WILLAMETTE UNIVERSITY

Annual Legal Notices

NOTICE OF PRIVACY PRACTICES

The HIPAA privacy standards guarantee to individuals the right to adequate notice of the University’s policies and procedures related
to protected health information. The Notice of Privacy Practices describes how the University may use and disclose your protected
health information to carry out treatment, payment, or health care operations and for other purposes that are permitted or
required by law. It also describes your rights to access and control your protected health information. “Protected health
information” is information about you, including demographic information, that may identify you and that relates to your past,
present, or future physical or mental health or condition and related health care services. A copy of The Notice of Privacy Practices
for the Willamette University employee benefits plans is available upon request. Please submit your written request to Human
Resources, Willamette University, 900 State Street, Salem, OR 97301

THE WOMEN’S HEALTH CANCER RIGHTS ACT OF 1998 (WHCRA)

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer
Rights Act of 1998 (WHCRA). 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 lymphedema. These benefits will be provided subject to the same
deductibles and coinsurance applicable to other medical and surgical benefits provided under this plan.

NEWBORNS ACT DISCLOSURE — FEDERAL

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any hospital length of
stay in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96
hours following a cesarean section. However, Federal law generally does not prohibit the mother’s or newborn’s attending provider,
after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In
any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from the plan or the insurance
issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

THE GENETIC INFORMATION NONDISCRIMINATION ACT (GINA)

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title Il from
requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this
law. To comply with this law, we are asking that you not provide any genetic information when responding to any requests for
medical information, if applicable. ‘Genetic information,” as defined by GINA, includes an individual’s family medical history, the
results of an individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or
received genetic services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo
lawfully held by an individual or family member receiving assistive reproductive services.

MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (MHPAEA)

The Mental Health Parity and Addiction Equity Act requires that, if a group health plan provides coverage for mental health
conditions or for substance use disorders, benefits for such conditions must be provided in the same manner as benefits for any
lliness. Also, the Plan may not have separate cost-sharing arrangements that apply only to mental health or substance use disorder
benefits.

NOTICE OF PREEXISTING CONDITIONS

If applicable, the existence and terms of a pre-existing condition exclusion clause are disclosed in your benefit booklet. Individuals
have a right to request a certificate of creditable coverage from a prior plan or insurance issuer. If necessary, the plan can assist you
in obtaining a certificate of creditable coverage. Please contact human resources for more information or to request assistance.

NOTICE OF SPECIAL ENROLLMENT RIGHTS

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group
health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility
for that other coverage (or if the employer stops contributing toward your or your dependents’ other coverage). However, you must
request enrollment within 30 days after your or your dependents’ other coverage ends (or after the employer stops contributing
toward the other coverage). In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for
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adoption, you may be able to enroll yourself and your dependents. However, you must request enrollment within 31 days after the
marriage, birth, adoption, or placement for adoption.
Further, if you decline enrollment for yourself or eligible dependents (including your spouse) while Medicaid coverage or coverage
under a State CHIP program is in effect, you may be able to enroll yourself and your dependents in this plan if:

e coverage is lost under Medicaid or a State CHIP program; or

e you or your dependents become eligible for a premium assistance subsidy from the State.

In either case, you must request enrollment within 60 days from the loss of coverage or the date you become eligible for premium
assistance. To request special enrollment or obtain more information, contact person listed at the end of this summary.

NOTICE OF PATIENT PROTECTIONS THAT REQUIRE DESIGNATION OF A PCP

Kaiser group health plans generally requires the designation of a primary care provider. You have the right to designate any primary
care provider who participates in our network and who is available to accept you or your family members. For information on how
to select a primary care provider, and for a list of the participating primary care providers, contact Kaiser Customer Service. For
children, you may designate a pediatrician as the primary care provider.

MEDICAID AND THE CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP) OFFER FREE OR LOW-COST HEALTH COVERAGE TO
CHILDREN AND FAMILIES

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).

OREGON - Medicaid and CHIP
Medicaid & CHIP Website:
http://www.oregonhealthykids.gov
Medicaid & CHIP Phone:
1-877-314-5678

PATIENT PROTECTIONS AGAINST SURPRISE MEDICAL BILLS
When you get emergency care or get treated by an out-of-network provider at an in-network hospital or ambulatory surgical center,
you are protected from surprise billing or balance billing.

What is “balance billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, such as a copayment, coinsurance,
and/or a deductible. You may have other costs or have to pay the entire bill if you see a provider or visit a health care facility that
isn’t in your health plan’s network.

“Out-of-network” describes providers and facilities that haven’t signed a contract with your health plan. Out-of-network providers
may be permitted to bill you for the difference between what your plan agreed to pay and the full amount charged for a service. This
is called “balance billing”. This amount is likely more than in-network costs for the same service and might not count toward your
annual out-of-pocket limit.
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“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in your care — like when you
have an emergency or when you schedule a visit at an in- network facility but are unexpectedly treated by an out-of-network
provider.

You are protected from balance billing for:

Emergency services

If you have an emergency medical condition and get emergency services from an out-of-network
provider or facility, the most the provider or facility may bill you is your plan’s in-network cost-
sharing amount (such as copayments and coinsurance). You can’t be balanced billed for these
emergency services. This includes services you may get after you’re in stable condition, unless you
give written consent and give up your protections not to be balanced billed for these post-
stabilization services.

There are some states that have surprise bill or balance billing laws. These laws apply to fully insured plans and may impact self-
funded plans, including state or municipal government plans and church group plans. Please check with your plan administrator
and/or insurance certificate/booklet to see if state law applies to your coverage.

Certain services at an in-network hospital or ambulatory surgical center

When you get services from an in-network hospital or ambulatory surgical center, certain providers there may be out-of-network. In
these cases, the most those providers may bill you is your plan’s in-network cost-sharing amount. This applies to emergency
medicine, anesthesia, pathology, radiology, laboratory, neonatology, assistant surgeon, hospitalist, or intensivist services. These
providers can’t balance bill you and may not ask you to give up your protections not to be balance billed. When you get emergency
care or get treated by an out-of-network provider at an in-network hospital or ambulatory surgical center, you are protected from
surprise billing or balance billing.

If you get other services at these in-network facilities, out-of-network providers can’t balance bill you, unless you give written
consent and give up your protections.

You’re never required to give up your protections from balance billing. You also aren’t required to get care out-of-network. You can
choose a provider or facility in your plan’s network.

There are some states that have surprise bill or balance billing laws. These laws apply to fully insured plans and may impact self-
funded plans, including state or municipal government plans and church group plans. Please check with your plan administrator
and/or insurance certificate/booklet to see if state law applies to your coverage.

When balance billing isn’t allowed, you also have the following protections:

e You are only responsible for paying your share of the cost (like the copayments, coinsurance, and deductibles that you
would pay if the provider or facility was in-network). Your health plan will pay out-of-network providers and facilities
directly.

e  Your health plan generally must:

o Cover emergency services without requiring you to get approval for services in advance (prior authorization).

o Cover emergency services by out-of-network providers.

o Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network provider or facility
and show that amount in your explanation of benefits.

o Count any amount you pay for emergency services or out-of-network services toward your deductible and out-of-
pocket limit.

If you believe you’ve been wrongly billed, you may contact:
The US Department of Health and Human Services at:

Phone: 800-985-3059
Website: https://www.cms.gov/nosurprises/consumers

Your state agency, which can be found at:
https://www.cms.gov/CClIO/Resources/Consumer-Assistance-Grants

STATEMENT OF ERISA RIGHTS:
As a participant in the plan you are entitled to certain rights and protections under the employee retirement income security act of
1974 (“erisa”). Erisa provides that all participants shall be entitled to:
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Receive Information about Your Plan and Benefits

e Examine, without charge, at the Plan Administrator’s office and at other specified locations, the Plan and Plan documents,
including the insurance contract and copies of all documents filed by the Plan with the U.S. Department of Labor, if any, such as
annual reports and Plan descriptions.

e  Obtain copies of the Plan documents and other Plan information upon written request to the Plan Administrator. The Plan
Administrator may make a reasonable charge for the copies.

e  Receive a summary of the Plan’s annual financial report, if required to be furnished under ERISA. The Plan Administrator is
required by law to furnish each participant with a copy of this summary annual report, if any.

MEDICARE PART D NOTICE
Medical Plan: Willamette University Health Plan

About Your Prescription Drug Coverage and Medicare

This notice has information about your current prescription drug coverage and about your options under Medicare's prescription
drug coverage. This information can help you decide whether or not you want to join a Medicare drug plan. 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. 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 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. We have determined the prescription drug coverage offered by Willamette University 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 Creditable 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. Plan participants are eligible if they are within three months of turning age 65, are already 65 years old or if they are disabled.
However, if you lose your current creditable prescription drug coverage through no fault of your own, you will also 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, and benefits will be coordinated with
Medicare. Refer to your plan documents provided upon eligibility and open enrollment or contact your provider or the plan
administrator for an explanation and/or copy of the prescription drug coverage plan provisions/options under the plan available to
Medicare eligible individuals when you become eligible for Medicare Part D.

Visit http://www.cms.hhs.gov/CreditableCoverage/ which outlines the prescription drug plan provisions/options Medicare eligible
individuals may have available to them when they become eligible for Medicare Part D.

If you do decide to join a Medicare drug plan and current coverage is dropped, be aware you and your dependents will not be able
to get this coverage back. Refer to plan documents or contact your provider or the plan administrator before making any decisions.

Note: In general, different guidelines exist for retirees regarding cancelation of coverage and the ability to get that coverage
back. Retirees who terminate or lose coverage will not be able to get back on the plan unless specific contract language or other
agreement exists. Contact the plan administrator for details.

When Will You Pay a Higher Premium (Penalty) to Join a Medicare Drug Plan?
You should also know if you drop or lose your current coverage and don't 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.
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If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by at least
1% 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% 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 person listed in this notifications report. You will get this notice each year. You will also get it before the next
Medicare part D drug plan enrollment period and if this coverage changes. You also may request a copy of this notice at any time.

For more information about your options under Medicare prescription drug coverage...
More detailed information about Medicare plans that offer prescription drug coverage is in the "Medicare & You" handbook. You'll
get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage: Visit www.Medicare.gov or 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. Call 800-MEDICARE (800-633-4227). TTY users should call (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 (800) 772-1213 (TTY 1-800-325-0778).

Remember to 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 or not you are required to pay a higher premium (a penalty).

Continue Group Health Plan Coverage: If applicable, you may continue health care coverage for yourself, spouse or dependents if
there is a loss of coverage under the plan as a result of a qualifying event. You and your dependents may have to pay for such
coverage. Review the summary plan description and the documents governing the Plan for the rules on COBRA continuation of
coverage rights. If you have creditable coverage from another plan, you may be entitled to a reduction or elimination of
exclusionary periods (if applicable) of coverage for preexisting conditions under your group health plan. You should be provided a
certificate of creditable coverage, free of charge, from your group health plan or health insurance issuer when you lose coverage
under the plan, when you become entitled to COBRA continuation of coverage, when COBRA continuation of coverage ceases, if you
request before losing coverage or if you request it up to 24 months after losing coverage. Without evidence of prior creditable
coverage, you may be subject to a preexisting condition exclusion for 12 months (18 months for late enrollees) after your enroliment
date in your coverage.

Prudent Actions by Plan Fiduciaries: In addition to creating rights for participants, ERISA imposes duties upon the people who are
responsible for operation of the Plan. These people, called “fiduciaries” of the Plan, have a duty to operate the Plan prudently and in
the interest of you and other Plan participants. No one, including the Company or any other person, may fire you or discriminate
against you in any way to prevent you from obtaining welfare benefits or exercising your rights under ERISA.

Enforce your Rights: If your claim for a welfare benefit is denied in whole or in part, you must receive a written explanation of the
reason for the denial. You have a right to have the Plan review and reconsider your claim. Under ERISA, there are steps you can take
to enforce these rights. For instance, if you request materials from the Plan Administrator and do not receive them within 30 days,
you may file suit in federal court. In such a case, the court may require the Plan Administrator to provide the materials and pay you
up to $110 a day until you receive the materials, unless the materials were not sent due to reasons beyond the control of the Plan
Administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, and you have exhausted the available
claims procedures under the Plan, you may file suit in a state or federal court. If it should happen that Plan fiduciaries misuse the
Plan’s money, or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of
Labor, or you may file suit in a federal court. The court will decide who should pay court costs and legal fees. If you are successful,
the court may order the person you have sued to pay these costs and fees. If you lose (for example, if the court finds your claim is
frivolous) the court may order you to pay these costs and fees. Assistance with your Questions: If you have any questions about
your Plan, this statement, or your rights under ERISA, you should contact the nearest office of the Employee Benefits and Security
Administration, U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries,
Employee Benefits and Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210.
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DISCLOSURE OF PLAN INFORMATION UNDER ERISA FOR
WILLAMETTE UNIVERSITY EMPLOYEE
BENEFIT PLANS

The Employee Retirement Income Security Act of 1974 (ERISA) requires that we provide you annually with information - known as a
Summary Annual Report - on the financial information filed with the Internal Revenue Service and the U.S. Department of Labor for
the plans listed below in which you may be a participant, eligible to participate, or a beneficiary. As permitted by Department of
Labor regulations, in lieu of a Summary Annual Report, a copy of the Annual Return/Report filed on behalf of the plan will be
furnished to you free of charge, upon receipt of a written request.

Reports are available for the following:

e  Willamette University Defined Contribution 403(b) Retirement Plan

e  Willamette University Long Term Disability Insurance Plan

e  Willamette University Group Life Insurance Plan and ADD-Basic and Voluntary
e  Willamette University Employee Welfare Benefit Plans, including:

=  Willamette University Flexible Spending Plan
= Kaiser Permanente Health Plan
=  Employee Assistance Program

A copy of the Form 5500 and the “Disclosure of Plan Information under ERISA” Notice will be sent to you within 30 days of your
request. Please submit your written request to:

Tiffany DeGroat
Benefits Manager
Willamette University
900 State Street
Salem, OR 97301
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