Your Benefits Guide

S Guardian

DENTAL AND VISION INSURANCE

Dental and Vision - Effective 5/01/2023

GRACE CITY CHURCH OF FLORIDA, INC.

Dental Benefit Summary
Group Number: 00552325

A Dental insurance plan through Guardian:

* Provides coverage for key preventive services such as regular checkups and cleanings to keep you and your family healthy

Helps offset potentially expensive dental procedures, such as crowns and fillings

* Gives you access to one of the nation’s largest dental networks so care is convenient to you
* Makes it easy to find a high quality certified network dentist by accessing guardiananytime.com or Guardian's find a provider

mobile app
+ Fast and easy claim payments

About Your Benefits:

PPO plan, you can visit any dentist; but you pay less out-of-pocket when you choose a PPO dentist. Out-of-network benefits are

based on a percentile of the prevailing fee data for the dentist's zip code.

Your Dental Plan PPO

Your Network is DentalGuard Preferred

Calendar year deductible In-Network Out-of-Network
Individual $50 $50

Family limit 3 per family

Waived for Preventive Preventive
Charges covered for you (co-insurance) In-Network Out-of-Network
Preventive Care 100% 100%

Basic Care 100% 80%

Major Care 60% 50%
Orthodontia Not Covered (applies to all levels)
Annual Maximum B enefit $2000 $2000
Maximum Rollover Yes

Rollover Threshold $800

Rollover Amount $400

Rollover In-network Amount $600

Rollover Account Limit $1500

Lifetime Orthodontia Maximum Not Applicable

Dependent Age Limits(Non-Student/Student) 20026 *

*Family coverage for spouse and children if the child is dependent upon the employee for support and is: (i) living in the employee's

household; or (ii) a ful-time or part-time student.
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A Sample of Services Covered by Your Plan:

PPO
Plan pays (on average)
In-network Out-of-network
Preventive Care Cleaning (prophylaxis) 100% 100%
Frequency: Once Every 6 Months
Fluoride Treatments 100% 100%
Limits: Under Age 19
Oral Exams 100% 100%
Sealants (per tooth) 100% 100%
X-rays 100% 100%
Basic Care Anesthesia* 100% 80%
Fillingst 100% 80%
Perio Surgery 100% 80%
Periodontal Maintenance 100% 80%
Frequency: Once Every 6 Months
Root Canal 100% 80%
Scaling & Root Planing (per quadrant) 100% 80%
Simple Extractions 100% 80%
Major Care Bridges and Dentures 60% 50%
Dental Implants 60% 50%
Inlays, Onlays, Veneers** 60% 50%
B e s sox
Single Crowns 60% 50%
Surgical Extractions 60% 50%

This is only a partial list of dental services. Your certificate of benefits will show exactly what is covered and excluded. *For PPO and
or Indemnity members, Crowns, Inlays, Onlays and Labial Veneers are covered only when needed because of decay or injury or other
pathology when the tooth cannot be restored with amalgam or composite filing material. When Orthodontia coverage is for
"Child(ren)" only, the orthodontic appliance must be placed prior to the age limit set by your plan; If full-time status is required by
your plan in order to remain insured after a certain age; then orthodontic maintenance may continue as long as full-time student status
is maintained. If Orthodontia coverage is for "Adults and Child(ren)” this limitation does not apply. *General Anesthesia — restrictions
apply. £For PPO and or Indemnity members, Fillings — restrictions may apply to composite fillings.

This document is a summary of the major features of the referenced insurance coverage. It is intended for illustrative
purposes only and does not constitute a contract. The insurance plan documents, including the policy and certificate,
comprise the contract for coverage. The full plan description, including the benefits and all terms, limitations and exclusions
that apply will be contained in your insurance certificate. The plan documents are the final arbiter of coverage. Coverage
terms may vary by state and actual sold plan. The premium amounts reflected in this summary are an approximation; if
there is a discrepancy between this amount and the premium actually billed, the latter prevails.

EXCLUSIONS AND LIMITATIONS

B Important Information about Guardian’s DentalGuard Indemnity and
DentalGuard Preferred Network PPO plans: This policy provides dental
insurance only. Coverage is limited to those charges that are necessary to
prevent, diagnose or treat dental disease, defect, or injury. Deductibles apply.
The plan does not pay for: oral hygiene services (except as covered under
preventive services), orthodontia (unless expressly provided for), cosmetic or
experimental treatments (unless they are expressly provided for), any
treatments to the extent benefits are payable by any other payor or for which
no charge is made, prosthetic devices unless certain conditions are met,and
services ancillary to surgical treatment. The plan limits benefits for diagnastic

consultations and for preventive, restorative, endodontic, periodontic, and
prosthodontic services. The services, exclusions and limitations listed above do
not constitute a contract and are a summary only. The Guardian plan
documents are the final arbiter of co Contract # GP-1-DG2000 et al
PPO and or Indemnity Spedal Limitation: Teeth lost or missing before 2
covered person becomes insured by this phn. A covered person may have one or
more congenitaly mising teeth or have lost one or more teeth before he beame
insured by this plan. We won't pay for a prosthetic device which rephees such teeth
unless the device also rephces one or more natural teeth lost or extracted after the
covered person became nsured by this plan R3-DG2000
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GRACE CITY CHURCH OF FLORIDA, INC.

Vision Benefit Summary
Group Number: 00552325

Why choose Guardian for your Vision insurance:

For just a few dollars a month, this coverage saves you money on optical wellness, as well as providing discounts on eyewear,
contacts, and corrective vision services

» Extensive network of vision specialists and medical professionals

» Affordable coverage

* Quick and easy claim payments

About Your Benefits:

Option |: Significant out-of-pocket savings available with your Full Feature plan by visiting one of VSP's network locations,
including one of the largest private practice provider networks, Visionworks and contracted Pearle Vision locations.

Your Vision Plan Full Feature

Your Network is VSP Choice Network

Copay
Exams Copay $10
Materials Copay (waived for elective contact lenses) $25

Sample of Covered Services You pay (after copay if applicable):

In-network Out-of-network

Eye Exams %0 Amount over $39
Single Vision Lenses $0 Amount over $23
Lined Bifocal Lenses $0 Amount over $37
Lined Trifocal Lenses $0 Amount over $49
Lenticular Lenses $0 Amount over $64
Frames 80% of amount over $130' Amount over $46
Costco Frame Allowance Amount over $70
Contact Lenses (Elective) Amount over $130 Amount over $100
Contact Lenses (Medically Necessary) $0 Amount over $210
Contact Lenses (Evaluation and fitting) Up to $60 Not Applicable
Cosmetic Extras Avg. 20-25% off retail price No discounts
Glasses (Additional pair of frames and lenses) 20% off retail price™* No discounts
Laser Correction Surgery Discount Up to 15% off the usual charge or 5% No discounts

off promotional price

VSP

« iiBenefit includes coverage for glasses or contact lenses, not both.

« Family coverage for spouse and children if the child is dependent upon the employee for support and is: (i) living in the employee’s household; or (i) a full-time or
part-time student.

« * For the discount to apply your purchase must be made within 12 months of the eye exam.
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« Charges for an initial purchase can be used toward the material allowance. Any unused balaince remaining after the initial purchase cannot be banked for future use. The
only exception would be if a member purchases contact lenses from an out of network provider, members can use the balance towards additional contact lenses within

the same benefit period.
« 'Extra $20 on select brands

« Members can use their in network benefits on line at Eyeconic.com.

o $it.The VSP system considers contact lenses to be the equivalent of a full pair of eyeglasses (lenses and frames) so while the member can obtain contact lenses one year and standard
eyeglass lenses the next year, the frames benefit would not be available until 24 months or two calendar years, depending on the plan design, after the date the member obtained the

contact lenses.

This doc isa

y of the major features of the referenced insurance coverage. It is intended for illustrative purposes only and does not constitute o

contract. The insurance plan documents, induding the policy and certificate, comprise the contract for coverage. The full plan description, induding the
benefits and all terms, limitations and exdusions that apply will be contained in your insurance certificate. The plan documents are the final arbiter of
coverage. Coverage terms may vary by state and actual sold plan. The premium amounts reflected in this summary are an approximation; if there isa
discrepancy between this amount and the premium actually billed, the latter prevails.

Manage Your Benefits:

Go to www.GuardianAnytime.com to access secure
information about your Guardian benefits including access to
an image of your ID Card. Your on-line account will be set up
within 30 days after your plan effective date.

EXCLUSIONS AND LIMITATIONS

Important Information: This policy provides vision care limited benefits health
insurance only. It does not provide basic hospital, basic medical or major
medical insurance as defined by the New York State Insurance Department.
Coverage is limited to those charges that are necessary for a routine vision
examination. Co-pays apply. The plan does not pay for: orthoptics or vision
training and any associated supplemental testing; medical or surgical treatment
of the eye; and eye examination or corrective eyewear required by an
employer as a condition of employment; replacement of lenses and frames
that are furnished under this plan, which are lost or broken (except at normal
intervals when services are otherwise available or a warranty exists). The plan
limits benefits for blended lenses, oversized lenses, photochromic lenses,
tinted lenses, progressive multifocal lenses, coated or laminated lenses, a
frame that exceeds plan allowance, cosmetic lenses; U-V protected lenses and
optional cosmetic processes.

Need Assistance?

Call the Guardian Helpline (888) 600-1600, weekdays, 8:00 AM
to 8:30 PM, EST. Refer to your member ID (social security
number) and your plan number: 00552325.

Please call the Guardian Helpline if you need to use
your benefits within 30 days of plan effective date.
Please note, self-serve options over the phone or online
at Guardian Anytime are not available until the case is
fully implemented, please wait to speak to a live agent
when calling the Guardian Helpline.

The services, exclusions and limitations listed above do not constitute a
contract and are a summary only. The Guardian plan documents are the final
arbiter of coverage. Contract #GP-1-VSN-96-VIS etal.

Laser Correction Surgery:

Discounts on average of 10-20% off usual and customary charge or 5% off
promotional price for vision laser Surgery. Members out-of-pocket costs are
limited to $1,800 per eye for LASIK or $1,500 per eye for PRK or $2300 per
eye for Custom LASIK, Custom PRK, or Bladeless LASIK.

Laser surgery is not an insured benefit. The surgery is available at a discounted
fee. The covered person must pay the entire discounted fee. In addition, the
laser surgery discount may not be available in all states.
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YOUR COST IN 2023

DENTAL EMPLOYEE DEDUCTIONS PER 26 PAY PERIODS
Guardian Dental — PPO Plan W1
Employee Only $0.00
Employee + Spouse $14.48
Employee + Child(ren) $19.25
Family $36.69

VISION ----- EMPLOYEE DEDUCTIONS PER 26 PAY PERIODS
Guardian Vision — VSP Plan
Employee Only $3.62
Employee + Spouse $6.09
Employee + Child(ren) $6.21
Family $9.82
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