Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

Department of the Treasury

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

» Complete all entries in accordance with
the instructions to the Form 5500.

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending  12/31/2023
A This returnireport is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, check here

D Check box if filing under: Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 501
LAWMANHEATINGANDCOOLINGEMPLOYEEBENEFITSPLAN number (PN) »
1c Effective date of plan
01/01/2023
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 16-1100145

LAWMAN HEATING AND COOLING

PO BOX 599
SACKETS HARBOR, NY 13685-0599

2C Plan Sponsor’s telephone
number
315-646-2919

2d Business code (see
instructions)
238220

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in

the instructions, | declare that | have examined this return/report, including accompanying schedules,

statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN |Filed with authorized/valid electronic signature. 07/11/2024 ROBERT KILLMER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2023)

v. 230707




Form 5500 (2023) Page 2

3a Plan administrator's name and address |X| Same as Plan Sponsor 3b Administrator's EIN

3C Administrator’s telephone
number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:

a Sponsor's name 4d PN
C Plan Name

5  Total number of participants at the beginning of the plan year 5 ‘ 29
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 29
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 34
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 0
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 34
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f 34
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
[ote] a1 =T (= g ISR (=T o ) TP PR PRI
g lote this i 69(2
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

4A
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) D H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 1
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2023) Page 3

Part Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woooverneeereerinenenee e [] Yyes [X No

If “Yes” is checked, complete lines 11b and 11c.

11Db Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... D Yes D No

11c Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending ~ 12/31/2023
A Name of plan B Three-digit

LAWMANHEATINGANDCOOLINGEMPLOYEEBENEFITSPLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

LAWMAN HEATING AND COOLING 16-1100145

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
MVP HEALTH CARE

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
14-1640868 95521 700900 38 01/01/2023 12/31/2023

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

13619

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

MVP HEALTH CARE 625 STATE ST
SCHENECTADY, NY 12305

Fees and other commissions paid

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose (e) Organization code

13619

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707



Schedule A (Form 5500) 2023 Page2—| 1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.

4 Current value of plan’s interest under this contract in the general account at year end

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f




Schedule A (Form 5500) 2023 Page 4

Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b D Dental (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET ........cveverivrrieeiiriieseeeseesies e 9a(1) 340497
(2) Increase (decrease) in amount due but UNPaId...........c.cccveveveeereenanns 9a(2) 5925
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 346422
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3)
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(E) TAXES w.vovoeeveeveeeeeese s eeseese st esesse st sesssesnens s enesnes s snesnees 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOUAI FEEEMEION ...ttt ettt ettt bbb s s e e bbbt se et s s s e s s e s et et s bbb esesene s 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....o.viviiitiaietete ettt ettt ettt ettt et et et ese et e b et e s e se et et e e e b ebe et et e s et e b e b et ese e s et et et ese b et ess st ebe s ebesesnerin 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c.ccceeenes 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............

D Yes

No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




New York
Plan Name: MVP EPO Silver 3 HDHP
Plan Form: NY-EPOH-SS-003 (2024)

‘Plan Status: Active

V' 4

IMVP

HEALTH CARE

Plan Cost-Sharing Highlights Coverage Information Limits and Exclusions

2,550 Person/$5,100 Family - Aggregate
Annual Deductible per Contract Year . & et

As Noted Below
$6,350 Person/$12,700 Family - Embedded

Co-insurance

Annual Out-of-Pocket Maximum

Primary Care Physician Office Visits

$25 copay*

Specialist Office Visits $50 copay*
Preventive & Well Care Services

Well Child Care & Immunizations

Adult Annual Physical (One per Contract Year)
Covered in Full.

Mammography For a full list of d .

Annual Pap Test & Ob/Gyn Exam or? ISt S e
EASHE services, visit

Immunizations for Adults mvphealthcare.com.

Colonoscopy /Sigmoidoscopy Screening
Bone Density Tests
Physician Office Visits

Diagnostic Laboratory Services PCP: $25 copay*/Spec: $50 copay*

Diagnostic X-ray PCP: $25 copay*/Spec: $50 copay*

Advanced Imaging Services (CT/PET scans, MRIs) Spec: $150 copay*/Free-Stnd: $150 copay*

$50 copay*

Rehabilitative Services (PT/OT/ST)

$50 copay*
Allergy Services

Chemotherapy Visit
Inpatient Services - Hospital

$500 copay*

Medical/Surgical Admissions

$150 copay*
Surgical Services

Inpatient Physical Rehabilitation
Qutpatient Hospital Services

Hospital Rehab Services (PT/OT/ST) $50 copay*
Diagnostic Laboratory Services "* $50 copay*
Diagnostic X-ray ** $50 copay*
Advanced Imaging Services (CT/PET, scans, MRIs) "~

$150 copay*
Ambulatory/Outpatient Surgery q 3
Emergency Care
Emergency Room (ER) Visit
Urgent Care Centers
Ambulance (Emergency Medical Transportation)

Maternity Services

$300 copay*
$50 copay*

Covered in Full

Maternity - Prenatal Care

Maternity — Physician Delivery $150 copay*

$500 copay*

Maternity - Inpatient Hospital Services

*Deductible applies to this benefit

None

None
None

None
None

None

None
None

None

54 visits per condition, per Plan Year combined
therapies

Cost share dependent on location of services

Nane

Per continuous confinement

None

54 visits per condition/year combined therapies
None
None
None

Nine

None
None

None

None
None

Page 1 of 2



New York
Plan Name: MVP EPO Silver 3 HDHP

4
Plan Form: NY-EPOH-55-003 (2024) ) MVPu

/\Plan Status: Active HEALTH CARE

/ Coverage Information Limits and Exclusions

Behavioral Health Services :

Mental Health Inpatient Hospital $500 copay* Including residential treatment
x
Mental Health Outpatient L5 G pous
Substance Use Disorder Inpatient Hospital $500 copay* Including residential treatment
$25 copay* Unlimited; Up to 20 visits per plan year may be used for
y

Substance Use Disorder Outpatient
family counseling

$500 copay* None

Residential Treatment

Physician Administered Drugs 20% coinsurance* None

Skilled Nursing Facility $500 copay* 200 days per plan year

Home Health Care $50 copay* 60 visits per year

Hospice Inpt: $500 copay* / Outpt: $50 copay* 210 days per plan year, 5 visits for family bereavement
. - counseling

Durable Medical Equipment 50% coinsurance® Standard equipment covered

Diabetic Supplies & Equipment $25 copay* Not more than $100 for a 30-day supply of insulin

Chiropractic Benefit $50 copay* None

Acupuncture 1% coinsurance* isi

Prescription Drug Coverage

Pharm: $15 copay*/Mail: $37.50 copay* 30 day retail/90 day mail order; preventive drugs
L deductible waived

Pharm: $40 copay*/Mail: $100 copay* $100 max out of pocket on 30 day supply of Insulin;
Tier 2 preventive drugs deductible waived
Tier 3 Pharm: $60 copay*/Mail: $150 copay* 30 day retail/90 day mail order; preventive drugs

deductible waived
Subject to annual deductible None

Prescription Drug Deductible

Vision Care
Adult Vision Care

Not covered None

Pediatric Vision Care
Other Plan Features

Gia® Virtual Care 0% coinsurance None
$600 allowance Get reimbursed up to $600 per contract, per calendar year

Wellness Benefits
with MVP's Well-Being Reimbursement
Visit mvphealthcare.com for more information. View a complete Glossary of Terms and Member FAQs to

Plan Highlights
better understand your MVP plan benefits.
Preventive, Routine, and Major (including medically-necessary orthodontia) — See Schedule of Benefits for

Pediatric Dental . . = , .
: Cost Share Details. Services can be obtained from any licensed provider.

Laboratory, radiology, and ambulatory services at a preferred provider facility will be covered in full, after

= PieferealiPiovis er Facilities deductible (if applicable). Find a preferred provider facility in your area at mvphealthcare.com.

Gia virtual care services are available at no member cost-share for medical plans, including qualified high-deductible health plans (QHDHPs), upon enroliment and plan
renewal in 2023. Members enrolled in a 2022 QHDHP must meet the plan's annual deductible before Gia services are available at no member cost share.

This plan overview is intended to provide a general outline of coverage. In the event of any conflict between this document and your Certificate of Coverage (COC), Schedule,
and any applicable Rider(s), your COC, Schedule, and Rider(s) will be controlling. For plan details, please call 1-800-TALK-MVP (825-5687), or visit mvphealthcare.com.

\JHealth benefit plans are issued or administered by MVP Health Plan, Inc.; MVP Health Insurance Company; MVP Select Care, Inc; and MVP Health Services Corp., operating
subsidiaries of MVP Health Care, Inc. Not all plans available in all states and counties.

*Deductible applies to this benefit Page 2 of 2



New York
Plan Name: MVP HMO Silver 3 HDHP

r 4
Plan Form: NY-HMOH-SS-003 (2024) ) MVP:

Plan Status: Active HEALTH CARE

Plan Cost-Sharing Highlights Coverage Information Limits and Exclusions

2,550 Person/$5,100 Family - Aggregate None
Annual Deductible per Contract Year : & USRI

Co-insurance As Noted Below None
$6,350 Person/$12,700 Family - Embedded None

Annual Out-of-Pocket Maximum

Primary Care Physician Office Visits $25 copay* None
Specialist Office Visits $50 copay None

Preventive & Well Care Services RSk S S B

Well Child Care & Immunizations
Adult Annual Physical (One per Contract Year)

Covered in Full.

Mammography For a full list of d )
Annual Pap Test & Ob/Gyn Exam ora_: l.s t QiceXeEC PEVEILEale None
. services, visit
Immunizations for Adults mvphealthcare.com.
Colonoscopy /Sigmoidoscopy Screening
Bone Density Tests
Physician Office Visits TS A S =)
. % . i
Diagnostic Laboratory Services RERRTecntnec ety Ly
PCP: $25 copay*/Spec: $50 copay* None

Diagnostic X-ray

Advanced Imaging Services (CT/PET scans, MRls) Spec: $150 copay*/Free-Stnd: $150 copay” NET

$50 copay* 54 visits per condition, per Plan Year combined
therapies '

Rehabilitative Services (PT/OT/ST)

$50 copay* Cost share dependent on location of services
Allergy Services
Chemotherapy Visit 450 copa None
Inpatient Services - Hospital (B R a R " PR
Medical/Surgical Admissions $500 copay Per continuous confinement

$150 copay* None

Surgical Services

lnp_atien Physical Rehailitation
Outpatient Hospital Services

Hospital Rehab Services (PT/OT/ST) $50 copay* 54 visits per condition/year combined therapies
Diagnostic Laboratory Services " $50 copay* None
Diagnostic X-ray ** $50 copay* None
Advanced Imaging Services (CT/PET, scans, MRIs) ™" $150 copa None

Ambulatory/Outpatient Surgery ™ MNone

$250 capay

Emergency Care | e N e e S e
Emergency Room (ER) Visit $300 copay* None
Urgent Care Centers $50 copay* None
Ambulance (Emergency Medical Transportation) ¢ N
atenityServices i T Pl
in F N
Maternity — Prenatal Care Cogereiniadt -
Maternity - Physician Delivery $150 copay* None
$500 copay* None

Maternity — Inpatient Hospital Services

*Deductible applies to this benefit Page 1 of 2



New York
Plan Name: MVP HMO Silver 3 HDHP

y 4
Plan Form: NY-HMOH-SS-003 (2024) ) MVP
Plan Status: Active HEALTH CARE
ﬂ Limits and Exclusions

Behavioral Health Services

Mental Health Inpatient Hospital $500 copay* Including residential treatment
o
Mental Health Outpatient $25 copay None
Substance Use Disorder Inpatient Hospital $500 copay* Including residential treatment
$25 copay* Unlimited; Up to 20 visits per plan year may be used for

Substance Use Disorder Outpatient
family counseling

$500 copay* None

Residential Treatment

Other Services

Physician Administered Drugs 20% coinsurance* None

Skilled Nursing Facility $500 copay* 200 days per plan year

Home Health Care $50 copay* 60 visits per year

Hospice Inpt: $500 copay* / Outpt: $50 copay* 210 days per plan year, 5 visits for family bereaverment
: - counseling

Durable Medical Equipment 50% coinsurance* Standard equipment covered

Diabetic Supplies & Equipment $25 copay* Not more than $100 for a 30-day supply of insulin

Chiropractic Benefit $50 copay” None

Acupuncture 0% coi

Prescription Drt_Jg Coverage

Pharm: $15 copay*/Mail: $37.50 copay* 30 day retail/90 day mail order; preventive drugs
Tier 1 deductible waived

Pharm: $40 copay*/Mail: $100 copay* $100 max out of pocket on 30 day supply of Insulin;
Tier 2 preventive drugs deductible waived
Tier 3 Pharm: $60 copay*/Mail: $150 copay* 30 day retail/90 day mail order; preventive drugs

deductible waived

Prescription Drug Deductible Subject to annual deductible None
Vision Care AT
Adult Vision Care Not covered None

Pediatric Vision Care

' Other Plan Features

Gia® Virtual Care 0% coinsurance None

Wellness Benefits $600 allowance Get reimbursed up to $600 per contract, per calendar year

with MVP's Well-Being Reimbursement

Plan Highlights Visit mvphealthcare.com for more information. View a complete Glossary of Terms and Member FAQs to

better understand your MVP plan benefits.
Preventive, Routine, and Major (including medically-necessary orthodontia) — See Schedule of Benefits for

Pediatric Dental . . " . )
sdiatriciBenta Cost Share Details. Services can be obtained from any licensed provider.

Laboratory, radiology, and ambulatory services at a preferred provider facility will be covered in full, after

RrefSuEdiRrovidEuasilitEs deductible (if applicable). Find a preferred provider facility in your area at mvphealthcare.com.

Gia virtual care services are available at no member cost-share for medical plans, including qualified high-deductible health plans (QHDHPS), upon enroliment and plan
renewal in 2023. Members enrolled in a 2022 QHDHP must meet the plan’s annual deductible before Gia services are available at no member cost share.

This plan overview is intended to provide a general outline of coverage. In the event of any conflict between this document and your Certificate of Coverage (COC), Schedule,
and any applicable Rider(s), your COC, Schedule, and Rider(s) will be controlling. For plan details, please call 1-800-TALK-MVP (825-5687), or visit mvphealthcare.com.

. Health benefit plans are issued or administered by MVP Health Plan, Inc.; MVP Health Insurance Company; MVP Select Care, Inc,; and MVP Health Services Corp., operating
subsidiaries of MVP Health Care, Inc. Not all plans available in all states and counties.

*Deductible applies to this benefit Page 2 of 2



New York
Plan Name: MVP HMO Bronze 9 HDHP

V' 4
Plan Form: NY-HMOH-SB-009 (2024) )MVP

_Plan Status: Active HEALTH CARE

Plan Cost-Sharing Highlights Coverage Information Limits and Exclusions

. $6,250 Person/$12,500 Family - Embedded None
Annual Deductible per Contract Year

Co-insurance 50% Person/50% Family None
$7,100 Person/$14,200 Family - Embedded None

Annual Out-of-Pocket Maximum

Primary Care Physician Office Visits 50% coinsurance* None
Specialist Office Visits 50% coinsurance® None

Preventive & Well Care Services AR 3 T TR

Well Child Care & Immunizations
Adult Annual Physical (One per Contract Year)

Mammography Covered in Full.

For a full list of covered preventive care

Annual Pap Test & Ob/Gyn Exam . s None
R services, visit
immunizations for Adults mvphealthcare.com
Colonoscopy /Sigmoidoscopy Screening
Bone Density Tests
Physician Office Visits SR S SR e, S =
. P: 50% coi * : 509
Diagnostic Laboratory Services PCP: 50% coinsurance*/Spec: 50% None
coinsurance*
. 0y 1 * . 0,
Diagnostic X-ray PCP: 50% coinsurance*/Spec: 50% None
coinsurance*
5 0, H * _ b )
Advanced Imaging Services (CT/PET scans, MRIs) Spec: 50% coinsurance*/Free-Stnd: 50% NEms
coinsurance*
50% coinsurance* 54 visits per condition, per Plan Year combined
therapies
- Rehabilitative Services (PT/OT/ST)
50% coinsurance® Cost share dependent on location of services
Allergy Services
Chemotherapy Visit 50% coinsurance* None
Inpatient Services - Hospital P A e R R
0, 1 x 1 f'
Medical/Surgical Admissions 50% coinsurance Per continuous confinement
50% coinsurance* None

Surgical Services

Inpatient Physical Rehabilitation
Outpatient Hospital Services

Hospital Rehab Services (PT/OT/ST) 50% coinsurance* 54 visits per condition/year combined therapies

Diagnostic Laboratory Services ** 50% coinsurance® None

Diagnostic X-ray "~ 50% coinsurance” None

Advanced Imaging Services (CT/PET, scans, MRIs) ** 50% coinsurance* Nonhe

Ambulatory/Outpatient Surgery ~ 50% coinsurance® Non

Emergency Care T B [ S

Emergency Room (ER) Visit 50% coinsurance* None

Urgent Care Centers 50% coinsurance* None

Ambulance (Emergency Medical Transportation) % coi —

Maternity Serices N R T
C in Ful None

Maternity — Prenatal Care R

~Maternity - Physician Delivery 50% coinsurance* None

50% coinsurance® None

Maternity — Inpatient Hospital Services

*Deductible applies to this benefit Page 1 of2



New York

Plan Name: MVP HMO Bronze 9 HDHP
Plan Form: NY-HMOH-SB-009 (2024)

/wPIan Status: Active

Behavioral Health Services

Mental Health Inpatient Hospital

Mental Health Outpatient

Substance Use Disorder Inpatient Hospital

Substance Use Disorder Outpatient

Residential Treatment

Other Services

' 4
SMVP

HEALTH CARE

Limits and Exclusions

Coverage Information

50% coinsurance* Including residential treatment

50% coinsurance* None

50% coinsurance* Including residential treatment

50% coinsurance* Unlimited; Up to 20 visits per plan year may be used for

family counseling
50% coinsurance* None

Physician Administered Drugs

Skilled Nursing Facility

Home Health Care

Hospice

Durable Medical Equipment

Diabetic Supplies & Equipment

Eir?)practic Benefit

Acupuncture

Prescription Drug Coverage -

Tier 1

Tier 2

Tier 3

Prescription Drug Deductible

Vision Care

50% coinsurance* None

50% coinsurance* 200 days per plan year

50% coinsurance* 60 visits per plan year

50% coinsurance* 210 days per plan year, 5 visits for family bereavement
counseling

50% coinsurance* Standard equipment covered

50% coinsurance*® Not more than $100 for a 30-day supply of insulin

50% coinsurance* None

"

0% coinsurance

Pharm: $10 copay*/Mail: $25 copay* 30 day retail/90 day mail order; preventive drugs

deductible waived

Pharm: $35 copay*/Mail: $87.50 copay* $100 max out of pocket on 30 day supply of Insulin;
preventive drugs deductible waived

Pharm: $70 copay*/Mail: $175 copay* 30 day retail/90 day mail order; preventive drugs
deductible waived
Subject to annual deductibie None

Adult Vision Care

Pediatric Vision Care

Other Plan Features

Gia® Virtual Care

Wellness Benefits

Plan Highlights

Pediatric Dental

“*Preferred Provider Facilities

Not covered None

e CoIn

0% coinsurance None

$600 allowance Get reimbursed up to $600 per contract, per calendar year
with MVP's Well-Being Reimbursement

Visit mvphealthcare.com for more information. View a complete Glossary of Terms and Member FAQs to

better understand your MVP plan benefits.
Preventive, Routine, and Major (including medically-necessary orthodontia) — See Schedule of Benefits for
Cost Share Details. Services can be obtained from any licensed provider.

Laboratory, radiology, and ambulatory services at a preferred provider facility will be covered in full, after
deductible (if applicable). Find a preferred provider facility in your area at mvphealthcare.com.

Gia virtual care services are available at no member cost-share for medical plans, including qualified high-deductible health plans (QHDHPs), upon enrollment and plan
renewal in 2023. Members enrolled in a 2022 QHDHP must meet the plan's annual deductible before Gia services are available at no member cost share.

This plan overview is intended to provide a general outline of coverage. In the event of any conflict between this document and your Certificate of Coverage (COC), Schedule,
and any applicable Rider(s), your COC, Schedule, and Rider(s) will be controlling. For plan details, please call 1-800-TALK-MVP (825-5687), or visit mvphealthcare.com.

_ Health benefit plans are issued or administered by MVP Health Plan, Inc; MVP Health Insurance Company; MVP Select Care, Inc; and MVP Health Services Corp., operating

subsidiaries of MVP Health Care, Inc. Not all plans available in all states and counties.

*Deductible applies to this benefit

Page 2 of 2



Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporalion

Annual Retﬁrn_IREp;rt_of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104 e
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with
the instructions to the Form 5500.

————a

OMB Nos. 1210-0110
1210-0089

2023

This Form is Open to Public

Inspection

[ Part| | Annual Report Identification Information

_For calendar plan year 2023 or fiscal plan year beginning 01/01/2023

A This return/report is for: D aiuitogployerplag

a single-empioyer plan
the first return/report
D an amended return/report

B This return/report is:

C If the plan is a collectively-bargained plan, check here

D Check box if filing under: @ Form 5558

and ending  12/31/2023

D a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)

(] a DFE (specify)
D the final return/report

D a short plan year return/report (less than 12 months)

D automatic extension

D special extension (enter description)

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

[ Part il [ Basic Plan Information—enter all requested information

1a Name of plan
LAWMANHEATINGANDCOOLINGEMPLOYEEBENEFITSPLAN

_____ o]

D the DFVC program

o]

[1p Three-digit plan | 501
| number (PN) »

1¢ Effective date of plan
01/01/2023

2a Plan spansar's name (employer, if for a single-employer plan)

Mailing address (include room, apt., suite no. and street, or P.O. Box)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

LAWMAN HEATING AN[I COOLING

PO BOX 599
SACKETS HARBOR, NY 13685-0599

2b Employer Identification
Number (EIN)
16-1100145

2c Plan Sponsor's telephone

number
315-646-2919

2d Business code (see
instructions)
238220

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalities set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN |
HERE — — — i
o | Signature of plan administrator ! Date Enter name of individual signing as ptan administrator
SIGN | Zgeae
HERE | = —_— = =T EEE——
Signature of employer/plan sponsor | Date Enter name of individual signing as employer or plan sponsor
|
SIGN
HERE _— e — - ]' - —
Signature of DFE | Date Enter name of individual signing as OFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2023)
v. 230728



Form 5500 (2023) B Page 2

3a Plan administrator’'s name and address Xl Same as Plan Sponsor 3b Admlnlstrators EIN

r3c Admlmslrators telephone
number

4  |f the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this pian, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the pian number from the iast return/report:

a Sponsor's name 4d PN
€ Plan Name

5 Total number of parhmpants at the beglnnmg of the plan year 5 | 29

6  Number of participants as of lhe end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢c, and 6d).

a(1) Total number of active participants at the beginning of the plan Year ... 53(1)_ 29
a(2) Total number of active participants at the end of the plan Year ... s 6a(2) 34
b Retired or separated participants receiving benefits ..o | BD) 0
[ Other retired or separated participants entitled to future benefits ... 6c
d Subtotal. Add lines 6a(2), 6D, ANU BC. ...t T 6d 34
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e
f Total, Add lINES 6 ANT B@. .xxinwiwsissics s swansrsissusg o5isssis 1555554 6555585 555455555536 9554 455350 om0 49505 3 SOHRTXEHANS o240 KR8 D SV 6f 34
(1) Number of partlcnpants with account balances as of the begmnlng of the plan year (only defined contribution plans 6 (1)
g complete this item)............. Z |
(2) Number of pamc:pants with account balances as of the end of the plan year (only defined contribution plans
g O I NS I .. o e st £ san g an s an R S 4 45 o8l K S A A4 £3589 a8 B AR R b BT ES 69(2) !
h Number of participants who terminated employment during the pian year with accrued benefits that were
less than 100% VESIEH .....ovciiiii ittt OSSOSO S -
7  Enter the total number of employers obllgated to contnbule to the plan (only multlemployer plans complete thls |tem) ...... 7

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

4A
9a Plan funding arrangement (check all that apply) /9b Plan benefit arrangement (check all that apply)
(1) Insurance () Efl Insurance
(2) Code section 412(e)(3) insurance contracts (2) | Code section 412(e)(3) insurance contracts
3) Trust (3 Trust
(4) General assets of the sponsor (4) ‘:L General assets of the sponsor

10 Check all appl|cable boxes in 10a and 10b to indicate which schedules are altached and, where indicated, enter the number attached. (See instructions)

a Pension Schedules b General Schedules
1) [ ] R (Retirement Plan Information) 1) || H (Financial Information)
2 1 (Fi ial Inf tion — Small P
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money 2 B (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) IE A (Insurance Information) — Number Attached __ 1
actuary (4) D C (Service Provider Information)
3) D SB (Slngle-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
(4) D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2023) - Page 3

| Partlll | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the pian year? (See instructions and 29 CFR
2520.101-2.) ooovrooee [J Yes [ No

If“Yes" is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.)

11c Enter the F_(eceipl Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information OMB No. 1210-0110
(Form 5500)

Department of the Treasury This schedule is required to be filted under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023

Oepartment of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 ~_andending 12/31/2023 - B
A Name of plan B Three-digit
LAWMANHEATINGANDCOOLINGEMPLOYEEBENEFITSPLAN plan number (PN) [ 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
LAWMAN HEATING AND COOLING 16-1100145
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A,

1 Coverage Information:

(a) Name of insurance carrier
MVP HEALTH CARE

(b) EIN | (c)col\(lj/ZIC ide(:t)iﬁga(:g;ar?:;;rber (:L':::Sr%ﬂ‘%?fdnaﬁrzggrg ) Fro:’”cy e Yaﬂ(’) To
policy or contract year 9
I
14-1640868 | 95521 700800 38 01/01/2023 12/31/2023
I

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid. ) o
(a) Total amount of commissions paid il (b) Total amount of fees paid
13619

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

MVP HEALTH CARE 625 STATE ST
SCHENECTADY, NY 12305

Fees and other commissions paid

{b) Amount of sales and base —

(c)Amount | (d) Purpose (e) Organization code

commissions paid
13619

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount {d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728



Schedule A (Form 5500) 2023

Page2—[ T |

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(e)

(b) Amount of sales and base Organization
commisstons paid (€) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid - (e)
{b) Amount of sales and base Organization
{c) Amount (d) Purpose code

commissions paid

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

_(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

{b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code




Schedule A_(Eorm 55(_)9 2023 ) Page 3

Partil | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report o I )
4 Current value of plan's interest under this contract in the general account at YEAr end .. ... | 4
5 Current value of plan's interest under this contract in separate accounts at year end T TaT 5

6 Contracts With Allocated Funds:
a State the basis of premium rates »

b  Premiums paid to carrier .............. L ——— l 6b
C Premiums due but unpaid at the end of the year... A A PN ST N 88 PV TT S SR T SN SRR 6¢
d If the carrier, service, or other organization lncurred any specn"c costs in connection with the acqmsmon or 6d
retention of the contract or policy, enter amount. ...
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
3) [] other (specify) P
f If contract purchased in whole or in part, to distribute benefits from a terminating plan, check here 14 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other »
b Balance at the end of the previous YEar. ..o PO | 7b
C Additions: (1) Contributions deposited durmg the year ......cocoovieeieinins 7c(1) I
(2) Dividends and Credits .. ..o e 1 Te(2) | | -
(3) Interest credited UING the YEar ... 7¢c(3) -
(4) Transferred from separate account......................... . Tc(4) | ]
(5) Other (SPECify DEIOW) ........ocoooooovooo oo | 1C(5) :'
»
(6)Total additions........... ey 0t s e AR AR R RS AR SR AT s e e 0SS 7c(6) | B
d Total of balance and additions (add lines 7b and 7€(6)). ..............ooieiiiiieiiieiins [ 7d

€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year ' 7e(1) ]
(2) Administration charge made by Carfier ..............ccccooororonsriicrcinn | _1€(2)

(3) Transferred to separate account.............oooooooeveivereioercoceieneesnienee | 1€(3 - -

(4) Other (SPeCify DEIOW) ..ot 7e(4) |

>

(5) Total deductions..
_f Balance at the end of the current year (subtract Ime ?e{ﬁ) from I|ne 7d) [——




Schedule A (Form 5500)2023 Page 4

( Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual

‘ employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report

8 Benefit and contract type (check all applicable boxes)

a [X| Health (other than dental or vision) b D Dental c D Vision d [:] Life insurance
e D Temporary disability (accident and sickness)  f B Long-term disability g E Supplemental unemployment  h D Prescription drug
D Stop loss (large deductible) i D HMO contract k D PPO contract | D Indemnity contract

‘ mD Other (specify) »

9 Experience-rated contracts: D = s B . B
a Premiums: (1) Amount received ..................... sarmavenessonsn g Saffy | 340497
(2) Increase (decrease) in amount due but unpald 9a(2) 5925
(3) Increase (decrease) in unearned premium reserve . R 9a(3)
(4) ERMEA (1) + (2) = (3))-rvoveooeeeoee e rereartr et e dteettatat et zorrees] | 9a(4) 346422
b Benefit charges (1) ClaiMSs PaIG............cooioioieieiiiieieeniierecn | 9b(1) |
(2) Increase (decrease) in claim reserves ............ccccoco v B 9b(2) :
(3) Incurred claims (add (1) and (2)).......... S . . e | 9b(3) | B B
(4) Claims Charged siimivmism it o Snei s i v VS T Ty e e e e S erree? 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis)-- o -
{A) COMMISSIONS ...ecvuiurciiiaciicsimniisissiiesinnsiisssssssestaieessisniassianice | SC{T)(A),
(B) Administrative service or other fees ... | 9C(A)B) | -
(C) Other specific aCqUISIION COSES ... 9¢c(1)(C)
(D) Other @XPENSES .........ccoovwveeecereeiiersreeiemressieoreseieeereenenee | 9C(1)(D) - I
(E) Taxes ........... s e | ICCTNE) .
(F) Charges for risks or other contlngencxes e | 9C(1)(F)
(G) Other retention Charges ............ccccccorevcvirecoeiiecieevenee. | 9C{1)(G)
LR LI =TI =3 C=1 2 OO 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited ) ... | 9¢(2) N
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reServes .........coooviiiicnnceriiennes T Y RREPTee 9d(2) . .
(3) OUNEI PESEIVES prassisinsaessaistismcits st s i 5sha s s keSS0 S S S S S A b T 9d(3) )
@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9(2).) ..o 9e |
10 Nonexperience-rated contracts: |
a Total premiums or subscription charges paid to CaMmer. ... | 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount........................... 10b

Specify nature of costs.

| Partlv | Provision of Information

11 Did | the insurance company fail to provide any information necessary to complete Schedule A?............ ﬂ Yes No

12 Ifthe answer to line 11 is "Yes," specify the information not provided. »




New York

Plan Name: MvVP EPO Silver 3 HDHP & .
Plan Form: NY-EPOH-S5-003 (2024) )MVP
Plan Status: Active HEALTH CARE

*Plan Cost-Sharina Highlights = || Coverage Information Limits and Exclusions

$2,550 Person/$5,100 Family - Aggregate None

Annual Deductible per Contract Year

Co-insurance ~ AsNoted Below None
$6,350 Person/$12,700 Family - Embedded ~ None

Annual Out-of-Pocket Maximum

_Primary Care Physician Office Visits _________ $25 copay* None
Specialist Office Visits 350 capay* Nane

Well Child Care & Immunizations
Adult Annual Physical (One per Contract Year)

Covered in Full,

Mammography For a full list of covered ti

Annual Pap Test & Ob/Gyn Exam or? I.St.o P None
services, visit

Immunizations for Adults mvphealthcare.com

Colonoscopy /Sigmoidoscopy Screening
Bone Denslty Tesfs

PCP: $25 copay*/Spec: $50 copay* None

Diagnostic Laboratory Services

Diagnostic X-ray PCP: $25 copay*/Spec: $50 copay* None

Advanced Imaging Services (CT/PET scans, MRis) Spec: $150 copay*/Free-Stad: $150 copay” None

o $50 copay” 54 visits per condition, per Plan Year combined
therapies
Rehabilitative Services (PT/OT/ST)
S ~ $50 copay* Cost share dependent on location of services

Allergy Services

Chemalhswpy Vlslt
Medical/Surgical Admissians $500 copay* Per continuous confinement
$150 copay* None

Surgical Services

Inpatxem !?hysmal Rehabllltatlon

Hospltal Rehab Servrlrces (PT/OT/SU $50 copay” 54 visits per condition/year combined therapies
Diagnos:ic Laho:atory Services %50 copay* None
~ DiagnosticX-ray =* ~ $50 copay* None

Advanced Imagmg Servnces (CF/PET scans, MRls) 4150 copay* None
J\mb:.rlatory!Outpmwnl Surgery i

R $300 copay”
Urgent Care Centers __ $50 copay*
AmbulancetEmergﬁnc Medlcal Transportatlon) !

- ¥

_Emergency 5‘?3@ (,ER’, L

[ N
Maternity - Prenatal Care EaEed i FuI e
Matermty Physician Delwnryf - $150 copay* None
$500 copay* None

Maternity - Inpatient Hospital Services

*Deductible applies to this benefit Page 1 0of 2



New York
Plan Name: MVP EPO Silver 3 HDHP

Plan Form: NY-EPOH-S$5-003 (2024) /’) MVP

HEALTH CARE

..\rlan Status: Active -
| | Coverage I

$500 copay* lncludlng residential treatment

Mental Health Inpatient Hospital
Mental Health Outpatient $25 copay® None
Substance Use Disorder Inpatient Hospital $500 copay” inctuding residential treatment
Substance Use Disorder Outpatient $25 copay* Unlimited; Up to 20 visits per plan year may be used for
family counseling
Residential Treatment $500 copay* NS0E
Physician Administered Drugs 20% coinsurance® None
Skilled Nursing Facility $500 copay* 200 days per plan year
Home Health Care $50 copay* 60 visits per year
o Inpt: $500 copay* / Outpt: $50 copay* 210 days per plan year, 5 visits for family bereavernent
- counseling
Durable Medical Equipment .. 50% coinsurance* Standard equipment covered
Diabetic Supplies & Equipment $25 copay* Not more than $100 for a 30-day supply of insulin
_Chiropractic Benefil $50 copay* None
Acupuncture _ 50% coinsurance® . 12.visils per. plan year
al v .I /’I‘.\__. 1 - A .
Pharm: $15 copay*/Mail: $37.50 copay* 30 day retail/90 day mail order; preventive drugs
« Tier1 deductible waived
Pharm: $40 copay*/Mail: $100 copay* $100 max out of pocket on 30 day supply of Insulin;
Tier 2 preventive drugs deductible waived
Tier 3 Pharm: $60 copay*/Mail: $150 copay* 30 day retail/90 day mail order; preventive drugs
deductible waived
Prescription Drug Deductible Subject to annual deductible None
Adult Vi;sioﬁ Care Not covered - None
Pegiatric Vision Care _ $50 copay® ) Ong exam per 12-month period .
Gia® Virtual Care 0% cainsurance None
$600 allowance Get reimbursed up to $600 per contract, per calendar year

Wellness Benefits
with MVP's Well-Being Reimbursement

Plan Highlights Visit mvphealthcare.com for more information, View a complete Glossary of Terms and Member FAQs to

better understand your MVP plan benefits.
Preventive, Routine, and Major (including medically-necessary orthodontia) ~ See Schedule of Benefits for

Cost Share Details, Services can be obtained from any licensed provider.

Laboratory, radiology, and ambulatory services at a preferred provider facility will be covered in full, after
deductible (if applicable). Find a preferred provider facility in your area at mvphealthcare.com.

Pediatric Dental

- *Preferred Provider Facilities

Gla virtual care services are available at no member cost-share for medical plans, including qualified high-deductible health plans (QHDHPs), upen enrollment and plan
renewal in 2023, Members enrolled in a 2022 QHDHP must meet the plan’s annual deductible before Gia services are available at no member cost share.

This plan overview is intended to provide a general outline of coverage. In the event of any conflict between this document and your Certificate of Coverage (CQC), Schedule,
and any applicable Rider{s), your COC, Schedule, and Rider(s) will be controlling, For plan details, please call 1-800-TALK-MVP (825-5687), or visit mvphealthcare com

= )Heal:h benefit plans are issued or administered by MVP Health Plan, Inc. MVYP Health nsurance Company, MVP Select Care, Inc; and MVP Health Services Corp., aperating
subsidiaries of MVP Health Care, Inc Mot all plans available in all states and countjes.

*Deductible applies to this benefit Page 2 of 2



New York

Plan Name: MVP HMO Silver 3 HDHP L4 .
Plan Form: NY-HMOH-55-003 (2024) ) MVP

Plan Status: Active

HEALTH CARE

] Coverage Information Limits and Exclusions

$2,550 Person/$5,100 Family - Aggregate None

Annual Deductible per Cantract Year

Co-insurance . As Noted Below None
$6,350 Person/$12,700 Family - Embedded None

Annual Out-of-Packet Maximum

Prima[y_ Care Phy Ph_vsirian Office Visits ) $25 copay None
Specialist Of‘flce Visits None

Well Ch||d Care & Immunizations

Adult Annual Physical (One per Contract Year)
Covered in Full.

For a full list of covered preventive care

Mammeogtaphy

Annual Pap Test & Ob/Gyn Exam i . None
immunizations for Adults S
" : , myphealthcare.com.
Colonoscopy /Sigmoidoscopy Screening
Bone Dmmy Tests
o A SR T R
. 1] . (]
Diagnostic Laboratory Services PCP: $25 copay*/Spec: $50 copay None
PCP: $25 copay*/Spec: $50 copay* None

Diagnostic X-ray

Advanced Imaging Services (CT/PET scans, MRIs) Spec: $150 copay"/Free-Stnd: $150 copay” Glon

o $50 copay* 54 visits per condition, per Plan Year combined
therapies )
Rehabilitative Services (PT/QT/ST)
T $50 copay* Cost share dependent on locatian of services

Allergy Services

Chemotherapy V|5|t 50 copay

$500 copay* Per continuous confinement

Medical/Surgical Admissions

$150 copay* None
Surgical Services

ln:.mtialll Phys:cal Rehablhtatlon

Hospital Rehab Services (f_'l‘/OT/ST) - ~ $50 copay* 54 visits per condition/year combined therapies

_Diagnostic Laboratory Services ™7 _ $50 copay* None
_ Diagnostic X-ray " $50 copay* None
Advanced Imaging Services (CT/PET, scans, MRIs) =~ ¢150 copay* None

mbuimrnyutpadem Surgery -

7 50 cope

) Emergency Room (ER)Visit $300 copay*
_Urgent Care Centers ~ $50 copay*
Ambulance (Emergency Medical Ttansportaﬂon)

. Covered in Full None

Maternity — Prenatal Care
Matermty ff}xsgnan Delivery _‘_ _ o _ $150 copay* None
$500 copay* None

Maternity — Inpatient Hospital Services

Page 1 of 2

*Deductible applies ta this benefit



New York B
Plan Name: MVP HMQ Silver 3 HDHP *'37_;
il

Plan Form: NY-HMOH-55-003 (2024) )’ MVP
=
z- "

,«—wPlan Status: Active HEALTH CARE

5 Pt 11§ 18 % ]

St

$500 copay* Including residential treatment

Mental Health Inpatient Hospital
24
Mental Health Outpatient $25 copay None
Substance Use Disorder Inpatient Hospital $500 copay* Including residential treatment
Substance Use Disorder Outpatient $25 copay* Unlimited; Up to 20 visits per plan year may be used for
family ¢ounseling
Residential Treatment $500 copay” None
. Physician -Aﬂ-ﬁ-ﬁnistered Drugs o _ 20% coinsurance* ﬁone
Skilled Nursing Facility 4500 copay® 200 days per plan year
Home Health Care $50 copay* 60 visits per year
Hospice Inpt: $500 copay® / Outpt: $50 copay* 210 days per plan year, 5 visits for family bereavement
- - counseling
Durable Medical Equipment S 50% coinsurance* Standard equipment covered
Diabetic Supplies & Equipment $25 copay* Not more than $100 for a 30-day supply of insulin
_Chiropractic Benefit o $50 copay* None
1 S0%.coinsuranse” 12 visits per plan year.
SEriptic g Cover : ‘
Pharm: $15 copay*/Mail: $37.50 copay* 30 day retail/90 day mail order; preventive drugs
JiEH deductible waived
Pharm: $40 copay*/Mail: $100 copay* $100 max out of pocket on 30 day supply of Insulin;
Tier2 preventive drugs deductible waived
Tier 3 Pharm: $60 copay”/Mail: $150 copay* 30 day retail/90 day mail order; preventive drugs
deductible waived
Prescription Drug Deductible Subject to annual deductible None
Adult Vision Care Not covered None
_ Pecji_atric_ Vision Care $50. copay” - Qne exam per 12-manth period
Gia® Virtual Care 0% coinsurance None
$600 allowance Get reimbursed up to $600 per contract, per calendar year

Wellness Benefits
with MVP’s Well-Being Reimbursement

Plan Highlights Visit mvphealthcare.com for more information. View a complete Glossary of Terms and Member FAQs to
better understand your MVP plan benefits.
Preventive, Routine, and Major (including medically-necessary orthadontia) - See Schedule of Benefits far

Cost Share Details. Services can be obtained from any licensed provider,

-preferred Provider Facilities Laboratory, radiology, and ambulatory services at a preferred provider facility will be covered in full, after
deductible (if applicable). Find a preferred provider facility in your area at mvphealthcare.com.

Pediatric Dental

Gia virtual care services are available at no member cost-share for medical plans, including qualified high-deductible heaith plans (QHDHPs), upon enrollment and plan
renewal in 2023. Members enrolled in a 2022 QHDHP must meet the plan's annual deductible before Gia services are available at no member cost share.

This plan overview is intended to provide a general outline of coverage. In the event of any conflict between this document and your Certificate of Coverage (COC), Schedule,
and any applicable Rider(s), your COC, Schedule, and Rider(s) will be controlling. For plan details, please call 1-800-TALK-MVP (825-5687), or visit mvpheaithcare.com,

v, 'Health benefit plans are issued or administered by MVP Health Plan, Inc; MVP Health insurance Company; MVP Select Care, inc.; and MVP Health Services Corp., operating
subsidiaries of MVP Health Care, Inc. Not all plans available in all states and counties,

*Deductible applies to this benefit Page 2 of 2



New York

Plan Name: MVP HMO Bronze 9 HDHP F 4 )
Plan Form: NY-HMOH-SB-009 (2024) ’MVP
Plan Status: Active HEALTH CARE

" Plan Cast-Sharing Highlights. il coverage Information | Limits and Exclusions

$6,250 Person/$12,500 Family - Embedded None

Annual Deductible per Contract Year

 50% Person/50% Family Nane
$7,100 Person/$14,200 Family - Embedded None

_Cosinsurance

Annual Out-of-Pocket Maximum

_Primary Care Physician Office Visits _ ... 50% coinsurance* None
Specialist Office Visits Sﬁﬂé cainsurance’

Well Child Care & immunizations
Adult Annual Physical (One per Contract Year)

Covered in Full.

Mammography For a full list of )

Annual Pap Test & Ob/Gyn Exam orc:! ISt ot eogenad preyeliigaicars None
- services, visit

immunizations for Adults myphealthcare.com

Colonoscopy /Sigmoidoscopy Screening
Bone Denmy Tests

PCP; 50% coinsurance*/Spec: 50% None

Diagnostic Lahoratory Services
B coinsurance*
3 10, ' * 3 04
Diagnastic X-ray PCP: 50% coinsurance*/Spec: 50% None
— coinsurance”
Spec: 50% coinsurance*/Free-Stnd: 50% None

Advanced Imaging Services (CT/PET scans, MRIs)
_ coinsurance*

50% coinsurance* 54 visits per condition, per Plan Year combined
therapies
Rehabilitative Services (PT/OT/ST)
—_— ' S " 50% coinsurance* Cost share dependent on location of services
Allergy Services
Chemolhe«apy Visxt 50% consurance®

50% coinsurance* Per continuous confinement

Medical/Surgical Admissions

50% coinsurance* None
Surgical Services

lnpanenl. Ph iltqll Rehabllltatlon

HOSpltal Rehab SeWICeS (PT/OT/ S'|') ~_ 50% coinsurance” 54 visits per condition/year combined therapies

D‘?E“%E‘_uﬂﬂfatQVX Services =~  50% coinsurance® None
_Diagnostic X-ray ~ 50% coinsurance* None
_ Advanced Imaging Services (CT/PET, scans, MRIs) **  50% connsurance" None

Amhulatory!Ourpanent Surgery

~ 50% coinsurance*

_ Emergeqcy Room (ER) Visit

Urgent Care Centers ~ 50% coinsurance®
Ambulance (Emergency Medical‘l'ransponatiorl) : g
s T T ) T =
Covered in Full None
Maternity - Prenatal Care FEEalals
_Matgrnity_: Physician §elrivery“_ ) ) 50% coinsurance” None
50% coinsurance* None

Maternity - Inpatient Hospital Services

Page 1 of 2

*Deductible applies to this benefit



New York

Plan Name: MVP HMO Bronze 9 HDHP
Plan Form: NY-HMOH-SB-009 (2024)
,,ﬂPIan Status: Active
e — .
UeQYErgR __".'-'-1'.'_}._.___:]

50% coinsurance*

Mental Health Inpatient Hospital

i "
Mental Health Outpatient 30% coinsurance

i *
Substance Use Disorder inpatient Hospital 50% coinsurance

1 ¥
Substance Use Disorder Qutpatient 50% coinsurance

Residential Treatment 50% ceinsurance”

Fe

Phys:clan Admmmomd Drugs: 50% cainsurance*

Skilled Nursing Facility
Home Health Care

e ___50% coinsurance*
50% coinsurance*
50% coinsurance*

Hospice

Durasbte Medical Equipment e 50% coinsurance*

Diabetic Supplies & Equipment 30% coinsurance”

Chiropractic Benefit 50% coinsurance®
Acupunctur i M
\cupunciure S0% coinsurance

VIDTOTY LU
8} - .

Pharm: $10 copay*/Mail: $25 copay”®

Tier 1

Pharm: $35 copay*/Mail: $87.50 copay*
Tier 2
Tier 3 Pharm: $70 copay*/Mail: $175 copay*

Prescription Drug Deductible Subject to annual deductible

Adult Vision Care
sz_!_iitric Vision Care

Not covered
- 90% consurance”

Gia® Virtual Care 0% coinsurance

Wellness Benefits $600 allowance

Plan Highlights
better understand your MVP plan henefits.

[ »(. Fo.

Including residential treatment

MVP

HEA LTH CARE

)

L

None
Including residential treatment

Unlimited; Up to 20 visits per plan year may be used for

family counseling
None

None
200 days per plan year

60 visits per plan year

210 days per plan year, 5 visits for family bereavement

counseling
Standard equipment covered
Not more than $100 for a 30-day supply of insulin

None
12 visits per Plan Year

30 day retail/90 day mait order; preventive drugs
deductible waived

$100 max out of pocket on 30 day supply of insulin;
preventive drugs deductible waived

30 day retail/90 day mail order; preventive drugs

deductible waived
None

None
Oge exam per 12-month period

None
Get reimbursed up to $600 per contract, per calendar year
with MVP's Well-Being Reimbursement

Visit mvphealthcare.com for more information. View a complete Glossary of Terms and Member FAQs to

Pediatric Dental

“Preferred Provider Facilities

Preventive, Routine, and Major (including medically-necessary orthodontia) — See Schedule of Benefits for
Cost Share Details. Services can be obtained from any licensed provider.

Laboratory, radiology, and ambulatory services at a preferred provider facility will be covered in full, after
deductible (if applicable). Find a preferred provider facility in your area at mvphealthcare.com.

Gia virtual care services are available at no member cost-share for medical plans, including qualified high-deductible health plans (QHDHPs), upon enroliment and plan
renewal in 2023, Members enrolied in a 2022 QHDHP must meet the plan’s annual deductible before Gia services are available at no member cost share.

This plan overview is intended to provide a general outline of coverage. In the event of any conflict between this document and your Certificate of Caverage (COC), Schedule,
.and any applicable Rider(s), your COC, Schedule, and Rider(s) will be controlling. For plan details, please call 1-800-TALK-MVP (825-5687), or visit mvphealthcare.com.

- Health benefit plans are issued or administered by MVP Health Plan, Inc; MVP Health Insurance Company; MVP Select Care, Inc; and MVP Health Services Corp., operating

subsidiaries of MVP Health Care, Inc. Not all plans available in all states and counties

*Deductible applies to this benefit

Page 2 of 2



Lawman 5500

Final Audit Report

2024-07-10

Created:
By:
Status:

Transaction ID:

2024-07-10
Zachary Allen (emily@upallc.com)
Signed

CBJCHBCAABAAYeqWDgL26bYP_Eyxehh4vQHJIGmMJAK)8

"Lawman 5500" History

%" Document created by Zachary Allen (emily@upaillc.com)

2024-07-10 - 5:22:16 PM GMT

. Document emailed to Robert Killmer (rkillmer@lawmanhc.com) far signature

2024-07-10 - 5:22:23 PM GMT

“y Email viewed by Robert Killmer (rkillmer@lawmanhc.com)

2024-07-10 - 5:36:43 PM GMT

¢4, Document e-signed by Robert Killmer (rkillmer@lawmanhc.com)
Signature Date: 2024-07-10 - 5:38:19 PM GMT - Time Source: server

& Agreement completed.
2024-07-10 - 5:38:19 PM GMT

Adobe Acrobat Sign




