay amount assumes the patient is not using funds from a Flexible Spending Account (FSA), Health Savings Account (HSA), or an integrated 
Health Reimbursement Account (HRA), including an integrated HRA funded through a Voluntary Employee Beneficiary Association (VEBA-HRA). Account balances 

may provide you funds to help cover out-of-pocket expenses. 
Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to 

reduce your costs. For more information about the wellness program, please refer to your plan document. 
The plan would be responsible for the other costs of these EXAMPLE covered services. 

 
 



10

PPO Plan SBC
  

   Effective 1/1/2021 
   1 of 8 

 
TAYLOR CORPORATION – PPO Plan 

 
 
 
 
 
 

Coverage Period: Beginning on or after 01/01/2021 
 

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage for: Individual/Family | 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.bluecrossmn.com/taylor or call toll-free 
1-866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copay, deductible, provider, or other underlined terms 
see the Glossary.  
You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call toll-free 1-866-873-5943 to request a copy. 
Important Questions Answers Why this Matters: 

What is the overall deductible? 
$2,500 individual medical in-network 
$5,000 family medical in-network 
$5,000 individual medical out-of-network 
$10,000 family medical out-of-network 
 

Generally, you must pay all of the costs from providers up to the deductible amount 
before this plan begins to pay. 
This plan has an embedded deductible. 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. 
 
 

Are there services covered 
before you meet your 
deductible? 

Yes. Well-child care, prenatal care and in-
network preventive care services are 
covered before you meet your deductible. 
 

This plan covers some items and services even if you haven’t yet met the deductible 
amount. But a copay 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 https://www.healthcare.gov/coverage/preventive-care-
benefits/.   

Are there other deductibles for 
specific services? No You don’t have to meet deductibles for specific services. 

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

$6,600 individual medical and drug in-
network 
$13,200 family medical and drug in-
network 
$12,700 individual medical and drug out-
of-network 
$25,400 family medical and drug out-of-
network 
  

The out-of-pocket limit is the most you could pay in a year for covered services. 
This plan has an embedded deductible. 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. 
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What is not included in the 
out–of–pocket limit? 

Premiums, balance-billed charges, and 
health care this plan doesn't cover. Even though you pay these expenses, they don't count toward the out-of-pocket limit. 

Will you pay less if you use an 
in-network provider? 

Yes. See 
https://www.bluecrossmn.com/taylor or call 
toll-free 1-866-289-5154 for a list of in-
network providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
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 in-network provider might use an out-of-
network provider for some services (such as laboratory work). Check with your provider 
before you get services. 

Do you need a referral to see a 
specialist? No. You can see the specialist you choose without a referral. 

 

 
All copay 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 
What you Will Pay 

Limitations, Exceptions, & 
Other Important Information In-network Provider 

(You will pay the least) 
Out-of-network Provider 
(You will pay the most) 

If you visit a health care 
provider’s office or clinic 

Primary care visit to treat an 
injury 

$40 office visit copay; 
deductible does not apply to 
services subject to a copay; 
20% coinsurance for all other 
services 
 

40% coinsurance 
 

None 
 

Specialist visit 

$60 office visit copay; 
deductible does not apply to 
services subject to a copay; 
20% coinsurance for all other 
services 
 

40% coinsurance 
 

None 
 

Preventive care/screening/ 
immunization No charge 

 

40% coinsurance for adult 
preventive services 
 

40% coinsurance for well-child 
care services 
 

You may have to pay for 
services that aren’t preventive. 
Ask your provider if the 
services needed are 
preventive. Then check what 
your plan will pay for. 
 

If you have a test 
Diagnostic test (x-ray, blood 
work) 20% coinsurance 40% coinsurance 

 None 
 

Imaging (CT/PET scans, MRIs) 20% coinsurance 
 

40% coinsurance 
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If you need drugs to treat 
your illness or condition. 
A retail pharmacy is any 
licensed pharmacy that you 
can physically enter to obtain 
a prescription drug. A mail 
service pharmacy dispenses 
prescription drugs through 
the U.S. Mail. 
More information about 
prescription drug coverage is 
available at www.caremark.com 

Preferred generic drugs $10 copay/retail 
$25 copay/90dayRx retail 

$10 copay/retail 
$25 copay/90dayRx retail 

Participant pays full price for 
prescriptions up to the 
deductible.  Covers up to a 30-
day supply (retail prescription); 
no coverage for mail service 
pharmacy drugs from Out-of-
Network providers. 

Preferred brand drugs 

20% coinsurance/retail; $40 
minimum $80 maximum 
20% coinsurance/90dayRx 
retail; $100 minimum $200 
maximum 

20% coinsurance/retail; $40 
minimum $80 maximum 
20% coinsurance/90dayRx 
retail; $100 minimum $200 
maximum 

Non-preferred drugs 

50% coinsurance/retail; $60 
minimum $120 maximum 
50% coinsurance/90dayRx 
retail; $150 minimum $300 
maximum 

50% coinsurance/retail; $60 
minimum $120 maximum 
50% coinsurance/90dayRx 
retail; $150 minimum $300 
maximum 

Specialty drugs 20% coinsurance; $75 
minimum $150 maximum 

20% coinsurance; $75 
minimum $150 maximum 

Covers up to a 30-day supply 
(retail prescription); no 
coverage for mail service 
pharmacy drugs from Out-of-
Network providers. 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 20% coinsurance 

 

40% coinsurance 
 

None 
 

 Physician/surgeon fees 20% coinsurance 
 

40% coinsurance 
 

None 
 

If you need immediate 
medical attention 

Emergency room care 20% coinsurance 
 

20% coinsurance 
 

None 
Emergency medical 
transportation 20% coinsurance 

 

20% coinsurance 
 

None 

Urgent care 
$40 office visit copay; 
deductible does not apply to 
services subject to a copay 
 

40% coinsurance 
 

None 
 

If you have a hospital stay 
Facility fee (e.g., hospital 
room) 20% coinsurance 

 

40% coinsurance 
 

None 
 

Physician/surgeon fee 20% coinsurance 
 

40% coinsurance 
 

None 
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If you need mental health, 
behavioral health, or 
substance use services 

Outpatient services 

$40 office visit copay; 
deductible does not apply to 
services subject to a copay; 
20% coinsurance for all other 
services 
 

40% coinsurance 
 

Services for marriage/couples 
counseling are not covered. 
 

Inpatient services including 
residential adult mental health 
treatment 

20% coinsurance 
 

40% coinsurance 
 

None 
 

If you are pregnant 

Office visits 

Prenatal care: 20% 
coinsurance for non-preventive 
services 
Postnatal care: $40 physician 
or $60 specialist office visit 
copay; deductible does not 
apply to services subject to a 
copay; 20% coinsurance for all 
other services 
 

Prenatal care: 40% 
coinsurance  
Postnatal care: 40% 
coinsurance 
 

Cost sharing does not apply for 
preventive services. 
Depending on the type of 
services, other cost sharing 
may apply. Maternity care may 
include tests and services 
described elsewhere in the 
SBC (i.e. ultrasound). 
 

Childbirth/delivery professional 
services 20% coinsurance 

 

40% coinsurance 
 

Childbirth/delivery facility 
services 20% coinsurance 

 

40% coinsurance 
 

If you need help recovering 
or have other special health 
needs 

Home health care 20% coinsurance 
 

40% coinsurance 
 

Combined in-network and out-
of-network: 100 visits per 
benefit period. 
 

 

Rehabilitation services 

$40 copay; deductible does 
not apply for occupational 
therapy 
$40 copay; deductible does 
not apply for physical therapy 
$40 copay; deductible does 
not apply for speech therapy 
 

40% coinsurance for 
occupational therapy 
40% coinsurance for physical 
therapy 
40% coinsurance for speech 
therapy 
 

None 
 

Habilitation services 

$40 copay; deductible does 
not apply for occupational 
therapy 
$40 copay; deductible does 
not apply for physical therapy 
$40 copay; deductible does 
not apply for speech therapy 
 

40% coinsurance for 
occupational therapy 
40% coinsurance for physical 
therapy 
40% coinsurance for speech 
therapy 
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Skilled nursing care 20% coinsurance 
 

40% coinsurance 
 

Combined in-network and out-
of-network: 90 days per benefit 
period. 
 

Durable medical equipment 20% coinsurance 
 

20% coinsurance 
 

None 

Hospice service 20% coinsurance 
 

40% coinsurance 
 
 

None 
 

If your child needs dental or 
eye care 

Children’s eye exam No charge 
 

40% coinsurance 
 

None 
 

Children’s glasses Not covered 
 
 
 

Not covered 
 
 

None 
 

Children’s dental check-up 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.) 
• Routine eye care (adult) • Routine foot care • Weight loss programs 
• Private-duty nursing • Dental care (except as specified in plan benefits)  
• Long-term care • Cosmetic surgery (except as specified in plan benefits)  

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Chiropractic care  
• Bariatric surgery 

• Infertility treatment 
• Acupuncture (except as specified in plan benefits) 

• Non-emergency care when traveling outside the U.S. 
• Hearing aids (external only & subject to coverage 

limitations 
 
 

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: Minnesota Department of Commerce, Attention: Consumer Concerns/Market Assurance Division, 85 7th Place East Suite 280, St. Paul, MN 55101-
2198, or call 1 800-657-3602; for group health coverage subject to ERISA, contact the Department of Labor’s Employee Benefits Security Administration at 1-866-
444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa; or, Department of Health and Human Services, Center for Consumer 
Information and Insurance Oversight at 1-877-267-2323, extension 61565 or http://www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/. Other coverage 
options may be available to you too, including buying individual insurance coverage through MNsure/the Marketplace. For more information about MNsure/the 
Marketplace, visit www.mnsure.org or call 1 855 366 7873.  
 

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: Customer Service at www.bluecrossmnonline.com or call 1-888-279-4210 or the Minnesota Department of Commerce by calling (651) 539-1600 or toll-free 1 
800-657-3602. For group health coverage subject to ERISA, contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA 
(3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa. If you are covered under a plan offered by the State Health plan, a city, county, 
school district, or Service Coop, you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789. 
Does this plan provide Minimum Essential Coverage? Yes. 
Minimum Essential Coverage generally includes plans, health insurance available through MNsure/the Marketplace or other individual market policies, Medicare, 
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium 
tax credit. 
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Does this plan meet 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 MNsure/the Marketplace. 
Notice of Nondiscrimination Practices 
Effective July 18, 2016 
 

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or 
gender.  
 

Blue Cross provides resources to access information in alternative formats and languages: 
• Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities 

to assist in communicating with us.  
• Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not 

English.  
If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.  
 

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or 
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator  
• by email at: Civil.Rights.Coord@bluecrossmn.com 
• by mail at: Nondiscrimination Civil Rights Coordinator 

Blue Cross and Blue Shield of Minnesota and Blue Plus - M495 
PO Box 64560  
Eagan, MN 55164-0560 

• or by telephone at: 1-800-509-5312 
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your 
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.  
 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights  
• electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf  
• by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD) 
• or by mail at: U.S. Department of Health and Human Services 

200 Independence Avenue SW 
Room 509F, HHH Building  
Washington, DC 20201  

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
Language Access Services: 
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–––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.–––––––––––––––––––––– 
PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this 
information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data resources, gather data 
needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA 
Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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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 depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing 
amounts (deductibles, copays 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. 

 
 

Peg is Having a Baby 
(9 months of in-network prenatal care and a 

hospital delivery) 

 Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition) 

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

care) 
     

◼The plan’s overall deductible 
◼Specialist copay 
◼Hospital (facility) coinsurance 
◼Other coinsurance 

$2,500 
$60 

20% 
20% 

 ◼The plan’s overall deductible 
◼Specialist copay 
◼Hospital (facility) coinsurance 
◼Other coinsurance 

$2,500 
$60 

20% 
20% 

 ◼The plan’s overall deductible 
◼Specialist copay 
◼Hospital (facility) coinsurance 
◼Other coinsurance 

$2,500 
$60 

20% 
20% 

     

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) 

 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) 

 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 $12,700  Total Example Cost $5,600  Total Example Cost $2,800 
        

In this example, Peg would pay:   In this example, Joe would pay:   In this example, Mia would pay:  
Cost Sharing  Cost Sharing  Cost Sharing 

Deductibles $2,500  Deductibles $800  Deductibles $2,100 
Copays $10  Copays $700  Copays $300 
Coinsurance $2,000  Coinsurance $20  Coinsurance $0 

What isn’t covered  What isn’t covered  What isn’t covered 
Limits or exclusions $60  Limits or exclusions $20  Limits or exclusions $0 
The total Peg would pay is $4,570  The total Joe would pay is $1,540  The total Mia would pay is $2,400 
The total patient would pay amount assumes the patient is not using funds from a Flexible Spending Account (FSA), Health Savings Account (HSA), or an integrated 
Health Reimbursement Account (HRA), including an integrated HRA funded through a Voluntary Employee Beneficiary Association (VEBA-HRA). Account balances 

may provide you funds to help cover out-of-pocket expenses. 
Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to 

reduce your costs. For more information about the wellness program, please refer to your plan document. 
The plan would be responsible for the other costs of these EXAMPLE covered services. 
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TAYLOR CORPORATION – HSA Plan 

 
 
 
 
 
 

Coverage Period: Beginning on or after 01/01/2021 
 

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage for: Individual/Family | Plan Type: HSA 
 

 
 

 
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.bluecrossmn.com/taylor or call toll-free 
1-866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copay, deductible, provider, or other underlined terms 
see the Glossary.  
You can view the Glossary at https://www.healthcare.gov/sbc-glossary or call toll-free 1-866-873-5943 to request a copy. 
Important Questions Answers Why this Matters: 

What is the overall deductible? 

$6,600 individual medical and drug in-
network 
$13,200 family medical and drug in-network 
$12,700 individual medical and drug out-of-
network 
$25,400 family medical and drug out-of-
network 
 

Generally, you must pay all of the costs from providers up to the deductible amount 
before this plan begins to pay. 
This plan has an embedded deductible. 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. 
 

Are there services covered 
before you meet your 
deductible? 

Yes. Well-child care, prenatal care and in-
network preventive care services are 
covered before you meet your deductible. 
 

This plan covers some items and services even if you haven’t yet met the deductible 
amount. But a copay 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 https://www.healthcare.gov/coverage/preventive-
care-benefits/. 

Are there other deductibles for 
specific services? No You don’t have to meet deductibles for specific services. 

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

$6,600 individual medical and drug in-
network 
$13,200 family medical and drug in-network 
$12,700 individual medical and drug out-of-
network 
$25,400 family medical and drug out-of-
network 
  

The out-of-pocket limit is the most you could pay in a year for covered services. 
This plan has an embedded out-of-pocket limit. 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. 
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What is not included in the 
out–of–pocket limit? 

Premiums, balance-billed charges, and 
health care this plan doesn't cover. Even though you pay these expenses, they don't count toward the out-of-pocket limit. 

Will you pay less if you use an 
in-network provider? 

Yes. See 
https://www.bluecrossmn.com/taylor call toll-
free 1-866-289-5154 for a list of in-network 
providers. 

This plan uses a provider network. You will pay less if you use a provider in the plan’s 
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 in-network provider might use an out-
of-network provider for some services (such as laboratory work). Check with your 
provider before you get services. 

Do you need a referral to see a 
specialist? No. You can see the specialist you choose without a referral. 

 

 
All copay 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 
What you Will Pay 

Limitations, Exceptions, & 
Other Important Information In-network Provider 

(You will pay the least) 
Out-of-network Provider 
(You will pay the most) 

If you visit a health care 
provider’s office or clinic 

Primary care visit to treat an 
injury 0% coinsurance 

 

0% coinsurance 
 

None 
 

Specialist visit 0% coinsurance 
 

0% coinsurance 
 

None 
 

Preventive care/screening/ 
immunization No charge 

 

0% coinsurance for adult 
preventive services 
 

0% coinsurance for well-child 
care services 
 

You may have to pay for 
services that aren’t preventive. 
Ask your provider if the 
services needed are 
preventive. Then check what 
your plan will pay for. 
 

If you have a test 
Diagnostic test (x-ray, blood 
work) 0% coinsurance 

 

0% coinsurance 
 None 

 

Imaging (CT/PET scans, MRIs) 0% coinsurance 
 

0% coinsurance 
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If you need drugs to treat 
your illness or condition. 
A retail pharmacy is any 
licensed pharmacy that you 
can physically enter to obtain 
a prescription drug. A mail 
service pharmacy dispenses 
prescription drugs through 
the U.S. Mail. 
More information about 
prescription drug coverage is 
available at www.caremark.com 

Preferred generic drugs 0% coinsurance/retail 
0% coinsurance/90dayRx retail 

0% coinsurance/retail 
0% coinsurance/90dayRx retail Participant pays full price for 

prescriptions up to the 
deductible.  No coverage for 
mail service pharmacy drugs 
from out-of-network providers  
 

Preferred brand drugs 0% coinsurance/retail 
0% coinsurance/90dayRx retail 

0% coinsurance/retail 
0% coinsurance/90dayRx retail 

Non-preferred drugs 0% coinsurance/retail 
0% coinsurance/90dayRx retail 

0% coinsurance/retail 
0% coinsurance/90dayRx retail 

Specialty drugs 0% coinsurance Not covered 
No coverage for mail service 
pharmacy drugs from out-of-
network providers  

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 0% coinsurance 

 

0% coinsurance 
 

None 
 

 Physician/surgeon fees 0% coinsurance 
 

0% coinsurance 
 

None 
 

If you need immediate 
medical attention 

Emergency room care 0% coinsurance 
 

0% coinsurance 
 

None 
Emergency medical 
transportation 0% coinsurance 

 

0% coinsurance 
 

None 

Urgent care 0% coinsurance 
 

0% coinsurance 
 

None 
 

If you have a hospital stay 
Facility fee (e.g., hospital 
room) 0% coinsurance 

 

0% coinsurance 
 

None 
 

Physician/surgeon fee 0% coinsurance 
 

0% coinsurance 
 

None 
 

If you need mental health, 
behavioral health, or 
substance use services 

Outpatient services 0% coinsurance 
 

0% coinsurance 
 

Services for marriage/couples 
counseling are not covered. 
 

Inpatient services including 
residential adult mental health 
treatment 

0% coinsurance 
 

0% coinsurance 
 

None 
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If you are pregnant 

Office visits 
Prenatal care: 0% coinsurance 
Postnatal care: 0% 
coinsurance 
 

Prenatal care: 0% coinsurance 
Postnatal care: 0% 
coinsurance 
 

Cost sharing does not apply for 
preventive services. 
Depending on the type of 
services, other cost sharing 
may apply. Maternity care may 
include tests and services 
described elsewhere in the 
SBC (i.e. ultrasound). 
 

Childbirth/delivery professional 
services 0% coinsurance 

 

0% coinsurance 
 

Childbirth/delivery facility 
services 0% coinsurance 

 

0% coinsurance 
 

If you need help recovering 
or have other special health 
needs 

Home health care 0% coinsurance 
 

0% coinsurance 
 

Combined in-network and out-
of-network: 100 visits per 
benefit period. 
 

 

Rehabilitation services 

0% coinsurance for 
occupational therapy 
0% coinsurance for physical 
therapy 
0% coinsurance for speech 
therapy 
 

0% coinsurance for 
occupational therapy 
0% coinsurance for physical 
therapy 
0% coinsurance for speech 
therapy 
 None 

 

Habilitation services 

0% coinsurance for 
occupational therapy 
0% coinsurance for physical 
therapy 
0% coinsurance for speech 
therapy 
 

0% coinsurance for 
occupational therapy 
0% coinsurance for physical 
therapy 
0% coinsurance for speech 
therapy 
 

Skilled nursing care 0% coinsurance 
 

0% coinsurance 
 

Combined in-network and out-
of-network: 90 days per benefit 
period. 
 

Durable medical equipment 0% coinsurance 
 

0% coinsurance 
 

None 

Hospice service 0% coinsurance 
 

0% coinsurance 
 
 

None 
 

If your child needs dental or 
eye care 

Children’s eye exam No charge 
 

0% coinsurance 
 

None 
 

Children’s glasses Not covered 
 
 
 

Not covered 
 
 

None 
 

Children’s dental check-up Not covered Not covered None 
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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.) 
• Routine eye care (adult) • Routine foot care • Weight loss programs 
• Private-duty nursing • Dental care (except as specified in plan benefits)  
• Long-term care • Cosmetic surgery (except as specified in plan benefits)  

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Chiropractic care  
• Bariatric surgery 

• Infertility treatment 
• Acupuncture (except as specified in plan benefits) 

• Non-emergency care when traveling outside the U.S. 
• Hearing aids (external only & subject to coverage 

limitations 
 

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: Minnesota Department of Commerce, Attention: Consumer Concerns/Market Assurance Division, 85 7th Place East Suite 280, St. Paul, MN 55101-
2198, or call 1 800-657-3602; for group health coverage subject to ERISA, contact the Department of Labor’s Employee Benefits Security Administration at 1-866-
444-EBSA (3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa; or, Department of Health and Human Services, Center for Consumer 
Information and Insurance Oversight at 1-877-267-2323, extension 61565 or http://www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/. Other coverage 
options may be available to you too, including buying individual insurance coverage through MNsure/the Marketplace. For more information about MNsure/the 
Marketplace, visit www.mnsure.org or call 1 855 366 7873.  
 

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: Customer Service at www.bluecrossmnonline.com or call 1-888-279-4210 or the Minnesota Department of Commerce by calling (651) 539-1600 or toll-free 1 
800-657-3602. For group health coverage subject to ERISA, contact the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA 
(3272) or https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa. If you are covered under a plan offered by the State Health plan, a city, county, 
school district, or Service Coop, you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789. 
Does this plan provide Minimum Essential Coverage? Yes. 
Minimum Essential Coverage generally includes plans, health insurance available through MNsure/the Marketplace or other individual market policies, Medicare, 
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium 
tax credit. 
Does this plan meet 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 MNsure/the Marketplace. 
Notice of Nondiscrimination Practices 
Effective July 18, 2016 
 

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or 
gender.  
 

Blue Cross provides resources to access information in alternative formats and languages: 
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• Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities 
to assist in communicating with us.  

• Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not 
English.  

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.  
 

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or 
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator  
• by email at: Civil.Rights.Coord@bluecrossmn.com 
• by mail at: Nondiscrimination Civil Rights Coordinator 

Blue Cross and Blue Shield of Minnesota and Blue Plus - M495 
PO Box 64560  
Eagan, MN 55164-0560 

• or by telephone at: 1-800-509-5312 
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your 
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.  
 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights  
• electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf  
• by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD) 
• or by mail at: U.S. Department of Health and Human Services 

200 Independence Avenue SW 
Room 509F, HHH Building  
Washington, DC 20201  

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
Language Access Services: 
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–––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.–––––––––––––––––––––– 
PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this 
information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data resources, gather data 
needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA 
Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
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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 depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing 
amounts (deductibles, copays 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. 

 
 

Peg is Having a Baby 
(9 months of in-network prenatal care and a 

hospital delivery) 

 Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition) 

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

care) 
     

◼The plan’s overall deductible 
◼Specialist copay 
◼Hospital (facility) coinsurance 
◼Other coinsurance 

$6,600 
$0 

0% 
0% 

 ◼The plan’s overall deductible 
◼Specialist copay 
◼Hospital (facility) coinsurance 
◼Other coinsurance 

$6,600 
$0 

0% 
0% 

 ◼The plan’s overall deductible 
◼Specialist copay 
◼Hospital (facility) coinsurance 
◼Other coinsurance 

$6,600 
$0 

0% 
0% 

     

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) 

 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) 

 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 $12,700  Total Example Cost $5,600  Total Example Cost $2,800 
        

In this example, Peg would pay:   In this example, Joe would pay:   In this example, Mia would pay:  
Cost Sharing  Cost Sharing  Cost Sharing 

Deductibles $6,600  Deductibles $5,400  Deductibles $2,800 
Copays $0  Copays $0  Copays $0 
Coinsurance $0  Coinsurance $0  Coinsurance $0 

What isn’t covered  What isn’t covered  What isn’t covered 
Limits or exclusions $60  Limits or exclusions $20  Limits or exclusions $0 
The total Peg would pay is $6,660  The total Joe would pay is $5,420  The total Mia would pay is $2,800 
The total patient would pay amount assumes the patient is not using funds from a Flexible Spending Account (FSA), Health Savings Account (HSA), or an integrated 
Health Reimbursement Account (HRA), including an integrated HRA funded through a Voluntary Employee Beneficiary Association (VEBA-HRA).  Account balances 

may provide you funds to help cover out-of-pocket expenses. 
Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to 

reduce your costs. For more information about the wellness program, please refer to your plan document. 
The plan would be responsible for the other costs of these EXAMPLE covered services. 
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Medicare Part D Notice

Important Notice From Taylor Corporation (the Company) About Your Prescription Drug 
Coverage and Medicare 
 
Notice Pertains To The Following Health Plans: PPO Plus, PPO and HSA Plan 
Please read this notice carefully and keep it where you can find it. This notice has information about your current prescription 
drug coverage with the Company and about your options under Medicare’s prescription drug coverage. If you are considering 
joining, you should compare your current coverage, including which drugs are covered at what cost, with the coverage and 
costs of the plans offering Medicare prescription drug coverage in your area. This information can help you decide whether or 
not you want to join a Medicare drug plan. Information about where you can get help to make decisions about your 
prescription drug coverage is at the end of this notice. 
 
There are two important things you need to know about your current coverage and Medicare’s prescription drug coverage: 
 

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage 
if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that offers 
prescription drug coverage. All Medicare prescription drug plans provide at least a standard level of coverage set by 
Medicare. Some plans may also offer more coverage for a higher monthly premium. 

 
2. The Company has determined that the prescription drug coverage offered by your employer through the Taylor 

Corporation Self-Insured Hospitalization Welfare Plan – PPO, PPO Plus, and HSA Plans is, on average for all plan 
participants, expected to pay out as much as standard Medicare prescription drug coverage pays and is therefore 
considered Creditable Coverage. Because your existing coverage is on average, at least as good as standard 
Medicare prescription drug coverage, you can keep this coverage and not pay a higher premium (a penalty) if you 
later decide to join a Medicare drug plan. 

 
When Can You Join A Medicare Drug Plan? 
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th to December 7th. 
However, if you lose creditable prescription drug coverage through no fault of your own, you will be eligible for a two (2) month Special 
Enrollment Period (SEP) to join a Medicare drug plan. 
 
What Happens To Your Current Coverage If You Decide To Join A Medicare Drug Plan? 
If you decide to join a Medicare drug plan, your current coverage will not be affected. If you do decide to join a Medicare drug plan and 
drop your current Company coverage, be aware that you and your dependents might not be able to get this coverage back, depending 
on your employer’s eligibility policy. This may affect your medical coverage as well, so be sure to contact HRConnect at 877-252-9861, 
HRConnect@taylorcorp.com . 
 
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? 
You should also know that if you drop or lose your current coverage with the Company and do not join a Medicare drug plan within 63 
continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a Medicare drug plan later. If you 
go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by at least 1 percent 
of the Medicare base beneficiary premium per month for every month that you did not have that coverage. For example, if you go 19 
months without creditable coverage, your premium may consistently be at least 19 percent higher than the Medicare base beneficiary 
premium. You may have to pay this higher premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, 
you may have to wait until the following October to join. 
 
For More Information About This Notice Or Your Current Prescription Drug Coverage… 
Contact the pharmacy vendor at the telephone number listed on the back of your pharmacy member card. 
NOTE: You will receive this notice each year. You will also receive it before the next period you can join a Medicare drug plan and if 
this coverage through the Company changes. You may request a copy of this notice anytime. 
 
For More Information About Your Options Under Medicare Prescription Drug Coverage… 

 Visit www.medicare.gov, 
 Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & 
 You” handbook for their telephone number) for personalized help, or 
 Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 

 
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For information about 
this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778). 
 
Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you may be required 
to provide a copy of this notice when you join to show whether or not you have maintained creditable coverage, and 
therefore, whether you are required to pay a higher premium (a penalty). 
 
 

 
Date: 10/07/2020 



27

CHIP Notice

Premium Assistance Under Medicaid and the 
Children’s Health Insurance Program (CHIP)  

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, 
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or 
CHIP programs.  If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these 
premium assistance programs but you may be able to buy individual insurance coverage through the Health Insurance 
Marketplace.  For more information, visit www.healthcare.gov.   

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your 
State Medicaid or CHIP office to find out if premium assistance is available.   

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your 
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-
KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a program 
that might help you pay the premiums for an employer-sponsored plan.   

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your 
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is 
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined 
eligible for premium assistance.  If you have questions about enrolling in your employer plan, contact the 
Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

If you live in one of the following states, you may be eligible for assistance paying your employer health 
plan premiums.  The following list of states is current as of July 31, 2020.  Contact your State for more 
information on eligibility – 

ALABAMA – Medicaid CALIFORNIA – Medicaid

Website: http://myalhipp.com/ 
Phone: 1-855-692-5447 

Website: 
https://www.dhcs.ca.gov/services/Pages/TPLRD_CAU_c
ont.aspx 
Phone: 916-440-5676 

ALASKA – Medicaid COLORADO – Health First Colorado 
(Colorado’s Medicaid Program) & Child 

Health Plan Plus (CHP+)
The AK Health Insurance Premium Payment Program
Website:  http://myakhipp.com/  
Phone:  1-866-251-4861 
Email:  CustomerService@MyAKHIPP.com  
Medicaid Eligibility: 
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx 

Health First Colorado Website: 
https://www.healthfirstcolorado.com/ 
Health First Colorado Member Contact Center: 
1-800-221-3943/ State Relay 711
CHP+: https://www.colorado.gov/pacific/hcpf/child-
health-plan-plus
CHP+ Customer Service: 1-800-359-1991/ State Relay 
711 
Health Insurance Buy-In Program (HIBI):  
https://www.colorado.gov/pacific/hcpf/health-insurance-
buy-program 
HIBI Customer Service:  1-855-692-6442 

ARKANSAS – Medicaid FLORIDA – Medicaid
Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

Website: 
https://www.flmedicaidtplrecovery.com/flmedicaidtplrec
overy.com/hipp/index.html 
Phone: 1-877-357-3268 
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GEORGIA – Medicaid MASSACHUSETTS – Medicaid and CHIP

Website: https://medicaid.georgia.gov/health-insurance-
premium-payment-program-hipp
Phone: 678-564-1162 ext 2131 

Website: 
http://www.mass.gov/eohhs/gov/departments/masshealth/ 
Phone: 1-800-862-4840 

INDIANA – Medicaid MINNESOTA – Medicaid
Healthy Indiana Plan for low-income adults 19-64
Website: http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479 
All other Medicaid 
Website: https://www.in.gov/medicaid/
Phone 1-800-457-4584 

Website:  
https://mn.gov/dhs/people-we-serve/children-and-
families/health-care/health-care-programs/programs-
and-services/other-insurance.jsp
Phone: 1-800-657-3739 

IOWA – Medicaid and CHIP (Hawki) MISSOURI – Medicaid

Medicaid Website: 
https://dhs.iowa.gov/ime/members
Medicaid Phone: 1-800-338-8366 
Hawki Website:  
http://dhs.iowa.gov/Hawki 
Hawki Phone: 1-800-257-8563 

Website: 
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005 

KANSAS – Medicaid MONTANA – Medicaid
Website:  http://www.kdheks.gov/hcf/default.htm
Phone:  1-800-792-4884 

Website: 
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084 

KENTUCKY – Medicaid NEBRASKA – Medicaid
Kentucky Integrated Health Insurance Premium Payment 
Program (KI-HIPP) Website: 
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328 
Email: KIHIPP.PROGRAM@ky.gov

KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718 

Kentucky Medicaid Website: https://chfs.ky.gov

Website:  http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633 
Lincoln: 402-473-7000 
Omaha: 402-595-1178 

LOUISIANA – Medicaid NEVADA – Medicaid
Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618-
5488 (LaHIPP)  

Medicaid Website:  http://dhcfp.nv.gov
Medicaid Phone:  1-800-992-0900

MAINE – Medicaid NEW HAMPSHIRE – Medicaid
Enrollment Website:  
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-442-6003 
TTY: Maine relay 711 

Private Health Insurance Premium Webpage: 
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740. 
TTY: Maine relay 711 

Website: https://www.dhhs.nh.gov/oii/hipp.htm
Phone: 603-271-5218 
Toll free number for the HIPP program: 1-800-852-
3345, ext 5218 
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NEW JERSEY – Medicaid and CHIP SOUTH DAKOTA - Medicaid
Medicaid Website: 
http://www.state.nj.us/humanservices/ 
dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710 

Website: http://dss.sd.gov
Phone: 1-888-828-0059 

NEW YORK – Medicaid TEXAS – Medicaid
Website: https://www.health.ny.gov/health_care/medicaid/
Phone: 1-800-541-2831 

Website: http://gethipptexas.com/
Phone: 1-800-440-0493 

NORTH CAROLINA – Medicaid UTAH – Medicaid and CHIP
Website:  https://medicaid.ncdhhs.gov/
Phone:  919-855-4100 

Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669 

NORTH DAKOTA – Medicaid VERMONT– Medicaid
Website: 
http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825 

Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427 

OKLAHOMA – Medicaid and CHIP VIRGINIA – Medicaid and CHIP
Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742 

Website: https://www.coverva.org/hipp/ 
Medicaid Phone:  1-800-432-5924 
CHIP Phone: 1-855-242-8282 

OREGON – Medicaid WASHINGTON – Medicaid
Website: http://healthcare.oregon.gov/Pages/index.aspx 
http://www.oregonhealthcare.gov/index-es.html 
Phone: 1-800-699-9075 

Website: https://www.hca.wa.gov/  
Phone:  1-800-562-3022 

PENNSYLVANIA – Medicaid WEST VIRGINIA – Medicaid
Website: 
https://www.dhs.pa.gov/providers/Providers/Pages/Medical/
HIPP-Program.aspx 
Phone: 1-800-692-7462 

Website:  http://mywvhipp.com/
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

RHODE ISLAND – Medicaid and CHIP WISCONSIN–Medicaid and CHIP

Website: http://www.eohhs.ri.gov/ 
Phone: 1-855-697-4347, or 401-462-0311 (Direct RIte Share 
Line) 

Website:  
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm 
Phone: 1-800-362-3002 

SOUTH CAROLINA – Medicaid WYOMING – Medicaid
Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 

Website: 
https://health.wyo.gov/healthcarefin/medicaid/programs-and-
eligibility/ 
Phone: 1-800-251-1269 
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To see if any other states have added a premium assistance program since July 31, 2020, or for more information on 
special enrollment rights, contact either: 
 

U.S.  Department of Labor    U.S.  Department of Health and Human Services  
Employee Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/agencies/ebsa   www.cms.hhs.gov                                            
1-866-444-EBSA (3272)   1-877-267-2323, Menu Option 4, Ext.  61565  

 
Paperwork Reduction Act Statement 
 
According to the Paperwork Reduction Act of 1995 (Pub.  L.  104-13) (PRA), no persons are required to respond to a collection of 
information unless such collection displays a valid Office of Management and Budget (OMB) control number.  The Department 
notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, 
and displays a currently valid OMB control number, and the public is not required to respond to a collection of information 
unless it displays a currently valid OMB control number.  See 44 U.S.C.  3507.  Also, notwithstanding any other provisions of 
law, no person shall be subject to penalty for failing to comply with a collection of information if the collection of information 
does not display a currently valid OMB control number.  See 44 U.S.C.  3512.   
 
The public reporting burden for this collection of information is estimated to average approximately seven minutes per 
respondent.  Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this 
collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits 
Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., 
Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

 
OMB Control Number 1210-0137 (expires 1/31/2023) 
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2019 Annual Report

Action Requested: 
If you are enrolled in your companies Health, Dental, Vision, Flexible Benefits, Life Insurance, and/or Long-term Disability plans, 
please review these Summary Annual Reports and file for future reference. 

 
____________________________________________________________________________________________________________ 

SUMMARY ANNUAL REPORTS 
 

FOR TAYLOR CORPORATION SELF-INSURED HOSPITALIZATION WELFARE PLAN 
 
This is the summary annual report for the Taylor Corporation Self-Insured Hospitalization Welfare Plan, EIN 41-0852411, Plan 
number 503 for the period January 1, 2019 to December 31, 2019. The annual report has been filed with the Employee Benefits 
Security Administration, as required under the Employee Retirement Income Security Act of 1974 (ERISA). 
 
Taylor Corporation has committed itself to pay the following types of claims incurred under the terms of the plan: medical and dental 
__________________________________________________________________________________________ 

 
FOR TAYLOR CORPORATION FLEXIBLE BENEFIT PLAN 

 
This is the summary annual report for the Taylor Corporation Flexible Benefit Plan, EIN 41-0852411, Plan number 501 for the period 
January 1, 2019 to December 31, 2019. The annual report has been filed with the Employee Benefits Security Administration, as 
required under the Employee Retirement Income Security Act of 1974 (ERISA). 
 
Taylor Corporation has committed itself to pay the following types of claims incurred under the terms of the plan: medical, dental, and 
vision 
___________________________________________________________________________________________________________ 
 

FOR TAYLOR CORPORATION VISION PLAN 
 
This is the summary annual report for the Taylor Corporation Vision Plan, EIN 41-0852411, Plan number 504 for the period January 
1, 2019 to December 31, 2019. The annual report has been filed with the Employee Benefits Security Administration, as required 
under the Employee Retirement Income Security Act of 1974 (ERISA). 
 

Insurance Information 
 
The plan has a contract with Vision Service Plan to pay vision claims incurred under the terms of the plan. Total premiums paid 
during the plan year were $1,149,747. 
 
Because it is a so-called "experience-rated" contract, the premium costs are affected by, among other things, the number and size of 
claims. Of the total insurance premiums paid for the plan year ending December 31, 2019, the premiums paid under this "experience-
rated" contract were $1,149,747, and the total of all benefit claims paid under the experience-rated contract during the plan year was 
$907,506. 

Your rights to additional information 
 
You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in 
that report. 
  - Insurance information including sales commissions paid by insurance carriers 
____________________________________________________________________________________________________________ 
 

FOR TAYLOR CORPORATION LIFE, ACCIDENTAL DEATH AND DISMEMBERMENT PLAN 
 
This is the summary annual report for the Taylor Corporation Life, Accidental Death and Dismemberment Plan, EIN 41-0852411, 
Plan number 505 for the period January 1, 2019 to December 31, 2019. The annual report has been filed with the Employee Benefits 
Security Administration, as required under the Employee Retirement Income Security Act of 1974 (ERISA). 
 

Insurance Information 
 
The plan has a contract with Reliastar Life Insurance Company (Voya) to pay life and accidental death & dismemberment claims 
incurred under the terms of the plan. Total premiums paid during the plan year were $2,718,749. 
 

Your rights to additional information 
 
You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in 
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that report. 
  - Insurance information including sales commissions paid by insurance carriers   
 
____________________________________________________________________________________________________________ 

 
FOR TAYLOR CORPORATION LONG TERM DISABILITY PLAN 

 
This is the summary annual report for the Taylor Corporation Long Term Disability Plan, EIN 41-0852411, Plan number 506 for the 
period January 1, 2019 to December 31, 2019. The annual report has been filed with the Employee Benefits Security Administration, 
as required under the Employee Retirement Income Security Act of 1974 (ERISA). 
 

Insurance Information 
 
The plan has a contract with Reliastar Life Insurance Company (Voya) to pay long term disability claims incurred under the terms of 
the plan. Total premiums paid during the plan year were $1,315,364. 
 

Your rights to additional information 
 
You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in 
that report. 
  - Insurance information including sales commissions paid by insurance carriers 
___________________________________________________________________________________________________________ 
 

YOUR RIGHTS TO ADDITIONAL INFORMATION 
 
If you participate in the employee benefit plans referred to above, you have the right to receive a copy of the full annual report, or any 
part thereof, on request.  To obtain a copy of any of the full annual reports, or any part thereof, write or call the office of Taylor 
Corporation, who is the plan administrator, 1725 Roe Crest Drive, North Mankato, MN, 56003, 507-625-2828. For the Self-Insured 
Hospitalization Welfare Plan and the Flexible Benefit Plan, the charge to cover copying costs will be $0.75 for the full annual report, 
or $0.25 per page for any part thereof.  For the Vision, Life / AD&D Insurance and Long Term Disability Insurance plans, the charge 
to cover copying costs will be $1.75 for the full annual report, or $0.25 per page for any part thereof. 
 
You also have the right to receive from the plan administrator, on request and at no charge, a statement of the assets and liabilities of 
the plan and accompanying notes, or a statement of income and expenses of the plan and accompanying notes, or both. If you request 
a copy of the full annual report from the plan administrator, these two statements and accompanying notes will be included as part of 
that report. The charge to cover copying costs given above does not include a charge for the copying of these portions of the report 
because these portions are furnished without charge. 
 
Plan participants also have the legally protected right to examine the annual report at the main office of the plan: 1725 Roe Crest 
Drive, North Mankato, MN  56003, and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy from the U.S. 
Department of Labor upon payment of copying costs. Requests to the Department should be addressed to: Public Disclosure Room, 
Room N-1513, Employee Benefits Security Administration U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, 
DC  20210. 
___________________________________________________________________________________________________________ 
 

Paperwork Reduction Act Statement 
 
According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of 
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department notes 
that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and 
displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless it 
displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person 
shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a 
currently valid OMB control number. See 44 U.S.C. 3512. 
 
The public reporting burden for this collection of information is estimated to average less than one minute per notice (approximately 3 
hours and 11 minutes per plan). Interested parties are encouraged to send comments regarding the burden estimate or any other aspect 
of this collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Office of the Chief 
Information Officer, Attention: Departmental Clearance Officer, 200 Constitution Avenue, N.W., Room N-1301, Washington, DC 
20210 or email DOL_PRA_PUBLIC@dol.gov and reference the OMB Control Number 1210-0040. 
 
OMB Control Number 1210-0040 (expires 06/30/2022) 
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Health Insurance Marketplace Notice

 

 
 

 
New Health Insurance Marketplace Coverage    
Options and Your Health Coverage      

 

PART A: General Information 
When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health 

Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic 

information about the new Marketplace and employment­based health coverage offered by your employer. 

 

What is the Health Insurance Marketplace? 
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The 

Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible 

for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance 

coverage through the Marketplace runs from November 1, 2020 through December 15, 2020 for coverage starting as 

early as January 1, 2021. 

 
Can I Save Money on my Health Insurance Premiums in the Marketplace? 
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or 

offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on 

your household income. 

 
Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 
Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible 

for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be 

eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does 

not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your 

employer that would cover you (and not any other members of your family) is more than 9.5% of your household 

income for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the 

Affordable Care Act, you may be eligible for a tax credit.1 

 

NNoottee:: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your 

employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer 

contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for 

Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after-

tax basis. 

  
How Can I Get More Information? 
For more information about your coverage offered by your employer, please check your summary plan description or 

contact HRConnect@taylorcorp.com or 877-252-9861. 

 

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 

Marketplace and its cost. Please visit HHeeaalltthhCCaarree..ggoovv for more information, including an online application for health 

insurance coverage and contact information for a Health Insurance Marketplace in your area. 

 
 
 
 
 
 
 
 
 
 
 
1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered 

by the plan is no less than 60 percent of such costs. 

        Form Approved                          
  OMB No. 1210-0149  

(expires 6-30-2023) 
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PART B: Information About Health Coverage Offered by Your Employer  
This section contains information about any health coverage offered by your employer. If you decide to complete an 

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered 

to correspond to the Marketplace application. 
 

3. Employer name 
 

4. Employer Identification Number (EIN) 
 

 
5. Employer address 6. Employer phone number 
 
7. City 8. State 9. ZIP code 
 
 
10. Who can we contact about employee health coverage at this job? 
 
 
11. Phone number (if different from above)   12. Email address 
 

 
Here is some basic information about health coverage offered by this employer: 

• As your employer, we offer a health plan to: 

All employees.  Eligible employees are: 

 

 

 

 

 

Some employees. Eligible employees are:  

 

 

 

 

 

• With respect to dependents: 

We do offer coverage. Eligible dependents are: 

 

 

 

 

 

We do not offer coverage. 

 

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to 

be affordable, based on employee wages. 

 

** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium 

discount through the Marketplace. The Marketplace will use your household income, along with other factors, 

to determine whether you may be eligible for a premium discount. If, for example, your wages vary from 

week to week (perhaps you are an hourly employee or you work on a commission basis), if you are newly 

employed mid-year, or if you have other income losses, you may still qualify for a premium discount. 

 

If you decide to shop for coverage in the Marketplace, HHeeaalltthhCCaarree..ggoovv will guide you through the process. Here's the 

employer information you'll enter when you visit HHeeaalltthhCCaarree..ggoovv to find out if you can get a tax credit to lower your 

monthly premiums. 

 

  
 
 
 
 
 
 
 
 
 

 

x 

x 

 

x 

 

Full-time employees of Taylor. "Full-time employee" means that you work an average of at 
least 20 hours per week over the course of the Employer's applicable measurement 
period. 

 

Taylor Corporation  41-0852411 

1725 Roe Crest Drive 507-625-2828 

North Mankato MN 56003 

Manager of Benefits 

  

Legal Spouse and Dependent Children under 26 years of age. 
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General COBRA Notice

 

GENERAL COBRA NOTICE 
 
This notice contains important information about your right to COBRA continuation coverage, 
which is a temporary extension of healthcare coverage under the plan. The right to COBRA 
continuation coverage was created by a federal law, the Consolidated Omnibus Budget 
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to 
you and/or to other members of your family who are covered under the plan when you and/or 
they would otherwise lose the group health coverage. This notice gives only a summary of your 
COBRA continuation coverage rights. This notice generally explains COBRA continuation 
coverage, when it may become available to you and your family, and what you need to do to 
protect the right to receive it. For more information about your rights and obligations under the 
plan and under federal law, you should either review the plan’s Summary Plan Description or 
contact the Plan Administrator. In some cases the plan document also serves as the Summary 
Plan Description. 
 
Note you may have other options available to you when you lose group health coverage. When 
you become eligible for COBRA, you may also become eligible for other coverage options not 
provided by your employer that may cost less than COBRA continuation coverage. For example, 
you may be eligible to buy an individual plan through the Health Insurance Marketplace. By 
enrolling in coverage through the Marketplace, you may qualify for lower costs on your monthly 
premiums and lower out-of-pocket costs. Additionally, you may qualify for a 30-day special 
enrollment period for another group health plan for which you are eligible (such as a spouse’s 
plan), even if that plan generally doesn’t accept late enrollees. 
 
COBRA Continuation Coverage and “Qualifying Events” 
 
COBRA continuation coverage is a continuation of plan coverage when coverage would 
otherwise end because of a life event known as a "qualifying event." Specific qualifying events 
are listed later in this notice. COBRA continuation coverage must be offered to each person who 
is a "qualified beneficiary." A qualified beneficiary is someone who will lose coverage under the 
plan because of a qualifying event. Depending on the type of qualifying event, employees, 
spouses of employees, and eligible children of employees may be qualified beneficiaries. Certain 
newborns, newly-adopted children and alternate recipients under qualified medical child support 
orders may also be qualified beneficiaries. This is discussed in more detail in separate paragraphs 
below. Under the plan, qualified beneficiaries who elect COBRA continuation coverage 
generally must pay for this continuation coverage. 
 
If you are a covered employee, you will become a qualified beneficiary if you lose your coverage 
under the plan because either one of the following qualifying events happens: 
 
❖ Your hours of employment are reduced, or 
❖ Your employment ends for any reason other than your gross misconduct. 
 
If you are the spouse of a covered employee, you will become a qualified beneficiary if you lose 
your coverage under the plan because any of the following qualifying events happens: 
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❖ Your spouse dies; 

❖ Your spouse's hours of employment are reduced; 

❖ Your spouse's employment ends for any reason other than his or her gross misconduct; 

❖ Your spouse becomes enrolled in any part of Medicare (it is extremely rare for coverage of an 
employee’s dependents to be terminated on account of the employee’s Medicare enrollment); or 
❖ You become divorced or legally separated from your spouse. Note that if your spouse cancels 
your coverage in anticipation of a divorce or legal separation and a divorce or legal separation 
later occurs, then the divorce or legal separation will be considered a qualifying event even 
though you actually lost coverage earlier. If you notify the Plan Administrator or its designee 
within 60 days after the divorce or legal separation and can establish that the employee 
canceled the coverage earlier in anticipation of the divorce or legal separation, then COBRA 
coverage may be available for a period after the divorce or legal separation (but not for the 
period between the date your coverage ended, and the date of divorce or legal separation). But 
you must provide timely notice of the divorce or legal separation to the Plan Administrator or its 
designee or you will not be able to obtain COBRA coverage after the divorce or legal separation. 
See the rules in the box below, under the heading entitled, “Notice Requirements,” regarding the 
obligation to provide notice, and the procedures for doing so. 
 
Your covered eligible children will become qualified beneficiaries if they lose coverage under 
the plan because any of the following qualifying events happens: 

❖ The parent-employee dies; 

❖ The parent-employee's hours of employment are reduced; 

❖ The parent-employee's employment ends for any reason other than his or her gross 
misconduct; 
❖ The parent-employee becomes enrolled in any part of Medicare (it is extremely rare for 
coverage of an employee’s dependents to be terminated on account of the employee’s Medicare 
enrollment); 
❖ The parents become divorced or legally separated; or 

❖ The child stops being eligible for coverage under the plan as an "eligible child." 
 
Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a 
qualifying event. If a proceeding in bankruptcy is filed with respect to Taylor Corporation, and 
that bankruptcy results in the loss of coverage of any retired employee covered under the plan, 
the retired employee is a qualified beneficiary with respect to the bankruptcy. The retired 
employee's spouse, surviving spouse, and eligible children will also be qualified beneficiaries if 
bankruptcy results in the loss of their coverage under the plan. 
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Notice Requirements 
 
The plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan 
Administrator or its designee has been timely notified that a qualifying event has occurred. When 
the qualifying event is: 

❖ the end of employment or reduction of hours of employment, 

❖ death of the employee, 

❖ commencement of a proceeding in bankruptcy with respect to the employer,; or the employer 
(if the employer is not the Plan Administrator) must notify the Plan Administrator of the 
qualifying event within 30 days following the date coverage ends. 
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IMPORTANT: 
 
For the other qualifying events (divorce or legal separation of the employee and spouse or an 
eligible child's losing eligibility for coverage as an eligible child), you or someone on your 
behalf must notify the Plan Administrator or its designee in writing within 60 days after the 
qualifying event occurs, using the procedures specified below. If these procedures are not 
followed or if the notice is not provided in writing to the Plan Administrator or its designee 
during the 60-day notice period, any  
spouse or eligible child who loses coverage will not be offered the option to elect continuation 
coverage. 
 

NOTICE PROCEDURES: 
 
Any notice that you provide must be in writing. Oral notice, including notice by telephone, is not 

acceptable. You must mail, fax or hand-deliver your notice to the person, department, or firm 
listed below, at the following address: 

 
Sharon Koenig 

Total Rewards Director 
507-625-2828 

skoenig@taylorcorp.com 
1725 Roe Crest Drive 

North Mankato, MN 56003 
 

If mailed, your notice must be postmarked no later than the last day of the required notice 
period. Any notice you provide must state: 
❖ the name of the plan or plans under which you lost or are losing coverage, 
❖ the name and address of the employee covered under the plan, 
❖ the name(s) and address(es) of the qualified beneficiary(ies), and 
❖ the qualifying event and the date it happened. 

 
If the qualifying event is a divorce or legal separation, your notice must include a 
copy of the divorce decree or the legal separation agreement. 
 
There are other notice requirements in other contexts. See, for example, the 
discussion below under the heading entitled, “Duration of COBRA Coverage.” 
That explanation describes other situations where notice from you or the qualified 
beneficiary is required in order to gain the right to COBRA coverage. 

 
 
Once the Plan Administrator or its designee receives timely notice that a qualifying event has 
occurred, COBRA continuation coverage will be offered to each of the qualified beneficiaries. 
Each qualified beneficiary will have an independent right to elect COBRA continuation 
coverage. Covered employees may elect COBRA continuation coverage for their spouses, and 
parents may elect COBRA continuation coverage on behalf of their children. For each qualified 
beneficiary who elects COBRA continuation coverage, COBRA continuation coverage will 
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begin on the date of the qualifying event. If you or your spouse or eligible children do not elect 
continuation coverage within the 60-day election period described above, you will lose your 
right to elect continuation coverage. 
 
Duration of COBRA Coverage 
 
COBRA continuation coverage is a temporary continuation of coverage. When the qualifying 
event is the death of the employee, enrollment of the employee in any part of Medicare, your 
divorce or legal separation, or an eligible child losing eligibility as an eligible child, COBRA 
continuation coverage lasts for up to 36 months. 
 
When the qualifying event is the end of employment or reduction of the employee's hours of 
employment, COBRA continuation coverage lasts for up to 18 months. 
 
There are three ways in which the period of COBRA continuation coverage can be extended… 
 
1. Disability extension of 18-month period of continuation coverage. 
 
If you or anyone in your family covered under the plan is determined by the Social Security 
Administration to be disabled as of the date of the qualifying event or at any time during the first 
60 days of COBRA continuation coverage and you notify the Plan Administrator or its 
designee in writing and in a timely fashion, you and your entire family can receive up to an 
additional 11 months of COBRA continuation coverage, for a total maximum of 29 months. 
 
You must make sure that the Plan Administrator or its designee is notified in writing of the 
Social Security Administration's determination within 60 days after (i) of the date of the 
determination or (ii) the date of the qualifying event or (iii) the date coverage is lost due to the 
qualifying event, whichever occurs last. But in any event the notice must be provided before 
the end of the 18-month period of COBRA continuation coverage. The plan requires you to 
follow the procedures specified in the box above, under the heading entitled “Notice 
Procedures.” In addition, your notice must include 

❖ the name of the disabled qualified beneficiary, 
❖ the date that the qualified beneficiary became disabled, and 
❖ the date that the Social Security Administration made its determination. 
 
Your notice must also include a copy of the Social Security Administration’s determination. If 
these procedures are not followed or if the notice is not provided in writing to the Plan 
Administrator or its designee within the required period, then there will be no disability 
extension of COBRA continuation coverage. 
 
2. Second qualifying event extension of 18-month period of continuation coverage. 
 
If your family experiences another qualifying event while receiving COBRA continuation 
coverage, the spouse and eligible children in your family can get additional months of COBRA 
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continuation coverage, up to a maximum of 36 months (including the initial period of COBRA 
coverage). 
This extension is available to the spouse and eligible children if, while they and the covered 
former employee are purchasing COBRA coverage, the former employee: 
 
❖ dies, 
❖ enrolls in any part of Medicare 
❖ gets divorced or legally separated. 
 
The extension is also available to an eligible child when that child stops being eligible under the 
plan as an eligible child. 
 
In all of these cases, you must make sure that the Plan Administrator or its designee is notified 
in writing of the second qualifying event within 60 days after (i) the date of the second 
qualifying event or (ii) the date coverage is lost, whichever occurs last. The plan requires you to 
follow the procedures specified in the box above, under the heading entitled “Notice 
Procedures.” Your notice must also name the second qualifying event and the date it happened. 
If the second qualifying event is a divorce or legal separation, your notice must include a copy of 
the divorce decree or legal separation agreement. 
 
If these procedures are not followed or if the notice is not provided in writing to the Plan 
Administrator or its designee within the required 60-day period, then there will be no 
extension of COBRA continuation coverage due to the second qualifying event. 
 
3. Medicare Extension for Spouse and Eligible Children. 

 
If a qualifying event that is a termination of employment or reduction of hours occurs within 18 
months after the covered employee becomes entitled to any part of Medicare, then the maximum 
coverage period for the spouse and eligible children is 36 months from the date the employee 
became entitled to Medicare (but the covered employee’s maximum coverage period will be 18 
months). Shorter Maximum Coverage Period for Health Flexible Spending Accounts 
The maximum COBRA coverage period for a health flexible spending arrangement (health 
“FSA”) maintained by the employer ends on the last day of the cafeteria or flexible benefits plan 
“plan year” in which the qualifying event occurred. In addition, if at the time of the qualifying 
event the employee has withdrawn (during the plan year) more from the FSA than the employee 
has had credited to the FSA, no COBRA right is available at all. 
 
Enrolling in Medicare instead of COBRA after group health plan coverage ends 
 
In general, if you do not enroll in Medicare Part A or B when you are first eligible because you 
are still employed, after the Medicare initial enrollment period, you have an 8-month special 
enrollment period to sign up for Medicare Part A or B, beginning on the earlier of 

❖ The month after your employment ends; or 
❖ The month after group health plan coverage based on current employment ends 
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If you don’t enroll in Medicare and elect COBRA continuation coverage instead, you may have 
to pay a Part B late enrollment penalty and you may have a gap in coverage if you decide you 
want Part B later. If you elect COBRA continuation coverage and later enroll in Medicare Part A 
or B before the COBRA continuation coverage ends, the Plan may terminate your continuation 
coverage. However, if Medicare Part A or B is effective on or before the date of the COBRA 
election, COBRA coverage may not be discontinued on account of Medicare entitlement, even if 
you enroll in the other part of Medicare after the date of the election of COBRA notice. 
 
If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will 
generally pay first (primary payer) and COBRA continuation coverage will pay second. Certain 
plans may pay as if secondary to Medicare, even if you are not enrolled in Medicare. 
 
For more information visit https://www.medicare.gov/medicare-and-you 
 
OTHER RULES AND REQUIREMENTS 
 
Same Rights as Active Employees to Add New Dependents. A qualified beneficiary generally 
has the same rights as similarly situated active employees to add or drop dependents, make 
enrollment changes during open enrollment, etc. Contact the Plan Administrator for more 
information. See also the paragraph below titled, “Children Born or Placed for Adoption with 
the Covered Employee During COBRA Period,” for information about how certain children 
acquired by a covered employee purchasing COBRA coverage may actually be treated as 
qualified beneficiaries themselves. Be sure to promptly notify the Plan Administrator or its 
designee if you need to make a change to your COBRA coverage. The Plan Administrator or 
its designee must be notified in writing within 30 days of the date you wish to make such a 
change (adding or dropping dependents, for example). See the rules in the box above, under the 
heading entitled, “Notice Procedures,” for an explanation regarding how your notice should be 
made. 
 
Children Born to or Placed for Adoption with the Covered Employee During COBRA Period. 
A child born to, adopted by, or placed for adoption with a covered employee or former employee 
during a period of continuation coverage is considered to be a qualified beneficiary provided 
that, if the covered employee or former employee is a qualified beneficiary, the employee has 
elected COBRA continuation coverage for himself or herself. The child’s COBRA coverage 
begins when the child is enrolled in the plan, whether through special enrollment or open 
enrollment, and it lasts for as long as COBRA coverage lasts for other family members of the 
employee. To be enrolled in the plan, the child must satisfy the otherwise applicable plan 
eligibility requirements (for example, age requirements). Be sure to promptly notify the Plan 
Administrator or its designee if you need to make a change to your COBRA coverage. The 
Plan Administrator or its designee must be notified in writing within 30 days of the date you 
wish to make such a change. See the rules in the box above, under the heading entitled, 
“Notice Procedures,” for an explanation regarding how your notice should be made. 
 
Alternate Recipients Under Qualified Medical Child Support Orders. A child of the covered 
employee or former employee who is receiving benefits under the plan pursuant to a Qualified 
Medical Child Support Order (QMCSO) received by the Plan Administrator during the 
employee’s period of employment with the employer is entitled the same rights under COBRA 
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as an eligible child of the covered employee, regardless of whether that child would otherwise be 
considered a dependent. Be sure to promptly notify the Plan Administrator or its designee if 
you need to make a change to your COBRA coverage. The Plan Administrator or its designee 
must be notified in writing within 30 days of the date you wish to make such a change. See the 
rules in the box above, under the heading entitled, “Notice Procedures,” for an explanation 
regarding how your notice should be made. 
 
Are there other coverage options besides COBRA Continuation Coverage? 
 
Yes, other coverage options not sponsored by your employer may be available. Instead of 
enrolling in COBRA continuation coverage, there may be other coverage options for you and 
your family through the Health Insurance Marketplace, Medicaid, or other group health plan 
coverage options (such as a spouse’s plan) through what is called a “special enrollment period.” 
Some of these options may cost less than COBRA continuation coverage. You can learn more 
about many of these options at www.healthcare.gov. 
 
If You Have Questions 
 
Questions concerning your plan or your COBRA continuation rights should be addressed to the 
contact or contacts identified below. For more information about your rights under ERISA, 
including COBRA, the Health Insurance Portability or Accountability Act (HIPAA), and other 
laws affecting group health plans, contact the nearest Regional or District Office of the U.S. 
Department of Labor's Employee Benefits Security Administration (EBSA). Addresses and 
phone numbers of Regional and District EBSA Offices are available through EBSA's Web site at 
www.dol.gov/ebsa.” 
 
Keep Your Plan Informed of Address Changes 
 
In order to protect your family's rights, you should keep the Plan Administrator or its designee 
informed of any changes in the addresses of family members. You should also keep a copy, for 
your records, of any notices you send to the Plan Administrator or its designee. 
 
Plan Contact Information 
 
Sharon Koenig 
Total Rewards Director 
507-625-2828 
skoenig@taylorcorp.com 
1725 Roe Crest Drive 
North Mankato, MN 56003 
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WOMEN’S HEALTH AND CANCER RIGHTS NOTICE 
 

Taylor Corporation Employee Health Care Plan is required by law to provide you with the following 
notice: 
 
The Women’s Health and Cancer Rights Act of 1998 (“WHCRA”) provides certain protections for 
individuals receiving mastectomy-related benefits. Coverage will be provided in a manner determined in 
consultation with the attending physician and the patient for:  
 
• All stages of reconstruction of the breast on which the mastectomy was performed;  
• Surgery and reconstruction of the other breast to produce a symmetrical appearance;  
• Prostheses; and  
• Treatment of physical complications of the mastectomy, including lymphedemas.  
 
The Taylor Corporation Employee Health Care Plan provide(s) medical coverage for mastectomies and 
the related procedures listed above, subject to the same deductibles and coinsurance applicable to other 
medical and surgical benefits provided under this plan.  
 
If you would like more information on WHCRA benefits, please refer to your  or contact your Plan 
Administrator at: 
 
Manager of Benefits 
507-625-2828 
  

Women’s Health and Cancer Rights Notice
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