What's possible with

MMTA and Acadia Benefits?

« Employees that understand their benefits -« Concierge support when there's a problem

« Risk management tools « Compliance resources
« Competitive negotiated rates with the « Understanding how your plan compares to
region's top carriers other employers

MMTA leverages its member purchasing power to offer competitive
rates with the most respected carriers in Maine.

The sole purpose of this program is to benefit MMTA members and
the more participation we have, the better the rates we can
collectively negotiate.

The 2024 MMTA Employee Benefits Program includes:

0O ® @ +

Dental Insurance Vision Insurance Life/AD&D Insurance Short-Term Disability

O DELTADENTAL DeltaVision® unum unum

For additional details, please visit
www.MMTA.com/employee-benefits-program

g Acadia

BENEFITS




Acadia Benefits

Please contact our MMTA partners at Acadia Benefits
for additional information including ways to
better manage your employee benefits expenses.

Robert Kenned?'
RKennedy@AcadiaBenefits.com
207.822.4376

Kevin Kennedy

KKennedy@AcadiaBenefits.com
207.615.0560

Mary Brooks
MBrooks@AcadiaBenefits.com
207.947.4794

For additional details, please visit
www.MMTA.com/employee-benefits-program



2024 Dental Insurance

Single coverage as low as $30.83*

O DELTA DENTAL

ApaaapentAL | 2024 DENTAL Insurance ~ Single coverage as low as $30.83/mo
6 Dental plans available 3 CONTRIBUTORY PLANS 3VOLUNTARY PLANS
All 6 plans offer 75% Participation Required Minimum participation of 1 employee
u“"ﬁ Sontribu . Volunta
g:r:;:ﬁ Covered Services Plan 1 Opl'llinn 2’
Coverage A: | Diagnostic & Preventive
Evakiations, X-rays, Oral cancer
screnings, Routine cleanings, 100% 100% 100% 100% 100% 100%
Flroride treatments, Space
maintainers, Seaknts
il ca!;fPOSi?EFJLLJNGs 80% 60% 70%
Anterior & Posterior, Surgical After a 6 After a 6 After a6
ottty i 80% 50% 70% month month month
mm@u? disease, waiting waiting waiting
calelo bantniat period** period** period**
Coverage : | torFesonaivg 50% 50% 50% 50% 50% 50%
fmphis!s, gmu:;s %3 After a 6 month Aftera 6 month | After a6 month After a 12 month After a 12 month After a 12 month
waiting period* waiting period* waifing period* waiting period™ wailing period*™ waiting period™
Coverage B and G combined deductiiepr | §50/§150 | $50/$150 | $25/$75 $100/$300 | $75/$225 | $75/5225
' Annually | Annually | Annually LIFETIME LIFETIME LIFETIME
Cn\rﬂ;aﬂge ?-B;IC combined maximum per $1 500 $1 mo $2 ow $1 m $1 sm $2 000
person/ calendar year: ¥ 1 y l ' 3
Coverage D: Mﬁsmwﬂ NOT COVERED NOT COVERED NOT COVERED 500/0 up tO a NOT COVERED 50% Up tD a
(erooked) teeth for Aduts Lifetime Lifetime
S RIS eape: ) Maximum of Maximum
$1,000 per of $1,500
person per person
After a 24 month After a 24 month
waiting period™ waiting period™
NETWORK OPTIONS | PPO+Premier PPO+Premier PPO+Premier PPO+Premier PPO+Premier PPO+Premier
DoubleUp Maximum - allows accumulalion of up
fo $250 in additional | benefits for i
el INCLUDED INCLUDED

Contributory **
Plan 1
$40.65
$101.12
$101.12

Monthly Rates ***

Single
Two Person
More Than 2

.15 Waiting Period Waived
for New Groups with similar
Prior Group Dental Coverage

Contributory™*
Plan 2

$30.83
$75.91

$75.91

Contributory™*
Plan 3
$37.98
$83.61
$93.61

Voluntary™*
Option 1
$46.87
$75.85

$134.15

Voluntary™™
Option 2
$40.79

$68.47
$107.48

2024 Life/AD&D and Short-Term Disability

Different plans to meet a variety of needs

Choose from 2 Life/AD&D Plans

Plan 1: Flat $10,000 A35¢/$1000 of benefit; or
Plan 2; Flat $25.000 435¢/51000 of benefit

Dependent Life Insurance: $0.85 per family unit/month

Manthly Administrative Fee lies

Life plans require 75% participation & 25% Employer Contribution

Insurance

Voluntary™*
Option 3
$45.55
$77.65
$130.00

unum

Choose from 3 STD Plans

60% of the basic weekly salary up to a maximum of
Plan 1: $150 per week or PlanZ: $300 per week or Plan 3: $500 per week
$1.12/$10 of benefit
Benefits begin 1 day Accident / 8 day Sickness — max 26 weeks
STD Plans required 100% participation & 100% Employer Contribution
Monthly Administrafive Fee Applies if Life/AD&D Not Elecled




2024 DeltaVision FULL Benefits Plans

Employer Paid Rates

Frame Allowance (Materials)
Contact Lenses Allowance (Materials)
Copay Amount Exam and Lenses

Exam with Dilation as Necessary

Contact Lens Fit and Follow-up

Standard - Includes spherical clear contact lenses in
convertional wear and planned replacement (Examples
inclucte but not fimited fo disposable, frequent replacenment,

Premium - Includes all lens designs, malerials and
specially fitings other than Standard Contact Lenses
(Exampias include toric, mittifocal etc.)

Frames -— Any avalaide frame at provider location.
Standard Plastic Lenses
Single vision ! Bifocal / Trifocal

Lens Options

UV coating / Tint / Standard scratch resistance
Standard polycarbonate

Standard anti-reflective coating

Standard progressive

Premium progressive
Other add-ons and services

Contact Lenses
Contact lens allowance covers matenals only.

Conventional

Disposable
IMedically necessary
Laser Vision Correction - Lasik or PRK

Frequency - Exams / Lenses or Centact Lenses /
Frames

MONTHLY RATES:
EMPLOYEE
EMPLOYEE + SPOUSE
EMPLOYEE + CHILD({REN)
FAMILY

Additional in-netw ork discounts

ER PAID $180 PLAN

180
$180
$20/%20

Network Benefit
Member pays $20, plan pays
balance

Member pays up to $55.00

10% discount off retail

$1ED Allowance, then 20% off
balance

Member pays 520, plan pays
balance

Member co-pay $15 each
Member co-pay S40
Member co-pay 545
Member co-pay 585

$85 co-pay, B0% of charge less
than 5120 allowance

20 off retall price

$180 allowance,then 15% off
balance
$180 allowance, member pays
balance
Pald In Full
15% off retall price or 5% off
promaotional price

Non-Network

535

Mone

Mone

90

525/540/555

None
None
None
None

None

None

5144

5144
S200

None

12 /12 / 24 Months
100% Participatinn

54.49
58.76
$8.48
$13.26

>Rates DO NOT include MMTA EBT Monthly Admin Fee If Applicable 51.20/Single-52.40/Family
>If an employee is MOT enrolled in a MMTA Dental Plan, the employee will be charged the monthly Admin Fee when enrolling in the Vision Plan.

>Members receive a 20% discount on items not covered by the plan at netwark providers, which may not be combined with any other discounts or promotional offers.
The discount does not apply to EyeMed provider's professional services or to contact lenses. Retail prices may vary by location.
>Members also receive a 40% discount off complete eyeglass purchases and a 15% discount off conventional contact lenses once the funded benefit has been used.
>After initial purchase, replacement contact lenses may be obtained via the Internet at substantial savings and mailed directly to the member. Details are available at
www.eyemedvisioncare.com. The contact lens benefit allowance is not applicable to this service. >Discounts do not apply for benefits provided by other group benefit plans.

ER PAID 5150 PLAN
5150
5150
$20/520
Network Benefit Non-Network
Member pays 520, plan s
pays balance
Member pays up to $55.00 Manre
10% discount off retail Mare
$150 Allowance, then 20% 375
off balance
Memb 20, pl
Ewiben PR e an 525/540/455
pays balance
Member co-pay 515 each Hore
Member co-pay 540 Nore
Member co-pay 545 Nore
Member co-pay 585 Nore
$85 co-pay, 80% of charge
less than 5120 allowance Nang
20% off retail price Hore
150 all then 15%
5150 allowance,then 4120
off balance
5150 allowance, member 120
pays balance
Paid In Full $200
15% off retail price or 5%
Nore

off promotional price
12 /12 / 24 Months

100% Participation

83.97
§7.75
§7.52
§11.74

ER PAID $130 PLAN

130
5130
$20/520
Network Benefit

Member pays 520, plan pays
balance

Member pays up to $55.00

10% discount off retail

$130 Allowance, then 20%
off balance

Member pays $20, plan pays
balance

Member co-pay $15 each
Member co-pay $40
Member co-pay $45
Member co-pay $85

$85 co-pay, B0% of charge
less than 5120 allowance

20% off retall price

15130 allowance,then 15% off
balance
%130 allowance, member
pays balance
Pald In Full
15% off retall price or 5% off
promotional price

Non-Network

535

None

None

565

$25/540/555

None
None
Nene
None

None

None

5104

$104
5200

None

12 /12 f 24 Months

100% Participation

$3.07
$5.99
$5.81
$9.09

DeltaVision®



2024 DeltaVision HARDWARE ONLY Benefit Plans

Employer Paid Rates

Frame Allowance (Materials)

Contact Lenses Allowance (Materials)
Copay Amount Lenses

Frames -- Any avaiable frame at provider lbealion.
Standard Plastic Lenses

Single vision / Bifocal / Trifocal

Lens Options

UV coating / Tint / Standard scratch resistance

Standard polycarbonate
Standard anti-reflective coating
Standard progressive

Premium progressive

Other add-ons and services
Contact Lenses
Confact lens allowance covers materials only.

Conventional

Disposable

Medically necessary

Laser Vision Correction - Lasik or PRK

Frequency - Exams / Lenses or Contact Lenses

f Frames

MONTHLY RATES:
EMPLOYEE

EMPLOYEE +SPOUSE
EMPLOYE & (CHILD)REN
FAMILY

ER PAID 5180 PLAN

5180
5180
$20/%20
Network Benefit  Non-Network
$180 Allowance, then $90
20% off balance
Member pays $20,
plan pays balance H0l-55
Member co-pay $15 ik
each
Member co-pay $40 None
Member co-pay $45 None
Member co-pay $85 None
S85 co-pay, B0% of
charge less than 5120 None
allowance
20% off retail price None
%180 allowance,then
15% off balance Rl
$180 allowance, s144
member pays balance
Paid In Full 5200
15% off retail price or
5% off promotional None
price
12 / 24 Months
100% Participation
$4.04
$7.89
$7.65
$11.95

ER PAID $150 PLAN

5150
5150
$20/$20
Network Benefit
5150 Allowance, then

MNon-Metwork

75
208 off balance s
Member pays $20, plan
2 55
pays balance $25/540/5
Member co-pay 515 each Mone
Member co-pay S40 None
Member co-pay 545 Nane
Member co-pay S85 None
$8S co-pay, B0% of
charge less than $120 None
allowance
20% off retail price None
$15S0allowance,then 15%
120
off balance $
$150 allowance, member $120
pays balance
Paid In Full $200
15% off retall price or 5%
7 s None
off promeotional price
12 / 24 Months
100% Participation
$3.52
§6.87
$6.66
$10.40

>Rates DO NOT include MMTA EBT Monthly Admin Fee If Applicable 51.20/Single-52.40/Family
>If an employee is NOT enrolled in a MMTA Dental Plan, the employee will be charged the monthly Admin Fee when enrolling in the Vision Plan.
=Members receive a 20% discount on items not covered by the plan at network providers, which may not be combined with any other discounts or promotional offers.
The discount does not apply to EyeMed provider’s professional services or to contact lenses. Retail prices may vary by location.
>Members also receive a 40% discount off complete eyeglass purchases and a 15% discount off conventional contact lenses once the funded benefit has been used.

>After initial purchase, replacement contact lenses may be obtained via the Internet at substantial savings and mailed directly to the member. Details are available at

www .eyemedvisioncare.com. The contact lens benefit allowance is not applicable to this service. >Discounts do not apply for benefits provided by other group benefit plans.

DeltaVision®

ER PAID $130 PLAN

5130
5130
$20/$20
Network Benefit Non-Network
$130 Allowance, then $65
20% off balance
Member pays 520, plan
S — 525/540/555
Member co-pay $15 N
each
Member co-pay $40 None
Member co-pay 545 None
Member co-pay $85 None
%85 co-pay, 80% of
charge less than $120 None
allowan ce
200 off retail price None
%130 allowance,then
15% off balance L
$130 allowance,
member pays balance slaa
Paid In Full $200
15% off retail price or
5% off promotional None
price
12 f 24 Months
100% Participation
$2.57
$5.01
$4.85
$757



2024 DeltaVision FULL Benefits Plans

Voluntary Rates

VOLUNTARY 5180 VOLUNTARY $150 VOLUNTARY 5130
Frame Allowance (Materials) 5180 5150 5130
Contact Lenses Allowance (Materials) 5180 5150 5130
Copay Amount Exam and Lenses $20/520 $20/%20 $20/520
Network Benefit Non-Network Network Benefit Non-Network Network Benefit Non-Network
Buariwiity Dl asifiasss Member pays 520, plan pays 435 Member pays 520, plar pays a5 Member pays 520, plan <35
¥ balance balance pays balance
Contact Lens Fit and Follow-up
Standard - Includes sphercal clear contfact lenses in
convenfional wear and planned repiacement Member pays up to $55.00 None Member pays up to $55.00 Nane Member pays up to $55.00 Nane
{Examples include bui not limied fo disposable,
Premium - Includes all lens designs, matenals and
specialty fittings other than Standard Contact Lenses 10% discount off retail None 10% discount off retail Nane 10% discount off retail Nane
(Examples include torke, mutifocal elc.)
; 4 $180 Allowance, then 200 $150 Allowance, then 208 $130 Allowance, then 20%
Fr; =y, b S ol g ) off balance 340 off balance ol off balance SEE
Standard Plastic Lenses
; i . - Member pays $20, plan pays |Member pays $20, plan pays Member pays 520, plan
Singl I Bifecal / Trifocal 25/540/555 25/540/555 25/540/555
O TRonsl n balance 325/540/5 balance »25/580/5 pays balance $25/54045
Lens Options
UV coating f Tint / Standard scratch resistance Member co-pay 515 each None Member co-pay 515 each MNone Member co-pay 515 each None
Standard pelycarbonate Member co-pay 540 None Member co-pay 540 Mane Member co-pay 540 None
Standard anfi-reflective coating Member co-pay 545 None Member co-pay 545 None Member co-pay 545 None
Standard progressive Member co-pay 585 None Member co-pay 535 Mone Member co-pay 585 None
; F $85 co-pay, 80% of charge $85 co-pay, 80% of charge $85 co-pay, B0% of charge
P S5ive
TIPS less than $120 allowance Horis less than $120 allowance Hon# less than $120 allowance hiong
Other add-ons and services 20% off retail price None 20% off retall price Mane 20% off retall price Nome
Contact Lenses
Contact lens aflowance covers maferials only,
& o 15180 allowance,then 15% off s144 $150 allowance,then 15% $120 $130 allowance,then 15% 4104
balance off balance off balance
1! lle
Dispasable $180 allowance, member $144 $150 allowance, member $120 $130 allowance, member $104
pays balance pays balance pays balance
Medically necessary Paid In Full $200 Paid In Full 200 Pald In Full $200
Laser Vision Correction - Lasik or PRK 15% off retall price or 5% off None 15% off retall price or 5% Nane 15% off retail price or 5% fiGns
promotional price off promotional price off promotional price
z“‘“""’"'E"“" Ksnzse anContact Lansag] 12 /12 / 24 Months 12/12 /24 Months 12/ 12/ 24 Manths

MONTHLY RATES: 2 or more Enrolled 2 or more Enrolled 2 or more Enrolled
EMPLOYEE $6.19 $5.52 $4.75
EMPLOYEE + SPOUSE $12.09 $10.79 $9.27
EMPLOYEE + CHILD(REN) $11.71 $10.46 $8.98
FAMILY $18.29 $16.34 $14.06

Additional in-network discounts

>Rates DO MOT include MMTA EBT Manthly Admin Fee If Applicable $1.20/Single-52.40/Family

>If an employee is NOT enrolled in a MMTA Dental Plan, the employee will be charged the monthly Admin Fee when enrolling in the Vision Plan.

>Members receive a 20% discount on items not covered by the plan at network providers, which may not be combined with any other discounts or promational offers.
The discount does not apply to EyeMed provider's professional services or to contact lenses. Retail prices may vary by location.

>Members also receive a 40% discount off complete eyeglass purchases and a 15% discount off conventional contact lenses once the funded benefit has been used.
=>After initial purchase, replacement cantact lenses may be obtained via the Internet at substantial savings and mailed directly to the member. Details are available at

www.eyemedvisioncare.com. The contact lens benefit allowance is not applicable to this service. >Discounts do not apply for benefits provided by other group benefit plans.

DeltaVision®



2024 DeltaVision HARDWARE ONLY Benefit Plans

DeltaVision®

Voluntary Rates
VOLUNTARY $180 VOLUNTARY 5150 VOLUNTARY $130
Frame Allowance (Materials) 5180 $150 $130
Contact Lenses Allowance (Materials) 5180 5150 5130
Copay Amount Lenses $20/520 $20/520 $20/520
MNetwork Benefit Non-Network Metwork Benefit Non-Network Network Benefit Non-Network
5180 Allowance, then $150 Allowance, then $130 Allowance, then
ERTIRES ~= ARy, oo e ot prey il oA 20% off balance 390 20% off balance #75 20% off balance 765
Standard Plastic Lenses
Single vision / Bifocal / Trifocal UGty [ 220 $25/540/555 AR B ey 20 BHR $25/540/$55 i e Lo §25/540/555
plan pays balance pays balance pays balance
Lens Options
UV coating / Tint / Standard scratch resistance Memhe;;&z:ay L None Member co-pay $15 each None Member co-pay $15 each None
Standard polycarbonate Member co-pay 540 None Member co-pay 540 None Member co-pay 540 None
Standard anti-reflective coating Member co-pay 545 None Member co-pay 545 Naone Member co-pay $45 None
Standard progressive Member co-pay $85 None Member co-pay S85 None Member co-pay $85 None
$85 co-pay, 80% of 585 co-pay, 80% of 585 co-pay, 80°% of
Premium progressive charge less than $120 None charge less than $120 Naone charge less than $120 Nane
allowance allowance allowance
Other add-ons and services 20% off retail price None 20% off retail price Naong 20% off retail price None
Contact Lenses
Contfact lens allowance covers malerials only.
: 5180 allowance,then 5150 allowance,then $130 allowance,then 15%
et 15% off balance i 15% off balance (o off balance L
y 5180 allowance, 5150 allowance, memb er 5130 allowance, member
R e member pays balance L pays balance o pays balance e
Medically necessary Paid In Full 5200 Paid In Full 5200 Paid In Full 5200
15% off retail price or
Laser Vision Correction - Lasik or PRK 5% off promotional None S5% S TetaN por None ARTG (NETRLER Mok On None
prica 5% off promotional price off promotional price
o e A 12 / 24 Months 12 / 24 Months 12/ 24 Months
Lenses / Frames
MONTHLY RATES: 2 or more Enrolled 2 ormore Enrolled 2 or more Enrolled
EMPLOYEE $5.18 $4.50 $3.71
EMPLQYEE + SPOUSE $10.11 $8.77 §7.24
EMPLOYE & {CHILD)REN %979 $852 §7.02
FAMILY 51529 $13.29 $1097

>Rates DO NOT include MMTA EBT Monthly Admin Fee If Applicable 51.20/Single-52 .40/Family

>If an employee is NOT enrolled in a MMTA Dental Plan, the employee will be charged the monthly Admin Fee when enrolling in the Vision Plan.

>Members receive a 20% discount on items not covered by the plan at network providers, which may not be combined with any other discounts or promotional offers.

The discount does not apply to EyelMed provider's professional services or to contact lenses. Retail prices may vary by location.

>Members also receive a 40% discount off complete eyeglass purchases and a 15% discount off conventional contact lenses once the funded benefit has been used.

>After initial purchase, replacement contact lenses may be obtained via the Internet at substantial savings and mailed directly to the member. Details are available at
www.eyemedvisioncare.com. The contact lens benefit allowance is not applicable to this service. >Discounts do not apply for benefits provided by other group benefit plans.



