X TRANSPORTATI®N, INC.

Quahfymg Event Benetits Notes

Star benefit options: Gold health plan Dental, Life

- insurance, and free vision with Gold plan election.
Changes made to your insurance will be retroactive so

- they will start on the date of your event.

kEx Any form you return must be completed in full.
For example if you are adding someone to your benefits

~ and you already have people on it make sure you put them
- on the form also. This change form w111 replace any older
forms on ﬁle'***"‘**

Y ou must include proof of your event. For example:
marriage — send marriage certificate
loss of coverage — send proof from old coverage that

shows when it started and when it ended
birth — send birth certificate
send copies of proof in with the change forms.

Since you have thirty days from your event date to make
changes please remember there will be retro premiums
coming out of your check along with your new weekly

premium amount.

FP.O. BOx 100825 * NASHVIRLE, TN 37224 * [(615) Z56-43236 * {800 233-3060 zé gea(.ﬁwgﬂ




TRANSPORTATION, INC.

Once you send in your change request it may take a little
~while to process it through all of the steps and
departments here and at the insurance company

Benefit Pricing is included in this change of coverage
| | Packet

***Medical, Dental, Vision Plan Complete Plan
Book:www.startransportation.com click on Driver’s then on Benefits®***

Star uses a PPO network for doctors and hospitals. This is a network of providers that give us a
discounted rate. Using providers from this list will help you to keep costs lower.

The PPO network can be accessed at www.multiplan.com . You may also call 1-800-877-4761.
- *%*kAgk First - For Mississippi residents use www.mpen-ms.com or 1-800-931-8533.

*¥% The PPO network is not for vision, or dental care. You may
go to any dentist or vision care professional you choose.

***Star does not have a yearly open enrollment option. You may
downgrade your choices, or drop people from the plans you have
chosen, you cannot upgrade or add dependents unless you meet the
criteria below.

P.O. Box 1005235 * NASHVILLE, TN 37224 * (615} 256-4336 * (00 333-3060 }é?}’.‘iﬂ&?:m
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TRANSFPORTATI®N, INC.

- Qualifying events:

_ Qualifying events (Marriage, Divorce, Birth, Death, Adoption, Loss of credible
“coverage at no fault of the plan member, Spouse-coverage changes, Etc.) These
events allow you to change your insurance options and add dependents. You only
have thirty days from the date of change to notify us, fill out the forms, and
provide the documentation required for the change. -

It you can not turn in these forms and the proot ot change In
person, there are four other options available. Mail them to:
" Star - Transportation ' ‘ '

Attn:  Brooke Ford

1116 -Polk Ave.

Nashville, TN 37210

F_aX to Attn: Brook Ford at 615_-255-8674
E-mail them to bford@startransportation.com

Put them in a trip pack envelope with Attn: Brooke on the front
Please let me know if you have any questions or need help with the forms.

" Thank you,
Brooke Ford
Employee Benefits Specialist
Star Transportation, Inc.
~ Phone # 615-324-5492
Fax# 615-255-8674

IMPORTANT: This facsimile transmission contains confidential information, some or all of which may be protected
health information as defined by the federal Health Insurance Portability & Accountability Act (HIPAA) Privacy
Rule. This transmission is intended for the exclusive use of the individual or entity to whom it is addressed and may
contain information that is proprietary, privileged, confidential and/or exempt from disclosure under applicable law.
If you are not the intended recipient (or an employee or agent responsible for delivering this facsimile transmission
to the intended recipient), you are hereby notified that any disclosure, dissemination, distribution or copying of this
information is strictly prohibited and may be subject to legal restriction or sanction. Please notify the sender above
to arrange the return or destruction of the information and all copies.

F.O Bax 1RI8S25  ° NaSHVILLE, TN 27224 * (615 256-4336 * (BOO) 333-3060 }ésm
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If you can not turn in these forms and the proof of change in 
person, there are four other options available. Mail them to:
	Star Transportation
	Attn: Brooke Ford
	1116 Polk Ave.
	Nashville, TN 37210
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Fax to Attn: Brook Ford at 615-255-8674

E-mail them to bford@startransportation.com

Put them in a trip pack envelope with Attn: Brooke on the front


STAR TRANSPORTATION, INC EMPLOYEE ENROLLMENT FORM FOR NORTH AMERICA ADMINISTRATORS, L.P. T.P.A.

Change of Benefit: OTR Hire Date: Date of Change: _ What Changed:
EMPLOYEE NAME: LAST.  FIRST Ml |ss# DATE OF BIRTH SINGLE Ll MALE
S MARRIED [_] FEMALE []
EMPLOYEE MAILING ADDRESS - _ o . City s B ST Zip Code EMPLOYEE PHONE #
Medical coverage (Gold Plan including vision):
[ ]Yes | want medical coverage. Do you smoke: ? [ No I do not want medical coverage.
Dental coverage | . |
_u Yes | want Dental coverage. . _u No | do not want dental coverage.

*If you answered no to both coverage questions skip to the bottom of this form - Sign and date it.
**Fill in below only if you want to cover a spouse (legal marriage only) or child(ren) on medical or dental.

***Eligible children are natural, step, foster, adopted, assigned custody, and forever dependents.
Dependent children can be covered up to age 26, eligible forever dependents no age limit.

SPOUSE NAME  (Provide a marriage certificate if your last names are different.} SS# Date of Birth MM/DD/YY | SEX | Smoker| Medical | Dental
: M Yes Yes Yes
F No No No
Child’s Name SS# Date of Birth _<__<__.._u_u_,<< SEX| 8Smoker] Medical | Dental
: M Yes Yes| Yes
Cir¢le One: Natural Step Foster Adopted Assighed Custody Forever Dependent F No No No
Child's Name SS# Date of Birth MM/DD/YY | SEX| Smoker | Medical | Dental
, - - M Yes Yes| Yes
Circle One: Natural  Step Foster Adopted Assigned Custody Forever Dependent F No No No
Child's Name S5# Date of Birth MM/DD/YY | SEX| Smoker| Medical | Dental
J : : M Yes Yes Yes
Circle One: Natural Step Foster  Adopted Assigned Custody Forever Dependent F No No No
Child’s Name SS# Date of Birth MM/DD/YY | SEX| Smoker| Medical | Dental
= M Yes Yes Yes
Circle One: Natural Step Foster  Adopted Assigned Custody Forever Dependent F No No No
Are you, your spouse, your children, step children, or other dependents covered by any other medical or dental insurance?  Yes No

EMPLOYEE SIGNATURE _ _ _DATE




STAR TRANSPORTATION, INC

Statement of Health Plan Understanding

Please read the information below. You are to read and sign that you understand. This does
not say that you have one of these right now. It is explaining what they are and what they
~ mean to your insurance options.

I understand that once plan options are elected, | must make changes during my grace period
(hire date through effective date of insurance plus 30 day trial period), or within 30 days of
' qualifying events (see examples below). '

1. Marriage.
2 Divorce
‘- 3. Death-
4. Birth of a child.
| 5. Adoption of a child
| 6, Loss of Coverage at “no fault” of mine or my spouse’s.
(This does NOT include reduction of benefits or increase in
empioyee contributions/premiums by this sponsored |
health plan or that of my spouse).
7. Any other US-Department of Labor defined

qualifying events.

I also understand Star Transportation does not have yearly open enroliment to
make plan changes.

SIGNATURE DATE

Star Transportation, Inc. *N O T i C E * of Privacy Practices

Your name and signature on this sheet indicate that you have received a copy of Star Transportation, Inc.’s Notice of
Privacy Practices on the date indicated. If you have any questions regarding the information set forth in the Notice
of Privacy Practices, please do not hesitate to contact Bill Harris, Vice President of Risk Management and Privacy

Officer at 800-333-3060.

Name: (Please Print):

Signature: Date:




STAR TRANSPORTATION, INC EMPLOYEE ENROLLMENT FORM FOR THE HARTFORD GL-675090
Change of Benefit: OTR Hire Date: Date of Change: What Changed:
Employee Name:Last First M.l SS# D.0.B. Phone# @Mﬁm_m!.
Mailing Address: Gy ST Zip Code wnde = Did you elect Medical coverage?

Yes | elected medical coverage and | have $15,000 in company paid life insurance on myself. | would like my beneficiary of this basic
policy to be: Name . This person is my(Mother, Wife, Brother, Etc.)

***If you did not elect medical coverage ***You must purchase supplemental life to have life insurance coverage through Star.

hhkk

mCUU_mBmsﬁmm life Insurance coverage. If you do not want to purchase life insurance coverage for yourself skip to the

bottom of this form and sign and date it.

Yes [ want to purchase life _smcﬂm_nom coverage for myself in the amount of $10,000 $20,000 $30,000 $40,000 $50,000 $60,000 $70.000
$80,000 $90,000 $100,000.0r you may purchase up to 5X your yearly salary with additional paperwork, if you would like to do this check here D

***Fill in below only if you want to elect life insurance coverage for a spouse (legal marriage only), child(ren) under
25 years of age, or forever dependents: | want to purchase life insurance coverage for my spouse in the amount of:

$10,000 $20,000 $30,000 Spouse's name Date 6f Birth Male___or Female

Yes | want to purchase life insurance coverage for my child(ren) in the amount of $ 10,000.00 per child.
Child: Last First MI | Date of Birth | Sex: M F | Child: Last First MI | Date of Birth Sex:M F
Child: Last First MI | Date of Birth | Sex: M F | Chiid: Last . First Ml | Date of Birth | Sex:M F

“*Please be aware that you are the beneficiary of any spousal or child life insurance elected above and your life insurance should be paid out
using the following instructions in the event of your death: One Beneficiary 100%, more than one Beneficiary split up the 100%)

Primary Beneficiary's Name mm"mgo:m:mv” D.O.B. SS#
Address: . . Benefit Percent’ ____ %

Primary Beneficiary's Name Relationship: D.O.B. SS#
Address: Benefit Percent: %

*OPTIONAL* You may elect Contingent Beneficiary (s) to inherit in the place of your Primary Beneficiary (s) if they have passed away. One Beneficiary 100%,
more than one Beneficiary split up the 100%)

Contingent Beneficiary's Name Relationship: D.0B.
Ss# Address: | Benefit Percent: %
Contingent Beneficiary's Name . Relationship: Date of Birth - SS#
Address: Benefit Percent: %

I hereby apply for the coverage's | have indicated above on behalf of myself and all dependents listed, and | authorize iy efftployer to make the appropriate deductions, if any, from my wages to
pay for my share of the cost. | understand that the coverage's available to me are in accordance with the provisions of the contract between Hartford Life and my Group Plan.

| hereby dedline the coverage's offered to me. | understand that if | desire to apply for any coverage's at a later date, | will be required to furnish, at my own expense, medical evidence in sup-

port of insurability, that is satisfactory to Hartford Life, before my coverage will become effective. SIGNATURE DATE




Spouse (smoker)

*****)lmo—lcﬁ****

Bach Dependent (non-smoker)
Each Dependent (smoker)

$23.00 per week
$33.00 per week
$39.00 per week
$49.00 per week

$24.00 per week -

$34.00 ..umﬁ week

OoSbwmamamEo Medical and Vision Insurance:
Employee {non-smoker)
Employee (smoken)

Spouse (non-smoker)

Example

Employee $33.00

4

1 Daughter $24.00

-+

1 Son $24.00

Weekly Medical Total $81.00

WEERLY TIFE

Single Coverage
Single plus One
Family Coverage

Dental Insurance:

$4.04 per week

$7.79 per week
$11.95 per week

PQ@ % 0, 000.00 b 0.000.00 b 0.000.00 b 40.000.00 h 0.0080.00 » 60 000.00 3 0.600.00  80.000.00 $ 90,000.00 D 00,000.00

<30 $ 021|% 04213 0621% 083|% 1.04 | % 125§ 1.45 1.66 2.08

30-34 3 02818 055 (% 0.831% 1S 13818, 16618 1.84[ Lo 2228 :

35-39 [] 035]% 0695 1.04 | § 138 % 17318 2.08 (% $

40 - 44 $ 0.42]% 0.831% 12518 T 1665, .- -2.08.[ 8. 19]:5: 2 18

45 .49 $ 086}% 172 % 258|% 344 1% 4301 % 3 $

50 - 54 $ 1481% 2961 % 444 F8 00208 740§ 18 18

55 -59 $ 2381 % 4761 % 714 1% 952 1% 11.90 ( $ 5 ]

80 - 64 $ 3.131% 6261(% 9.39(% 1262 [ % . 15.65:(.8. 5. 13

65 - 69 ] 461]% 9228 13.83 | § 18.44 [ & 23.0518% % $ $

70-74 $ 14438 2866 | % 43200% B77218 7215 | & 815 18- $ . . 14430

75-99 3 443715 2886 3 3518 577215 727513 5 T $ 14430
Guaranteed amount of coverage Employee $100,000 “The maximum per family weekly deduction is 140.00{medlca! only}*
Maximum amount of coverage . Spouse $30,000

To calculate your weekly deductions:

Add your weekly medical total to your weekly dental cost, then add any life insurance you elected for <o:_.mm__"

you are oo<m:_._m n:__a_.m: add $0.42 per week.

Maximum amount of coverage for Child(ren} Is-$10,000 and the price is $0.42 a week

plus any election for your spouse, and if




INSURANCE

' You and your family are offered a wide choice of insurance benefits with our company.

Eligibility is dependent upon several factors and is effective the 1st of the month following 60 consecutive
days of employment.

There is much more to this plan and some restrictions apply, attached you will find a Schedule of Benefits.

COMPREHENSIVE MEDICAL INSURANCE

Medical benefit premiums; deductibles and co-payments are dependent on a number of factors.
One of the most important of these is YOU! Premium discounts are provided for non-smokers.
Lower deductibies are offered if you and /or your dependents use physicians and hospitals within

-our PPQ network.

Gold Medical Plan Includes the following:

LIFE INSURANCE

1. Basic Life Insurance Benefit $15,000.00
2. Accidental Death & Dismemberment Benefit ... $15,000.00
VISION BENEFITS -

Y% Payable e, Gold 80%

Maximum ANNUAT BEIE «.eu.uiiiirrit e iet et et e ee e ee e ee e e e e et e e e e s $225.00
LAB ONE BENEFIT

Outpatient laboratory charges billed by LabCne ettt anenaeaans 100%

This is a summary for information purposes only. If there are any discrepancies between this summary and the
plan document, the plan document will prevail.

JPharmacy Deductible  eeeetiasiiaates et retanriaera et resantanrantnrreran aasees $50.00 per person
Pharmacy Co-Pay (30 day supply maximum) :
GereTIC e $15.00 or 20% whichever is greater
Formulary Brand e eretiees rrerteranane . $35.00 or 30% whichever is greater
Non-Formulary Brand e $50.00 or 35% whichever is greater

Mail Order (90 day supply maxium)
$35.00 or 20% whichever is greater

GeREriC e
Formulary Brand et et et et tre e tae e et ettt e paaeeananenan $65.00 or 30% whichever is greater
Non-Formulary Brand e $95.00 or 35% whichever is greater

DENTAL BENEFITS ARE AVALIBLE (IF ELECTED)

ICalendar year deductible - Class B & C ohly.

Per Individual e e $50.00

PerFamily e ettt e taet et e aaeaans $150.00

{Calendar year deductible - Class D only.

PerIndividual e $100.00

I% Payable /

Class A - PTeVENtIVE ....cocviiiiiiiiiiii et 100%

Class B - Basic oo e e 80%

Class C - MaJOT Lottt e 70%

Class D - Orthodontia  ......ooieiiiiieeee et 5%
' IMaximum Benefits Payable: :

Annual Maximum Benefit (Class A, B, and C combined) ..o, $1,250.00

Lifetime Maximum Benefit (Class D) erertiereeiirareenneernnerneness  $1,000.00




GOLD PLAN-A
‘ Schedule of B

enefits

COMPREHENSIVE MEDICAL BENEFITS

Lifetime Maximum Benefit i, $1.000,000.00
(All conditions - Other internal limits may apply)
Lifetime Maximum - Transplant $150,000.00
Lifetime Maximum -TMY $1,000.00
Annual Maximum - Prescription Benefit e, -$10,000.00
Annual Maximum - Podiary $500.00
o PPO NON-PPQ L
Deductible: Benetiis Benetits
Individual  .evveiienr e e ) ' i VX
Family e e e i cid s rre e e nearan s it nn $2,000 $3,000
Out-of-Pocket Maximum: (excludes deductibles)
Individual ..o s e $3,500 $25,000
Family e e $7.000 $50,000
After the Individual (or Famiiy) Out-Of-Pocket Maximum has been reached for the calendar year, the Plan will
pay 100% of subsequent covered expenses incurred by the individual (or family) during the remainder of that
calendar year. Except where there is other-secondary coverage for the same illness or injury, the Plan will
continue to pay at the applicable 80%, 70%, or 50% co-insurance percentage.
Benefits will be paid at the PPO level for Covered Expenses incurred for radiology, anesthesiology, pathology,
and laboratory, provided services are performed in a PPO Network facility or when services are upon referral
by a PPO Physician. o _
If services are not offered by a Preferred Provider or if a Covered Person is traveling outside of the geographical
area (more than 50 miles) of the Preferred Provider Organization, benefits will be paid as if the provider was in the
Preferred Provider Organization, o
Subject to Subject to
Inpatient: Deductible Deductible
Eoom, Board & Ancillaries — eoeeeeeeeeeeeeee e, 3 30%
Surgery (Physician Charges) ..oiveeiieeieee e eeiae 80% 50%
Physician Visits in Hospital =~ L. 80% 50%
Skilled Nursing Facility Lo e er e e 80% 50%
Outpatient .
DIagnostic SeRAY & LD e 80% 50%
—refer to Lab One Benefit
Surgery-Short Stay Unft or =~ Lo 80% 50%
Outpatient Department
Home Health Care/Hospice ~  .vvvieiiie oo, 80% 50%
All other eligible charges e 80% : 50%
Not subject to Deductible: Subject to Deductible:
Physician Office ™ e, 100% afier $25 per visit :
co-payment up to a maximum 50%
payment of $100
balance at. 80%
PPO NON-PPO
] Benefits Benefits
Allergy Infections e A o
not subject to deductible
- Emergency Room Charges  .............. bermrmrerrrrtereereneesbanaane 80% 50%
$250 $250
co-pay per visit co-pay per visit
Routine Diagnostic e 100% up to the maximum 70%
Mammogram Benefit per schedule
Routine Pap Smear Benefit .o, 100% after $25 per visit 70% up to max
up to max of $100 $100
Annual Physical e eee e 100% after $25 per visit 70% up to max
Exam Benefit co-pay up to max $350 $350
Routine Weil Child Care L. e eeeeees e, 100% after $25 per visit 70% up to max
' $350

_ co-pay up to a max $350
Well Child Care-Expenses for routine health supervision, examinations and immunizations, are covered for children 0-6.




TRANSPORTATI®N, INC.

For your benefits to work properly you will need to
provide me (before your enrollment date) or the
insurance company (after your enrollment date) with a

- little information:

Please send in a copy of your certificate of prior coverage. That is a letter
from your previous insurance company listing who was covered and the

dates they were covered for.

If you do not have prior insurance coverage you will need to write a letter.
Please put your name and social security number at the top. List everyone
that you are putting medical coverage on including yourself. Then list every
- doctor and every prescription for the last six months for each person starting

- -from your hire date going backwards. If there have been no doctor visits or

prescriptions write that down.

Mailing Addresses: ,
North America Administrators P.O. Box 1984 Nashville, TN 37202

Or

Star Transportation ~ Attn: Brooke Ford  P.O. Box 100925
Nashville, TN 37224

Thank you,
Brooke Ford Employee Benefit Specialist  615-324-5492

* NASHVILLE, TN 37224 * (615) 256-4336 * (800) 333-3050 )ﬁ%ryoar:zm

P.O. Box 100925




PLANNAME: STAR Group Benefits
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION AB

NOTICE OF PRIVACY PRACTICES

OUT YOU MAY BE USED AND DISCLOSD AND HOW YOQU CAN GET ACCESS TO

Effective Date: April 14, 2004

THIS INFORMATION, PLEASE REVIEW IT CAREFULLY.

' in your best interest,

For Health Oversight Activities.. The Plan may

¥ Practices ("Notice™} deseribes the Plan's privacy practices, its legal duties, and your tightsconcc_miug your
how your PHI may be Jawfully used and disclosed by the Plan and how you can get access 1o it. !’lease revicw
you have any questions about the contents of this Notice, pleass contact the Plan's Privacy Official. Pleasesec

Introduction . N

What js this Notice? This Notice of Privac,
protected healthinformation ("PHI”), including
this Noticé carefully, Any Questions? Should

* the end of this Notice for contact information.

Ceneral Inl‘ormztion__‘. ’
will make surc that your PHI remains private and confidential _;a_c_gg!,ﬂ,;_mw

What wil the Plan do with my health information? The Plan
the law; and will follow the privacy practices detailed in this Notice while it is in effect,
“The Plan reserves the right to change its privacy practices. The Plan reserves the sight to change its privacy practices and the terms c:i' this Notice at any
disclosure of PHI that the Plan maintains, including PHI the Plan created or received before it made the
its pri i vpdated Notice,

time; and to change its privacy practices for the use and
changes. Beforeth 2 significant ehanwe in its privacy practices, the Plan will revise this Notice and

You may request a copy of our Notice at any time. Formore information about the Plan's privacy practices, or for copies of this Notice, please contact the

Plan’s Privacy Official.
Uses And Disclosures Of Health Information
you or your personal representative for any purpose. The Plan must disclose your PHI 10 you or
use and disclose your PHI for purposes of

To the Covered Individual. The Plan may disclose your PHI (o
your personal representative vpon request;  For Treatment, Fayment, and Health Care Operations: The Plan may
treatment, payment, and health care operation, as those tenms are defined in the Jaw, For example:
Treatment: The Plan may disclose your PHI to your doctor or ather health care provider to allow for your treatment.
Pavment: The Plan may use and disclose the minimms necessary PHI to pay claims for services provided {o you by a physician, hospital, or other
provider, or to detemmine your eligibility for benefits under the Plan,

Health Care Opergtion: TbePhnmyus:anddiscloselhcminﬁmﬁmccmryPﬂl 1o conduct quality assessment and improvement activities, to
engage in care coordination Or case management, to manage the admiristration of the Plar, and for similar operational purposes.

akodixhscﬂwmhimxmnmmq?ﬂ!manyinmmmmmﬁswh&hhmaﬂmomﬁmm

‘ 'OrganizedHcaIIhCafeAnanguﬂcnu. The Plan may . =
group health plans maintained by the same cmployer to cairy out the Plan's health care operation activitics.,

that provide benefits under the Plan or with other
family member, fiend, or other person to the extent necessary to help with your care or payment

" To Family and Friends. The Plan may disclose your PHI to 2
the Plan determines that 2 medical emergeacy or other situation indicates that disclosure would be

for bealth care if you agres or, if you are unavailable to agres,
y disclose the minimum necessary PHI to your employer to permit the employer, in its capacity as Plan administrator, to perform

_Fo the Employer. The Plan ma
Plzn administration functions.

To Business Associates of the Plan. The Plan may disclose the minionm necessary PHI 10 service providers, known as business assoclations who perform
various functions on behalf of the Plan, The Plan will take appropriate steps to easure that the business associates will safeguard your PHL

may use the minipaum necessary PHI or disclose the minimum necessary PHI fo a business associate o create

To Create De-Identified Information. The Plan
data that the health information is no bonger individually identifiable.

“de-ideatified information™ by removing sufficient
As Required by Law. The Plan imay use or disclose PHI when the Plan is required to do so by law.
For Public Health Activities. The Pfan may disclose the minfaum necessary PHI to public health authorities authorized to receive the information for purposes
of preventing or controlling disease, injery or disability, or to the appropriate authorities to report child abuse or neglect. )

) ] . e
To Report Victims of Abuse, Neglect or Domestic Violence, In cextain circumstances, the Plan may disclose your PHI to appropriats authoritigs, it
reasonably believes you are a victim of abuse, neglect, or domestic violence, _ : T
disclose ﬂ:cmm:mum necessary PHI w health oversight agencics authorizéd to overseo the health cars syster

or entitics subject 1. govemment regulatory p

-

In Response to Judicial aud Aduwiaistrative Procesdin

To Law Enforcem_e_nt OfﬁualsUndcroatamcondidoug, the Plin inay disclose limited PHI ica Iaw a:fotcar;cn:oﬂicfal fo"oaiainlaw enforcement -




5

* In the Event of Death, The
" determing catsse of death r fo Cariy out other Jegally authorized duties.

" certain cicumstinces. The Plan ma

- AddréSs: StarTraisportation; fac 1116 Polkc Ave; Nashville, TH 37210

The Plan may disclose your PHI to a modical examiner or coronée(and if legally 2uthorized, a funer director) for identification, to

For Cadaveric Organ, Eye or Tissue Donation. The Plan may disclase the minfrum fiecessary PHI to facilitate organ, cye or tissuc donation and

" transplantation. ..
To Prevent Serious Threat Ta Health or Safety. The Plan may disclose the minjmum necessary PHI to appropriate authoritics, if it believes disclosure s

necessary to prevent oilessen a scrious and imminent threat 1o the health or safety of 2 pesson or the public,

. ForMilitary and Rational Security Purposes, The Plan may disclosc 1o military authorities the migimum necessary PHI of Armed Forces personned under

y disclose the minimum necessary PHI to authorized federal officials for lawful intelligence, counterintellizence, and other

national securityctivities, .
_For Workers' Compensation. The Plan may disclose PHI as authorized by and 1o the extent necessary 1o comply with laws relating to workers' compensation
orsimilar programs, ot ’ . ;

o

To The US. Department of Health and Human Services. The Plan must disclose PHI upon request to the Secretary of the U_S, Depanment of Health and

Human Services for purposes of determining the Plan’s compliznce with federal privacy Jaws.
By Written Authorization, Exceptas dacn‘be& above, the Plan snay use or disclose your PHI only if jt has reccived-a writien authorization from you or your

authorized personal representative. You or your personal representative may revoke the suthorization in writing at any time, but that sevication will not affect

any permitted use or disclosure while the authorization was in effect.

Your Individual Riohts.
You fave the following rights with respect 10 the ways in which the Plan maintains, uses, or discloses your health information:

Right to-Tuspect and Copy. You have the right to vicw and receive copies.of your PHI kept in the Plan’s desizzated recond set for you (with some Jimited

' 'uccpﬁ_ons). The Plan will provide the information 10.you in the format you request unless the Plan determines that the request is unreasonable:

. You must make a request in wrjting to obtain access to or.get copies of vour PHL. You may obtain 2 request form by contacting the Plan’s Privacy
Official. The request form conlains additional information about procedures and charges for obtaining your secords.

Right 1o Obtaia List of Certain Disclosures. You have the right 1o receive a list of all instances in which the Plan disclosed your PHI for purposes OTHER
THAN treatment, payment, health care operations and certain other activities. The Plan will provide you with the date of the disclosure, the name of the person
or eatity to whom the Plan disclosed your jaformation, a description of the information the Pian disclosed, the reason for the disclosure, and certain other

information. You may obtain 2 request form.from the Plan’s Privacy Official. Thic request form contains additional information and procedures,

Right to Request Restrictions on Use or Disclosures. You have the right to request restrictions on the use or disclosure of your PHL. The Plan is not required
1o agrec to these additional restrictions, but if the Plap does agres, the Plan will abide by the agrecment (exeept in an emergency). The Plan will not be boand

priess the azreement §s i writing and sioned by the Privacy Official.

‘Right to Relquest Confidential Commmunication. You kave the right to roquest that ihe Plan communicate with you about your PHI by ineans other than the
phone numbers or address contained in the Plan’s records. You must inform the Plan that commuuication by other means or at other Jocations is required to

avoid cadangering vou. You nrust make your request in writing. The Plan will accommodate your request if it is reasonable, i€ it specifies the dther means or
. location, 2nd provides a satfsfactory explanation of how payments for services will be handled,
.Right to Amend. You bave the right to request that the Plan amend your PHL Yeur request must be in writing, and #t must explain why the information should
Official for more information and procodures for

beamended. The Plan may deny your roquest under certain cimumstances. Please contact the Privacy

amending your health information.
Right to Have Writter Notice 6f this Form. If you receive this Notice on m:rvmbsitcﬁfbxc!aamic mil(o-mail).wu are eatitled to receive this Notice in

wiitten foom upon request.

Oucc‘t:ions And Comglzints

Who should I contact if I have questions about the Plan's privacy practices? ITyou want more information about these privacy practices or have questions

- or conceas abaut this Notice, please contact the Plan's Privacy Official.
"What if [ have a complaint about the Plan's privacy practices? If you are concemed that the Plan may have violated your priva'cx.,lights, or you disagree with

a decision the Plan makes about aceess to your PHI, an accounting of disclosures, a request to-amend, or 2 request to regtrict the usé or disclosure of your PHI,
you muay file a complaint with our Privacy Official. Yot also may subruit a written complaint fo the U, S. Departrdent of Health‘and Human Services.

"Will I be penalized if I filé  complaint? You will not be penalized i you choose 16 fika comphint with the Plan o withifiz U, S: Depastinent of Healthand.

Contact Information ~ - ’ o - .

3 ' Office Telepbongz 6153245456 - - . -0 T

-




TRANSPORTATI®N, INC.

Example of welcome letter included with you insurance cards to be mailed to your
home before your insurance starts.

To see the MEDICAL plan book for your coverage:

~ Please go to www.startransportation.com click on Drivers, then, click on the Benefits tab.

Scroll down and click on the Medical/Dental icon, finally click on all the postings to learn
about the plan you chose and any additional benefit programs that come with your choices.

To see the DENTAL plan book for your coverage: |
The dental plan is included in ALL three medical plap books. The dental coverage is the

- same for All PLANS, so pick any plan book for the dental coverage info.

To see the LIFE plaii book for your coverage:

‘Please go to www.startransportation.com click on Drivers, then, click on the Benefits tab.

Scroll down and click on the Medical/Dental icon, finally click on all the postings to learn
about the plan you chose and any additional benefit programs that come with your choices.
Follow the same steps to print the Group Life Insurance information. You can use this to
answer questions or you can print what you need.

For coverage questions and claim questions you have a self service

option in addition to the phone number on your card:
***The website for Claims Status, Coverage Questions, and Verification of benefits is

httns://]il_llnaa—lp.com. :

To see the NETWORK OF MEDICAL DOCTORS AND

HOSPITALS:
***The website for finding a PPO Network doctor or hospital is
www.miltiplan.com . OR you can use the phone number on your card.

P.0. Box 100925 * NASHVILLE, TN 37224 ¢ (615} 256-4336 < (800 233-2060 16;”‘9001:2000
. Certifiod aplity, Syetem




TRANSPORTATION, INC.

To see a DENTIST:

You may go to any dentist or dental facility in the country.

VISION:

You may get your eyes examined or go to any vision facility in the country.

This is a PPO Plan, implemented to control increasing health costs. We cannot stress enough the
importance of familiarizing yourself and your family with the enclosed information, because it
lists explicitly the guidelines concerning your health benefits. :

‘The most important thing to remember about the plan is that it is, for all intents and purposes,
self-funded. We have obtained catastrophic insurance to protect our company against extreme
dollar losses. With this in mind, quite obviously, it is up to each of us to help contain health costs

whenever possible.

The following are very important instructions concerning your coverage:

1) Use only those hospitals in your preferred provider network "Remember; emergency
' diagnosis are always paid at in network benefit levels". You will save money this
way. If you have questions concerning network hospitals or physicians, please call
(800) 877-4761 or you can utilize the network website www.multiplan.com

2) When selecting a physician, make sure he/she is in the network. If you already have a
physician and he/she is not in the network, you may want to change doctors, or ask

your doctor to join our network. Remember that when using an out of network doctor

you will be responsible for more of the charges.

3) ~ Thereis a $25 CO-pay for every doctor’s office visit. The plan will pay up to $100 of
any in-office visit after your co-pay. Any amount above $100 coded for in-office visit
will be paid by the patient and applied toward your deductible. This is to keep doctors
from doing hundreds of dollars in services and only using the office visit code.

4) If you need surgery, cither as in-patient or out-patient, make sure you get the surgery
pre-certified by having your doctor call 800-356-7126 or 615-256-3644. Failure to
pre-certify could result in decreased or denied benefits.

F.0. BOX 100925 ¢ MNASHVILLE, TN 37224 °* (615) 256-4336 * (300) 23a-3060 ;&Wrm
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TRANSPORTATION, INC.

5) LAB WORK: If you use Lab Card services to have your lab work done the
7 company will pay 100% of your lab costs. You may reach them at 1-800-646-7788 or

www.labcard.com

6) PRESCRIPTIONS: For network pharmacy locations, to get a price quote, or to
find out about 90 supplies of medicine call 1-800-711-4550.

7) Ifyour doctor is not going to submit your expenses to the insurance for you: Send
your claim with proper documentation of your medical bills showing procedures and

- diagnosis codes to “North America Admiristrators” for processing. Furthermore, make
sure the claim is filed within 180 days. Any claims not filed after 180 days of the illness or

accident will not be paid. This policy is strictly enforced. :
If your claims are sent to any address other than North America, there is a possibility that the
claim will not be paid and you will be responsible for the charges. So make sure your health care
providers send all claims to: North America Administrators '
-P.O. Box 1984
Nashville, TN 37202
ATTN: GROUP 0385

Please read the plan book that matches your benefit choices!

Please pay special attention to the “Limitations and Exclusions” section of your booklet. This
section details those items or conditions that are simply not covered by our program. Things like
cosmetic surgery, treatment for accidents while under the influence of drugs or alcohol, or
charges for treatment by members of your family are excluded from coverage. Also be aware

‘that our plan does not coordinate benefits with any other plan in excess of the normal coverage

afforded by our plan.

P.0. BOX 100925 ¢ NasHvILLE, TN 37224 * (6815} 256-4326 ¢ (200) 233-2060 )G:'mrm
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TRANSP@RTATI®ON, INC,

Star Transportation, Inc. strives to provide a quality health care
program at an affordable prlce Each of us must do our part in
helping us maintain thls coverage, The easiest way for you to
‘control health costs is- through a healthy llfestyle that mcludes

proper dlet and fitness. o ,

Should you have questions regardmg the plan, please contact North -
America Admmlstrators, 800-41 1-3650 or 615-—256-3561

If you would like to request a paper copy of your medical of life insurance plan
book send an e-mail to: bford(@startransportation.com please give me the
employees name and the book you are requestmg (gold silver, or bronze) and the

address that you want it mailed to.

Or
You can mail your request to:

Employee Benefits
Star Transportation
P.O. Box 100925
Nashville, TN 37224

If you have questions or concerns please let me know.

Thank you,

Brooke Ford

Employee Benefits Spemahst
“Star Transportation :

(800) 333-3060 X 5492

FAX 615-255-8674

bford@startransportation.com

(800} 333-3064 ,4 T S001.2000
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