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RECORD OF SUMMARY PLAN DESCRIPTION (SPD) RECEIPT

To the Employee:

Please sign and date below, remove this page and return to the Human Resourtesitepa
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I hereby acknowledge the Saelens Corporation Dental Benefit Plded&agxplained to me. Specific
provisions explained included, but were not limited to,:

. A closed enrollment

. Employee contribution and payroll deduction for each plan option
. Spousal Carveout (See Dependent Eligibility on page 3/2)

. Waiting period - The first of the month following 90 days

. The summary of benefits.

This Plan supersedes any prior written or oral communication.géastions on Plan benefits should be
directed to Custom Benefit Administrators. Provisions containgdisrdocument may be modified.
Written notice of future changes to the Plan will be provided temlered Employees by the Plan
Administrator.

Employee Signature Date
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IMPORTANT MESSAGES

This Plan supersedes any prior written or oral communicafory. questions on Plan benefits should be directed to Custom
Benefit Administrators. Provisions contained in this documentlmanodified. Written notice of future changes to the Plan
will be provided to all covered Employees by the Plan Admixtistr

It is important that ANY CHANGE OF ELIGIBILITY for You afior any of Your eligible Dependents be reported to Your
Employer, as soon as possible.

Changes of eligibility include:

. Marriage or divorce

. Death of any Dependent

. Birth of a child

. Adoption or placement for adoption of a child
. Dependent child reaching the limiting age

. IRS ineligible Dependent child

. Total Disability

. Retirement

. Change of address

. Medicare eligibility

For specific details regarding eligibility/enrollment, nenation and continuation of coverage, refer to SECTION 3 -
ELIGIBILITY of this Summary Plan Description.
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DENTAL BENEFITS
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Note:  Throughout this Summary Plan Description, CBA means @udfenefit Administrators, Inc., the Plan’s
Administrative Service Manager.

DENTAL HIGHLIGHTS

This page provides a quick guide to some of the Dental InsuPdacdeatures which people most often want to know about.
It's not a complete description of your Dental Expense InsuRlace Read the following pages carefully for a complete
explanation of what we pay, limit and exclude.

Calendar Year Cash Deductible
FOr Group I, 1, HE@NA IV SEIVICES ....uuuiiiieiieeeeetiiieeie ettt ee e e e e e e s e s s e s s st re e e teeaeeeesessassaasnsanssnntnanneneeeeeeaaneeeanan None

Payment Rates:

FOr Group | SEIVICES  (PrEVENTIVE) ...ttt e e e e e e e ettt et e e e e e e e e e e e e e e e e e s aaaannnnnbeeneees 50%
FOIr GrOUP 1] SEIVICES  (BASIC) ...etteeeeeeeitiaaeaeee ittt ettt e et e e e e e e e e e e e bbb b e bbbt et et e eeeeaaaaaaaaeaaeesaasaaannnnrnneeeeeens 50%
FOr Group HI SEIVICES (IMAJOI) ..uuuuuiiiei e e ceeeees st e e e e ettt e e et e e e e et e et ee e eaaeeta e e s aeeaeaaeeeeeestessnnnaeseaeaaaaananeeeees 50%
For Group IV Services (OMNOUONTIA) .......... s iccreieiiie i e e e s s e e e e e e e e e e e e e eeee e et aeseeeeeeeeeeseesensnnnannns 50%

Benefit Payment Limit
For Group I, 11, 1 and IV ServiCEeS .........uvivieeiieiiiiieeeee e Up$%b,500.00 per person per Calendar Year
or $2,500 per family per Calendar Year

FOI GroUP 1V SEIVICES ..ooiiiiiiiiiie ettt Up to $1,000.00 per Child per Lifetime
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DENTAL BENEFITS

This insurance will pay many of yoandyour covered dependents' dental expenses. What wangéye termdor payment
are explained below.

COVERED EXPENSES

Covered Expenses are reasonable and customary charges for éheateittes named in the List of Covered Dental Services
performed by or under the direct supervision of a Dentist.

By reasonable, we mean the charge is the Dentfial charge for the service furnished. If more than one tygerdte can

be used to treat a dental condition, we have the right to cobidieyes for the least expensive one which meets the accepted
standards of dental practice. By customary, we mean the anadgfor the given dental condition isn't more than the usual
charge made by most other Dentistth similar training and experience in the same geographic area.

We only pay for Covered Expenses incurred by a Covered Personheldleshe is insured. Covered Charges are incurred:
1. For a crown, fixed bridge, inlay or onlay, on the date the toofrsigpfrepared.

2. For any other Prosthetic Device, on the date the master ingréssnade.

3. For root canal treatment, on the date the pulp chamber is opened.

4. For periodontal surgery, on the date the surgery is performed.

5. For Orthodontic Treatment, on the date the Active Appliantiesisplaced.

PRE-TREATMENT REVIEW

When the expected cost of a proposed course of treatment is $30M@re, Covered Person's Dentist must send us a
treatment plan before he starts. This must be done on a foeptalole to Custom Benefit Administrators. The treatment pla
must include:

1. Alist of the services to be done, using the American DAstdciation Nomenclature and codes;

2. The itemized cost of each service; and

3. The estimated length of treatment. Dental x-rays, studginadd whatever else we need to evaluate the treatment plan
must be sent to us, too.

A treatment plan must always be sent to us before Orthodineti¢ment starts.
We review the treatment plan and estimate what we will pég estimate will be sent to the Covered Perdzergist If we
don't agree with a treatment plan, or if one is not sent imave the right to base our payments on treatment suited to the

Covered Persontondition by accepted standards of dental practice.

Pre-treatment review is not a guarantee of what we wjll pietells the Covered Persand his Dentistin advance, what we
would pay for the covered dental services named in the treatna@nt But payment is conditioned on:

1. The work being done as proposed and while the Covered Rerssuared; and
2. The deductible and payment limit provisions and all of the atherstof this Plan

Emergency treatment, oral examinations, dental X-rays arfddisstning are part of a course of treatment, but may be done
before the pre-treatment review is made.
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BENEFITS FROM OTHER SOURCES
This Plan supplements your Major Medical.

This Planand your Major Medical may provide benefits for the same chatfjrey do, we subtract what the Major Medical
pays from what we'd otherwise pay.

Other plans may furnish similar benefits, too. For instancemayube covered by this Pland a similar plan through your
spouse's employer. ybu are, we coordinate our benefits with the benefits from thtbee plans. We do this so no one gets
more in benefits than the charges he incurs. Read "CoordinatBenefits" to see how this works.

THE BENEFIT PROVISION - QUALIFYING FOR BENEFITS

Deductible
No deductible applies. All Covered Expenses are subject to caircsur

Coinsurance
We pay for Covered Expenses at 50% for Calendar Year. Chargédsenuacurred while he or she is insured.

Maximum Annual Benefit
All charges must be incurred while the Covered Peissimsured. We limit what we pay each Calendar Ye&d.,500.00 per
Covered Person or $2,500 per family. What we pay is based on alltefiifie of this Plan

Group IV - Orthodontic Services
ThisPlan provides benefits for Group IV orthodontic services onlydeered Dependent children who are less than 19 years
old.

We pay for Group IV Covered Charges at the applicable paymentlWatng the treatment plan, we calculate the total benefit
we will pay. We divide this into equal payments, which we spoeadver the shorter of two years or the proposed length of
treatment. We limit what we pay to $1,000 per covered Child ipetirhe.

We make the initial payment when the Active Appliamcdirst placed. We make further payments at the end af ea
subsequent 3-month period. However, treatment must continiign@ Covered Personust stay insured. What we pay is
based on all of the terms of this Plan

Payment Rates
Benefits for Covered Expenses are paid at the following rates:

Benefits for Group | Services (Preventive) are paid ateaafat.............oocuviiiiiiiiiiii e 50%
Benefits for Group Il Services (Basic) are paid at @ rate Of ...........ooooiiiiiiiiiii e 50%
Benefits for Group 1l Services (Major) are paid at @ EHLE............ooiiiiiii e 50%
Benefits for Group 1V Services (Orthodontia) are paid at aqfate...........cccoeeeeeiiiiiiiiiicc e e 50%

AFTER THIS INSURANCE ENDS

Benefits will be paid for the following work started whil€€overed Person is insured under this Plan and is ceahpighe 60
days after this insurance ends:

1. A crown, bridge or cast restoration, if the tooth is prepanedmpressions taken before coverage ends;
2. Any other Prosthetic Devici the final impressions are taken before the coverage ends; and

3. Root canal treatment, if the pulp chamber is opened andrihkexplored to the apex before the coverage ends. No
benefits will be paid for any type of work not listed above wisotompleted after this insurance ends.
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Benefits for Orthodontic Treatment will only be paid to the enti@imhonth in which the insurance ends. The final payment
will be pro-rated.

SPECIAL LIMITATIONS

Waiting Periods

Group | charges are covered from the date the Covered Persoreliesarad. Group Il charges are not covered for the first 6
months the Covered Person is insured by this Plan. Groupaitges are not covered for the first 12 months the Covered
Person is insured by this Plan. Group IV charges (Orthodorgatment) are not covered for the first 24 months the Covered
Person is insured by this Plan. However, this limitation nwyapply to Covered Expenses due solely to an Irguffered
while insured.

Charges not covered due to this provision are not considered covatabisgevices and cannot be used to satisfy this Plan's
Deductibles.

If This Plan Replaces Another Plan
This Planmay be replacing another plan your Employer had with some otherrinsure

We don't want anyone to lose benefits when this happens. So we peastdor charges incurred before this Pésarts, if:
1. The Covered Persavas insured by the old plan; and

2. The old plan would have paid for such charges.

This Plan must start right after the old plan ends, and the @GbRemrson must be insured by this Plan from the start.
We limit what we pay to the lesser of:

1. What the old plan would have paid; or

2. What we would otherwise pay.

We deduct any benefits actually paid by the old plan under any extensioriqgerovis
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LIST OF COVERED DENTAL SERVICES

The services covered by this Plare named in this list. Each service on this list has beeeglin one of four groups. A
separate payment rate applies to each group. Group | isupad@reventive services. Group Il is made up of basibcssy.
Group Il is made up of major services. Group IV is made wgtbbdontic services.

All covered dental services must be furnished by or under the direntisigreof a Dentist They must be usual and necessary
treatment for a dental condition.

GROUP | - PREVENTIVE DENTAL SERVICES

Office Visits Examination

Includes oral examinations (limited to one examination inGacgnsecutive month period), emergency palliativertreat and
other non-routine, unscheduled visits. We pay for this only if no siveice (except x-rays) is rendered during the visit.
Dental Prophylaxis

Prophylaxis (limited to one treatment in any 6 consecutive monmtbd)e Allowance includes the complete removal of
explorer-detectable calculus, soft deposits, plaque, staindi@schbothing of tooth surfaces above the gingival attachment.
Fluoride Treatments

Topical application of fluoride, including prophylaxis (limiteddovered Persons under age 16 and limited to one exapminati
in any 6 consecutive month period).

Space Maintainers

Limited to Covered Persons under age 16 and limited to iApipliance only. Allowance includes all adjustments in the first
six months after installation:

1. Fixed, unilateral, band or stainless steel crown type.

2. Removal, bilateral type.

Dental Sealants

Limited to the unrestored, permanent molars of Covered Perswoies age 16 and limited to one treatment in any 36
consecutive month period.)

Diagnostic Services
Allowance includes examination and diagnosis — x-rays.

1. Full mouth series of at least 14 films including bitewingegiéded (limited to once in any 60 consecutive month period).
2. Bitewing X-Rays (limited to a maximum of 4 films, in oneiyjiin any 12 consecutive month period).

3. Intraoral periapical or occlusal x-rays - single films.

4. Extra oral superior or inferior maxillary film (limited tot2nes per Benefit Year).

5. Panoramic film, maxilla and mandible, allowable only whecessary to diagnose accidental Injury, or in coripmeatith
cyst or tumor removal.

GROUP Il - BASIC DENTAL SERVICES
Office Visits and Examinations
Diagnostic consultation with a Dentist other than the one providaggnient (limited to one consultation for each dental

specialty in any 12 consecutive month period). We pathfsias a separate benefit only if no other service is rethdering
thevisit.
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Diagnostic Services
Allowance includes examination and diagnosis.

1. Diagnostic casts, when necessary to diagnose complex restoades

2. Biopsy and examination of oral tissue.

Restorative Services

Multiple restorations on one surface will be considered one réstoradlso see "Major Restorative Services". Allowance

includes insulating base and local anesthesia.

1. Amalgam restorations (primary or permanent teeth), forieavitvolving one surface, two surfaces and three or more
surfaces.

2. Synthetic restorations: Allowance includes curing light andaetc
a. Anterior teeth — per restoration: Acrylic or plasticifif), Class | and Ill types; Composite resin, Class | and |l
types 2330; Composite resin, involving incisal angle.
b. Biscupid teeth — Composite resin, class V type.
3. Crowns: Acrylic or plastic, without metal, and Stainleg®kst
4. Pins: Pin retention, exclusive if restorative material -eusdieu of cast restorations.

5. Recementation: Inlay or onlay, crown or bridge.

Endodontic Services
Allowance includes all endodontic treatment within 12 months for:

1. Pulp capping, direct, for full or new pulpal exposure.

2. Remineralization (Calcium Hydroxide), as a separate procedure
3. Vital pulpotomy.

4. Apexification, therapeutic apical closure.

5. Root canal therapy on non-vital (nerve-dead) teeth. Allogvaraiudes routine x-rays and cultures, but excludes final
restoration.

6. Anterior, bicuspid, or molar teeth.

7. Apicoectomy, as a separate procedure only if performed mamel® months after root canal therapy is completed or
in conjunction with other endodontic procedures. Allowance incltetesgrade filling.

Periodontic Services
Allowance includes th&reatment plan, local anesthetics and post-operative care.

Non-Surgical Services:

1. Root planing — As necessary for substantial bone and attachseeniimited to one treatment per area in any 24
consecutive month period).

2. Occlusal adjustment - Allowable only when done in conjunction pétiodontal surgery.

Benefit for the repeat of any non-surgical periodontal treatnvél be provided only after a 2-year period has elapsed.



Surgical Services (limited to one treatment per area irB&nyonth period):

1. Gingivectomy, per tooth - Less than 3 teeth and not incidentedwm @reparations.

2. Osseous surgery, pguadrant — Including all necessary (associated) surgical prosedure
3. Mucogingival Surgery (pedicle soft tissue graft, sliding horiddlag, free soft tissue graft).

Oral Surgery
Allowance includes diagnosis, the treatment plan, local anestlatd post-surgical care.

1. Extractions:
a. Uncomplicated non-surgical extraction, one or more teeth;
b. Surgical removal of erupted teeth, involving tissue flap and neval; and
c. Surgical removal of impacted teeth.
2. Alveolectomy, per quadrant.
3. Stomatoplasty with ridge extension, per arch.
4. Removal of mandibular tori, per quadrant.
5. Excision of hyperplastic tissue.
6. Excision of pericoronal gingiva, per tooth.
7. Removal of palatal torus.
8. Removal of cyst or tumor - not associated with the removiatfmdcted teeth.
9. Incision and drainage of abscess.
10. Closure of oral fistula or maxillary sinus.
11. Reimplantation of tooth.
12. Frenectomy.
13. Suture of soft tissue Injury.
14. Sialolithotomy for removal of salivary calculus.
15. Closure of salivary fistula.
16. Dilation of salivary duct.
17. Sequestrectomy for osteomyelitis or bone abscess, siugderfici

18. Maxillary sinustomy for removal of tooth fragment or foreign body.

Prosthodontic Services
Specialized techniques and characterization are not coversd.sé¢ “Major Prosthodontic Services”.

1. Denture repairs, acrylic: Repairing dentures, ethtdamaged; Repairing dentures and replacing onerermoken teeth;
and Replacing one or more broken teeth, no other damage.
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2. Denture repairs, metal - Allowance based on the extemainde of damage and on the type of materials involved.
3. Full or partial denture rebase, jump case (limited to oncdegreure in any 36 consecutive month period).

4. Full or partial denture reline (limited to once per dentur@ny 12 consecutive month period): Office reline; Cold cure;
Laboratory reline.

5. Denture adjustments (limited to adjustments done bytddbether that the one providing the denture, and td@rgs are
more than 6 months after the initial insertion).

6. Tissue conditioning (limited to a maximum of 2 treatmentsapsr in any 12 consecutive month period).
7. Adding teeth to partial dentures to replace extracted natathl te
8. Repairs to crowns and bridges - allowance based on the anxtenature of damage and the type of materials involved).

Other Services
1. General anesthesia in connection with surgical procedures only.

2. Injectable antibiotics needed solely for treatment of a dental thmmdi

GROUP Il - MAJOR DENTAL SERVICES

Restorative Services

Cast restorations and crowns are covered only when needed becdasayobr Injuryand only when the tooth cannot be

restored with a routine filling material. Allowance includesulating bases, temporization and minor associated gingival

involvement. Replacement of an inlay, onlay or crown will evioled only after a 5-year period from the date the procedure
was last benefited. Also see "Basic Restorative Setvices

1. Inlays;

2. Onlays, in the presence of an inlay.

3. Crowns and Posts: Acrylic with metal. Porcelain, Pomselith metal, Full cast metal (other than stainkssl), 3/4 cast
metal (other than stainless steel), Precious metal&bld), Cast post and core, in addition to crown (thinable coping),
Steel post and composite or amalgam core, in addition to cgmlhpost and core (covered only for teeth that have had
root canal therapy), and Cast dowel pin (one-piece cast wiroAllowance based on type of crown, Crown build-up -
Necessitated by loss of natural tooth structure.

Prosthodontic Services

Specialized techniques and characterization are not covgltediance for dentures includes all adjustments doreegntist

furnishing the denture in the first 6 months after installatibemporary dentures older than one year are considered to be a

permanent Appliance. Also see “Basic Prosthodontic Services”.

1. Fixed bridges - Each abutment and each pontic makes up a unit in a bridge

2. Bridge abutments - See inlays and crowns under "Major Rast&ervices";

3. BridgePontics: Cast metal, sanitary, Plastic or porcelain witainand Slotted pontic;

4. Simple stress breakers, per unit;

5. Full dentures, upper or lower.

6. Partial dentures - Allowance includes base, all clasps, aest teeth.

a. Unilateral, one-piece chrome casting, clasp attachinehiging pontics;
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Upper, with two chrome clasps with rests, acrylic base;
Upper, with chrome palatal bar and clasps, acrylic base;
Lower, with two chrome clasps with rests, acrylic base;
Lower, with chrome lingual bar and clasps, acrylic base;
Stayplate base, upper or lower (anterior teeth only).

~0ooo

GROUP IV - ORTHODONTIC SERVICES

Orthodontic Services
1. Any Group I, Il or Il service in connection with Orthodontie@ment.

2. Surgical exposure of impacted or unerupted teeth in connectioutfitbdontic Treatment - Allowance includes
routine X-Rays, local anesthetics and post-surgical care.

3. Active AppliancesAll types - Allowance includes diagnostic services, the treatmlan, the fitting, making and placing
of the Active Applianceand all related office visits including post-treatment sizddion.
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LIMITATIONS AND EXCLUSIONS

This Plan does not provide benefits for:

1.

10.

11.

12.

13.

Services or supplies:

a.
b.

oo

Not authorized or prescribed by a Dentist,

For which no charge is made, or for which You would not be legallgateld to pay if You did not have this
coverage,

The Covered Person's Employkabor union or similar group, in its dental or medical depantroe clinic;

A facility owned or run by any governmental body; and

Furnished by or payable under any plan or law through any government orliéicglmubdivision (this does not
include Medicare or Medicaid), or

Furnished in the treatment of any Uniformed Service-relatedylguiSickness (past or present) while You are
confined in a Hospital or institution owned or operated by the Unite#@sSGovernment or any of its agencies.

Services provided by a person who ordinarily resides in Your hombmis a Family Member.

Treatment, service or supply that has a start date befaneodr'erour covered Dependent’s insurance begins, has a start
date before any applicable waiting period has been served, or ¢@apdetion date after Your or Your Covered
Dependent’s insurance ends, except as may be specifically providedAfter This Insurance Ends.

Covered Charges in excess of the benefit payable for the Covered Erpéms&xcess of the Customary, Usual and
Reasonable fee for the service or supply.

Oral hygiene, plaqueontrol or diet instruction, except as specifically stated.

Precision or semi-precision attachments.

Athletic mouthguards, myofunctional therapy, treatment offjaatures, orthognathic surgery or separate chargesifbr
etch.

Any treatment, Appliance d?rosthetic Deviceised:

ocp

s B o M)

to change vertical dimension;

to restore or maintain occlusion, except for occlusal adgrgtim conjunction with periodontal surgery or to thieak
that this Plan covers Orthodontic Treatment;

for bite registration or bite analysis;

to replace tooth structure lost as a result of abrasion drattri

to directly or indirectly diagnosis or treat a muscular, nemrakeletal disorder; or

to treat disturbances of the temporomandibular joint (TMJ).

Inlays, onlays, crowns or other cast or prepared restorations ordde purpose of splinting teeth for periodontic reaso

Replacing a lost, stolen or missing Appliance or Prostheticdeevi

Making a spare Appliancer device.

Replacing an Appliance étrosthetic Devicavith a like Appliance or device, unless:

a.
b.
c.

a complete or partial denture is at least 5 years oldaritthbe made usable; or
a fixed partial denture is at least 7 years old and canigbe usable; or
it is damaged while in the Covered Persorgsith in an Injurysuffered while insured, and can't be fixed.

Any service furnished for cosmetic reasons. This includess imat limited to:

a.
b.

characterizing and personalizing Prosthetic Deyeed
making facings on Prosthetic Devidesany teeth in back of the second bicuspid.
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14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

Implants, insertion of implants or related Appliances, ogisal removal of implants.

Charges incurred outside the United States, if You traveled toseation for the purpose of obtaining dental services or
supplies. Emergency dental treatment will be payable at tkenable and customary charge for treatment at Your
Employer’s principal address in the United States.

Personal supplies, exams required by a third party, traveldimransportation costs.

Services for infection control procedures (sepsis contnobbar gloves, gowns, etc.) when billed separately from actual
dental treatment.

Any Injury or Sickness arising from or sustained in the couraaybccupation or employment for compensation, profit,
or gain, for which benefits are provided or payable undgkéorkers’ Compensation or Occupational Disease Alchaf,
regardless of whether a claim was filed for such benefits.

Any loss to a Covered Person who is not a member of the armed fehich was caused or contributed to by:

a. War or any act of war, whether declared or not, or
b. Any act of international armed conflict, or any conflict involving adrf@rces or any international authority.

Any equipment, supplies, prescribed drugs, procedures, angatitvhich are Experimental or investigational in nature
and have not been established as safe or effective, or aneaobrdance with generally accepted professional standards,
or which do not constitute accepted dental practice under thdastis of the case and by the standards of a reasonable
segment of the dental community or government oversight agentiestane the service is rendered.

Any dental expense for a Sickness or Injury that occurred dimngpimmission of, or attempt to commit, an illegal@rct,
participation in an illegal occupation, or participation in cirgurrection or riot, and any complication arising therefrom.

Services not included in the list of covered dental senace®t Dentally Necessary for diagnosis and treatment of an
Injury or Sickness.

Any charges that would have been paid by Your primary plan, as de¢erinirthe Coordination of Benefit rules of this
Plan, if You had complied with all of the requirements of giab.

Dental implantology techniques, including prosthetic devices refatsdch techniques.

Phone consultations, completion of claim forms or forms neged$sarYour return to work or school, or for an
appointment You did not attend.

Sales tax.
Charges for services and supplies that are to treat Inforiggich a Covered Person is reimbursed or may be entitled to
be reimbursed by another party or insurer; however the Plan maypanakent on these claims if the terms of the Plan’s

Subrogation Provisiohave been satisfied.

Charges for services or supplies resulting from malpractieffeasance or misfeasance.

With respect to any Injury which is otherwise covered iy the Plan, the Plan will not deny benefits otherwisprovided for
treatment of the Injury if the Injury results from an act of domestic violence or a medical condition (includg both
physical and mental health conditions).

Remember that the foregoing list of Limitations and Exclusionstgxhaustive. Please contact the Plan’s Administrative
Service Manager if You have any questions regarding the Plan’s gevafra particular expense.
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DEFINITIONS

Certain words and phrases used in this Summary Plan Descriggidefmed below as an explanation of how the terms are
used. These definitions are not an indication that charges farytarcare, supplies or services are eligible for paymedér
the Plan; please refer to the appropriate sections of this gnitan Description for that information.

Accident:
Accident means a happening, definite as to time and plachabge and without intention or design, which is unforeseen and
unexpected.

Actively at Work:

Actively at Work or Active Employment means performing on all@gull-time basis all customary occupational dutiethe
Employer’s business establishment, or another location of lsssivieen required to travel on the job, and be sche ttuleork

at least 32 hours per week. An Employee shall be deemed ket ork if the Employee is absent from work due ealth
factor. An Employee shall be deemed Actively at Work on any Emplyeroved holiday or vacation provided that the
Employee was Actively at Work on his last regularly schedule#timgday before such vacation or holiday. In no event will
an Employee be considered Actively at Work if he has effectteetginated employment.

Administrative Service Manager:

Administrative Service Manager is the person or firm employechéyPlan Administrator to provide certain services in
connection with the operation of the Plan including the processingioi<! In the event that no Administrative Service
Manager is employed by the Plan Administrator at any particulat jpdime, Administrative Service Manager will mean the
Employer.

ADA:
ADA means the American Dental Association.

AHA:
AHA means the American Hospital Association.

AMA:
AMA means the American Medical Association.

Amendment:
Amendment means a formal document, duly authorized by the perpensons designated by the Plan Administrator, that
changes the plan provisions of the Plan.

Appliance
Appliance means any dental device other than a Prosthetic Device.

Calendar Year:
Calendar Year is the 12-month period of time beginning on Januany dnaling on December 31.

Certificate of Coverage:
Certificate of Coverage means a written certification ptedliby any source that offers medical care coverage, incliding t
Plan, for the purpose of confirming the duration and type of an thgiVs previous coverage.

Child:

Child means, in addition to the Employee’s own blood descenddr fifst degree or lawfully adopted Child, any stepglaild
Child placed with a covered Employee in anticipation of adoptioayared Employee’s Child who is an alternate recipient
under a Qualified Medical Child Support Order as required byetterél Omnibus Budget Reconciliation Act of 1993, or any
other Child for whom the Employee or the Employee’s spouse haisetiiegal guardianship and who resides with and who is
dependent upon the Employee in a regular parent-child relationtthip.Employee or Employee’s spouse is required byt cou
order or divorce decree to provide coverage for a Child not depemdéné Employee for support and maintenance, these
provisions are waived for that Child.
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Definitions (continued)

COBRA:
COBRA means the Consolidated Omnibus Budget ReconciliationfA&8%, as amended.

Cosmetic Surgery or Cosmetic:

Cosmetic Surgery or Cosmetic means any Surgery, servicegidsugply designed to improve the appearance of an individu
by alteration of a physical characteristic which is within ttimtirange of normal but which may be considered unpleasing or
unsightly, except when necessitated by an Injury.

Covered Expenses

Covered Expenses means reasonable charges for the types of sendisepplies described. The services and supplies must
be:

1. Furnished or ordered by a recognized dental care provider;

2. Dentally necessary;

3. Accepted by a professional dental society in the United Statiesneficial; and

4. Furnished within the framework of generally accepted methadisndél management currently used in the United
States.

By "reasonable” we mean the charge isn't more that the losahtharge for that service or supply. When we decide what's
reasonable, we look at the Covered Person's condition and how iséveie also look at special circumstances.

A Covered Expense is incurred on the date the service or supplyighienl. Subject to all the terms of this Plan, we pay
benefits for Covered Expenses incurred by a Covered Person whileshieéd by the Plan. Read the entire Plan to find out
what we limit or exclude.

Covered Person:
A Covered Person is an eligible Employee or eligible Dependenbasmet all of the conditions for coverage under the Plan.

Customary, Usual and Reasonable:

Customary, Usual and Reasonable means fees for services andssuppth are reasonably necessary for the care and
treatment of Sickness or Injury, but only to the extent thatfeeshare reasonable. Determination that a fee is reasomidlbl

be made by the Plan Administrator, taking into consideration:

1. The fee which the Dentist most frequently charges the majorpgitagnts for the service or supply;

2. The prevailing range of fees charged in the same area by Beftsmilar training and experience for the service or
supply; and

3. Unusual circumstances or complications requiring additiona, t&kill and experience in connection with the particular
service or supply.

For purposes of this section, “Area” means a metropolitan, arounty or such greater area as is necessary to obtain a
representative cross-section of Dentists rendering such eewtidurnishing such supplies.

Deductible:
Deductible means the amount of Covered Expenses which must be paidoverad Person before the Plan will begin
reimbursement of additional Covered Expenses.

Dentally Necessary:
Dentally Necessary means services or supplies which arenileerby the Plan to be:

1. Appropriate and necessary for the symptoms, diagnosis ot diexand treatment of the dental condition, Sickness, or
Injury;

2. Provided for the diagnosis or direct care and treatment afgh&l condition, Sickness, or Injury;
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Definitions (continued)
3. Within standards of good medical practice within the organized ld=artamunity;

4. Not primarily for the convenience of the Covered Person, ther€dWerson’s Qualified Practitioner or another provider
of service; and

5. The most appropriate supply or level of service which canyshéeprovided.

The mere fact that the service is furnished, prescribed oveghby a Dentist does not mean that it is Dentally Neceskary.
addition, the fact that certain services are excluded from aggemder this Plan because they are not Dentally Negessar
not mean that any other services are deemed to be Dentally Ngcessa

Dentist
Dentist means any dental or medical practitioner we are reldoyréaw to recognize who:

1. Is properly licensed or certified under the laws of the sth&ge he practices; and

2. Provides services which are within the scope of his licensgrtifiaate and covered by this Plan.

Dependent:
Dependent means one or more of the following person(s):

1. An Employee’s lawfully wed spouse possessing a marriage licenseswbbdivorced from the Employee;
2. An Employee’s unmarried Child who is less than 19 years of age;

3. An Employee’s unmarried Child who is at least 19 years of agessithan 25 years of age, who is dependent upon the
Employee for a minimum of 50% support and who is a full-tinselent at an accredited high school, junior college,
college, university, or licensed trade school. With respecjuniar college, college or university, full-time attendance
requires enrollment for credit of at least twelve hours peestmor as determined by the school. With respect to a
licensed trade school, full-time attendance requires enrollmentourse of instruction requiring at least six months to
complete and attendance of at least twenty hours per weakDdpendent whose eligibility is based on his continuous
attendance in an accredited school as a full-time student begwetigble because of his failure to enroll as a full-time
student, he will again become eligible to be a Covered Person datthke begins classes as a full-time student.

Dependent children who drop below full-time student status esuét of Injury or Sickness will be covered through the
end of the current term (semester, quarter, trimestepeident children will be covered for up to four months following
the close of a school term, provided they are enrolled as anfiglistudent for the next following school term.

4. An Employee’s unmarried Child who was continuously covered priattaining the limiting age under (3) or (4) above,
who is mentally or physically incapable of sustaining his owngj\nd is still primarily dependent upon the Employee for
support. Such Child must have been mentally or physically incapaklning his own living prior to attaining the
limiting age under (3) or (4) above. Written proof of such inciypand dependency satisfactory to the Plan must be
furnished and approved by the Plan within 30 days after thetaga@hild attains the limiting age of (3) or (4) above. The
Plan may require, at reasonable intervals, subsequent praféstatiy to the Plan during the next two years after such
date. After such two-year period, the Plan may require such, fmaiofiot more often than once each year; or

5. Acovered Employee's grandchild, as long as the Employee's c@gpeddent child, who is the parent of the grandchild,
is not yet 18 years old and unmarried.

For the purposes of this Plan, the definition of Dependent doéschade any person who is a member of the armed forces of
any country or who is a resident of a country outside the UnitedsState

The Plan reserves the right to require documentation, satisfaotthe Plan Administrator, which establishes a Dependent
relationship.
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Definitions (continued)

Diagnostic Service:
Diagnostic Service means a test or procedure performed fafispsymptoms to detect or to monitor a Sickness or camditi
It must be ordered by a Qualified Practitioner.

Drug:

Drug means insulin and prescription legend drugs. A prescriptiondegieig is a Federal legend drug (any medicinal
substance which bears the legend: “Caution: Federal law praligpensing without a prescription”) or a state retgd drug
(any medicinal substance which may be dispensed only by prescrijgihondiag to state law) and which, in either case, is
legally obtained from a licensed drug dispenser only upon a presuorgifta currently licensed Physician.

Emergency:

Emergency means a situation where necessary treatment iedeggithe result of a sudden and severe medical event or acute
condition. An Emergency includes poisoning, shock, and hemorrhader Bxnergencies and acute conditions may be
considered on receipt of proof, satisfactory to the Plan, th&naergency did exist. The Plan Administrator may, in its
discretion, request satisfactory proof that an Emergency or ecntition did exist.

Employee:

Employee means a person who is a regular full-time Emplofytee Employer, regularly scheduled to work for the Employer
in an employer-Employee relationship. Such person must be scheéduwledk at least 32 hours per week in order to be
considered “full-time.” An Employee will not be a leasedssmal or temporary employee, or an independent contractor.

Employer:
Employer means Saelens Corporation, the sponsor of this Plan.

ERISA:
ERISA means the Employee Retirement Income Security Act of E87dmended.

Expense Incurred:
Expense Incurred means the fee charged for services and supptied tetreat the Injury or Sickness. The date a supply or
service is provided is the Expense Incurred date.

Experimental:
Experimental means services, supplies, care, proceduremenggator courses of treatment which:

1. Do not constitute accepted practice under the standards of thanthbg the standards of a reasonable segment of the
dental community or government oversight agencies at the tirdenesh or

2. Arerendered on aresearch basis as determined by itieel States Food and Drug Administration and the AM2dsincil
on Medical Specialty Societies.

All phases of clinical trials shall be considered experimental.

Drugs are considered Experimental if they are not commereiadijable for purchase or are not approved by the Food and
Drug Administration for general use.

Family Member:
Family Member means Your lawful spouse, Child, parent, grandparether or sister, or any person related in the same way
to Your covered Dependent.

FMLA:
FMLA means the Family and Medical Leave Act of 1993, as amended.

FMLA Leave:

FMLA Leave means a leave of absence, which the Company iseédoiextend to an Employee under the provisions of the
FMLA.
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Definitions (continued)

Grievance:
Grievance means any dissatisfaction with the Plan’s admaitigst or claims practices, or provision of services, wlisch
expressed in writing by You or someone authorized by You.

HIPAA:
HIPAA means the Health Insurance Portability and Accountalilityof 1996, as amended.

Injury:

Injury means all damage to a Covered Person's mouth caused bgrualeikirce and due directly and independently of all
other causes to an Accident which does not arise out of, whichtisaused or contributed to by, and which is not a
consequence of, any employment or occupation for compensation or phafiterm Injury does not include damage to teeth,
Appliances or Prosthetic Devices which results from chewingtiogfood or other substances.

Late Enrollee:
Late Enrollee means an individual who is enrolled for coverage thle expiration of the initial eligibility date described in
Section 3. Note, however, a Special Enrollee shall not be coedidd.ate Enrollee.

Lifetime:
When used in reference to benefit Maximums and limitationstjinémeans the time a Covered Person is covered under this
Plan. In no circumstances does Lifetime mean a CoveredrPelife span.

Maximum Amount or Maximum:
Maximum Amount or Maximum means the greatest benefit payabiedpecific coverage item or benefit under the Plan.

Medicare:
Medicare means the program of health care for the aged estdligiigtle XVIII of the Social Security Act of 1965, as
amended.

Named Fiduciary:
Named Fiduciary means Saelens Corporation, which has the autbaritgtrol and manage the operation of the Plan.

Physician:
Physician means a Doctor of Medicine (M.D.), Doctor of OstdgpéD.O.), Doctor of Dental Surgery (D.D.S.), Doctor of
Podiatry (D.P.M.), Doctor of Chiropractic (D.C.), Psycholo@#1.D.), psychiatrist or midwife.

Plan:

Plan means this Plan of benefits, established by the Plams8r and administered by the Plan Administrator, including any
schedules, attachments and Amendments to the Plan. The Rlegal entity. This Summary Plan Description provides a
description of the Plan. "Plan" has a special meanitigeiprovision entitled "Coordination of Benefits". St provision for
details

Plan Administrator:
Plan Administrator means the Employer, who is responfibtae day-to-day functions and engagement of the Plaa Plan
Administrator may employ other persons or firms to procesmsland perform other Plan connected services.

Plan Year:
Plan Year means a period commencing on the Effectivedainy anniversary of the adoption of this Plan antraging until
the next succeeding anniversary.

Prosthetic Device
Prosthetic Device means a device which is used to replasengior lost teeth or tooth structure. It includes all types of
dentures, crowns, bridges, pontics and cast restorations.

Qualified Practitioner:

Qualified Practitioner means a Physician, a licensed speecicpational therapist, licensed professional physical thérapis
physiotherapist, audiologist, speech language pathologist, licerdesgional counselor, certified nurse practitionerjfest
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Definitions (continued)

psychiatric/mental health clinical nurse, or other practitiamwefacility defined or listed herein, or approved by the Plan
Administrator.

Sickness:

Sickness means any disorder which does not arise out of, vghitdt caused or contributed to by, and which is not a
consequence of, any employment or occupation for compensation @ lpoafever, if evidence satisfactory to the Plan is
furnished showing that the individual concerned is covered as any@aplnder any worker's compensation law, occupational
disease law or any other legislation of similar purpose, or dhdenaritime doctrine of maintenance, wages, and curthatu
the disorder involved is one not covered under the applicable law oinéothen such disorder shall, for the purposes of the
Plan, be regarded as a Sickness.

Special Enrollee:
A Special Enrollee is an eligible Employee or eligible Defent who is entitled to and who requests Special Enroliment (as
described in Section 3):

1. Within 30 days of losing other health coverage; or
2. For a newly acquired Dependent, within 30 days of the marriagle, &dtoption or placement for adoption.

Total Disability or Totally Disabled:

For an Employee or an employed spouse covered under this PlahDiBatbility means that, during the first 12 months of
disability, the Employee or the covered spouse of an Employeevisnpee by Injury or Sickness from performing each and
every material duty of his or her job or occupation.

After the first 12 months disability, Total Disability ©otally Disabled means that the Employee or the covered spouse of an
Employee is at all times prevented by Injury or Sickness &ogaging in any job or occupation for wage or profit for whieh h
or she is reasonably qualified by education, training, or experienc

Total Disability of a non-employed spouse or Child means being housspaiient-facility confined due to an Injury or
Sickness.

Uniformed Services:

Uniformed Services means the Armed Forces, the Army Nat@uald and the Air National Guard, when engaged in active
duty for training, inactive duty training, or full-time Natidi@auard duty, the commissioned corps of the Public H&athice,

and any other category of persons designated by the President of theStatiésdn time of war or Emergency.

Waiting Period:
Waiting Period means the period of Active Employment befareligible Employee or eligible Dependent may become
covered under this Plan.

You and Your:

You and Your refers to an eligible covered Employee and any efigisle covered Dependents, where appropriate in context
and unless otherwise indicated.
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ELIGIBILITY AND EFFECTIVE DATE OF COVERAGE

These provisions apply to Employees who become eligible on ottladteffective date of this Plan and to Dependents who
become eligible on or after the effective date of this Plan.

Employees who were eligible and covered under any plan thatahiséplaces will be eligible on the Effective Date of this
Plan. Any Waiting Period or portion thereof satisfied under tlog plan will be applied toward satisfaction of the Waiting
Period of this Plan. Eligibility will include Dependents of suctEamployee.

EMPLOYEE COVERAGE

Employee Eligibility
You are eligible for coverage under the Plan if the following contare met:

1. You are an Employee who is a regular full-time Employee of thpl&yer, regularly scheduled to work for the Employer
in an employer-Employee relationship. You must be schedulearkoatleast 32 hours per week in order to be considered
“full-time.” An Employee will not be a leased, seasonakonporary employee, or an independent contractor; and

2. You satisfy a Waiting Period of full-time employment with E@ployer as follows:

a. Employees hired after November 1, 2006, 90 days of continuous empigyme

b. Part-time Employees moved to a regular full-time statesnebined total of 90 days of continuous employment as
both a part-time Employee and a regular full-time Employee;

c. Temporary employees hired to a permanent position with at leaty@of temporary employment, 30 days of
continuous employment as a regular full-time Employee; or

d. Temporary employees hired to a permanent positionleggthan 60 days of temporary employment, a comhited t
of 90 days of continuous employment as both a temporary employee andaa fell-time Employee.

Your eligibility date is the date You satisfy the above conditions.

Employee Effective Date

Your effective date will be the first day of the month follow Your eligibility date. Your coverage under this Plan will
commence on Your effective date provided that You have enrolled onfiarmghed and accepted by the Plan Administrator
within 30 days of Your effective date, and You are making any rejaoetributions.

If Your completed enrollment forms are received by the Rtiministratormore than 30 days afterY our effective date, You
will be aLate Enrollee and You will not be covered under this Plan except as provided in tiensiec Special Enroliment.

An eligible Employee must begin active work with the Employer befoverage will be effective under the Plan. Employee
coverage will begin at 12:01 AM on the Employee’s effective dat@wdérage under the Plan. All Employees that do not
provide certificates of Creditable Coverage from their previmadth insurance carrier are subject to pre-existing condition
limitations.

NOTICE OF ENROLLMENT RIGHTS

If You are declining enrollment for Yourself and/or Yowf@ndents (including Your spouse) because of other desughnce
coverage, You may in the future be able to enroll Yourself and/or Bependents in this Plan provided that You request
enrollment within 30 days after Your other coverage ends. In additiday have a new Dependent as a result of marriage,
birth, adoption or placement for adoption, You may be able to enrolsgthand Your Dependents, provided that You request
enrollment within 30 days after the marriage, birth, adoption oepiaat for adoption.

CHANGES IN ELIGIBILITY

Itis important that any change in eligibility for Yoursatfd/or any of Your eligible Dependents be reported to Ympl&yer,
as soon as possible. Changes of eligibility include, but are ritedino:

1. Marriage or divorce
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Eligibility and Effective Date of Coverage (continued)

2.

3.

8.

Death of any Dependent

Birth, adoption or placement for adoption of a Child
Dependent child reaching the limiting age

IRS ineligible Dependent child

Total Disability

Retirement

Medicare eligibility

DEPENDENT COVERAGE

Dependent Eligibility
A Dependent will be considered eligible for coverage in accordaitioehe following:

1.

Newborn or newly adopted children of a covered Employee willigibk from the moment of birth or placement for
adoption provided the child is properly enrolled on a formiéined and accepted by the Plan Administrator as amdEmt

of the Employee within 30 days of the child’s date of birthacgment for adoption. The Pre-existing Conditiorntition

will be waived for an adopted child, under age 18, of a coverqudyse, and for a child, under age 18, placed in the home
of a covered Employee in anticipation of adoption, provided the adoptigla@@ment for adoption) occurs while the
Employee is covered under the Plan and provided coverage fatsladchecomes effective within 30 days of the adoption
(or placement for adoption).

A Spouse will be considered an eligible Dependent from tteeadanarriage, provided the Spouse is properly enrolled on a
form furnished and accepted by the Plan Administrator as andeptof the Employee within 30 days of the date of
marriage.

Spouses eligible for coverage under another group plan are not dhgibteverage under the Plan, except in the case of
spouses who must wait to enroll during an open or special enrollnrérd péthe other group plan. Such spouses may
continue their coverage under the Plan until they are able to enttedl other group plan at the time of an open or special
enrollment period.

If a Dependent is acquired other than at the time of birthiadaeourt order, decree or marriage, that Dependent will be
considered an eligible Dependent from the date of such@aler, decree or marriage, provided that this neveDegnt is
properly enrolled on a form furnished and accepted by the Plan Admaiaisas a Dependent of the Employee within 30
days of the court order, decree or marriage.

A Dependent acquired through a Qualified Medical Child SuppaleQa National Medical Support Notice or a Medical
Child Support Order will be subject to the eligibility and effeetdate provisions contained in the section “Qualified
Medical Child Support Order”.

An Employee may cover Dependents only if the Employee is also coexazbt as follows: If the Employee was enrolled
under the Plan as of November 1, 2006, the Employee at any timeehétweember 1, 2006 and March 31, 2007 may elect to
terminate the Employee medical, dental and vision (which musided reason for the termination), but continue to pay for
and cover any eligible Dependents insured under the Plan as of Nowikr#be6. If this option is elected, the Employee will
no longer be eligible for the insurance and would be considereig &heollee if applying at a later date, except as otherwise
provided under “Special Enroliment Period”.

If both parents are eligible for coverage under this Plan, onlynayeenroll eligible Dependents for coverage.

An individual's eligibility for any state Medicaid benefits wilbt be taken into account by the Plan in determining that
individual’s eligibility under the Plan.
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Eligibility and Effective Date of Coverage (continued)

Dependent Effective Date
An Employee who makes written request for Dependent Coveragéakialsuch coverage as follows:

1. If You make such written request within 30 days of Your eiffeadate, Your eligible Dependents shall become covered as
of Your Effective date.

2. For newly acquired Dependents, if You make such written requéshv@0 days of the Dependents’ eligibility date,
coverage will become effective for those Dependentseaingligibility date or the first day of the monthiéaving the date
of the application is received. Newborns, adopted childrehitmiren placed for adoption can only be added on theoflate
birth, adoption or placement for adoption.

3. Except as otherwise provided under “Special Enrollment Peifatbu make such written request more than 30 cdies
the date on which a Dependent became eligible for Dependent covarely®ependent will be a Late Enrollee, and will
not be covered under this Plan.

4. A Dependent acquired through a Qualified Medical Child Suppa®Qa National Medical Support Notice or a Medical
Child Support Order will be subject to the eligibility and effeetdate provisions contained in the section “Qualified
Medical Child Support Order”.

If Your Dependent child becomes an eligible Employee of the &meplhe is no longer eligible as Your Dependent and must
make application as an eligible Employee. See “Changes jioee/Dependent Status” in this section.

Dependent coverage will begin at 12:01 AM on the Dependent’s Effcbtite of coverage under the Plan
CHANGES IN EMPLOYEE/DEPENDENT STATUS

If both spouses are eligible Employees and each has enrolledéoage as an Employee under this Plan, this Plan {sesne
spouse to change his or her status to that of a Dependent at any tim

In addition, if both spouses are Employees and eligiblediagrage under this Plan, and one spouse previouslgdvweoverage
as an Employee in favor of coverage as a Dependent, this Phaitsthe Dependent spouse to change his or her status to that
of an Employee when:

1. Both Employees decide to transfer coverage under the Plan frompaumsego the other;

2. A spouse decides to take coverage as an Employee for any reason; or

3. One spouse terminates coverage under the Plan for any reason.

Other eligible Dependents may be transferred to the spouse witloygaploverage at the time of the change in status.
Each enrollment change must be made separately and in writanépom furnished and accepted by the Plan Administrator
within 30 days of the requested effective date. Failure to lsomith this enrollment requirement by either spouse will cause
that spouse to become a “Late Enrollee”, and he or sheosdl ¢coverage under the Plan except as provided in “Special
Enrollment”.

If Your Dependent Child becomes an eligible Employee of the &rapl he or she is no longer eligible as Your Dependeht an
must make application as an eligible Employee. Suchagtigh must be made in accordance with the provisions codtaine
“Employee Coverage” in this section. Failure to comply #ithrequired enrollment within 30 days of the foribependent’s

eligibility date will cause the former Dependent to be a “Lawebee” and no coverage will be available under thas Bxcept
as provided in “Special Enrollment”.

SPECIAL ENROLLMENT PERIODS
If You have a special enrollment event, the Plan will progidew enrollment date for You to enter the Plan as shown below.

At that time, You will be able to enroll in the Plan withbetng subject to the Late Enrollee provisions of the PlatihelPlan
has more than one benefit option, You will be able to selectdibaptions for which You are eligible.
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Eligibility and Effective Date of Coverage (continued)

Special Enrollment for Individuals Losing Coverage
You and Your Dependents are entitled to enroll in the Plan duringcgaSRaroliment Period if You meet all of the following
requirements:

1. You are eligible for coverage under the Plan but are not currenttyex under the Plan;

2. You previously declined to enroll in the Plan and signed a writtérewaf coverage, stating as the reason the existence of
alternative group or other health coverage (including COBRA); and

3. You were covered under such alternative group or other health coartgetime You signed the waiver, and such
coverage is no longer available, for any of the reasons set fdoth.be
A loss of coverage occurs if the other coveragesend

1. Due to Your exhaustion of the maximum COBRA period;
2. Due to Your loss of eligibility. “Loss of Eligibility” mearlsss of coverage resulting from:

a. termination of employment, a reduction in the number of hours dibgmpent, or any loss of eligibility after a period
that is measured based on any of those events;

b. legal separation or divorce;

c. death;

Loss of Eligibility shall not mean loss of coverage resultingfan individual’s failure to pay premiums on a timelyibas
or any termination of coverage for cause (such as making@ulent claim or an intentional misrepresentation of fact in
connection with such coverage.)

3. Benefits due to Your reaching the lifetime maximum for afidfits; or
4. Due to termination of employer contributions towards the costeobther coverage.

A special enrollment event occurs when one of lewa takes place. Yaouust provide proof that the other coverage was lost due
to one of the above shown reasons. At that tim&raployee or Dependent may be enrolled in thia B&afollows:

1. When the Employee has a loss of coverage, the Employee and any Depeaylenroll. The Dependent does not have to
have had a loss of coverage at that time to be enrolled;

2. When a Dependent has a loss of coverage, only that Dependent Entptbgee may enroll. The Employee does not have
to have had a loss of coverage at that time to enroll. OthemBDepts that did not have a loss of coverage will be
considered Late Enrollees.

Special Enrollment for Marriage
If You, as the Employee, are now getting married, a spemiallment event will occur on the date of Your marriagethat
time, You may enroll in this Plan. Any Dependents a@glion the date of Your marriage may also be enrolled atrings ti

Special Enroliment for Birth, Adoption or Placementfor Adoption

If You experience the birth of a Dependéiitild, or the adoption or placement for adoptioraddependenthild, a special
enrollment event will occur on that date. At ttiate, You may enroll in this Plan. Your Dependgmbuse and the newborn or
adopted Child may also be enrolled at this time.

Special Enroliment Period (Time Frames for Enroliment)
“Special Enrollment Period” shall mean, with respect to “&pdenroliment for Individuals Losing Coverage”, the period
which ends 30 days after:

1. The date on which the coverage is exhausted, if the coverageQ@BRA continuation coverage; or
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Eligibility and Effective Date of Coverage (continued)

2. The date on which the coverage terminated because of LosgibiflEi or termination of employer contributions toward
the cost of such coverage, for other individual or group health coverage.

With respect to “Special Enroliment for Marriage” or “Sig¢&nrollment for Birth, Adoption or Placement for Adoptiortiet
period which ends 30 days after the date of one of the following, tsigige special enroliment rights:

1. Marriage;

2. Birth;

3. Adoption; or

4. Placement for adoption.

Effective Date of Coverage; Conditions

All conditions for effectiveness of coverage under the Plan wdiierset forth in “Employee Coverage” and “Dependent
Coverage”, will apply to persons enrolling during a Special EnrollrReniod. Coverage for Employees or Dependents
enrolling during a Special Enrollment Period will become ¢iffeat 12:01 AM as follows: on the date of marriage or #te d
following the loss of coverage or the first day of the month follgwlire receipt by the Plan of the required enroliment$pon

on the date of birth, adoption or placement for adoption. Enrollmastbe in writing in a form furnished and accepted by the
Plan Administrator, and must be received by the Plan Admamistwithin 30 days of the eligibility date under “Special
Enrollment Period”. If You enroll for coverage more than 30 dafyer the date of qualifying event under the Special
Enrollment Period, You (and/or any eligible Dependents) will be coresideLate Enrollee under the Plan.

QUALIFIED MEDICAL CHILD SUPPORT ORDERS
If a child is the subject of a “Qualified Medical Child Supg@rter” (“QMCSQ"), the child must be considered an “Alternate
Recipient” under the Plan. Upon the Plan Administratbetermination that an order is a QMCSO, coverage imusédiately

be provided to the child.

“Alternate Recipient’ shall mean any child of a Covered Person who is recognized arMedical Child Support Order as
having a right to enrollment under this Plan as an eligible Dependent

For purposes of the benefits provided under this Plan, an AltdReatpient shall be treated as an eligible Dependent. If an
Employee does not enroll the child in the Plan, the Plan naagmeze the child’s right to be enrolled as an Alternaeiitent.

The custodial parent or legal guardian of the child may alsois&ehis right. For purposes of reporting and disclosure under
ERISA, an Alternate Recipient will be treated as an Emplapeer the Plan. The parent or legal guardian may have this right
on behalf of the alternate recipient.

“Medical Child Support Order” shall mean any judgment, decree or order (including approvaldofgestic relations
settlement agreement) issued by a court of competent jurisdtbit:

1. Provides for child support with respect to a Covered Perstiltsor directs the Covered Person to provide covarager
a health benefits plan pursuant to a state domestic relagion#icluding a community property law); or

2. Enforces a law relating to medical child support described iraS8ecurity Act 81908 (as added by Omnibus Budget
Reconciliation Act of 1993 §13822) with respect to a group health plan.

“National Medical Support Notic€’ or “NMSN” shall mean a notice that contains the followingmnfiation:

1. Name of an issuing state agency;

2. Name and mailing address (if any) of an employee who is a GbPe@rson under the Plan;

3. Name and mailing address of one or more Alternate Recigientsthe child or children of the Covered Person or the

name and address of a substituted official or agency that basshbstituted for the mailing address of the Alternate
Recipients(s)); and
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Eligibility and Effective Date of Coverage (continued)
4. Identity of an underlying child support order.
“Qualified Medical Child Support Order” or “QMCSQ” is a Medical Child Support Order that creates or recogrifees

existence of an Alternate Recipient’s right to, or assigrtélternate Recipient the right to, receive benefits for whic
Covered Person is entitled under this Plan. In order for suchtordera QMCSO, it must clearly specify the following:

1. The name and last known mailing address (if any) of the Co®mebn and the name and mailing address of each such
Alternate Recipient covered by the order;

2. Areasonable description of the type of coverage to be providdwBldn to each Alternate Recipient, or the manner in
which such type of coverage is to be determined;

3. The period of coverage to which the order pertains; and

4. The name of this Plan.

In addition, a National Medical Support Notice shall be deen@M&SO if it:

1. Contains the information set forth above in the definition of itvetl Medical Support Notice”;

a. ldentifies either the specific type of coverage or all avilgiooup health coverage. If the Employer receives an
NMSN that does not designate either specific type(s) of coveragjkavailable coverage, the Employer and the Plan
Administrator will assume that all are designated;

b. Informs the Plan Administrator that, if a group health plammaltiple options and the Employee is not enrolled, the
issuing agency will make a selection after the NMSN is dadlifind, if the agency does not respond within 20 days,
the child will be enrolled under the Plan’s default option (if aapyl

2. Specifies that the period of coverage may end for the AlieRecipient(s) only when similarly situated dependargsio

longer eligible for coverage under the terms of the Plan, or upattherence of certain specified events

However, such an order need not be recognized as “qualifiedéduines the Plan to provide any type or form of benefit, or
any option, not otherwise provided to the Covered Persons withgari to this Section, except to the extent necessarget

the requirements of a state law relating to medical chijpsrt orders, as described in Social Security Act 81908 (as agided
Omnibus Budget Reconciliation Act of 1993 §13822).

Upon receiving a Medical Child Support Order, the Plan Admingtshall, as soon as administratively possible:

1. Notify the Covered Person and each Alternate Recipient covert iyrder (at the address included in the Order) in
writing of the receipt of such Order and the Plan’s procedoregetermining whether the Order qualifies as a QMCSO;
and

2. Make an administrative determination if the order is a QR@8d notify the Covered Person and each affected Alternate

Recipient of such determination.

To give effect to this requirement, the Plan Administratatish

1. Establish reasonable, written procedures for determining thiéiepiatatus of a Medical Child Support Order or Nationa
Medical Support Notice; and
2. Permit any Alternate Recipient to designate a representativeceipt of copies of the notices that are sethig@\Iternate

Recipient with respect to the Order.

Payment for benefits under this Plan will be made to the AlieiRRacipient or the provider of service. Payment may also be
made to the custodial parent or legal guardian.
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Eligibility and Effective Date of Coverage (continued)

REINSTATEMENT OF COVERAGE FOLLOWING LAYOFF OR APPRO VED LEAVE OF ABSENCE

If You are now an eligible Employee and Your coverage under thenRlaterminated after a period of layoff or approved
leave of absence, and You are now returning to work within onefeach termination, You may resume coverage under this
Plan effective the first day of the month following the day Yourreto work.

TERMINATION OF COVERAGE

Coverage under this Plan for any Covered Person will terminateCdt AR on the earliest of the following:

For an Employee:

1.

2.

The date of termination of the Plan;

The day of the month in, or with respect to which, he requestsubhatcoverage be terminated, provided such request is
made on or before such date;

The date of the expiration of the last period for which the Emplbgs made a contribution, in the event of his failure to
make, when due, any contribution for coverage for himself to whittakagreed in writing;

The last day of the month in which he ceases to be eligible forcawerage under the Plan;
The last day and time of the month in which the termination of emy@ay occurs; or

Immediately after an Employee or his Dependent submits, dattagedge of the submission of, a fraudulent claim or
any fraudulent information to the Plan, including enroliment infdiona

For Dependents:

1.

2.

8.

9.

The date of termination of the Plan;

Upon the discontinuance of coverage for Dependents under the Plan;
When such Dependent becomes covered as an Employee under the Plan;
The date of termination of the Employee’s coverage for hinuselér the Plan;

The date of the expiration of the last period for which the Emplbgs made a contribution, in the event of his failure to
make, when due, any contribution for coverage for Dependents to whitdshagreed in writing;

In the case of a Child for whom coverage is being continued duerttahor physical inability to earn his own living, the
earliest to occur of:

a. Cessation of such inability;

b. Failure to furnish any required proof of the uninterrupted continuansectfinability or to submit to any required
examination; or

c. Upon the Child’s no longer being dependent on the Employee for his support;

On the date a Dependent Child marries;

The date the Dependent enters full-time military, naval eseaivice of any country;

The last day of the month such person ceases to be a Dependeriheakstigkin; or

10. Immediately after an Employee or his Dependent submits, dafeagledge of the submission of, a fraudulent claim or

3-7



Eligibility and Effective Date of Coverage (continued)
any fraudulent information to the Plan, including enroliment infdiona
IMPORTANT NOTICE FOR ACTIVE EMPLOYEES AND SPOUSES A GE 65 AND OVER

If You are an active Employee age 65 and over, or the spouse agd 6%ex of an active Employee, and are eligible for
Medicare, You have the option of either:

1. Continuing coverage under this Plan, in which case Medicare benefitd be secondary to this Plan; or
2. Electing Medicare coverage as primary, in which casbenefitswould be payable under this Plan.

Contact Your Plan Administrator for further information.
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FAMILY AND MEDICAL LEAVE ACT
The Family and Medical Leave Act is a federal law thatiappb Employers with 50 or more Employees, and provides that an
Employee may elect to continue coverage under this Plan duiegiod of approved FMLA leave at the same cost to the
Employee as it would have been had the FMLA leave not been taken.
If this Plan is established while You are on FMLA leave, Yawecage will be effective on the same date as it thbale been
had You not taken leave. If provisions under the Plan change whilargéan FMLA leave, the changes will be effective for
You on the same date as they would have been had You not taken leave.
EMPLOYEE ELIGIBILITY
You are an eligible Employee under the Act if all of the follaywionditions are met:
1. You are an Employee who has been employed with the Employer fot aftatdeast 12 months;
2. You have worked at least 1,250 hours during the 12 consecutive monthe phieréquest for FMLA leave; and
3. You are employed at a worksite that employs at least 50 emplaytbéas a 75-mile radius.

FAMILY AND MEDICAL LEAVES

Coverage under this Plan can be continued during a period of FMLA |I€awverage under FMLA leave is limited to a total of
12 weeks during any 12-month period that follows:

1. The birth of an Employee’s child;
2. The placement of a child with an Employee for adoption or fostes;

3. The Employee taking leave to care for an Employee’s SpSoseDaughter or Parent that has a Serious Health f@omdi
or

4. The Employee taking leave due to a Serious Health Condition whikésnam unable to perform the functions of his
position.

This leave may be paid (accrued vacation time, personal ¢eaiek leave) or unpaid. The Employer has the rightdoire
that all paid leave, including earned vacation time and/or siek tbe used prior to providing any unpaid leave.

The Employee must continue to pay the Employee portion of the Plarbetietiduring the FMLA leave. Payment must be
made within 30 days of the due date established by the Plan Adntaristfgpayment is not received, coverage will terminate
on the last date for which the contribution was received ineyimanner.

Notice of Leave

You must provide at least 30 days notice to Your Employer prior tobiegi any leave under the Act. If the nature of Haeé
does not permit such notice, You must provide notice of the Esgeon as possible. Your Employer has the right to require
medical certification to support Your request for leave duediar¥dr Your family members’ Serious Health Condition.

Maximum Leave Period
During any one 12-month period, the maximum amount of FMLA leayenogexceed 12 weeks.

If You and Your spouse are both employed by the Employer, FML/A legay be limited to a combined period of 12 weeks, for
both spouses, when FMLA leave is due to:

1. The birth or placement of a Son or Daughter;

2. The need to care for a Parent.
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Family and Medical Leave Act (continued)

Termination Before the Maximum Leave Period

Coverage will continue until the end of 12 weeks from the dateNtiAHeave began. Coverage may end prior to this under
the following circumstances:

1. If You decide not to return to work, coverage under the Plan magtehdt time; or

2. If the Plan contribution is not paid within 30 days of its due dateerage under the Plan may end at that time.

Notice of termination must be provided at least 15 days pridwetbermination.

If You do not return to work when coverage under the Act ends, Ybbewdligible for COBRA Continuation of Coverage at
that time.

Recovery of Plan Contributions

The Employer has the right to recover the portion of the Plan cotitrils it paid to maintain coverage under the Plamdwan
unpaid FMLA leave if the Employee does not return to work atitieéthe leave. This right will not apply if failure to retu
is due to circumstances beyond the Employee’s control.

REINSTATEMENT OF COVERAGE UPON RETURN TO WORK

The law requires that coverage be reinstated upon the Emplogeeisto work following an FMLA leave whether coverage
under the Plan was maintained during the FMLA or not.

On reinstatement, all provisions and limits of the Plan \pilgas they would have applied if FMLA leave had not beemtake
The Waiting Period and the Pre-Existing Condition limitation beéllcredited as if You had been continually covered under the
Plan.

DEFINITIONS

For this provision only, the following terms are defined as stated.

Serious Health Conditionis a Sickness, Injury, impairment or physical or mental candithat involves:

1. Inpatient care in a Hospital, Hospice or Qualified Treatmantilify, including any period of incapacity due to a serious
health condition, or treatment of or recovery from a serioustheahdition;

2. Continuing treatment by a Qualified Practitioner, including any gesfancapacity:

a. For more than three consecutive calendar days, if a Qualifaditioner is consulted two or more times during the
period or if a Qualified Practitioner is consulted once and dregng treatment program is provided;

b. Due to pregnancy or prenatal treatment, even if treatment govtled or it does not last for more than three days;
c. Due to a chronic condition (i.e. a condition which requiredopéc treatments by a Qualified Practitioner and
continues over an extended period of time, whether incapacity isieons or periodic), even if treatment is not

provided or it does not last for more than three days;

d. Which is permanent or long term due to a condition which requiresiffegvision of a Qualified Practitioner, but for
which treatment is ineffective; or

e. Toreceive multiple treatments from a Qualified Practitidaerestorative surgery due to an Accident or Sickness or
for a condition that would likely result in a period of incapacitynofre than three days without such treatment.

Spouseis Your lawful husband or wife.

Son or Daughteris Your natural blood-related child, adopted child, stiijid, foster child, a child placed in Your legal tagy
or a child for which You are acting as the parent in place afliité’s natural blood related parent. The child must be:
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Family and Medical Leave Act (continued)

1. Under the age of 18; or
2. Over the age of 18, but incapable of self-care due to a memhysical disability.

Parentis Your natural blood related parent or someone who has actaliaparent in place of Your natural blood related
parent.

NOTE: For complete information recording Your rights under thify and Medical Leave Act, contact Your Employer.
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UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT
(USERRA)

The Uniformed Services Employment and Reemploymentt&igtt (“USERRA”) is a federal law, effective Octatil3, 1994,
which provides that You may elect to continue coverage underdhddtl Yourself and Your Dependents, where:

1. They were Covered Persons in the Plan immediately pribet&inployee’s leave of absence for Uniformed Service; and
2. The reason for the Employee’s leave of absence is service imiftemed Servicef coverage during military leave.
The law requires that an Employer continue to provide coverage ursl®ldahiduring a military leave that is covered by the
Act for You and Your Dependents which is identical to coverageiged under the Employer’s Plan to similarly situated,
Employees and Dependents. This means that if the coveragjenfarly situated Employees and Dependents is modified,
coverage for the individual on USERRA leave will be modifi@the cost of such coverage will be:

1. Forleaves of 30 days or less, the same as the Employeibatotr required for similarly situated Employees;

2. For leaves of 31 days or more, up to 102% of the full Plan cotioibu

Continuation applies to medical, dental, prescription drug, vision &ed lo¢alth coverages as provided under this Plan. Short
and long term disability and life insurance coverage will nohbkided in this continuation.

For Employers subject to COBRA, continued coverage provided undprdkision will reduce the allowed maximum period
of continuation provided under COBRA.

Maximum Period of Coverage during USERRA Leave
Continued coverage under this provision will terminate on the eafliée following events:

1. The date You fail to return to Employment with the Employdowahg completion of Your leave. Employees must return
to employment within:

a. The first full business day of completing Uniformed Servioe)eaves of 30 days or less. A reasonable amount of
travel time will be allowed for returning from such Uniformedvgze,

b. 14 days of completing Uniformed Service, for leaves of 31 to 180 days,
c. 90 days of completing Uniformed Service, for leaves of more thawldgg) or
2. 24 months from the date Your leave began.
REINSTATEMENT OF COVERAGE FOLLOWING MILITARY LEAVE
The law also requires, regardless of whether coation as stated above was elected, that Your cgeerad Your Dependents’
coverage be reinstated immediately upon Your honorable dischangé&fiiformed Service and return to employment, if You

return within:

1. The first full business day of completing Your Uniformed S8gryfor leaves of 30 days or less. A reasonable amount of
travel time will be allowed for returning from such Uniformedvg=e;

2. 14 days of completing Uniformed Service, for leaves of 31 to 180 days;
3. 90 days of completing Uniformed Service, for leaves of more thauldyss)
If, due to a Sickness or Injury caused or aggravated by Your UrgtbB8ervice, You cannot return to work within the times
stated above, You may take up to a period of two years, or as saasasably possible if for reasons beyond Your control

You cannot return within two years, to recover from such Sickndsguoy and return to employment within the times stated
above.
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Uniformed Services Employment and Reemployment Rights & (USERRA) (continued)

Continued coverage through USERRA will not include coverage for mkyneéss or Injury caused or aggravated by Your
military service, as determined by the Secretary of Veter&airaf

NOTE: For complete information regarding Your rights urtdetUniformed Services Employment and ReemploymighttR
Act, contact Your Employer.
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CONTINUATION OF COVERAGE
EMPLOYER CONTINUATION COVERAGE

If You and Your Employer continue to pay the required Plan contribugiothishe Plan is not terminated, Your coverage may,
at the Employer's discretion, remain in force. Coverage witdoéinued for eligible Covered Persons should the following
occur:

1. Inthe event of Total Disability, coverage will continue followtegmination of Active Employment; or

2. Inthe event of an approved leave of absence, coverage will contiithis.leave meets the requirements of FMLA, time
under FMLA will run concurrently.

At the end of any period listed above, COBRA continuation wilbtbered. The end of the FMLA period will occur either
when You do not return to work following a period of FMLA leavembien You indicate that You do not intend to return to
work with the Employer.

If Your coverage under the Plan was terminated after a pefribatal Disability or approved leave of absence aad are now
returning to work within one year of such termination and are gibleiEmployee, You may resume coverage under this Plan
effective the first day of the month following the day You retormork.

Continuation During FMLA Leave

Regardless of the established leave policies mentioned aboatrghall at all times comply with FMLA. During anyvea
taken under FMLA, the Employee will maintain coverage undePtais on the same conditions as coverage would have been
provided if the covered Employee had been continuously employed duringitedesnte period.

THE CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT (COBRA)

A federal law known as COBRA gives certain persons the riglarttreie their health care benefits beyond the date that they
might otherwise terminate. The entire cost (plus a reasomalvhinistration fee) must be paid by the continuing person.
Coverage will end in certain instances, including if the coverdividual fails to make timely payment of premiums.
Generally, COBRA applies to employers with 20 or more Empky&®u should check with Your Employer to determine
whether COBRA coverage is available for this Plan.

Benefits Affected by COBRA

Any COBRA continuance option may include the benefits for which theifgpgabeneficiary” (a person eligible for COBRA
continuance) was covered just prior to the COBRA “quiaigf event” (an event which qualifies a person famtinued coverage
under COBRA). Life insurance, accidental death and dismenameripenefits and weekly income or long-term disability
benefits (if a part of the Employer’s plan) are not eligiblectimtinuance under COBRA.

Employee Rights to COBRA
An Employee that is covered by this Plan has a right to elect COB&&erage is lost or cost increases due to:

1. Areduction in the Employee's hours of work; or

2. The termination of the Employee's employment. This willapgly if termination is due to gross misconduct on the
Employee's part.

Spouse Rights to COBRA
The spouse of an Employee that is covered by this Plan has toredatt COBRA if coverage is lost or cost increases due
to:

1. Areduction in the Employee's hours of work;

2. The termination of the Employee's employment. This willapgly if termination is due to gross misconduct on the
Employee's part;

3. The death of the Employee;
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The Consolidated Omnibus Reconciliation Act (COBRA) (ontinued)

4. The end of the spouse's marriage to the Employee. The marnsgemd due to dissolution, annulment, divorce or
legal separation; or

5. The Employee becoming entitled to Medicare.

Dependent Child Rights to COBRA
The Dependent child of an Employee that is covered by this Planriggus & elect COBRA if coverage is lost or cost
increases due to:

1. Areduction in the Employee's hours of work;

2. The termination of the Employee's employment. This willapgly if termination is due to gross misconduct on the
Employee’'s part;

3. The death of the Employee;

4. The end of the Employee's marriage. The marriage must ertd digsolution, annulment, divorce or legal
separation;

5. The Employee becoming entitled to Medicare; or
6. The child ceasing to be considered a Dependent child as defined fatiis

Maximum Time Periods

Continuation will be available for a qualified beneficiary up tonfeximum time period shown in items 1, 2 ob&ow.
Multiple qualifying events which may be combined under COBRAmatIcontinue a beneficiary’s coverage for more than 36
months beyond the date of the original qualifying event. When thié/ingevent is “entittement to Medicare,” the 36-month
continuation period is measured from the date of Medicare emtitie For all other qualifying events, the continuation period
is measured from the date of the qualifying event, not the dabsbf coverage.

1. Upto 18 months for an Employee and his covered Dependeatsaslierage terminates due to reduction of hours worked,
or termination of employment for reasons other than gross miscordoie: an individual who is disabled on the date of
the qualifying event may have COBRA coverage extended (and arfieexinay be charged) from 18 months to 29 months
provided that:

a. The individual is determined as being disabled for Social #gquirposes before or during the first 60 days of
COBRA coverage; and

b. Theindividual notifies the Plan Administrator within 60 daythefSocial Security Administration’s determinatién o
disability and within the original 18-month COBRA period whiclplgs to the person.

2. Up to 36 months for:

A Dependent child who is a Covered Person in the Plan and who teasean eligible Dependent;

A Dependent who is a Covered Person in the Plan and whose eligibdises due to the Employee’s death;

A spouse who is a Covered Person in the Plan and whose eligibiligsahaes to divorce or legal separation; or

A Dependent who is a Covered Person in the Plan, when the Empglaye&rage ceases due to entitlement to
Medicare. (NOTE: If COBRA is already in force duedsd of coverage because of termination or reduction e§hou
Medicare entitlement is not a second qualifying event and only 18 misrapplicable.)

ooop

3. Under COBRA's special bankruptcy rules for retirees and thefrebgents who are Covered Persons, continuation
coverage following the qualifying event of the Employéfisg for reorganization under the Bankruptcy Code newstnd
until:

a. The date of death of the retired Employee or the surviving spdtise retiree, if the retiree died before the filing and
the spouse still had coverage under the Plan; or
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The Consolidated Omnibus Reconciliation Act (COBRA) (ontinued)

b. 36 months after the date of death of the retired Employee, @aieof the surviving spouse or Dependent child of the
retired Employee.

For this item 3, coverage does not terminate when the person lsentitled to Medicare.
Continued coverage may also cease before the end of the maximperiod on the earliest to occur of the following date:
1. The date that the Employer ceases to provide a group health ptanEoployee;

2. The date on which coverage ceases by reason of the qualifieccimgefifailure to make timely payment of any required
premium. This is retroactive to the last day for which paymastreceived;

3. The date that the qualified beneficiary first becomes, tftedate of election, covered under any other group health plan
(as an employee or otherwise), or entitled to either MedRareA or Part B (whichever comes first), except atedtin
item 3 above). However, a qualified beneficiary who becomesedwader a group health plan which has a pre-existing
condition limit must be allowed to continue COBRA coveragelfeldéngth of a pre-existing condition or to the COBRA
maximum time period, if less; or

4. The first day of the month that begins more than 30 days aftedatee of the Social Security Administration’s
determination that the qualified beneficiary is no longer disabledn no event before the end of the maximum coverage
period that applied without taking into consideration the disalgltgnsion.

Electing COBRA
Each person covered by this Plan has an independent right to eleBACioBhimself or herself. A covered Employee or
spouse may elect COBRA for all family members. A parefegal guardian may elect coverage for a minor child.

If coverage has been terminated in anticipation of a qualifying gleright to COBRA wiill still apply at the time of teeent.
In this case, COBRA will be effective on the date of theneegen though it is after the date coverage is lost or costised.

If the Employee’s Dependent Child is born during the COBRA coveraged, that child may be added to the coverage. The
Child will have all the rights that any other child would have u@{2BRA. If a Child is adopted by or placed for adoptigin

the Employee during the COBRA coverage period, that Child may b salttee coverage. The Child will have all the rights
that any other child would have under COBRA.

Notice and Election Requirements

When coveragterminates due to an Employee’s death, termination or tiedwsf hours, entitlement to Medicare, bankruptcy
or failure to return from FMLA Leave, the Employer has 30 dagmsfthe date of such event in which to notify the Plan
Administrator or Administrative Services Manager of thelifyiag event.

In the event of divorce, legal separation or change of Dependard,ghe qualified beneficiary has 60 days from the quadjfyi
event in which to notify the Plan Administrator that the qualifygrgnt has occurred. With respect to qualified beneficiaries
who are disabled, in the event the Social Security Administrégsues a final determination that the qualified beneficsarg
longer disabled, the qualified beneficiary must notify the Plan iAdtnator or Administrative Services Manager of this
determination within 30 days of the date it is made.

Complete instructions on how to elect continuation coverage witrbeided by the Plan Administrator or Administrative
Services Manager within 14 days of receiving notice of thefgyuradievent. Qualified beneficiaries then have 60 daysich

to elect continuation. The 60-day period is measured fronatbedf the date coverage terminates and the date of the notic
containing instructions. If You elect COBRA within the 60-dayiquerCOBRA will be effective on the date that You would
lose coverage. If You do not elect COBRA within this 60-dajopeCOBRA will not be available. Your coverage under the
Plan will terminate.

Premium Requirements

Once coverage is elected, payment for the cost of the ip&iddd of coverage must be made within 45 days. Thereafter,
payments are due on the first day of each month to continueagaviar that month. If a payment is not received within 30
days of the due date, coverage will be canceled and will noirstated. If the initial or subsequent premium paymentsaire
made, coverage will be retroactively terminated back the lgdiodavhich payment was received.
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The Consolidated Omnibus Reconciliation Act (COBRA) (ontinued)

The Plan may add a 2% administration charge to the premium ThstPlan may charge an additional 50% during the 11-
month extension for total disability if the disabled individualasered.

The Trade Act of 2002

If You did not elect COBRA during the election period descrilmlia, another 60-day period may be presented for You to
elect COBRA. If Your loss of coverage was due to a Tradastgljent Assistance (TAA) event and You are determined to be
TAA eligible during the six month period following Your loss of/erage, You will have an additional period in which &zl
COBRA. This election period will begin the first of the moimt which You became TAA eligible. The period will end on the
earlier of: 60 days from the date it began or the end of thmanth period following Your loss of coverage due to a TAA
event.

If You elect COBRA during this TAA election period, COBRAlMaie effective on the first of the month in which Ycechme

TAA eligible. COBRA will not be provided for the period ohe between Your loss of coverage and the first of the mionth
which You became TAA eligible. However, that time willrio® counted as a lapse in coverage for purposes of determining if
the Plan’s Pre-Existing Condition exclusion will apply. In tlase; the maximum period of coverage will be counted from the
date You lost coverage under the Plan, not the date COBRA isivedfedf You do not elect COBRA within this period,
COBRA will not be available again.

If You elect COBRA, it is Your duty to pay all of the monthlyp#ents. The Trade Act of 2002 did create a tax credit for
TAA eligible individuals. Under the Act up to 65% of the cofSEOBRA can be taken as a tax credit. The Act also provides
an option for an advance payment of the tax credit toward the coOOBRE. If You have any questions about this tax credit,
call the Health Care Tax Credit Customer Contact&@exttl-866-628-4282 (toll-free). Additional informatimbout the Trade
Act of 2002 can be found atww.doleta.gov/tradeact/2002act_index.asp

Disability extension of 18-month period of continuéon coverage

If you or anyone in your family covered under the Plan is determindtetfydcial Security Administration to be disabled and
you notify the Plan Administrator in a timely fashion, you and yatirefamily may be entitled to receive up to an additional
11 months of COBRA continuation coverage, for a total maximu2® ofionths. The disability would have to have started at
some time before the 60th day of COBRA continuation coverage asidast at least until the end of the 18-month period of
continuation coverage. You must provide notice to the Human Restepagment of your employer of the disability within
60 days after the latest of: 1) The date of the SSA disattdiermination; 2) The date on which the qualifying eventisc8)

The date on which the qualified beneficiary loses coverage; odddte on which the qualified beneficiary is informed of the
obligation to provide the disability notice.

Second qualifying event extension of 18-month perioof continuation coverage

If your family experiences another qualifying event while receiti®gnonths of COBRA continuation coverage, the spouse
and dependent children in your family can get up to 18 additional maff@@3BRA continuation coverage, for a maximum of
36 months, if notice of the second qualifying event is properly givéretPlan. This extension may be available to the spouse
and any dependent children receiving continuation coverage if the emplofggmer employee dies, becomes entitled to
Medicare benefits (under Part A, Part B, or both), or getsrcitd or legally separated, or if the dependent child stops being
eligible under the Plan as a dependent child, but only if the eventl\wauk caused the spouse or dependent child to lose
coverage under the Plan had the first qualifying event not occurred.

Procedures for Providing Notice to the Plan

In order to maintain Your rights under COBRA, You are requingatovide the Plan with notice of certain eventsleasribed
above. The Plan will consider Your obligation to provide noticésfgad if you provide written notice to the Plan
Administrator that includes:

1. The Employee’s name and social security number or idetitificaumber;
2. The name of the individual(s) to whom the notice applies;

3. The reason for which naotice is being provided; and

4, The address and phone number where You can be contacted.
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The Consolidated Omnibus Reconciliation Act (COBRA) (ontinued)

Notice should be addressed to the Human Resources DepartmenC@&IBRA Administration. Notice should be mailed to
the Plan Administrator’s address shown in this Plan. Youreutiit not satisfy Your obligation if it is not providedtiin the
time frame stated above for that notice.

Other Information

The Plan Administrator will answer any questions You may have dR20 You can also contact the nearest Regional or
District Office of the U.S. Department of Labor's EmployesnBfits Security Administration (EBSA) for answers to Your

guestions. Addresses and phone numbers of Regional and DiBBi&t@&ffices are available through the EBSA’s website at
www.dol.gov/ebsa

To protect Your rights under COBRA, You should notify the Plan ixdstrator of any changes that affect Your coverage.
Such changes include a change for You or a family member inair&tdtus, address, or other insurance coverage. When
providing any notice to the Plan, a copy should be maintained for Youremords.
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ADOPTION OF THE PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTI ON

THIS PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION madey Saelens Corporation, the “Plan Sponsor” as of
November 1, 2007 hereby amends and restates the provisions of thes $2efgoration Dental Benefit Plan (the “Plan”),
which was originally adopted by the Company, effective Novembzdds.

Effective Date

The Plan Document is effective as of the date first set fsbve, and each amendment is effective as of the date ket fort
therein, or on such other date as specified in an applicabextoed bargaining agreement (if any) with respect to the
Employees covered by such agreement (the “Effective Date”).

Adoption of the Plan Document

The Plan Sponsor, as the settlor of the Plan, hereby adoptsathidd&lument as the written description of the Plan. This Plan
Document represents both the Plan Document and the Summary Ptaiptizes which is required by ERISA. This Plan
Document amends and replaces any prior statement of the healtlvearage contained in the Plan or any predecessor to the
Plan.

IN WITNESS WHEREOF, the Plan Sponsor has caused this Plaimizot to be executed.

Saelens Corporation

By:

Name:

Title:

Date:
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PLAN DESCRIPTION INFORMATION
INTRODUCTION AND PURPOSE

The Plan Sponsor has established the Plan for the benefit bfeelighployees, on the terms and conditions described herein.
Plan benefits may be self-funded through a benefit fund or aestadilished by the Plan Sponsor or may be funded solely from
the general assets of the Plan Sponsor. Covered Persons imtheaklae required to contribute toward their benefits.

The Plan Sponsor’s purpose in establishing the Plan is to helsét, défr eligible Employees, the economic effects arising
from a non-occupational Injury or Sickness. To accomplisipthizose, the Plan Sponsor must be cognizant of thesityazfs

containing health care costs through effective plan design, atuidifig by the terms of the Plan Document, to allow the Plan
Sponsor to allocate the resources available to help those indg/hréicipating in the Plan to the maximum feasible extent.

The purpose of this Plan Document and Summary Plan Descriptiorsés forth the terms and provisions of the Plan that
provide for the payment or reimbursement of all or a pouiorertain expenses for dental charges. The Plan Document is
maintained by the Plan Sponsor and may be inspected at any timg wloinmal working hours by any Covered Person.

PLAN NAME Saelens Corporation Employee Dental Benefit Plan

TYPE OF PLAN A self-funded welfare benefit plan providing certain dental henés

covered Employees and Dependents.

This Plan is not financed or administered by an insurance coméney.

Plan’s benefits are not guaranteed by a contract of insurance.
PLAN EFFECTIVE DATE November 1, 2007
GROUP NUMBER 8302

PLAN YEAR FOR GOVERNMENT
REPORTING

November 1 to October 31

PLAN ADMINISTRATOR AND
PLAN SPONSOR

Saelens Corporation

100 Veterans Drive
Johnson Creek, WI 53038
(920) 699-8880

PLAN NUMBER

PLAN SPONSOR IDENTIFICATION
NUMBER

ADMINISTRATIVE SERVICE
MANAGER

AGENT FOR SERVICE OF LEGAL
PROCESS

501

39-1205830

Custom Benefit Administrators

305 5th Avenue South, Suite 206

P.O. Box 1385

La Crosse, WI 54602-1385

(800) 944-2188 (Toll-free) or (608) 784-2442

Mr. Bryan Weiss

Saelens Corporation

100 Veterans Drive
Johnson Creek, WI 53038
(920) 699-8880

This Plan is a legal entity. Service for legal process mdidaewith the Agent for Service of Legal Process.
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PLAN ADMINISTRATION

Plan Administrator

The Plan is administered by the Plan Administrator intance with the provisions of ERISA. An individuakotity may be
appointed by the Plan Sponsor to be Plan Administrator and serve abrivenience of the Plan Sponsor. If the Plan
Administrator resigns, dies, is otherwise unable to perfardissolved, or is removed from the position, the Blaansor shall
appoint a new Plan Administrator as soon as reasonably possible.

The Plan Administrator has retained the services of the @idtrative Service Manager to provide certain claims proogssin
and other technical services.

The Plan Administrator shall administer this Plan in atance with its terms and establish its policies, interposis
practices, and procedures. It is the express intent of this tRat the Plan Administrator shall have maximum legal
discretionary authority to construe and interpret the terms antjmaos of the Plan, to make determinations regarding issues
which relate to eligibility for benefits (including the deterntioa of what services, supplies, care and treatments are
Experimental), to decide disputes which may arise relative@oeered Person’s rights, and to decide questions of Plan
interpretation and those of fact relating to the Plan. Theidasisf the Plan Administrator as to the facts related takim

for benefits and the meaning and intent of any provision ofltire Br its application to any claim, shall receive the maxn
deference provided by law and will be final and binding on all isteceparties. Benefits under this Plan will be paid only if
the Plan Administrator decides, in its discretion, that the f@avBerson is entitled to them.

Duties of the Plan Administrator
The duties of the Plan Administrator include the following:

1. To administer the Plan in accordance with its terms;
2. To determine all questions of eligibility, status and coverage uhdd®lan;

3. To interpret the Plan, including the authority to construe posaiblEguities, inconsistencies, omissions and disputed
terms;

4. To make factual findings;
5. To decide disputes which may arise relative to a Covered Pergyns

6. To prescribe procedures for filing a claim for benefits, teesglaim denials and appeals relating to them anghold or
reverse such denials;

7. To keep and maintain the Plan documents and all other records ipgrtaithe Plan;

8. To appoint and supervise a third party administrator to pay claims

9. To perform all necessary reporting as required by ERISA;

10. To establish and communicate procedures to determine whethetieal child support order is a QMCSO;
11. To delegate to any person or entity such powers, duties and respoesibdiit deems appropriate; and

12. To perform each and every function necessary for or related tdeting Rdministration.
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STATEMENT OF ERISA RIGHTS

As a Covered Person in the Plan, You are entitled to certgits rand protections under ERISA. ERISA provides that all
Covered Persons are entitled to:

Receive Information About Your Plan and Benefits

Examine, without charge, at the Plan Administrator’s oféind at other specified locations, such as worksites and baits

(if any), all documents governing the Plan, including insurance atsitallective bargaining agreements (if any), and copies
of the latest annual report (Form 5500 Series) filed by the With the U.S. Department of Labor and available at titdid®
Disclosure Room of the Pension and Welfare Benefit Admiristra

Obtain, upon written request to the Plan Administrator, cagfiecuments governing the operation of the Plan, including
insurance contracts and collective bargaining agreements (iantygopies of the latest annual report (Form 5500 Senids) a
updated summary plan description. The Administrator may maé@samable charge for the copies.

Receive a summary of the Plan’s annual financial repdré Plan Administrator is required by law to furnish each Cavere
Person with a copy of this summary annual report.

Continue Group Health Plan Coverage

Continue health care coverage for Yourself, spouse or Dependémameiig a loss of coverage under the Plan as a result of a
Qualifying Event. You or Your Dependents may have to pay for such coveRgeew this Plan Document and the
documents governing the Plan on the rules governing Your COBRAuatitin coverage rights.

A reduction or elimination of exclusionary periods ofege for Pre-existing Conditions under Your growgdthedlan, if You
have Creditable Coverage from another plan. You should be providedificate of Coverage, free of charge, from Your
group health plan or health insurance issuer when You lose coveragethengidan, when You become entitled to elect
COBRA continuation coverage, when Your COBRA continuation coveraages, if You request it before losing coverage, or
if You request it up to 24 months after losing coverage. Without ewedefr€reditable Coverage, You may be subject to a Pre-
existing Condition exclusion for 12 months (18 months for Late Enrolédts)Your Enroliment Date in Your coverage.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan Covered Persons, ERi§®s$es duties upon the people who are responsible for the
operation of the Plan. The people who operate Your Plan, calliedidries” of the Plan, have a duty to do so prudently and in
the interest of You and other Covered Persons and beneficiddesme, including Your Employer, Your union (if any), or any
other person, may fire You or otherwise discriminate againstryany way to prevent You from obtaining a welfare bi¢oef
exercising Your rights under ERISA.

Enforce Your Rights
If Your claim for a welfare benefit is denied or ignored, in veha in part, You have a right to know why this was done, to
obtain copies of documents relating to the decision without chargty apgeal any denial, all within certain time schedules.

Under ERISA, there are steps You can take to enforce the dfjbtse or instance, if You request a copy of Plan documents
or the latest annual report from the Plan and do not redewewithin 30 days, You may file suit in a Federal coursuich a
case, the court may require the Plan Administrator to pedtiel materials and pay You up to $110 a day until You receive the
materials, unless the materials were not sent becausesohsslaeyond the control of the Plan Administrator. If You have a
claim for benefits which is denied or ignored, in whole or in,pésti may file suit in a state or Federal court. In additifon,
You disagree with the Plan’s decision or lack thereof concerningualified status of a domestic relations order or a Miedica
Child Support Order, You may file suit in Federal court. $hibuld happen that Plan fiduciaries misuse the Plan’s mornigy, or
You are discriminated against for asserting Your rights, Yay seek assistance from the U.S. Department of Labor,wr Yo
may file suit in a Federal court. The court will decide whabldgay court costs and legal fees. If You are succedsfudpurt

may order the person You have sued to pay these costs and fées.ldée, the court may order You to pay these costs and
fees, for example, if it finds Your claim is frivolous.

Assistance with Your Questions

If You have any questions about Your Plan, You should contact théBhamistrator. If You have any questions about this
statement or about Your rights under ERISA, or if You needtassisin obtaining documents from the Plan Administration,
You should contact the nearest Office of the Employee BenefitsriBy Administration, U.S. Department of Labor, listed i
Your telephone directory or the Division of Technical Assistaand Inquiries, Employee Benefits Security Administration,
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Statement of ERISA Rights (continued)
U.S. Department of Labor, 200 Constitution Avenue, NWashington, D.C., 20210. You may also obtain aegablications

about Your rights and responsibilities under ERISA by calling theigatldns hotline of the Employee Benefits Security
Administration (EBSA).
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COORDINATION OF BENEFITS

Benefits Subject to This Provision
Benefits described in this Plan are coordinated with bepeéitsded by other plans under which You are also covered.isThis
to prevent the problem of over insurance and a resulting incrreéise ¢ost of coverage.

Effect on Benefits

Benefits will be reduced under certain circumstances whera¥@uaovered both under this Plan and any other plan defined
below which also provide coverage for Covered Expenses. Reimbuts@mder this Plan and any other plans included under
this provision will not exceed 100% of the total Allowable Expensesrted under this Plan.

Benefits under this Plan will be coordinated with benefitd papayable under another plan, as defined, whether oclzitra
is filed with such other plan.

Definition of other plans
For the purposes of this provision, this Plan will coordinate bsnefih other plans providing any coverage which includes
reimbursement of medical or dental expenses, or provides lsemefiervices by:

1. Group or franchise insurance coverage, whether insured or sekdnsur

2. Hospital or medical service organizations on a group basis and othepgespayment plans;
3. Alicensed Health Maintenance Organization (HMO);

4. Any coverage sponsored or provided by or through an educational institution;

5. Any governmental program or a program mandated by state statute;

6. Any mandatory automobile insurance (such as no-fault) providing bengfiler a medical expense reimbursement
provision for health care services because of injuriemgraut of a motor vehicle Accident, and any other medical and
liability benefits received under any automobile policy;

7. Any coverage sponsored or provided by or through an Employer, trustee, unjgioy&e benefit, or other association.

This includes group-type contracts not available to the centréitpabtained and maintained only because of the Covered
Person’s membership in or connection vatbarticular organization or group, whether or not designatedna$ifse, blanket,
or in some other fashion.

How Coordination of Benefits Works

One of the plans involved will pay benefits first, without considethe benefits available under the other plans. This is called
the primary plan. The other plans will then make up the differanzto the total Allowable Expense. These plans aredcall
secondary plans.

When a plan provides benefits in the form of services rather tishrpegments, the Customary, Usual and Reasonable cash
value of each service will be deemed to be both a Covered Expmhseb@nefit paid. This Plan will not pay more than it
would have paid without this provision.

“Allowable Expenses”

“Allowable Expensesineans any Dentally Necessary, Customary, Usual and Reasoralié éepense, at least a portion of
which is covered under this Plan. Benefits payable under bayman include the benefits that would have been payable had
claim been duly made therefor.

In the case of HMO (Health Maintenance Organization) plarsPain will not consider any charges in excess of what an
HMO provider has agreed to accept as payment in full. &ysthen an HMO is primary and the Covered Person does not use
an HMO provider, this Plan will not consider as Allowable &xges any charge that would have been covered by theidO

the Covered Person used the services of an HMO provider.
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Coordination of Benefits (continued)

Order of Benefit Determination
A plan will be considered the primary plan and pay benefits fifstiets one of the following conditions:

1. The plan has no coordination provision;

2. The plan covers the person as an Employee;

3. ForaChild who is covered under both parents’ plans, timecpleering the parent whose birthday (month and day) occurs
first in the Calendar year pays before the plan covering tteg parent. If both parents have the same birthday, the plan
covering the parent for the longer period of time will pay first;

4. In the case of Dependent Children covered under the plans of divorseparated parents (whether or not legally
married):

a. The plan of a parent who has custody will pay the benefits first,

b. The plan of a stepparent who has custody will pay the benefits next,

c. The plan of a parent who does not have custody will pay benefits ndxt, a

d. The plan of a stepparent who does not have custody will pay benefits next;

e. |If there is a court decree which gives one parent financipbnssbility for the medical expenses of the Dependent
children, the rules stated above will not apply if they cotwlith the court decree. Instead, the plan of thergavith
financial responsibility, as ordered by the court, will pay benéfit.

5. The plan covering a laid off or retired person, or a person@QBRA or any other form of continuation, or covering the
Dependent of such a person, will pay benefits after the plan cogeichgersons as an active Employee or the Dependent
of an active Employee.

6. The plan covering the person under a disability exterdibanefits will pay benefits before the plan covegngh persons

as an active Employee or the Dependent of an active Employee.

If the above rules do not apply or cannot be determined, then the Rleovbied the person for the longer period of time will
be primary.

If a plan other than this Plan does not include provisions 3. treh those provisions will be ignored in order to determine
benefits with the other plan.

Right to Receive and Release Necessary Information

For the purpose of determining the applicability of and implemernhe terms of this provision or any provision of similar
purpose of any other plan, this Plan may release to or obtairainy insurance company, or other organization or individual,
any information with respect to any person, which the Plan deebgsriecessary for such purposes. Any person claiming
benefits under this Plan shall furnish to the Plan such informatiamstuments as may be necessary to implement this
provision.

Facility of Payment

Whenever payments which should have been made under this Plaaritteence with this provision have been made under any
other plans, the Plan Administrator may, in its sole dismmgpiay any organizations making such other payments any amounts
it shall determine to be warranted in order to satisfy the imtethtis provision, and amounts so paid shall be deemed to be
benefits paid under this Plan and, to the extent of such paymestB|ahishall be fully discharged from liability.

Right of Recovery
Whenever payments have been made by this Plan with respéa Allowable Expenses in a total amount, at any timeni

excess of the Maximum amount of payment necessary at that tinto satisfy the intent of this provision, the Plan shall
have the right to recover such payments, to the extent of sluexcess, from any one or more of the following as this Plan
shall determine: any person to or with respect to whorauch payments were made, or such person’s legal regzentative,
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Coordination of Benefits (continued)

any insurance companies, or any other individuals or orgamations which the Plan determines are responsible for
payment of such Allowable Expenses, and any future bentfipayable to the Covered Person or his Dependents.

Coordination of Benefits with Medicare

In all cases, coordination of benefits with Medicare will comfavith Federal Statutes and Regulations. In the case of
Medicare, each individual who is eligible for Medicare willdssumed to have full Medicare coverage (i.e. Part A Hbspita
insurance and Part B voluntary medical insurance) whether drentdividual has enrolled for full coverage. Your benefits
under this Plan will be coordinated to the extent allowed by FeStahltes and Regulations.

If any Covered Person is eligible for Medicare benefits beeatiEnd Stage Renal Disease (“ESRD”), the benefits ofaine P
will be determined before Medicare benefits for the fiBstnonths of Medicare entitlement (with respect to awshgcurred on

or after February 1, 1991 and before August 5, 1997), and for th&G@immonths of Medicare entitlement (with respect to
charges Incurred on or after August 5, 1997), unless applicaelafdéaw provides to the contrary, in which event the benefits
of the Plan will be determined in accordance with such law.
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RECOVERY RIGHTS — GENERAL RECOVERY RIGHTS PROVISIONS

Applicable to Right of Subrogation, Right of Reimbusement, Right of Recovery Provision, and Workers’
Compensation

You may incur medical or other charges related to Injuri€kicknesses caused by the act or omission of another person; or
Another Party may be liable or legally responsible for paynferitarges incurred in connection with the Injury or Seda If

so, You may have a claim against that other person or Anothgf&®gpayment of the medical or other charges. In that event,
the Plan will be secondary, not primary, and the Plan will be Sutebgaall rights You may have against that other person or
Another Party and will be entitled to Reimbursement. In aadithe Plan shall have the first lien against any Recoveheto
extent of benefits paid or payable and expenses incurred by tha Bfdarcing this provision. The Plan’s first lien supeies

any right that You may have to be “made whole.” In other word®ltreis entitled to the right of first Reimbursementafut

any Recovery that You procure or may be entitled to procure regaofiebether You have received compensation for any of
Your damages or expenses, including any of Your attornessdiecosts. Additionally, the Plan’s right of fiReimbursement

will not be reduced for any reason, including attorneys’ fees, ,costsparative negligence, limits of collectability or
responsibility, or otherwise. As a condition to receiving bemneiitder the Plan, You agree that acceptance of benefits is
constructive notice of this provision.

You must:
1. Execute and deliver a Subrogation and Reimbursement Agreement;

2. Authorize the Plan to sue, compromise and settle in Youenathe extent of the amount of medical or other lismnedid
for the Injuries or Sickness under the Plan and the expenseghbyrthe Plan in collecting this amount, and assigmeto t
Plan Your rights to Recovery when this provision applies;

3. Immediately Reimburse the Plan, out of any Recovery made frorthé&mnBarty, 100% of the amount of medical or other
benefits paid for the Injuries or Sickness under the Plaexgehses (including attorneys’ fees and costs of sgaydless
of an action’s outcome) incurred by the Plan in collecting thisuat (without reduction for attorneys’ fees, costs,
comparative negligence, limits of collectability or respongihibr otherwise);

4. Notify the Plan in writing of any proposed settlement and obtaifldn@s written consent before signing any release or
agreeing to any settlement; and

5. Cooperate fully with the Plan in its exercise of its rights unkiergrovision, do nothing that would interfere with or
diminish those rights and furnish any information required by the Plan.

By accepting any benefits paid by this Plan, You agree thauch benefits are an advancement of Plan assets.

When a right of recovery exists, and as a condition to any payent by the Plan (including payment of future benefitor
other Sicknesses or Injuries), You will execute and dleer all required instruments and papers, includinga Subrogation

and Reimbursement Agreement provided by the Plan, as wels doing and providing whatever else is needed, to seeur
the Plan’s rights of Subrogation and Reimbursement, Here any medical or other benefits will be paid by the Rin for

the Injuries or Sickness. If the Plan pays any medical or other benefits for the Ii§wieSickness before these papers are
signed and things are done, the Plan still will be entiti&litwogation and Reimbursement. In addition, You will dbingtto
prejudice the Plan’s right to Subrogation and Reimbursement am@damowledge that the Plan precludes operation of the
made-whole and common-fund doctrines.

The Plan Administrator has maximum discretion to interfiretterms of this provision and to make changes as it deems
necessary.

Amount Subject to Subrogation or Reimbursement

Any amounts recovered will be subject to Subrogation or Reitvursement. In no case will the amount subject to
Subrogation or Reimbursement exceed the amount of medidalesh@nefits paid for the Injuries or Sickness under the Plan
and the expenses incurred by the Plan in collecting this amount.ldrhkd3 a right to recover in full, without reduction for
attorneys’ fees, costs, comparative negligence, limitsltfatibility or responsibility, or otherwise, even if You dot receive

full compensation for all of Your charges and expenses.
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Recovery Rights — General Recovery Rights Provisions (contiad)

“Another Party”
“Another Party” shall mean any individual or organization, othen tha Plan, who is liable or legally responsible to pay
expenses, compensation or damages in connection with a Covered$kjsoies or Sickness.

“Another Party” shall include the party or parties whosead the Injuries or Sickness; the insurer, guarantather indemnifier

of the party or parties who caused the Injuries or Sickness; a&giokerson’s own insurer, such as uninsured, underinsured,
medical payments, no-fault, homeowner’s, renter’'s oodmgr liability insurer; a workers’ compensation inspaed any other
individual or organization that is liable or legally responsiblepfyyment in connection with the Injuries or Sickness.

“Recovery”

“Recovery” shall mean any and all monies paid to the CoverediPeysvay of judgment, settlement or otherwise (no matter
how those monies may be characterized, designated or allowated)pensate for any losses caused by, or in caanedth,

the Injuries or Sickness. Any Recovery shall be deemed to apptyfdir Reimbursement.

“Subrogation”
“Subrogation” shall mean the Plan’s right to pursue the Coveeesbn’s claims for medical or other charges paid byldre P
against Another Party.

“Reimbursement”
“Reimbursement” shall mean repayment to the Plan for mealicsher benefits that it has paid toward care and treatment of
the Injury or Sickness and for the expenses incurred by the Planeatiog this benefit amount.

When You Retain an Attorney

If You retain an attorney, that attorney must sign the Submgatid Reimbursement Agreement as a condition tpaymwent

of benefits and as a condition to any payment of future benefitshier Sicknesses or Injuries. Additionally, Your attorney
must recognize and consent to the fact that the Plan prethedsseration of the “made-whole” and “common fund” does;i
and the attorney must agree not to assert either doctriie parsuit of Recovery. The Plan will neither pay Your attorneys
fees and costs associated with the recovery of funds, nor riesltgienbursement pro rata for the payment of Your attoineys
fees and costs. Attorneys’ fees will be payable from theWweyg only after the Plan has received full Reimbursement.

You or Your attorney who receives any Recovery (whether by jadgreettlement, compromise, or otherwise) has anwtbsol
obligation to immediately tender the Recovery to the Plan undggrtine of this provision. You or Your attorney who receives
any such Recovery and does not immediately tender the Recovery tatheilP be deemed to hold the Recovery in
constructive trust for the Plan, because You or Your attorneyathe rightful owner of the Recovery and should not be in
possession of the Recovery until the Plan has been fully reimbursed.

When the Covered Person is a Minor or is Deceased

These provisions apply to the parents, trustee, guardian or othesergateve of a minor Covered Person and to the heir or
personal representative of the estate of a deceased Covermn Ragardless of applicable law and whether or not the minor’s
representative has access or control of the Recovery.

When a Covered Person Does Not Comply

When a Covered Person does not comply with the provisior this section, the Plan Administrator shall have the
authority, in its sole discretion, to deny payment of anylaims for benefits by the Covered Person and to deny or deice
future benefits payable (including payment of future kenefits for other Injuries or Sicknesses) under the Rh by the
amount due as Reimbursement to the Plan. The Plan Adnistrator may also, in its sole discretion, deny or redce
future benefits (including future benefits for other Injuries or Sicknesses) under any other group benefits ah
maintained by the Plan Sponsor. The reductions will equahe amount of the required Reimbursement. If thePlan
must bring an action against a Covered Person to enforce thigsqvision, then that Covered Person agrees to pay the
Plan’s attorneys’ fees and costs, regardless of the actismoutcome.

When Recovery Includes the Cost of Past or Future enses

In certain circumstances, a Covered Person may recemema®&y that includes amounts intended to be compendati past

and future expenses for treatment of the Sickness or Injunhwhitbe cause of the Recovery. This Plan will not cover any
expenses for which compensation was provided through a previous Recofes exclusion will apply to the full extent of
such Recovery or the amount of the expenses submitted to the Rpayrivent, whichever is less. The Plan also precludes
operation of the made-whole and common-fund doctrines in applying thisipn.
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Recovery Rights — General Recovery Rights Provisions (contiad)

Itis the responsibility of the Covered Person to inform the Rdministrator when expenses are incurred related to a S&ckne
or Injury for which a Recovery has been made. Acceptance of lzenefier this Plan for which the Covered Person has
received a Recovery will be considered fraud, and the Covered Relidmmsubject to any sanctions determined by the Plan
Administrator, in its sole discretion, to be appropriate. Twwered Person is required to submit full and complete
documentation of any such Recovery in order for the Plan to consigibteebxpenses that exceed the Recovery.

Workers’ Compensation

This Plan excludes coverage for any Injury or Sickness tabgisle for coverage under any Workers’ Compensatidisyor

law regardless of the date of onset of such Injury or Sicknesvever, if benefits are paid by the Plan and it is later
determined that You received or are eligible to receive Worlasipensation coverage for the same Injury or Sickness, the
Plan is entitled to full recovery for the benefits it haslpaiThis exclusion applies to past and future expenses for ting ¢mj
Sickness regardless of the amount or terms of any settlermeme¥eive from Workers’ Compensation. The Plan wékeise

its right to recover against You. The Plan reserves itg tigexercise the Recovery Rights provision even though:

1. The Workers’ Compensation benefits are in dispute or are madednsmtsettlement or compromise;

2. No final determination is made that the Injury or Sickness sumtained in the course of or resulted from Your
employment;

3. The amount of Workers’ Compensation benefits due specificallyaithheare expense is not agreed upon or defined by
You or the Workers’ Compensation carrier; or

4. The health care expense is specifically excluded from the Wokenspensation settlement or compromise.
You are required to notify the Plan Administrator immediately whien file a claim for coverage under Workers’
Compensation if a claim for the same Injury or Sicknegsligs been filed with this Plan. Failure to do so, or to neisgithe

Plan for any expenses it has paid for which coverage is awilatugh Workers’ Compensation, will be considered a
fraudulent claim and You will be subject to any and all remediatable to the Plan for recovery and disciplinary action.
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GENERAL PROVISIONS
AMENDMENTS TO OR TERMINATION OF THE PLAN

The Plan Sponsor expects to maintain this Plan indefinitely; vexwvas the settlor of the Plan, the Plan Sponsor, through its
directors and officers, may, in its sole discretion, at ang,tamend, suspend or terminate the Plan in whole or inTast.
includes amending the benefits under the Plan or the Trust Agreéfaay).

Any such amendment, suspension or termination shall be enadted?ih Sponsor is a corporation, by resolution of ldne P
Sponsor’s directors and officers, which shall be acted upon ai&ledoin the Plan Sponsor’s Articles of Incorporation or
Bylaws, as applicable, and in accordance with applicabledkaled state law. Notice shall be provided as requir&RISA.

In the event that the Plan Sponsor is a different type of etitéyg, such amendment, suspension or termination shall be taken
and enacted in accordance with applicable federal and statedeamya applicable governing documents. In the event that the
Plan Sponsor is a sole proprietorship, then such action shall Inettakiee sole proprietor, in his own discretion.

If the Plan is terminated, the rights of the Covered Pe@rnited to expenses incurred before terminatioharAéndments
to this Plan shall become effective as of a date establishie IBlan Sponsor.

Plan assets will be allocated and disposed of for the exclb&mefit of Covered Persons, except that any taxes and
administration expenses may be paid from the Plan’s assets.

APPOINTMENT OF AUTHORIZED REPRESENTATIVE

A Covered Person is permitted to appoint an authorized reprégernitaact on his behalf with respect to a benefit claim or
appeal of a denial. An assignment of benefits by a CoveredrRera provider will not constitute appointment of {atvider

as an authorized representative. To appoint such a reptesgrttee Covered Person must complete a form which can be
obtained from the Plan Administrator or the Administrativeviee Manager However, in connection with a claim involving
Urgent Care, the Plan will permit a health care profesdiwith knowledge of the Covered Person’s medical candit act as

his authorized representative without completion of this forlm the event a Covered Person designates an authorized
representative, all future communications from the Riidlbe with the representative, rather than the Covered Paratass

the Covered Person directs the Plan Administrator, in writihthe contrary.

AUTOPSY

The Plan reserves the right to have an autopsy performed upon anyedeCeaered Person whose condition, Sickness, or
Injury is the basis of a claim. This right may be exercisey whiere not prohibited by law.

CLERICAL ERROR/DELAY

Clerical errors made on the records of the Plan and delays ingrekiries on such records shall not invalidate coverage nor
cause coverage to be in force or to continue in force. RatheEfferative Dates of coverage shall be determined solely in
accordance with the provisions of this Plan regardless of whaatli@ontributions with respect to Covered Persons have been
made or have failed to be made because of such errors or delags.discovery of any such error or delay, an equitable
adjustment of any such contributions will be made.

CONFORMITY WITH APPLICABLE LAWS

This Plan shall be deemed to automatically be amended to cordfoequared by any applicable law, regulation or the order or
judgment of a court of competent jurisdiction governing prowssiof this Plan, including, but not limited to, staiéakimums,
exclusions or limitations. In the event that any law, regulatidheorder or judgment of a court of competent jurisdiction
causes the Plan Administrator to pay claims which are oibetisnited or excluded under this Plan, such payments will be
considered as being in accordance with the terms of this Plammi2og. It is intended that the Plan will conform to the
requirements of ERISA, as it applies to employee welfamsplas well as any other applicable law.

FAILURE TO ENFORCE PLAN PROVISIONS

The Plan’s failure to enforce any provision of the Plan will figcathe right, thereafter, to enforce such provision nocaffe
the right to enforce any other provision of the Plan.
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General Provisions (continued)

FREE CHOICE OF PROVIDER

Any Covered Person may select any provider of service fortcaatment, services or supplies he wishes. This Plamabes
dictate the choice of provider nor will it interfere in the pdaripatient relationship or the course of treatment. The ibenef
available under this Plan will be provided, however, only to thaséders and services defined and listed for coverage in the
Summary Plan Description.

HEADINGS

Theheadings used in this Plan Document are used for convewiraterence only. Covered Persons are advised noytorrel
any provision because of the heading.

LIMITATION ON ACTIONS

No action at law or in equity shall be instituted to recover utidePlan prior to the expiration of 90 days after a claim for
benefits has been filed in accordance with the requiremeritis ¢flan. Any action with respect to a fiduciary’s breaany
responsibility, duty or obligation hereunder must be brought withiryeaeafter the expenses due to Injury or Sickness are
incurred or are alleged to have been incurred. Any limitation oorsctegarding claims for benefits shall be as provided in
Section, “General Provisions”, “Claims Procedures; Payme@taims”, heading “Decision on Review to be Final”.

MEDICAID COVERAGE
A Covered Person’s eligibility for any state Medicaid benefitsrat be taken into account in determining or making any
payments for benefits to or on behalf of such Covered Person.ughyenefit payments will be subject to the state’s right to

reimbursement for benefits it has paid on behalf of the @dveerson, as required by the state Medicaid program; anidthe P
will honor any Subrogation rights the state may have with respéenefits which are payable under the Plan.

NO WAIVER OR ESTOPPEL

No term, condition or provision of this Plan shall be deemed to havevwseed, and there shall be no estoppel against the
enforcement of any provision of this Plan, except by written ingntiof the party charged with such waiver or estoppel. No
such written waiver shall be deemed a continuing waiver unpessfically stated therein, and each such waiver shall operate
only as to the specific term or condition waived and shall notitutesa waiver of such term or condition for the future doas
any act other than the one specifically waived.

NON-U.S. PROVIDERS

Medical expenses for care, supplies, or services whickeadered by a Qualified Practitioner whose pradgiface of business

or address for payment is located outside the United Statdon-U.S. Provider”) are payable under the Plan, subjeadt to
Plan exclusions, limitations, Maximums and other provisions, uhéeiollowing conditions:

1. Benefits may not be assigned to a Non-U.S. Provider;

2. The Covered Person is responsible for making all paymeNtitd).S. Providers, and submitting receipts to the Plan for
reimbursement;

3. Benefit payments will be determined by the Plan based upon the gerctaa in effect on the Incurred Date;

4. The Non-U.S. Provider shall be subject to, and in compliance &lith,S. and other applicable licensing requirements;
and

5. Claims for benefits must be submitted to the Plan in English.
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General Provisions (continued)
NOT A CONTRACT

This Plan Document and any amendments constitute the termeoargions of coverage under this Plan. The Plan Document
shall not be deemed to constitute a contract of any type betwe@artimgany and any Participant or to be consideration for, or
an inducement or condition of, the employment of any Employee. Noththig ialan Document shall be deemed to give any
Employee the right to be retained in the service of the Companyrderfere with the right of the Company to discharge any
Employee at any time; provided, however, that the foregoing shallendéemed to modify the provisions of any collective
bargaining agreements which may be entered into by the Companyevitargaining representatives of any Employees.

PHYSICAL EXAMINATION

ThePlan reserves the right to have a Physician of its own choosingrexany Covered Person whose condition, Sickness or
Injury is the basis of a claim. All such examinations dbatht the expense of the Plan. This right may be exercisedanten
as often as the Plan may reasonably require during the pendencyagha ghe Covered Person must comply with this
requirement as a necessary condition to coverage.

PLAN CONTRIBUTIONS

The Plan Administrator shall, from time to time, evaluhe funding method of the Plan and determine the amount to be
contributed by the Employer and the amount to be contributed (if anyxhyGmvered Person.

The Plan Sponsor shall fund the Plan in a manner consistemt@jthovisions of the Internal Revenue Code, ERE®W,such
other laws and regulations as shall be applicable to the entéHitin shall be funded on a lawful and sound basis; but, to the
extent permitted by governing law, the Plan Administrator shdibego determine the manner and means of fundindahe P
The amount of the Covered Person’s contribution (if any) will berdened from time to time by the Plan Administrator.

PRONOUNS
All personal pronouns used in the Plan shall include either gendessuthe context clearly indicates otherwise.
PROTECTION AGAINST CREDITORS

Benefit payments under the Plan are not subject in any way to alignsdle, transfer, pledge, attachment, garnishment,
execution or encumbrance of any kind. Any attempt to accompbsle will not be recognized. The Plan Administrator may,
at its sole discretion, terminate Your interest in the bengéiyable under this Plan, in which event the Plan will then apply the
amount of the payment to the benefit of an adult child, guardiarmoher child, brother or sister, or other relative of the
Covered Person. Such payment will fully discharge the Plaiitjeto the extent of the payment.

RIGHT OF RECOVERY PROVISION

Whenever the Plan pays benefits exceeding the amount of benefittepayddr the terms of the Plan, the Plan Administrator
has the right to recover any such erroneous payment directltieoperson or entity who received such payment and/or from
the Covered Person on whose behalf the payment was made.

A Covered Person, Provider, another benefit plan, insurer, or amypetts®n or entity who receives a payment for expenses
exceeding the amount of benefits available under the terths Bfan or on whose behalf such payment to the Plan was made,
shall return the amount of such erroneous payment to the Plan Speotsor30 days of discovery or demand. The Plan
Administrator shall have no obligation to secure payment for thenegder which the erroneous payment was made or to
which it was applied.

The person or entity receiving an erroneous payment may not applgayment to another expense. The Plan Administrator
shall have the sole discretion to choose who will repay the Plan@gdonan erroneous payment and such payment shall be
reimbursed in lump sum or deducted from future claims predémt@rocessing.

Health care providers and any other person or entity accepting pdyametiie Plan, in consideration of such paymentsgagre

to be bound by the terms of this Plan and agree to submit claimesrhbursement in strict accordance with their state’sthea
care practice acts, ICD-9 or CPT standards, Medicare inedeHCPCS standards, or other standards approved by the Plan
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General Provisions (continued)
Administrator. Any payments made on claims for reimbursémann accordance with the above provisions sleatépaid to

the Plan within 30 days of discovery or demand or incur prejudgmeng&tof 1.5% per month. If court action is necessary to
recover any erroneous payment, the Plan shall be entitled to résditégation cost and actual attorney’s fees incurred.

RIGHT TO RECEIVE AND RELEASE INFORMATION

For the purpose of determining the applicability of and implementingetives of these benefits, the Plan Administrator may,
without the consent of or notice to any person, release ainaoty information necessary to determine the accepyaifitiny
applicant or Covered Person for benefits from this Plan. Intg@athe Plan Administrator shall be free from any ligbihat
may arise with regard to such action. Any Covered Person olibenefits under this Plan shall furnish to the Plan
Administrator such information as may be necessary to impletmsrgrovision.

SECURITY
The Employer, who is the sponsor of this Plan, will receivereleic protected health information. The information
may be identified to the individual in some cases. In relatiaguth electronic protected health information, the

Employer certifies to the Plan that it agrees to:

1. Take appropriate and reasonable safeguards (administrative, papsitechnical) to protect the confidentiality,
integrity, and availability of the information it createsceives, maintains or transmits;

2. Require that any agent or subcontractor of the Employer agrees $arieerequirements that apply to the
Employer under this provision;

3. Report to the Plan any security incident that the Employer beconags afy and

4. Apply reasonable and appropriate security measures to maintguneaelseparation between the Plan and itself.
STATEMENTS

In the absence of fraud, all statements made by a CoverechRélsbe deemed representations and not warranties. A
statement will not be used to contest coverage under the Plas asigmned copy of the statement is provided to the Covered
Person or, if deceased, to his beneficiary.

WRITTEN NOTICE

Any written notice required under this Plan which, as of thedfffe Date, is in conflict with the law of any govermtal body
or agency which has jurisdiction over this Plan shall be interpretegiform to the minimum requirements of such law.
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CLAIM PROCEDURES; PAYMENT OF CLAIMS

According to Federal regulations which apply to the Plan, treréour types of claims: Pre-service (Urgent and Non-uygent
Concurrent Care and Post-service. However, as notd deecause of this Plan’s design, there are ne@mnéce Urgent Care
Claims which may be filed with the Plan.

1. Pre-service ClaimsA “Pre-service Claim” is a claim for a benefit untlex Plan where the Plan conditions receipt of the
benefit, in whole or in part, on approval of the benefit in advancbtafning medical care. However, if the Plan does not
requirethe Covered Person to obtain approval of a medical servicdggetting treatment, then there is no “Pre-service
Claim.” The Covered Person simply follows the Plan’s procedwuii respect to any notice which may be required after
receipt of treatment, and files the claim as a Postae@iaim.

A “Pre-service Urgent Care Claim” is any claim for nwadiicare or treatment with respect to which the applicatitimeof
time periods for making non-urgent care determinations couloustyijeopardize the life or health of the Covered Person
or the Covered Person’s ability to regain maximum functioninathe opinion of a physician with knowledge of the
Covered Person’s medical condition, would subject the Covered Rerserere pain that cannot be adequately managed
without the care or treatment that is the subject of the claim

It is important to remember that, if You need medical are for a condition which could seriously jeopardize Your
life, there is no need to contact the Plan for prior appoval. You should obtain such care without delay.

The Plan does not requitke Covered Person to obtain approval of any urgent care or Emergedizal services or
admissions prioto getting treatment for an urgent care or Emergency situatidhere are no “Pre-service Urgent Care
Claims” under the Plan. The Covered Person simply followBldrgs procedures with respect to any notice which reay b
required after receipt of treatment, and files the claila Rest-service Claim.

Pre-admission certification of a non-Emergency Hospital ssion is a “claim” only to the extent of the determination
made — that the type of procedure or condition warrants inp&rftnement for a certain number of days. The rules
regarding Pre-service Claims will apply to that determinatidy. Once a Covered Person has the treatment in question,
the claim for benefits relating to that treatment will keated as a Post-service Claim.

2. Concurrent Claims A “Concurrent Claim” arises when the Plan has approved ajoioig- course of treatment to be
provided over a period of time or number of treatments, and eithe

a. The Plan determines that the course of treatment should be redueedioated; or

b. The Covered Person requests extension of the course of treatyent that which the Plan has approved.

If the Plan does not requiléou to obtain approval of a medical service ptgetting treatment, then there is no need to
contact the Plan Administrator to request an extension of aeofitreatment. You simply follow the Plan’s procedures

with respect to any notice which may be required after recetptatiment, and files the claim as a Post-service Claim.

3. Post-service ClaimsA “Post-service Claim” is a claim for a benefit underPten after the services have been rendered.

WHEN HEALTH CLAIMS MUST BE FILED

Health claimsnust be filed with the Administrative Service Manager wiB65 days of the date charges for the service were
incurred. Benefits are based upon the Plan’s provisions titt¢he charges were incurred. Charges are considereceihcurr
when treatment or care is given or supplies are provi@daims filed later than that date shall be denied.

A Pre-service Claim (including a Concurrent Claim that edsoRre-service Claim) is considered to be filed when theseque
for approval of treatment or services is made and receivéei®dministrative Service Manager in accordance thigiPlan’s
procedures. However, a Post-service Claim is considered filetbevhen the following information is received by the
Administrative Service Manager, together with a Form HCFAarm UB92:

1. The date of service;

2. The name, address, telephone number and tax identification nunthergsbvider of the services or supplies;
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Claim Procedures; Payment of Claims (continued)

3. The place where the services were rendered;

4. The diagnosis and procedure codes;

5. The amount of charges, which reflect any applicable PPQciegri

6. The name of the Plan;

7. The name of the covered employee; and

8. The name of the patient.

Upon receipt of this information, the claim will be deen®dé filed with the Plan. The Administrative Service Managkr w
determine if enough information has been submitted to enable pmystderation of the claim. If not, more information may
be requested as provided herein. This additional infaamatust be received by the Administrative Service &tgam within 45
days (48 hours in the case of Pre-service Urgent Care Claans)eceipt by the Covered Person of the request for additional
information. Failure to do so may result in claims being declined or ragted.

TIME OF CLAIM DETERMINATION

You will be notified, in accordance with the provisions set fbetow, of any adverse benefit determination (and, indise of
Pre-service Claims and Concurrent Claims, of decisiweitsa claim is payable in full) within the following timefrasne

1. Pre-service Non-urgent Care Claims

a. If You have provided all of the information needed to processl#ii®, in a reasonable period of time appropriate to
the medical circumstances, but not later than 15 days edteipt of the claim, unless an extension has been reguest
then prior to the end of the 15-day extension period.

b. If You have not provided all of the information needed to process tha,dlaén You will be notified as to what
specific information is needed as soon as possible, but eotlan 5 days after receipt of the claim. You will be
notified of a determination of benefits in a reasonable period efdappropriate to the medical circumstances, either
prior to the end of the extension period (if additional infation was requested during the initial processing giray
by the date agreed to by the Plan Administrator and You (if addiiitfoaiation was requested during the extension
period).

2. Concurrent Clainms

a. Plan Notice of Reduction or Terminatioti the Plan Administrator is notifying You of a redactior termination of a
course of treatment (other than by Plan amendment or teranipdiefore the end of such period of time or number of
treatments. You will be notified sufficiently in advance of teduction or termination to allow an appeal and to
obtain a determination on review of that adverse benefit detdramirizefore the benefit is reduced or terminated.

b. Request by a Covered Person Involving Urgent Cérthe Plan Administrator receives a request fronmoaeted
Person to extend the course of treatment beyond the periogeodtinumber of treatments that is a claim involving
Urgent Care, as soon as possible, taking into account the iedgenciesbut not later than 24 hours after receipt of
the claim, as long as the Covered Person makes the reqleest &4 hours prior to the expiration of the prescribed
period of time or number of treatments. If the Coveredd®esubmits the request with less than 24 hours prior to the
expiration of the prescribed period of time or number @ttrents, the request will be treated as a claim involving
Urgent Care and decided within the Urgent Care timeframe.

c. Request by a Covered Person Involving Non-urgent.CHréhe Plan Administrator receives a request from the
Covered Person to extend the course of treatment beyond the peioel @f humber of treatments that is a claim not
involving Urgent Care, the request will be treated as a newiibelaen and decided within the timeframe appropriate
to the type of claim (either as a Pre-service Non-urgentrGdaia Post-service Claim).
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Claim Procedures; Payment of Claims (continued)

3.

4.

Post-service Claims

a. If You have provided all of the information needed to process thm,dlaia reasonable period of time, but not later
than 30 days after receipt of the claim, unless an extensidmebasrequested, then prior to the end of the 15-day
extension period.

b. If You have not provided all of the information needed to procesddima and additional information is requested
during the initial processing period, then You will be notified of imheination of benefits prior to the end of the
extension period, unless additional information is requested duriegtisesion period, then You will be notified of
the determination by a date agreed to by the Plan Administrator@nd Y

Extensions — Pre-service Non-urgent Care Claifiitsis period may be extended by the Plan for up to 15 days, provided
that the Plan Administrator both determines that such an éteissecessary due to matters beyond the control of the
Plan and notifies You, prior to the expiration of the initial 15-dac@ssing period, of the circumstances requiring the
extension of time and the date by which the Plan expects to reddeiséon.

Extensions — Post-service Claim$his period may be extended by the Plan for up to 15 days, providdterfian
Administrator both determines that such an extension essacy due to matters beyond the control of the Pthnatifies
You, prior to the expiration of the initial 30-day processingogk of the circumstances requiring the extensidimo and
the date by which the Plan expects to render a decision.

Calculating Time PeriodsThe period of time within which a benefit determioiais required to be made shall begin at the
time a claim is deemed to be filed in accordance with the guoes of the Plan.

NOTIFICATION OF AN ADVERSE BENEFIT DETERMINATION

The Plan Administrator shall provide You with a notiegher in writing or electronically, containing ttaléwing information:

1.

2.

A reference to the specific portion(s) of the Plan Document wiich a denial is based;
Specific reason(s) for a denial;

A description of any additional information necessary for Yoperfect the claim and an explanation of why such
information is necessary;

A description of the Plan’s review procedures and the time Iapipdicable to the procedures, including a statement of
Your right to bring a civil action under Section 502(a) of ERISKofeing an adverse benefit determination on final
review;

A statement that You are entitled to receive, upon requestremaf charge, reasonable access to, and copies of, all
documents, records and other information relevant to Your claitrefoefits;

The identity of any medical or vocational experts consulted in abionewith a claim, even if the Plan did not rely upon
their advice (or a statement that the identity of the expébgvprovided, upon request);

Any rule, guideline, protocol or similar criterion that waseelupon in making the determination (or a statement that it
was relied upon and that a copy will be provided to You, free afehapon request); and

In the case of denials based upon a medical judgment (such as mihethteeatment is Dentally Necessary or

Experimental), either an explanation of the scientific or diljiecdgment for the determination, applying the terms of the
Plan to Your medical circumstances, or a statement thhtesydanation will be provided to You, free of charge, upon
request.

4-18



Claim Procedures; Payment of Claims (continued)
APPEAL OF ADVERSE BENEFIT DETERMINATIONS

Full and Fair Review of All Claims

In cases where a claim for benefits is denied, in wholeparithand You believe the claim has been denied wrongly, You may
appeal the denial and review pertinent documents. The claimedures of this Plan provide You with a reasonable
opportunity for a full and fair review of a claim and adverseefiedetermination. More specifically, the Plan provides:

1. You at least 180 days following receipt of a notification ofratial adverse benefit determination within which to appeal
the determination;

2. You the opportunity to submit written comments, documents, recandispther information relating to the claim for
benefits;

3. For a review that does not afford deference to the previous advengfit determination and that is conducted by an
appropriate named fiduciary of the Plan, who shall be neithendhedual who made the adverse benefit determination
that is the subject of the appeal, nor the subordinate of such indjvidua

4. For areview that takes into account all comments, docuprentsds, and other information submitted by You relating to
the claim, without regard to whether such information was subainitt considered in the prior benefit determination;

5. That, in deciding an appeal of any adverse benefit determinatias Hased in whole or in part upon a medical judgment,
the Plan fiduciary shall consult with a health care profeskigna has appropriate training and experience in the field of
medicine involved in the medical judgment, who is neither an ingévidho was consulted in connection with the adverse
benefit determination that is the subject of the appeal, nautherdinate of any such individual;

6. Forthe identification of medical or vocational experts séhadvice was obtained on behalf of the Plan in coionesith a
claim, even if the Plan did not rely upon their advice; and

7. That You will be provided, upon request and free of chargeonedle access to, and copies of, all documentsdse@and
other information relevant to Your claim for benefits ingession of the Plan Administrator or the Administe®ervices
Manager; information regarding any voluntary appeals piwes offered by the Plan; any internal rule, guidelmotocol
or other similar criterion relied upon in making the adveeterthination; and an explanation of the scientific or clinical
judgment for the determination, applying the terms of the Platoto medical circumstances.

Requirements for Appeal
You must file an appeal of a post-service claim in writinthini 180 days following receipt of the notice of an adverse bienef
determination. To file an appeal in writing, Your appeal rbesaddressed as follows:

For Pre-service and Post-service Claims Custom Benefit Administrators
Attn: Claim Appeal Department
P.O. Box 1385
La Crosse, WI 54602-1385

It shall be Your responsibility to submit proof that the claombienefits is covered and payable under the provisiahe &flan.
Any appeal must include:

1. The name of the Employee/Dependent;

2. The Employee/Dependent’s social security number;

3. The group name or identification number;

4. Allfacts and theories supporting the claim for benefigilure to include any theories or facts in the appeal iWresult

in their being deemed waived. In other words, You willose the right to raise factual arguments and theories whic
support this claim if You fail to include them in theappeal
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Claim Procedures; Payment of Claims (continued)

5.

6.

A statement in clear and concise terms of the reason ongefgsadisagreement with the handling of the claim; and

Any material or information that You have which indicates that Yeteatitled to benefits under the Plan.

If You provide all of the required information, it may be ttiet expenses will be eligible for payment under the Plan.

Timing of Notification of Benefit Determination on Review
The Plan Administrator shall notify You of the Plan’s benefiet®tnation on review within the following timeframes:

1.

Pre-service Non-urgent Care ClainWithin a reasonable period of time appropriate to thdicaécircumstances, but not
later than 30 days after receipt of the appeal.

Concurrent Claims The response will be made in the appropriate time period lbgsa the type of claim — Pre-service
Urgent, Pre-service Non-urgent or Post-service.

Post-service ClaimsWithin a reasonable period of time, but not later than 60 dagssrafteipt of the appeal.

Calculating Time PeriodsThe period of time within which the Plan’s determinatioméired to be made shall begin at
the time an appeal is filed in accordance with the proceddirdgsoPlan, without regard to whether all information
necessary to make the determination accompanies the filing.

Manner and Content of Notification of Adverse Bendt Determination on Review
The Plan Administrator shall provide You with notification, imitiag or electronically, of a Plan’s adverse benefit
determination on review, setting forth:

1.

2.

The specific reason or reasons for the denial;
Reference to the specific portion(s) of the Plan Documenthich the denial is based;

The identity of any medical or vocational experts consulted in ctionegith the claim, even if the Plan did not rely upon
their advice;

A statement that You are entitled to receive, upon requestre@af charge, reasonable access to, and copies of, all
documents, records, and other information relevant to Your claitrefogfits;

If an internal rule, guideline, protocol, or other similar cide was relied upon in making the adverse determination, a
statement that such rule, guideline, protocol, or other sioritarion was relied upon in making the adverse detextioin

and that a copy of the rule, guideline, protocol, or other aingiliterion will be provided free of charge to You upon
request;

If the adverse benefit determination is based upon a medical @dganstatement that an explanation of the scientific or
clinical judgment for the determination, applying thers of the Plan to Your medical circumstances beilprovided free
of charge upon request;

A statement of Your right to bring an action under section 5@2@IRISA, following an adverse benefit determination on
final review; and

The following statement: “You and Your Plan may have other vatyratiternative dispute resolution options, such as
mediation. One way to find out what may be available is to covitag local U.S. Department of Labor Office and Your
state insurance regulatory agency.”

Furnishing Documents in the Event of an Adverse Detmination

In the case of an adverse benefit determination on review, thé\Btainistrator shall provide such access to, and copies of,
documents, records, and other information described in items 3 thaafghe section relating to “Manner and Content of
Notification of Adverse Benefit Determination on Review” as appab@r
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Claim Procedures; Payment of Claims (continued)

Decision on Review to be Final

If, for any reason, You do not receive a written response tapiheal within the appropriate time period set forth above, You
may assume that the appeal has been denied. The decision tantiAelinistrator or other appropriate named fiduciary of
the Plan on review will be final, binding and conclusive and bélafforded the maximum deference permitted by laik.
claim review procedures provided for in the Plan must bexhausted before any legal action is brought. Any legatton

for the recovery of any benefits must be commenced withione year after the Plan’s claim review procedures hauseen

exhausted.
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Privacy (continued)
PRIVACY
NOTICE OF PRIVACY PRACTICES

This Notice describes how health information about you may be armdlisclosed and how you can get access to this
information.

Please review it carefully. The privacy of your healtloiinfation is important to us.

Our Legal Duty

We are required by applicable federal and state law to math&privacy of your health information. We are also required to
give you this Notice about our privacy practices, our legal daigbsyour rights concerning your health information. We must
follow the privacy practices that are described in this Natigie it is in effect. This Notice takes effect April 2004, and

will remain in effect until we replace it.

We reserve the right to change our privacy practices ancetines of this Notice at any time, provided such changes are
permitted by applicable law. We reserve the right to make ceangeir privacy practices and the new terms of our Notice

effective for all health information that we maintain, includieglth information we created or received before we made the
changes. Before we make a significant change in our privactigesave will change this Notice and make the new Notice

available upon request.

Uses And Disclosures Of Health Information
We use and disclose health information about you for treatmentgodyamd healthcare operations. For example:

Disclosure of Summary Health Information to the Plaa Sponsor
In accordance with the Privacy Standards, the Plan may disslmsmary health information to the Plan Sponsor, if tae Pl
Sponsor requests the summary health information for the purpose of:

1. Obtaining premium bids from health plans for providing health ima@r&overage under this Plan; or

2. Modifying, amending or terminating the Plan.

“Summary health information” may be individually identifialbealth information and it summarizes the clairstony, claims
expenses or the type of claims experienced by individuals in thebplaihexcludes all identifiers that must be removed fer th

information to be de-identified, except that it may contain gigagc information to the extent that it is aggreddg five-digit
zip code.

Disclosure of Protected Health Information (“PHI”) to the Plan Sponsor for Plan Administration
Purposes
In order that the Plan Sponsor may receive and use PHI for Blamistration purposes, the Plan Sponsor agrees to:

1. Notuse orfurther disclose PHI other than as permitted omesbjoy the Plan Documents or as required by law (as define
in the Privacy Standards);

2. Ensure that any agents, including a subcontractor, to whomah&pbnsor provides PHI received from the Plan agree to
the same restrictions and conditions that apply to the Plan Speitissespect to such PHI;

3. Notuse or disclose PHI for employment-related actions andidasior in connection with any other benefit or employee
benefit plan of the Plan Sponsor, except pursuant to an autimrizeltich meets the requirements of the Privacy
Standards;

4. Reportto the Plan any PHI use or disclosure that is inconsistanhe uses or disclosures provided for of which the Plan
Sponsor becomes aware;

5. Make available PHI in accordance with Section 164.524 of the Rristandards (45 CFR 164.524);
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Privacy (continued)

6. Make available PHI for amendment and incorporate any amensgitoeRHI| in accordance with Section 164.526 of the
Privacy Standards (45 CFR 164.526);

7. Make available the information required to provide an accountidigolosures in accordance with Section 164.528 of the
Privacy Standards (45 CFR 164.528);

8. Make its internal practices, books and records relating tasthand disclosure of PHI received from the Plan available to
the Secretary of the U.S. Department of Health and Humaic8g(“HHS”), or any other officer or employee of HHS to
whom the authority involved has been delegated, for purposes ofméetey compliance by the Plan with Part 164,
Subpart E, of the Privacy Standards (45 CFR 164.500 et seq);

9. |If feasible, return or destroy all PHI received from thenRfeat the Plan Sponsor still maintains in any form and retain no
copies of such PHI when no longer needed for the purpose for which disch@suneade, except that, if such return or
destruction is not feasible, limit further uses and disckxsto those purposes that make the return or destroéthe PHI
infeasible; and

10. Ensure that adequate separation between the Plan and the RiaorSas required in Section 164.504(f)(2)(iii) of the
Privacy Standards (45 CFR 164.504(f)(2)(iii)), is establishddlmsvs:

a. The Plan Sponsor will appoint specified individuals to have adoeBBll and will make them known to the Plan
Administrator. Internal procedures for secure handling of PHIbgikstablished.

b. The access to and use of PHI by the individuals shall bectestto the Plan Administration functions that the Plan
Sponsor performs for the Plan.

c. In the event any of the individuals do not comply with the provisafrte Plan Documents relating to use and
disclosure of PHI, the Plan Administrator shall imposeaaable sanctions as necessary, in its discretion, to ensure
that no further non-compliance occurs. Such sanctiotidghianposed progressively (for example, an oral warrdng,
written warning, time off without pay and termination), gpaopriate, and shall be imposed so that they are
commensurate with the severity of the violation.

“Plan Administration” activities are limited to activiighat would meet the definition of payment or health care
operations, but do not include functions to modify, amendmiate the Plan or solicit bids from prospectiveiss.
“Plan Administration” functions include quality assuranclaims processing, auditing, monitoring and rgansent of
carve-out plans, such as vision and dental. It does not includergigyenent-related functions or functions in
connection with any other benefit or benefit plans.

The Plan shall disclose PHI to the Plan Sponsor only upon receiptesfification by the Plan Sponsor that:
1. The Plan Documents have been amended to incorporate the above proa&igions;
2. The Plan Sponsor agrees to comply with such provisions.

Disclosure of Certain Enroliment Information to the Plan Sponsor

Pursuant to Section 164.504(f)(1)(iii) of the Privacy Standards (#5X88.504(f)(1)(iii)), the Plan may disclose to the Plan
Sponsor information on whether an individual is participating in the &as enrolled in or has disenrolled from a health
insurance issuer or health maintenance organization offered biathteoRhe Plan Sponsor.

Disclosure of PHI to Obtain Stop-loss or Excess LesCoverage

The Plan Sponsor hereby authorizes and directs the Plan, througlarth&dministrator or the Claims Administrator, to
disclose PHI to stop-loss carriers, excess loss caaigranaging general underwriters (MGUSs) for underwriting and other
purposes in order to obtain and maintain stop-loss or excess losagmvelated to benefit claims under the Plan. Such
disclosures shall be made in accordance with the Privacy Standards

Other Disclosures and Uses of PHI
With respect to all other uses and disclosures of PHI, thesRihcomply with the Privacy Standards.
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