Important Information About Your Rights
as a LACCD Retiree/Survivor

Benefit programs are highly regulated by federal and state legislation. These regulations are
designed to give us specific operational guidelines and to protect participants’ rights and access to
information. We are legally required to give you some of the following information. We have
included other important information as part of LACCD’s commitment to provide our plan
participants with everything they need to take full advantage of our benefit programs.
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General Eligibility Rules

The District’s health benefit plans are available to active employees (and their eligible dependents
or survivors) who retire under the rules of the California Public Employee Retirement System
(CalPERS) or California State Teachers Retirement System (CalSTRS), receive a retirement
allowance from that system, and have provided uninterrupted District service in a qualifying
position. See HR Guide P-371 (available at www.laccd.edu) for details.

A retiree in CalSTRS who is NOT eligible to continue his or her coverage in the LACCD Group
Health Plan is entitled to continue coverage under the provisions of AB 528 (see page 14).

Dependent Eligibility

You may enroll your dependents for coverage upon your retirement from District service if they are:
= Your legally married spouse.
= Your domestic partner, as described below.

= Your unmarried dependent children under age 19. Children are your, or your qualified domestic
partner’s, natural, adopted, step- and foster children.

= Your unmarried dependent children age 19 through 25 who are full-time students at a college
or university.



* Your unmarried dependent children without regard to age who are physically or mentally
incapacitated, and who are being claimed as dependents on the employee’s federal income tax
returns. However, if you were hired after October 1, 2002, your disabled child’s coverage under
this subsection must be a continuation of his or her coverage under the Health Benefits
Program. In other words, your child must been disabled before reaching age 19, unless you are
a new employee enrolling for the first time. If there is ever a break in your disabled child’s
coverage, he or she will not be eligible to re-enroll.

Domestic Partner Eligibility

Your domestic partner is someone of the same sex (or the opposite sex, if one of you is at least
age 62) with whom you live in a committed relationship. Your relationship must meet all of the
following criteria:

= You share the same regular and permanent residence, and have been living as a couple in the
same household for at least 12 months;

* You have a close personal relationship in lieu of a lawful marriage;

= You have agreed to be jointly responsible for basic living expenses incurred during the
partnership;

* You are not married to anyone;

= You are each eighteen (18) years of age or older;

* You are not related by blood as close as would bar marriage;
* You are mentally competent to consent to a contract;

= You are each other's sole domestic partner and are responsible for each other's common
welfare; and

* You acknowledge joint ownership of acquisitions since the start of the partnership, to an extent
equal to that pertaining to community property in the case of marriage.

You must also be registered as domestic partners with the State of California. To learn more about
registering a domestic partner, visit the California Domestic Partner Registry online at
www.ss.ca.gov/dpregistry.

To add a domestic partner as a dependent on your health plan, please refer to the Master Benefits
Agreement.

Taxation of Benefits for Domestic Partners

LACCD will make the same contribution toward your domestic partner’s coverage as we do for a
legal spouse’s coverage. We will pay the same share of your domestic partner’'s dependent child’s
coverage as we pay for your own dependent child’s coverage. Because federal tax law does not
recognize domestic partnership, these employer-provided contributions will be treated as taxable
income to you. You will see them reported on your annual Form W-2 as “imputed income.” You will
have to pay federal, FICA (Social Security and Medicare), state and city (when applicable) income
taxes on the amount contributed by LACCD toward health care coverage for your domestic partner
and his or her children.

Certain exceptions apply. If your domestic partner (or your domestic partner’s child) qualifies as a
Section 152 tax dependent, the value of the benefits that LACCD provides is not subject to federal
income tax. Also, in some states (including California), the value of health benefits provided to



registered domestic partners is excluded from state income tax. See below for more information, or
contact your tax adviser.

Section 152 Tax Dependents

Under Internal Revenue Code Section 152, an individual is defined as a “dependent” if he or she is
either (1) a qualifying child or (2) a qualifying relative.
A qualifying child is an individual who:

= Bears a specific familial-type relationship with the taxpayer: (i) a child (natural, adopted, foster,
and/or stepchild), and a descendant of such child; and (ii) a brother or sister (including step)
and a descendant of such brother or sister;

= Does not provide over half of his/her own support;
= Has the same principal place of abode as the taxpayer for more than half the year; and
= Does not turn age 19 (age 24 if a full-time student) by the end of the taxable year. (Children
who are permanently and totally disabled are excluded from the age limit.)
A qualifying relative is an individual who:
= Bears a specific familial-type relationship to the taxpayer:
- achild (natural, adopted, foster, and/or stepchild) and descendent of such child
- a brother or sister (including step siblings)
- parent or ancestor
- stepparent (not including ancestors)
- aunt/uncle
- niece/nephew
- in-laws; or

- any other individual not listed above (i.e., a non-relative) who has the same principal place
of abode as the taxpayer and lives with the taxpayer. Even though not related, the fact that
they may receive over half their support from the taxpayer and live with the taxpayer causes
them to be treated the same as other family members.

= Has gross income less than the 8151(d) exemption amount;
* |s not a “qualifying child” of any taxpayer; and
= Receives over half of his or her support from the taxpayer.

Contact your tax adviser for more information.

When Coverage Begins

Coverage for you and your eligible dependents will become effective the first day of the month
following your resignation from District service, retirement from either STRS or PERS and receipt
of your enrollment forms and required documents. Under the Master Benefits Agreement, you may
enroll at any time as long as you meet the eligibility requirements and submit the necessary forms
and documentation. Medicare-age retirees must provide proof of enroliment in Medicare Parts A
and B to continue health care coverage in the district’s plans. As a retiree, your coverage will
continue uninterrupted as long as you respond during each annual enrollment period, submitting
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the required form(s) and/or other documentation. For more information, please refer to your
highlights booklet.

Newborn infants will be eligible immediately after birth for the first 31 days. However, you must
enroll your newborn in the LACCD Group Health Plan within 31days of birth to continue his/her
health care coverage. Children placed for adoption will be eligible immediately upon the date you,
your spouse, or your domestic partner has the right to control the child’s health care. Evidence of
such control includes a health facility minor release report, a medical authorization form or a
relinquishment form.

You must provide a copy of your newborn’s birth record from the hospital, or adoption paperwork,
within the first 31 days to add him or her to your LACCD health plan coverage.

When Coverage Ends

Health care coverage for you and/or your dependents will end if:

You are no longer eligible;

A dependent is no longer eligible (due to age, marriage, divorce, or loss of student status)
unless he or she purchases continued coverage through COBRA or a court order requires
continued coverage for eligible children;

You are in a specific class of employees that is no longer included in the plan; or
The plan is terminated.

Making Mid-Year Benefit Changes

Once enrolled in a plan, you are generally barred from changing your enroliment except during an
annual enrollment period. Nevertheless, changes may be made under the following circumstances:

If you are enrolled in a closed panel plan and change your permanent residence to a location
that is outside the service area of the plan you may, by submitting a timely application to the
District, change your enroliment to a plan that provides service in the area of your new
permanent residence without a break in coverage. To be timely, the application for a change in
enrollment must be received by the District within 90 days after you established your new
permanent residence.

If your enrollment in a plan is terminated at the request or option of the plan provider for any
reason other than non-payment of premium, you may enroll in another plan without a break in
coverage by submitting a timely application to the District. To be timely, the application for a
change in enrolliment must be received by the District within 90 days after your enrollment was
terminated.

Finally, if you have a “qualified life event” as defined by Sections 125 and 129 of the Internal
Revenue Code, you may change your eligible dependents by submitting a timely application to
the District. To be timely, the application for a permissible “qualified life event” change must be
received by the District within 31 days of the qualifying event.

If you experience a qualified life event change, you must notify the LACCD Health Benefits Call
Center at (888) 428-2980 to change your coverage within 31 days of the change in your status.



Employee Privacy Notice

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

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires health plans to
notify plan participants and beneficiaries about its policies and practices to protect the
confidentiality of their health information. This document is intended to satisfy HIPAA's notice
requirement with respect to all health information created, received, or maintained by LOS
ANGELES COMMUNITY COLLEGE DISTRICT (the “Plan”).

The Plan needs to create, receive, and maintain records that contain health information about you
to administer the Plan and provide you with health care benefits. This notice describes the Plan’s
health information privacy policy with respect to your Medical, Prescription Drug, Dental, Vision,
and Health Care Flexible Spending Arrangement (FSA) benefits. The notice tells you the ways the
Plan may use and disclose health information about you, describes your rights, and the obligations
the Plan has regarding the use and disclosure of your health information. However, it does not
address the health information policies or practices of your health care providers.

Los Angeles Community College’s Pledge Regarding Health Information Privacy

The privacy policy and practices of the Plan protects confidential health information that identifies
you or could be used to identify you and relates to a physical or mental health condition or the
payment of your health care expenses. This individually identifiable health information is known as
“protected health information” (PHI). Your PHI will not be used or disclosed without a written
authorization from you, except as described in this notice or as otherwise permitted by federal and
state health information privacy laws.

Privacy Obligations of the Plan

The Plan is required by law to:
* make sure that health information that identifies you is kept private;

e give you this notice of the Plan’s legal duties and privacy practices with respect to health
information about you; and

» follow the terms of the notice that is currently in effect.

How the Plan May Use and Disclose Health Information About You

The following are the different ways the Plan may use and disclose your PHI:

» For Treatment. The Plan may disclose your PHI to a health care provider who renders
treatment on your behalf. For example, if you are unable to provide your medical history as the
result of an accident, the Plan may advise an emergency room physician about the types of
prescription drugs you currently take.

= For Payment. The Plan may use and disclose your PHI so claims for health care treatment,
services, and supplies you receive from health care providers may be paid according to the
Plan's terms. For example, the Plan may receive and maintain information about surgery you
received to enable the Plan to process a hospital’s claim for reimbursement of surgical
expenses incurred on your behalf.



For Health Care Operations. The Plan may use and disclose your PHI to enable it to operate
or operate more efficiently or make certain all of the Plan’s participants receive their health
benefits. For example, the Plan may use your PHI for case management or to perform
population-based studies designed to reduce health care costs. In addition, the Plan may use
or disclose your PHI to conduct compliance reviews, audits, actuarial studies, and/or for fraud
and abuse detection. The Plan may also combine health information about many Plan
participants and disclose it to the District in summary fashion so it can decide what coverages
the Plan should provide. The Plan may remove information that identifies you from health
information disclosed to the District so it may be used without the District learning who the
specific participants are.

To the District. The Plan may disclose your PHI to designated District personnel so they can
carry out their Plan-related administrative functions, including the uses and disclosures
described in this notice. Such disclosures will be made only to the LOS ANGELES
COMMUNITY COLLEGE DISTRICT ("the Plan Administrator") and/or the members of the
LACCD Health Benefits Call Center. These individuals will protect the privacy of your health
information and ensure it is used only as described in this notice or as permitted by law. Unless
authorized by you in writing, your health information: (1) may not be disclosed by the Plan to
any other District employee or department and (2) will not be used by the District for any
employment-related actions and decisions or in connection with any other employee benefit
plan sponsored by the District.

To a Business Associate. Certain services are provided to the Plan by third-party
administrators known as "business associates." For example, the Plan may input information
about your health care treatment into an electronic claims processing system maintained by the
Plan's business associate so your claim may be paid. In so doing, the Plan will disclose your
PHI to its business associate so it can perform its claims payment function. However, the Plan
will require its business associates, through contract, to appropriately safeguard your health
information.

Treatment Alternatives. The Plan may use and disclose your PHI to tell you about possible
treatment options or alternatives that may be of interest to you.

Health-Related Benefits and Services. The Plan may use and disclose your PHI to tell you
about health-related benefits or services that may be of interest to you.

Individual Involved in Your Care or Payment of Your Care. The Plan may disclose PHI to a
close friend or family member involved in or who helps pay for your health care. The Plan may
also advise a family member or close friend about your condition, your location (for example,
that you are in the hospital), or death.

As Required by Law. The Plan will disclose your PHI when required to do so by federal, state,
or local law, including those that require the reporting of certain types of wounds or physical
injuries.

Special Use and Disclosure Situations

The Plan may also use or disclose your PHI under the following circumstances:

Lawsuits and Disputes. If you become involved in a lawsuit or other legal action, the Plan
may disclose your PHI in response to a court or administrative order, a subpoena, warrant,
discovery request, or other lawful due process.

Law Enforcement. The Plan may release your PHI if asked to do so by a law enforcement
official, for example, to identify or locate a suspect, material witness, or missing person or to
report a crime, the crime's location or victims, or the identity, description, or location of the
person who committed the crime.



Workers’ Compensation. The Plan may disclose your PHI to the extent authorized by and to
the extent necessary to comply with workers' compensation laws other similar programs.

Military and Veterans. If you are or become a member of the U.S. armed forces, the Plan may
release medical information about you as deemed necessary by military command authorities.

To Avert Serious Threat to Health or Safety. The Plan may use and disclose your PHI when
necessary to prevent a serious threat to your health and safety, or the health and safety of the
public or another person.

Public Health Risks. The Plan may disclose health information about you for public heath
activities. These activities include preventing or controlling disease, injury or disability;
reporting births and deaths; reporting child abuse or neglect; or reporting reactions to
medication or problems with medical products or to notify people of recalls of products they
have been using.

Health Oversight Activities. The Plan may disclose your PHI to a health oversight agency for
audits, investigations, inspections, and licensure necessary for the government to monitor the
health care system and government programs.

Research. Under certain circumstances, the Plan may use and disclose your PHI for medical
research purposes.

National Security, Intelligence Activities, and Protective Services. The Plan may release
your PHI to authorized federal officials: (1) for intelligence, counterintelligence, and other
national security activities authorized by law and (2) to enable them to provide protection to the
members of the U.S. government or foreign heads of state, or to conduct special investigations.

Organ and Tissue Donation. If you are an organ donor, the Plan may release medical
information to organizations that handle organ procurement or organ, eye, or tissue
transplantation or to an organ donation bank to facilitate organ or tissue donation and
transplantation.

Coroners, Medical Examiners, and Funerals Directors. The Plan may release your PHI to a
coroner or medical examiner. This may be necessary, for example, to identify a deceased
person or to determine the cause of death. The Plan may also release your PHI to a funeral
director, as necessary, to carry out his/her duty.

Your Rights Regarding Health Information About You

Your rights regarding the health information the Plan maintains about you are as follows:

Right to Inspect and Copy. You have the right to inspect and copy your PHI. This includes
information about your plan eligibility, claim and appeal records, and billing records, but does
not include psychotherapy notes.

To inspect and copy health information maintained by the Plan, submit your request in writing
to the Plan Administrator. The Plan may charge a fee for the cost of copying and/or mailing
your request. In limited circumstances, the Plan may deny your request to inspect and copy
your PHI. Generally, if you are denied access to health information, you may request a review
of the denial.

Right to Amend. If you feel that health information the Plan has about you is incorrect or
incomplete, you may ask the Plan to amend it. You have the right to request an amendment for
as long as the information is kept by or for the Plan.

To request an amendment, send a detailed request in writing to the Plan Administrator. You
must provide the reason(s) to support your request. The Plan may deny your request if you
ask the Plan to amend health information that was: accurate and complete, not created by the



Plan; not part of the health information kept by or for the Plan; or not information that you would
be permitted to inspect and copy.

= Rightto an Accounting of Disclosures. You have the right to request an “accounting of
disclosures.” This is a list of disclosures of your PHI that the Plan has made to others, except
for those necessary to carry out health care treatment, payment, or operations; disclosures
made to you; or in certain other situations.

To request an accounting of disclosures, submit your request in writing to the Plan
Administrator. Your request must state a time period, which may not be longer than six years
prior to the date the accounting was requested.

= Right to Request Restrictions. You have the right to request a restriction on the health
information the Plan uses or disclosures about you for treatment, payment, or health care
operations. You also have the right to request a limit on the health information the Plan
discloses about you to someone who is involved in your care or the payment for your care, like
a family member or friend. For example, you could ask that the Plan not use or disclose
information about a surgery you had.

To request restrictions, make your request in writing to the Plan Administrator. You must
advise us: (1) what information you want to limit; (2) whether you want to limit the Plan’s use,
disclosure, or both; and (3) to whom you want the limit(s) to apply.

Note: The Plan is not required to agree to your request.

= Right to Request Confidential Communications. You have the right to request that the Plan
communicate with you about health matters in a certain way or at a certain location. For
example, you can ask that the Plan send you explanation of benefits (EOB) forms about your
benefit claims to a specified address.

To request confidential communications, make your request in writing to the Plan Administrator.
The Plan will make every attempt to accommodate all reasonable requests. Your request must
specify how or where you wish to be contacted.

= Rightto a Paper Copy of this Notice. You have the right to a paper copy of this notice. You
may write to the Plan Administrator to request a written copy of this notice at any time.

Changes to This Notice

The Plan reserves the right to change this notice at any time and to make the revised or changed
notice effective for health information the Plan already has about you, as well as any information
the Plan receives in the future. The Plan will post a copy of the current notice in the District’s
Health Insurance Services office at all times.

Complaints

If you believe your privacy rights under this policy have been violated, you may file a written
complaint with the Plan Administrator at the address listed below. Alternatively, you may complain
to the Secretary of the U.S. Department of Health and Human Services, generally, within 180 days
of when the act or omission complained of occurred.

Note: You will not be penalized or retaliated against for filing a complaint.

Other Uses and Disclosures of Health Information

Other uses and disclosures of health information not covered by this notice or by the laws that
apply to the Plan will be made only with your written authorization. If you authorize the Plan to use

or disclose your PHI, you may revoke the authorization, in writing, at any time. If you revoke your
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authorization, the Plan will no longer use or disclosure your PHI for the reasons covered by your
written authorization; however, the Plan will not reverse any uses or disclosures already made in
reliance on your prior authorization.

Contact Information

If you have any questions about this notice, please contact:

LACCD Health Benefits Call Center
770 Wilshire Blvd., 6" Floor

Los Angeles, CA 90017

(888) 428-2980

Health Plan Arbitration Rules
SafeGuard Provisions

Each and every disagreement, dispute or controversy which remains unresolved concerning the
construction, interpretation, performance or breach of this contract, or the provision of dental
services under this contract after exhausting SafeGuard’s complaint procedures, arising between
the organization, a member or the heir-at-law or personal representative of such person, as the
case may be, and SafeGuard, its employees, officers or directors, or participating dentist or their
dental groups, partners, agents, or employees, may be voluntarily submitted to arbitration in
accordance with the American Arbitration Association rules and regulations, whether such dispute
involves a claim in tort, contract or otherwise. This includes, without limitation, all disputes as to
professional liability or malpractice, that is as to whether any dental services rendered under this
contract were unnecessary or unauthorized or were improperly, negligently or incompetently
rendered. It also includes, without limitation, any act or omission which occurs during the term of
this contract but which gives rise to a claim after the termination of this contract. Arbitration shall be
initiated by written notice to the President, SafeGuard Health Plans, Inc., P.O. Box 30900, Laguna
Hills, California 92654-0900. The notice shall include a detailed description of the matter to be
arbitrated.

Kaiser Permanente Provisions

Kaiser Foundation Health Plan Arbitration Agreement:l understand that (except for Small
Claims Court cases, claims subject to a Medicare appeals procedure, and, if my Group must
comply with ERISA, certain benefit-related disputes) any dispute between myself, my heirs,
relatives, or other associated parties on the one hand and Health Plan, its health care providers, or
other associated parties on the other hand, for alleged violation of any duty arising out of or related
to membership in Health Plan, including any claim for medical or hospital malpractice (a claim that
medical services were unnecessary or unauthorized or were improperly, negligently, or
incompetently rendered), for premises liability, or relating to the coverage for, or delivery of,
services or items, irrespective of legal theory, must be decided by binding arbitration under
California law and not by lawsuit or resort to court process, except as applicable law provides for
judicial review of arbitration proceedings. | agree to give up our right to a jury trial and accept the
use of binding arbitration. | understand that the full arbitration provision is contained in the
Evidence of Coverage.




General Notice of COBRA Continuation Rights

This notice contains important information about your right to COBRA continuation coverage,
which is a temporary extension of coverage under the Plan. The right to COBRA continuation
coverage was created by a federal law under the Consolidated Omnibus Budget Reconciliation Act
of 1985 (COBRA).

COBRA continuation coverage can become available to you and to other members of your family
who are covered under the Plan when you would otherwise lose your group health coverage. 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. This notice
gives only a summary of your COBRA continuation coverage rights. For more information about
your rights and obligations under the Plan and under federal law, you should review the Plan’s
Summary Plan Description.

The Plan Administrator is LACCD, Health Insurance Section, 770 Wilshire Boulevard, Los
Angeles, California, 90017, (213) 891-2200. The Plan Administrator is responsible for
administering COBRA continuation coverage.

COBRA Continuation Coverage

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.” Depending on the type of qualifying event, employees, spouses of employees, and
dependent children of employees may be qualified beneficiaries. Under the Plan, qualified
beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation
coverage.

= If you are a retiree, you will become a qualified beneficiary if you will lose your coverage under
the Plan because either one of the following qualifying events happens:

(1) You fail to meet the eligibility requirements for continuation of health care
coverage as retiree in the LACCD Group Health Plan under the rules of the Master
Benefits Agreement, or

(2) You do not meet the eligibility requirements for continuation of health care
coverage as a retiree in the LACCD Group Health Plan under the rules of Assembly
Bill 528.

= Ifyou are the spouse of a retiree, you will become a qualified beneficiary if you will lose your
coverage under the Plan because any of the following qualifying events happens:

(1) Your spouse dies; (You may be eligible for Survivor benefits in the LACCD
Group Health Plan. Please refer to the Master Benefits Agreement for further
information.)

(2) Your spouse loses eligibility to continue health care coverage in the LACCD
Group Health Plan;

(3) You become divorced or legally separated from your spouse.

= Your dependent children will become qualified beneficiaries if they will lose coverage under
the Plan because any of the following qualifying events happens:
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(1) The parent-retiree/survivor dies; (You may be eligible for Survivor benefits in the
LACCD Group Health Plan. Please refer to the Master Benefits Agreement for
further information.)

(2) The parent-retiree/survivor loses eligibility to continue his/her health care
coverage in the LACCD Group Health Plan;

(5) The parents become divorced or legally separated; or

(6) The child becomes over the age for coverage under the Plan as a “dependent
child.”

Sometimes, when a company files a proceeding in bankruptcy under title 11 of the United States
Code, it can be a qualifying event. If a proceeding in bankruptcy is filed with respect to LACCD,
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 dependent children will also be qualified beneficiaries if
bankruptcy results in the loss of their coverage under the Plan.

COBRA continuation coverage will be offered to qualified beneficiaries only after the Plan
Administrator has been naotified that a qualifying event has occurred. For each qualified beneficiary
who elects COBRA continuation coverage, COBRA coverage will begin on the date that Plan
coverage would otherwise terminate.

COBRA continuation coverage is a temporary continuation of coverage. When the qualifying event
is the death of the employee, enrollment of the employee in Medicare (Part A, Part B, or both),
your divorce or legal separation, or a dependent child losing eligibility as a dependent child,
COBRA continuation coverage lasts for up to 36 months.

Extension of 18-month COBRA Continuation Coverage

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 two ways in
which this 18-month period of COBRA continuation coverage can be extended under federal law.

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 at
any time during the first 60 days of COBRA continuation coverage, and you notify the Plan
Administrator 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 is notified of the Social Security Administration’s determination within
60 days of the date of the determination and before the end of the 18-month period of COBRA
continuation coverage. This notice must be sent to: LACCD, 770 Wilshire Blvd., Los Angeles,
CA, 90017.

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 dependent children in your family can get additional months of COBRA continuation
coverage, up to a maximum of 36 months. This extension is available to the spouse and
dependent children if the former employee dies, enrolls in Medicare (Part A, Part B, or both), or
gets divorced or legally separated. The extension is also available to a dependent child when that
child stops being eligible under the Plan as a dependent child. In all these cases, you must make
sure that the Plan Administrator is notified of the second qualifying event within 60 days of the
second qualifying event. This notice must be sent to: LACCD, 770 Wilshire Blvd., Los Angeles,
CA, 90017.
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If You Have Questions

If you have questions about your COBRA continuation coverage, you should contact the LACCD
Health Benefits Call Center at (888) 428-2980, or you may 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 http://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 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.

Important Information About Your COBRA Continuation Coverage
Rights

What Is Continuation Coverage?

Federal law requires that most group health plans (including this Plan) give employees and their
families the opportunity to continue their health care coverage when there is a “qualifying event”
that would result in a loss of coverage under an employer’s plan. Depending on the type of
qualifying event, “qualified beneficiaries” can include the employee covered under the group health
plan, a covered employee’s spouse, and dependent children of the covered employee.
Continuation coverage is the same coverage that the Plan gives to other participants or
beneficiaries under the Plan who are not receiving continuation coverage. Each qualified
beneficiary who elects continuation coverage will have the same rights under the Plan as other
participants or beneficiaries covered under the Plan, including open enroliment and special
enrollment rights. Specific information describing continuation coverage can be found in the Plan’s
summary plan description (SPD), which can be obtained from LACCD Health Insurance Section,
770 Wilshire Boulevard, Los Angeles, California, 90017.

In the case of a loss of coverage due to end of employment or reduction in hours of employment,
coverage may be continued for up to 18 months. In the case of losses of coverage due to an
employee’s death, divorce or legal separation, the employee’s enrollment in Medicare, or a
dependent child ceasing to be a dependent under the terms of the Plan, coverage may be
continued for up to 36 months. Page one of this notice shows the maximum period of continuation
coverage available to the listed qualified beneficiaries.

Continuation coverage will be terminated before the end of the maximum period if any required
premium is not paid on time, if a qualified beneficiary becomes covered under another group health
plan that does not impose any pre-existing condition exclusion for a pre-existing condition of the
gualified beneficiary, if a covered employee enrolls in Medicare, or if the employer ceases to
provide any group health plan for its employees. Continuation coverage may also be terminated for
any reason the Plan would terminate coverage of a participant or beneficiary not receiving
continuation coverage (such as fraud).

How Can You Extend the Length of Continuation Coverage?

If you elect continuation coverage, an extension of the maximum period of 18 months of coverage
may be available if a qualified beneficiary is disabled or a second qualifying event occurs. You
must notify the LACCD Health Benefits Call Center at (888) 428-2980 of a disability or a second
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gualifying event in order to extend the period of continuation coverage. Failure to provide notice of
a disability or second qualifying event may affect the right to extend the period of continuation
coverage.

Disability

An 11-month extension of coverage may be available if any of the qualified beneficiaries is
disabled. The Social Security Administration (SSA) must determine that the qualified beneficiary
was disabled sometime during the first 60 days of continuation coverage, and you must notify the
LACCD Health Benefits Call Center at (888) 428-2980 of that fact within 60 days of the SSA’s
determination and before the end of the first 18 months of continuation coverage. All of the
qualified beneficiaries listed on page one of this notice who have elected continuation coverage will
be entitled to the 11-month disability extension if one of them qualifies. If the qualified beneficiary is
determined by SSA to no longer be disabled, you must notify the LACCD Health Benefits Call
Center at (888) 428-2980 of that fact within 30 days of SSA’s determination.

Second Qualifying Event

An 18-month extension of coverage will be available to spouses and dependent children who elect
continuation coverage if a second qualifying event occurs during the first 18 months of continuation
coverage. The maximum amount of continuation coverage available when a second qualifying
event occurs is 36 months. Such second qualifying events include the death of a covered
employee, divorce or legal separation from the covered employee, the covered employee’s
enrolling in Medicare, or a dependent child’'s ceasing to be eligible for coverage as a dependent
under the Plan. You must notify the LACCD Health Benefits Call Center at (888) 428-2980 within
60 days after a second qualifying event occurs.

How Can You Elect Continuation Coverage?

Each qualified beneficiary listed on page one of this notice has an independent right to elect
continuation coverage. For example, both the employee and the employee’s spouse may elect
continuation coverage, or only one of them. Parents may elect to continue coverage on behalf of
their dependent children only. A qualified beneficiary must elect coverage by the date specified on
the Election Form. Failure to do so will result in the loss of the right to elect continuation coverage
under the Plan. A qualified beneficiary may change a prior rejection of continuation coverage any
time until that date.

In considering whether to elect continuation coverage, you should take into account that a failure to
continue your group health coverage will affect your future rights under federal law. First, you can
lose the right to avoid having pre-existing condition exclusions applied to you by other group health
plans if you have more than a 63-day gap in health coverage, and election of continuation
coverage may help you not have such a gap. Second, you will lose the guaranteed right to
purchase individual health insurance policies that do not impose such pre-existing condition
exclusions if you do not get continuation coverage for the maximum time available to you. Finally,
you should take into account that you have special enroliment rights under federal law. You have
the right to request special enrollment in another group health plan for which you are otherwise
eligible (such as a plan sponsored by your spouse’s employer) within 30 days after your group
health coverage ends because of the qualifying event listed above. You will also have the same
special enrollment right at the end of continuation coverage if you get continuation coverage for the
maximum time available to you.
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How Much Does Continuation Coverage Cost?

Generally, each qualified beneficiary may be required to pay the entire cost of continuation
coverage. The amount a qualified beneficiary may be required to pay may not exceed 102 percent
of the cost to the group health plan (including both the employer and employee contributions) for
coverage of a similarly situated plan participant or beneficiary who is not receiving continuation
coverage (or in the case of an extension of continuation coverage due to a disability, 150 percent).
The required payment for continuation coverage for the qualified beneficiaries listed on page one
of this notice is described on page one.

Cal-COBRA

Cal-COBRA is California law that has similar provisions to federal COBRA. If you become eligible
for Cal-COBRA after January 1, 2003, you will have the benefit of Cal-COBRA coverage for a full
36 months instead of the prior 18-month coverage extension.

When and How Must Payment for Continuation Coverage Be Made?

First payment for continuation coverage. If you elect continuation coverage, you do not have to
send any payment for continuation coverage with the Election Form. However, you must make
your first payment for continuation coverage within 45 days after the date of your election. (This is
the date the Election notice is postmarked, if mailed.) If you do not make your first payment for
continuation coverage within that 45—day period, you will lose all continuation coverage rights
under the Plan.

Your first payment must cover the cost of continuation coverage from the time your coverage under
the Plan would have otherwise terminated up to the time you make the first payment. You are
responsible for making sure that the amount of your first payment is enough to cover this entire
period. You may contact the LACCD Health Benefits Call Center at (888) 428-2980 to confirm the
correct amount of your first payment.

Your first payment for continuation coverage should be sent to: LACCD, 770 Wilshire Blvd., Los
Angeles, CA, 90017.

Periodic payments for continuation coverage. After you make your first payment for
continuation coverage, you will be required to pay for continuation coverage for each subsequent
month of coverage. Under the Plan, these periodic payments for continuation coverage are due on
or before the 5™ day of each month. If you make a periodic payment before its due date, your
coverage under the Plan will continue for that coverage period without any break. The Plan will not
send periodic notices of payments due for these coverage periods. Periodic payments for
continuation coverage should be sent to: LACCD, 770 Wilshire Blvd., Los Angeles, CA, 90017.

Grace periods for periodic payments. Although periodic payments are due on the dates shown
above, you will be given a grace period of 30 days to make each periodic payment. Your
continuation coverage will be provided for each coverage period as long as payment for that
coverage period is made before the end of the grace period for that payment. If you fail to make a
periodic payment before the end of the grace period for that payment, you will lose all rights to
continuation coverage under the Plan.
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For More Information

This notice does not fully describe continuation coverage or other rights under the Plan. More
information about continuation coverage and your rights under the Plan is available in your
summary plan description or from the Plan Administrator. You can get a copy of your summary
plan description from:

LACCD Health Benefits Call Center
770 Wilshire Blvd., 6™ Floor

Los Angeles CA 90017

(888) 428-2980

AB528

If you are currently receiving a STRS pension, but have not vested in LACCD benefits, you may be
eligible to purchase medical and dental insurance for you and your spouse or domestic partner
under the provisions of AB 528. For more information about benefits under the provisions of AB
528, please contact the LACCD Health Benefits Call Center at (888) 428-2980.

Women’s Health and Cancer Rights Act

Please be aware that all LACCD medical plans follow federal law when providing benefits for
services related to a mastectomy. This law protects a patient’s right to the following medical care:

+ Reconstruction of the breast on which the mastectomy has been performed
+ Surgical reconstruction of the other breast to produce a symmetrical appearance
¢ Prostheses

+ Treatment of physical complications for all stages of mastectomy, including lymphedemas
(swelling associated with the removal of lymph nodes)

The plan will determine the course of treatment through consultation with you and your physician.
As with other covered services under your medical plan, annual deductibles, copayments, and
coinsurance may apply.

Newborns®' and Mothers' Health Protection Act (Newborn’s Act)

The Newborns' Act affects the amount of time you and your newborn child are covered for a
hospital stay following childbirth. Group health plans, insurance companies, and health
maintenance organizations (HMOs) that are subject to the Newborns' Act may not restrict benefits
for a hospital stay in connection with childbirth to less than 48 hours following a vaginal delivery or
96 hours following a delivery by cesarean section. However, the attending provider may decide,
after consulting with you, to discharge you or your newborn child earlier. In any case, the attending
provider cannot receive incentives or disincentives to discharge you or your child earlier than 48
hours (or 96 hours).
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