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Call to Order

Sue Birch, Chair, called the meeting to order at 1:32 p.m. Sufficient members were
present to allow a quorum. Audience and board self-introductions followed. TVW
livestreamed the meeting.

Meeting Overview
Dave Iseminger, Director, Employees and Retirees Benefits (ERB) Division, provided
an overview of the agenda.

April 24, 2019 Meeting Follow Up

Dave Iseminger: Atthe April 24 Board Meeting, the Board voted 4-3 to pass the UMP
Value Formulary resolution. As described in the past several meetings, both the PEB
and the SEB Boards needed to act on and approve the same resolution before their
respective June meetings in order for the resolution to be effective in the 2020 plan
year. The SEB Board took action last Thursday and passed that resolution 8-0. Now
that both Boards have passed identical resolutions, the agency is moving forward with
implementation.
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Carol, you asked for a detailed description of the exception process. We were almost
ready to bring it today, but realized our pharmacy staff were unable to attend. We will
bring it to the June 5 meeting so you can get any questions you may have answered.
This work also jump starts our obligation under a bill that passed the Legislature
requiring us to have a written description of the exception process by 2021.

Rachel Lowe provided public comment at the April 24 Board Meeting. | want to
describe her foundational concerns, as we understand them. Ms. Lowe is a part-time
faculty member at Bellevue College. Her work schedule is such that her PEBB Program
benefits eligibility fluctuates. There's a two-year averaging rule where some people may
be on the edge of eligibility that, depending on their work circumstances, may bounce in
and out of eligibility. As she has engaged with the PEBB Program system over the
years, when she's gained eligibility she's been presented with the need to make an
affirmative election, waive, or be defaulted into the Uniform Medical Plan and Uniform
Dental Plan. She successfully waived several times. Last year she missed that
affirmative question to waive. She was defaulted into the plans. From that, she went
through the eligibility appeals process.

You received client advice recently from the Attorney General's Office about HCA and
PEB Board litigation on this appeal. Miss Lowe withdrew her appeal and the case was
dismissed. That portion of her question is resolved from a legal standpoint. She also
filed a rulemaking petition with the agency with specific requests about how she would
like different rules changed within the eligibility framework. The response from the
agency, statutorily, is due by the end of this week. We will meet that timeline to respond
to the specific rulemaking request.

Ms. Lowe has raised several core concerns. | will bucket them into high-level pieces
and identify which parts you have discretionary authority over, which parts are within
agency administrative authority, and the parts within legislative authority.

Fundamentally, from those interactions and fluctuating in and out of eligibility, she's
raised several different possible ideas. One would be to have this Board, which is
within your power, change the decision that when somebody doesn't engage in
enrollment process, they are defaulted into coverage. Instead, she proposes they are
defaulted out of coverage.

This Board, years ago, made a decision that when somebody doesn't engage in
enrollment processes after 31 days they are defaulted into coverage. It has a very long
history in the PEBB Program. You could change course and when people don't engage
they would be out of insurance coverage. That is within your policy decision making
discretionary authority. We can engage in that discussion. There are strong views
about that particular policy decision. It has been revisited a couple of times, based on
larger pieces of litigation that have happened with the Program. If the Board wants to
engage in that conversation, we will. But | would want specific direction from the Board
that you want to revisit that, because of the historical nature of that particular policy
decision, we would not bring that to you unless you specifically request it.

A second option Ms. Lowe suggested is when people waive benefits, they be allowed to
permanently waive benefits instead of having to turn in a waiver form every time they
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bounce into eligibility. There can be a proactive waiver for all subsequent eligibility
determinations. We've looked at the statutory framework and believe the legislative
intent of the statutes, in whole, leads that to be something that would need to be
addressed in the legislative arena. It's not something we believe the Board or HCA can
do, even if we think it's a correct policy decision.

A third area where Ms. Lowe raised ideas is when an individual receives their eligibility
determination, there's often a lag. If somebody is deemed eligible at the beginning of
October, they may start employment at the beginning of October. The agency may not
realize the individual is benefits-eligible until the middle of October. They give that
individual their positive eligibility determination. The individual has 31 days to elect.
They turn in their form in the middle of November. It can be keyed for up to 90 days.
There's a retro enrollment where all of the premiums are due in full from the original
eligibility date.

Another suggested idea is to change the practice at which an individual is actually
enrolled in benefits based on when their elections occur so there isn't this situation
where an individual doesn't understand they have coverage they may or may not have
been able to access, and may have had other insurance options. They may be in a
situation of dual coverage. That is an area we also believe has some legislative
underpinnings that would be challenging for the Board to take action on, or the agency
to take administrative action on.

Greg Devereux: Would the suggestion in that instance be not to do retro enrollment?

Dave Iseminger: That is part of the idea. An individual would be prospectively enrolled
in benefits instead of retro enrolled in benefits.

Greg Devereux: Thank you.

Dave Iseminger: The last area, which we are working to address, is providing
transparent information about the financial implications of not engaging in the system
and being defaulted into plans. At the last meeting during pubic comment, Miss Lowe
handed me an enrollment form with language suggestions. We're looking at ways to
address that, not necessarily the exact ways that were proposed, but to make it clear if
you don't engage in the system, you would be defaulted into a plan and monthly
premiums would be deducted from your paycheck and citing the approximate monthly
UMP Classic's premium

We're working to include that information on enrollment forms, the enroliment
guidebook, and within the worksheets the agency produces and agencies use to make
the eligibility determinations, as well as the model notice we provide for an agency to
use after it makes that eligibility determination. The agency must provide a notice to the
employee with their appeal rights. They either have to use the worksheet we produce
or the model notice. If we add it to both of those, it will increase the information
provided to individuals when they get those eligibility determinations. We're working at
cleaning up and providing more information in all of those communication materials. I'm
sure many of you are aware there are a wide range of reasons that there are cycles that



happen in the PEBB Program. We are in the midst of doing that for materials produced
for the 2020 plan year.

| also want to highlight assertions about savings in the system during the public
comment last meeting because the Board is looking for money to increase the basic
LTD benefit. The claim was there are thousands of dollars being wasted, taxpayer
dollars, because of this default system.

This gets into how the funding rate is created. I'll remind the Board that foundationally,
the funding rate includes assumptions about the population that is going to waive
benefits, based on historical waiver practices. Whether an individual permanently
waives, if that were an option, versus having to waive every time they were eligible,
wouldn't materially change those fundamental assumptions. The funding rate
represents an average that's needed to fund the entire system. Agencies and higher
education institutions are obligated to pay the Health Care Authority that funding rate
even if that individual waives benefits. These proposed changes would not result in
additional relief within the employer funding rate that funnels through agencies. While
there would be a financial impact from the individual's paycheck and what they're paying
for those defaulted benefits, there wouldn’t be savings generated on the employer side.

The employer contribution, under the Collective Bargaining Agreement, is 85% on a tier-
weighted average. The bulk of the funding coming through the program already has
accounted for historical waiver practices. | want to be very clear that we do not believe
any of the ideas proposed would result in material changes to the funding model that's
been created for the employer-funding rate.

That was the issue described last meeting. The agency is working on the rule-making
petition, to explain the various pieces of the ideas we believe need statutory
amendments. We are making efforts to improve the communication piece in the various
communications agencies are required to use, or that are given to employees, to make
it clear about the financial implications of being defaulted into a medical plan.

Sue Birch: That was a very thorough presentation of follow up items. | want to ask for
clarification because | wasn't there, did all five of these come from Miss Lowe?

Dave Iseminger: Miss Lowe had an eligibility appeal dismissed out of Superior Court,
a rulemaking petition, and has engaged in correspondence with the agency and the
Governor's Office with various ideas. I've synthesized the core of the entire package.
These weren't all pieces specifically raised last month, and felt | could give you more of
a holistic view, now that the Board and the agency aren't under a litigation context.

Sue Birch: Thank you, that's very helpful. Do Board Members have suggestions? |
have some thoughts about asking staff to go back, do some work, and bring these
issues back to the full Board so we can get more information and staff have more time
to thoroughly present to us.

Tim Barclay: Would it be feasible, or how much disruption would it cause, to allow
people a window of time that they could later decline coverage once the paycheck
adjustment has caught their attention. For whatever reason, they didn't take action and
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then we get down the road to the sequence of delays you talked about that are in the
system. They notice when it hits their paycheck. If they immediately respond, is there a
way we can give them a window to do that and undo the whole thing?

Dave Iseminger: This gets into the IRS Cafeteria Plan election rules. They are
stringent in being able to retroactively adjust your elections mid tax year. Even in
instances of mistakes or misunderstandings. | think that is why higher education has a
two-year averaging rule to help smooth out the fluctuating eligibility that happens on the
edge of the PEBB Program eligibility framework. Many people, including in Miss Lowe's
circumstance, realize this right at open enrollment. Her out-of-pocket premium was
limited to that fall, 3-4 month period. Then, during the annual open enroliment, she
waived coverage effective January. When an individual notices this and it is close to
the annual open enrollment, they're able to fix it prospectively. But unwinding it under
the Cafeteria Plan rules presents significant legal risk.

Sue Birch: Having come now from a decade of trying to make sure that people have
access and coverage, it does concern me that everything that's been proposed moves
in the opposite direction. | feel like staff need to come back to the full Board with more
thorough information if we're going to move in that direction. | certainly have a duty to
remind everybody that access, coverage, and moving in the direction of keeping people
covered, appropriately, and | understand the affordability piece, but | think we're going
to need a little more information if we're going to dive into something of this detail of
what's being requested. This is a significant step backwards to what we've been
working on for the past decade.

Greg Devereux: | second what Chair Birch said. I think this opens a Pandora's Box
and cuts coverage. The chaos it would create in many instances would be negative. |
would be reluctant to go backwards. HCA staff time is incredibly valuable. I think there
are other things more valuable than this.

Myra Johnson: My question piggybacks off that. How many members would this
impact? I'm concerned, too, about actually having the coverage that's needed. | want
to know how many people would say, “I need my money and I'm out.” I'm concerned
about that.

Dave Iseminger: Even if we went down the path of these ideas, | would anticipate the
agency would strongly encourage both the Legislature and Board to keep in place the
requirement that you can't just waive coverage and not be insured. Right now, you can
only waive if you have certain qualifying coverages. You can't waive to not have
insurance coverage. We would still strongly encourage that piece stay in place.

When it comes to data, there are a couple of different ways to think about this. In our
modeling, based on historical averages, there's around 7%-8% of the population that
waive benefits. In theory, all of those people could be individuals who would want to
waive permanently, if that were an option. The other way to think about it is how many
people are defaulted into coverage? That has turned out to be a data point that does
not exist in our data systems. At least not very easily, and the numbers that do exist are
underrepresenting the default rate.



We did an analysis of data in 2018 that showed something close to 325-350 people that
defaulted. It showed that only 16 people in higher education were defaulted. That
seemed like an odd number so we started digging into it. It turns out what we are
measuring as a default is after somebody makes a selection, there's 90 days for that
form to be keyed. The default we're registering are people who after 90 days the
system defaults them. But what happens, and this actually happened in Miss Lowe's
circumstance, after 31 days, her agency keyed the default. That doesn't show as a
default in our system even though she was defaulted into coverage. Layer on top of
that, because of the Workday system and we don't accept empty fields in our interface,
none of that data represents anything that's happening at UW, our largest employer.

We are looking at different ways to capture the data. We're trying to tackle that in the IT
build we're doing on the SEBB Program side, which we hope to use in the PEBB
Program in the future to capture more accurate default rates. As it stands now, it's
proving to be quite elusive to get that data without a manual check of files. Even then, it
would not prove to be very precise.

Sue Birch: Dave, your suggestion at this point is?

Dave Iseminger: My suggestion is, unless the Board wants something specific back,
we continue to work on improving communications. We are going to change the
enrollment form, the guidebook, the eligibility notice worksheets that we provide to
agencies, and the model notice. All of the other components we've evaluated, with the
exception of the Board's decision to default people into or out of coverage, are all things
we think require at least some legislative discussion. We could certainly engage about
those ideas with the Board, but it would also require, in most instances, legislative
action. | could do a status update at a future meeting as to how our communication
efforts are going. If the Board specifically wanted to engage in a conversation about
what the default position is, we could do that. I'm sensing from at least two or three
Board Members there's not a particular interest in going down that path. | want to make
sure | understand correctly.

Harry Bossi: I'll be clear. | think the option of improving communication is the only one
that requires any real effort.

Sue Birch: Thank you for that, Harry. We'll give staff the direction to proceed with the
communications piece. If, over the summer, you were to receive some legislative
interest in this, you could bring it back to the Board. | think at this point, I'm seeing folks
don’t want to go back and revisit these issues.

Dave Iseminger: The overlay of that eligibility appeal in Superior Court was
challenging for the agency to engage with Miss Lowe. Now that the eligibility appeal is
no longer pending in Superior Court, we can have more direct communications with
Miss Lowe to make sure we understand everything I've said today is comprehensive of
the concerns and ideas she's raised. We can talk through with her the more detailed
challenges related to those issues and what we are able to do to address concerns
she's raised.



2019 Legislative Session Debrief

Cade Walker, Executive Special Assistant, Employees and Retirees Benefits Division.
Slide 2 — Number of Bills Analyzed by ERB Division. At the end of session, we
completed 336 bill analyses. We were lead on 135 bills and support on 201 bills.
Ninety bills had high impact to the agency and 246 had low impact.

Slide 3 - Passed Legislation — Bills signed by the Governor. 2SHB 1065 protects
consumers from charges for out-of-network health care services. This balance bill issue
is resolved after many attempts. It specifically relates to services received in an
emergency setting. Anesthesiologist services. Things that a member wouldn't have
any control over whether or not the provider providing those services are in network or
out of network.

Dave Iseminger: That's a change across the entire commercial health insurance
market and also includes the Uniform Medical Plan.

Cade Walker: EHB 1074 increases the legal age of sale for tobacco products from 18
years of age to 21 years of age. The SEBB Program and PEBB Program tobacco
surcharge is assessed to members who attest to using tobacco products. That
surcharge is not applicable to those who use vapor products. Given this legislation and
the way they have couched the definition of vapor products, and including it in these
tobacco increased taxes and increased age of accessibility for tobacco products, we
think it warrants bringing to your attention as something that will come before you.

Dave Iseminger: Since you, as a Board, enacted a tobacco definition when the
surcharges were required in 2014, we have been watching how various parts and levels
of government and agencies are treating vaping products. At some point, there may be
a fulcrum passed, and the world has changed enough that we would bring back to you a
suggestion to modify your definition of tobacco products. This is another piece of that
puzzle. We're not anticipating anything this Board season related to tobacco products
and vaping. But we will be looking at this legislation and other things happening in the
market in the past couple of months to see if there is something to bring back to you
during the 2020 Board season.

Cade Walker: ESHB 1099 requires each health carrier to post on its provider network
whether mental health providers are accepting new patients and publish certain
information of its network accessibility. A bill we were in support of and our carriers are
already in compliance with. We will continue to see enhanced accessibility and
transparency related to mental health services in our state's health carriers.

Harry Bossi: On 2SHB 1065, was there a PEBB fiscal note or cost associated with this
enactment on PEBB itself?

Dave Iseminger: Yes, we did produce a fiscal note. Our agency identified it as
indeterminate, but our best estimates at the time were around a potential $7 million
impact to the claims fund. We will be monitoring closely to see if that warrants any
adjustments to the funding rate in future years.



Cade Walker: ESHB 2140. We bring this to the Board's attention because of the
impacts it has on the SEBB Program population. 2140 primarily was adjusting the
levies for K-12 school districts. However, included in that legislation was a carve out, or
a delay, of the Educational Service District employees who are not represented. It
carves them out from participating in the SEBB Program until January 1, 2024. It also
made sure to include language that allowed permissible participation by the ESD non-
represented employees in the PEBB Program. Again, that's permissive and there are
some ESD employees currently in PEBB Program benefits as an employer group. They
are allowed to remain and any other ESD non-represented employees could join the
PEBB Program at their discretion. But as of 2024, they will be required to participate
with the SEBB Program. That was the only eligibility change this session to the SEBB
population’s eligibility for benefits.

Tom MacRobert: Why wouldn't they automatically wish to join? Who are the non-
represented ESD personnel? Are we talking custodians, or who makes up that
population? What was the rationale behind carving them out?

Cade Walker: | don't have that information readily available. | could give you an
estimate on the numbers that shows the split between represented and non-
represented ESD employees. From our understanding, there's approximately 300
represented ESD employees and approximately 3,000 non-represented ESD
employees. Approximately 9% of them will be participating in the SEBB Program, as of
January 1, 2020.

As far as a rationale goes, we did hear from public testimony from the ESD
representatives there were significant budget concerns. It's worth noting that their
funding model in the ESDs is substantially different than the funding model for K-12
districts. ESDs are funded largely through purchasing of services from the school
districts and not through the funding model that funds K-12 school districts in general.
That issue was raised on several occasions related to the expense the ESDs would
incur for benefits for those employees.

Dave Iseminger: Another part of 2140 requires a new legislative report from the
agency to talk about the funding mechanisms of ESDs to help address the concerns
related to their funding models and the SEBB Program.

Cade Walker: ESSB 5526 - Cascade Care/Public Option, requires the Health Benefit
Exchange and the Health Care Authority, in conjunction with Office of the Insurance
Commissioner (OIC), to develop standardized plans, contract with health carriers, and
develop a plan for premium subsidies for individuals purchasing coverage on the Health
Benefit Exchange. It's anticipated that the ERB Division will lend its expertise to acquire
available commercial plans and assist in those efforts as the law continues to roll out.

Dave Iseminger: This doesn't directly impact the PEBB Program or the SEBB
Program. We want you to be aware of commercial activity in the products and efforts
HCA is doing in its portfolio, even if it doesn't directly impact you.

Sue Birch: | want to applaud your participation particularly, Dave, in the process. |
think the Board needs to be aware as we have more defined tools and refined all payer
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claims database information. We can look at precise costs. There is a benchmark now
in Cascade Care. It gives us the opportunity to look to see if we really are driving the
value proposition, and can we get costs down? It will ultimately help our book of
business.

Cade Walker: 2SSB 5602 directs the Health Care Authority to administer family
planning programs for individuals 19 and over, prohibiting discrimination on the basis of
gender identity or expression. Health plans are required to cover certain reproductive
treatment and services.

SSB 5889 protects communications between health carriers, providers, and adults
covered as dependents on a parent or legal guardian's health insurance. If you have
adult children covered under your health benefit plan, they have the same privacy and
security as their parents, and the communications are sent directly to those members,
not solely to the subscriber.

Slide 6 — Passed RX Legislation. E2SHB 1224 requires health carriers, pharmacy
benefit managers, service administration organizations, and drug manufacturers to
report certain pharmacy data to the Health Care Authority and provide advance notice
of price increases on certain drugs. It also requires the Health Care Authority to provide
an annual report to the Legislature on the data submitted related to pharmacy.

Dave Iseminger: As E2SHB 1224 made it through the process, it did not ultimately
result in a mechanism for members of the public to look at the information, but the
Legislature is able to see that information. It keeps the spotlight on the purchasers.

Cade Walker: ESHB 1879 requires health carriers to use evidence-based pharmacy
utilization management criteria and have a clear and convenient exemption/step therapy
exemption process.

Dave Iseminger: Carol, that is what | was alluding to in answering your question and
being able to prepare that for members as we move forward with the UMP Value
Formulary implementation. ESHB 1879 applies to plans that are in the market as of
January 2021. We will be doing the steps necessary to describe the exemption process
to members long before the law requires it.

Tom MacRobert: There were several bills initially that talked about transparency with
the cost of pharmaceuticals. Those bills were fairly specific. They would have to report
the rationale for why they were raising the prices of certain drugs. Based on what you
said, | assume those bills did not happen, is that correct?

Cade Walker: That's my understanding as well.

Slide 7 — Newly Required reports for ERB. Today we were informed the Governor
vetoed the requirement for HCA to submit the report for the Medicare eligibility retirees
addressing the rising costs of prescription drugs and member premiums.

Dave Iseminger: | read the veto message today and it indicated HCA has effectively
provided this report already to the Legislature. The veto message was about the
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Governor’s request for funding to be able to add supplemental lower cost Medicare
options in the Medicare risk pool. It informed the agency to continue with efforts at
looking at procurement activities for moving forward with presenting additional options,
rather than using the time to do another report. It didn’t veto the idea of moving forward
with procurements.

Cade Walker: On February 5, 2020, a report is due to the Legislature regarding the
total amount the SEBB Organization's billed for benefits and which districts and SEBB
Organizations that did not submit payments by January 31, 2020.

Dave Iseminger: The way the funding mechanism works with K-12, it’s similar to the
PEBB Program area where the Legislature gives the employer funding rate to the home
agencies. The Health Care Authority bills the agency for the number of eligible
subscribers and the money comes to the Health Care Authority. It's similar, but more
complicated in K-12. The money goes from the Legislature, to OSPI, to the district, and
then HCA. A lot of that happens at the end of the month. The Legislature is interested
in making sure the cash flow is up and running with the program. HCA is to report to
the Legislature who is paying in a timely manner and who is not.

Cade Walker: By November 15, 2020, HCA is to report to the Legislature regarding the
feasibility of consolidating the SEBB Program into the PEBB Program, with an
anticipated start date of January 1, 2020.

Greg Devereux: Cade, does that imply there was an earlier feasibility study?

Cade Walker: In 2014, Senate Bill 5940 required HCA to submit a report that looked at
various options for consolidation of K-12 benefits. | was the lead author on that report
so | do know that report included various options for the Legislature to consider
consolidating K-12 benefit purchasing into a single program, combined with the PEBB
population. It considered a single PEBB Program with two different pools under the
same jurisdiction of the PEBB Program. It also looked at a separate SEBB Program in
different iterations. The Legislature's asking for a specific report related solely to the
feasibility of SEBB as it currently sits being added into PEBB by 2022.

Dave Iseminger: Greg, there hasn't been a SEBB Program in order to do a specific
study of the exact program with the PEBB Program. The concept of the various pooling
options within a single program has been tossed around in a variety of different reports
related to the consolidation of K-12 benefits. This is a specific report about combining
SEBB and PEBB. We will be looking at that with the assumption of a consolidation by
January 2022.

If this were to happen, it would require legislative action. The Legislature is asking if the
the decision was made in 2021 to move forward, could it be in place in 2022. There will
be many stakeholders between both programs, both populations, that will have an
interest. HCA is working through the planning phases. We will bring this to as many
stakeholders as we can to talk about the different pieces as we build that information for
the Legislature.
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Yvonne Tate: It's a good idea in terms of cost containment to combine the two. It's
almost like they're doing duplicate work anyway. | know there's some variation, but
from a cost containment and staff workload standpoint, it would be better.

Dave Iseminger: Yvonne, thank you for those comments. Having to keep track of
which Board I'm talking to on which day would be a little easier. The prep work for
Board Meetings would be a little easier. There are many pros and cons to go through.
There certainly are some efficiencies, but other things would be lost having two
programs with unigue features consolidated into a single pool. | definitely appreciate
from the administrative complexity, those comments. Having a single purchasing lever
would be beneficial if it was one program. It would be easier from the contracting
mechanism to be able to leverage that purchasing power.

Sue Birch: With all the transformation efforts in place and playing out in our state,
other variables will play into this feasibility as well. So 2408, public option, movement
on cost containment, many issues will play out. This is a long way away and | applaud
staff for getting on it, but lots of work to do.

Cade Walker: The last report referenced is due by December 31, 2020 in regards to
House Bill 2140. HCA will report on current costs and the health plans offered by
educational service districts (ESDs), a comparison of those costs, the benefits of the
ESDs that would participate in the SEBB Program, and report on the revenue sources
for ESDs. We look forward to working with the ESDs.

Tom MacRobert: There were two bills somewhere in process and I'm assuming they
didn't pass. One was to change the risk pool so the K-12 non-Medicare retirees would
switch to the SEBB Program. The other was to add a non-voting member from the
Office of the Insurance Commissioner to the Board. I'm assuming neither of those
passed.

Cade Walker: Correct.

PEBB Finance 2019-21 Budget Update

Tanya Deuel, PEBB Finance Manager. I'm back to give you the final numbers of the
2019-21 Biennial Budget. On April 24,1 gave you an overview. Today, | will share the
final numbers.

Slide 2 — Funding Rates. The funding rates are the amounts paid by state agencies and
higher education, per employee per month, to HCA for medical/dental/life/LTD
coverage. These amounts were set for fiscal year 2020 at $939, and for fiscal year
2021 at $976. These amounts are adequate to maintain the current level of benefits,
plus a few additional ones. We don't have significant concerns with any of these rates
or the underlying assumptions.

Tom MacRobert: | am curious if the funding rate for 2018 and 2019 was $939 also.

Tanya Deuel: No. For the current fiscal year, it's $916 and | cannot remember what it
was the year before.
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Slide 3 — Medicare Explicit Subsidy. We had an exciting year when the subsidy
increased from $150 to $168 for plan year 2019. In plan year 2020, there was an
increase to $183. As a reminder, the language states, "or 50% of the premium,
whichever is lesser.” You will see those reflected when we come back and present you
the premiums for 2020.

Slide 4 — Decision Package Funding. Third Party Administrator (TPA) administrative
fees for the Uniform Medical Plan, the Uniform Dental Plan, and the Medical Flexible
Spending Arrangement are $6 million. These accounts are where we need the
spending authority to go and increase the amounts we pay these TPAs, mainly driven
by the increased enrollment in these plans.

The Centers of Excellence decision package was $1.3 million. Again, the spending
authority for the administration that goes with our total joint replacement