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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 Health Benefit Plded&agxplained to me. Specific
provisions explained included, but were not limited to,:

. Maximum Lifetime benefit of $100,000

. A closed enrollment

. Low deductible and a high deductible plan option;

. 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

. Utilization Management Cost Containment program (page 1-14)
. The summary of benefits.

This Plan supersedes any prior written or oral communication.gé@stions 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 tealered 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, témation and continuation of coverage, refer to SECTION 3 -
ELIGIBILITY of this Summary Plan Description.
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SECTION 1

MEDICAL BENEFITS
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Note:  Throughout this Summary Plan Description, CBA means @udfenefit Administrators, Inc., the Plan’s
Administrative Service Manager.

PREFERRED PROVIDER ORGANIZATION PROVISIONS

WHAT IS A PREFERRED PROVIDER ORGANIZATION?

Preferred Provider Organizations (PPO) are Networks of Hosp@ahlified Treatment Facilities, Qualified Practiticnand
other providers (“PPO Providers”) that are contracted tadhyat negotiated fees, medical services for Employeest{aind
covered Dependents) of participating Employers. In return, theA?Bviders receive a higher volume of patients due to the
Plan’s incentives to use PPO Providers. Using PPO Prowidiérsn most cases, reduce Your costs.

REASONS TO USE A PPO PROVIDER

1. The PPO negotiates fees for medical services resiitlnger costs for You when You use Hospitals, Quatifl reatment
Facilities, Qualified Practitioners and other providers inRR® network.

2. In addition, You may receive a better benefit and Your out-of-pockereses will be minimized.

3. You will have a wide variety of selected Hospitals, Qualifiedaiment Facilities, Qualified Practitioners and other
providers in the PPO network to help You with Your medical caesls.

The highest level of benefits under this Plan is available feices through PPO Providers; however You may choose any
provider You wish for Your care.

Any provider who is not a member of the PPO Network at the Yimereceived care or treatment is a Non-PPO Network
Provider (“Non-PPO Provider”).

HOW TO SELECT A PROVIDER

Your Plan Administrator has contracted with HealthEOS to pros#ateices to this Plan in the areas where it has Covered
Persons. The PPO network that is applicable to You isrstomwyYour medical ID card. A directory of the participating
Hospitals, Qualified Treatment Facilities, Qualified Ritemers and other providers in Your PPO network is available
www.HealthEOS.com The provider directory is separate from this Plan arsiiligect to change. To confirm that Your
Hospital, Qualified Treatment Facility, Qualified Practitioaad other provider is a current participant in Your PPO Nidtw
You must call the number listed on Your medical ID card.

If You are traveling or need Emergency care and are unable &saiare from Your PPO Provider, benefits will be paid at the
non-Preferred Provider level.
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SCHEDULE OF BENEFITS

OUTLINE OF MEDICAL COVERAGE

LOW DEDUCTIBLE

Benefit

PPO Providers

Non-PPO Providers

Lifetime Maximum

$100,000

Deductible (per Calendar Year

Individual: $500
Employee + 1: $1,000 (for one or both)
Family: $1,500 (for one or all insureds)

Individual: $1,000
Employee + 1: $2,000 (for one or both)
Family: $3,000 (for one or all insureds)

Coinsurance Percentage Paya
(except as noted)

ble 80% after Deductible up to the Maximum
Out-of-Pocket Limit per Calendar Year,
100% thereafter

60% after Deductible up to the Maximum
Out-of-Pocket Limit per Calendar Year,
100% thereafter

Maximum Out-of-Pocket
(per Calendar Year)

Individual: $2,500
Employee + 1: $3,750 (for one or both)
Family: $5,000 (for one or all insureds)

Individual: $3,000
Employee + 1: $4,500 (for one or both)
Family: $6,000 (for one or all insureds)

Physician/Clinic Office Call

Covered Expenses subject to a $25
copayment* per visit, 100% thereafter, fon
office charges only. Related x-ray/lab charg
are subject to Deductible and reimbursed
coinsurance percentage.

Covered Expenses subject to Deductible g

jes )
i reimbursed at coinsurance percentage.

and

Wellness Benefit
(Preventive Care)

Covered Expenses subject to a $25
copayment* per visit, 100% thereafter, fon
office charges only. Related x-ray/lab charg
are subject to Deductible and reimbursed
coinsurance percentage.

Covered Expenses subject to Deductible g

jes = ;
o reimbursed at coinsurance percentage.

and

Well Child Care
(Up to age 18)

Covered Expenses subject to Deductible
100% thereafter.

Covered Expenses subject to Deductible g
reimbursed at coinsurance percentage.

and

Physician/Clinic Other Service
Including:

- Durable Medical Equip.

- Home Health Care

5
Covered Expenses subject to Deductible a
reimbursed at coinsurance percentage.

ndCovered Expenses subject to Deductible 4
reimbursed at coinsurance percentage.

and

Hospital Services
- Inpatient Charges
- Outpatient Charges

Covered Expenses subject to Deductible g
reimbursed at coinsurance percentage.

nadCovered Expenses subject to Deductible 3
reimbursed at coinsurance percentage.

Emergency Room Charges

Covered Expenses subject to Deductible @
coinsurance percentage.

nadCovered Expenses subject to Deductible
coinsurance percentage.

Prescription Drugs

MEDICATIONSREQUIRING A
DOCTOR PRESCRIPTION

Retail:
Drug): $10 generic, $25 formul

Drug): $20 generic, $50 formul

Patient pays the greater of 25% or copayment* as followsimax of $75 per

ary, or $50 brand name, up to a 30 day sup

Mail Order: Patient pays the greater of 25% or copayment* as followsimuan of $150 per

ary, or $100 brand name, for a 90-daysupp

Mental or Nervous Condition
and Substance Abuse

s Covered Expenses subject to Deductible a
reimbursed at coinsurance percentage.

ncCovered Expenses subject to Deductible
reimbursed at coinsurance percentage.

Accident Benefit

Covered Expenses are payable at 90% (r)
Deductible) up to a $500 Maximum per
Calendar Year.

OCovered Expenses subject to Deductible g
coinsurance.

*

Deductible, coinsurance and maximum out-of-pocket do not include anyroepts for physician/clinic office calls,

and

and

Y.

and

and

Emergency room charges, and prescription Drugs, any chargesrfares listed under the Limitations and Exclusions
section, or any charges that are over the Customary, Usual arahBglasamount on services received from non-Network

providers.
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Schedule of Benefits (continued)

SCHEDULE OF BENEFITS

OUTLINE OF MEDICAL COVERAGE

HIGH DEDUCTIBLE

Benefit

PPO Providers

Non-PPO Providers

Lifetime Maximum

$100,000

Covered Charges payable
100% per Calendar Year (befo
Deductible applies)

at Individual: First $500
re Employee + 1: First $750 (for one or both
Family: First $1,000 (for one or all insured

Individual: None
Employee + 1: None
Family: None

D

Deductible (per Calendar Year

Individual: Next $1,750
Employee + 1: Next $3,500 (for one or botf
Family: Next $4,500 (for one or all insured

)

Individual: $3,000 per Calendar Year
1) Employee + 1: $4,500 (for one or both)
5) Family: $6,000 (for one or all insureds)

Coinsurance Percentage Paya|
(except as noted)

ble 90% after Deductible up to the Maximum
Out-of-Pocket Limit per Calendar Year,
100% thereafter

60% after Deductible up to the Maximum
Out-of-Pocket Limit per Calendar Year,
100% thereafter

Maximum Out-of-Pocket
(per Calendar Year)

Individual: $4,000 per Calendar Year
Employee + 1: $6,000 (for one or both)
Family: $8,000 (for one or all insureds)

Individual: $5,000 per Calendar Year
Employee + 1: $8,500 (for one or both)
Family: $12,000 (for one or all insureds)

Physician/Clinic Office Call

Covered Expenses subject to Deductible @
reimbursed at coinsurance percentage.

ndCovered Expenses subject to Deductible &
reimbursed at coinsurance percentage.

Wellness Benefit
(Preventive Care)

Covered Expenses subject to Deductible @
reimbursed at coinsurance percentage.

ndCovered Expenses subject to Deductible &
reimbursed at coinsurance percentage.

Well Child Care
(Up to age 18)

Covered Expenses subject to Deductible @
reimbursed at coinsurance percentage.

ndCovered Expenses subject to Deductible 3
reimbursed at coinsurance percentage.

Physician/Clinic Other Service
Including:

- Durable Medical Equip.

- Home Health Care

Covered Expenses subject to Deductible &
reimbursed at coinsurance percentage.

ncCovered Expenses subject to Deductible
reimbursed at coinsurance percentage.

Hospital Services
- Inpatient Charges
- Qutpatient Charges

Covered Expenses subject to Deductible a
reimbursed at coinsurance percentage.

ndCovered Expenses subject to Deductible 4
reimbursed at coinsurance percentage.

Emergency Room Charges

Covered Expenses subject to Deductible a
reimbursed at coinsurance percentage.

ndCovered Expenses subject to Deductible 4
coinsurance percentage.

Prescription Drugs

MEDICATIONSREQUIRING A
DOCTOR PRESCRIPTION

Retail:
Drug): $15 generic, $30 formul

Drug): $30 generic, $60 formul

Patient pays the greater of 25% or copayment* as follows (maiof $100 per

ary, or $55 brand name, up to a 30-day sup

Mail Order: Patient pays the greater of 25% or copayment* as followsifmouan of $200 per|

ary, or $110 brand name for a 90-day suppl

Mental or Nervous Condition
and Substance Abuse

s Covered Expenses subject to Deductible a
reimbursed at coinsurance percentage.

ndCovered Expenses subject to Deductible &
reimbursed at coinsurance percentage.

Accident Benefit

Covered Expenses are payable at 90% (1
Deductible) up to a $500 Maximum per
Calendar Year.

Covered Expenses subject to Deductible &
coinsurance.

and

and

and

and

and

and

Ply.

A
and

and

* Deductible, coinsurance and maximum out-of-pocket do not inéogleopayments for prescription Drugs, any charges for
services listed under the Limitations and Exclusions sectioangrcharges that are over the Customary, Usual and
Reasonable amount on services received from non-Network providers.
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Schedule of Benefits (continued)

MEDICAL BENEFITS LOW DEDUCTIBLE ONLY
Lifetime Maximum $100,000 per Covered Person.
PPO PROVIDERS NON-PPO PROVIDERS
Deductible per Calendar Year:
Individual $500 $1,000
Employee + 1 * $1,000 $2,000
Family * $1,500 $3,000

* Individual Plan limits only apply to one person coverage. Undemapi@/ee + 1 or Family Plan, claims from all covered
family members accumulate toward the appropriate dededistéd above and one family member could be resperfsiblip
to the full deductible amount.

Coinsurance: 80% (You pay 20%) 60% (You pay 40%)
After You satisfy the deductible for the Calendar YearPta@ will then pay the applicable percentage of Covered
Expenses as shown above until the Out-of-Pocket Limit listed belmet, and 100% thereafter for the remainder of

the same Calendar Year, subject to Plan maximums.

Out-of-Pocket Limit:

Individual $2,500 $3,000
Employee + 1 * $3,750 $4,500
Family * $5,000 $6,000

* Individual Plan limits only apply to one person coverage. Undemapidyee + 1 or Family Plan, claims from all covered
family members accumulate toward the appropriate out-of-pdiocké listed above and one family member could be
responsible for up to the full out-of-pocket amount.

The out-of-pocket limits shown do not apply to expenses in connection wéttripteon Drugs, and the copayments paid will
not accrue toward satisfaction of these limits.

The out-of-pocket limit amounts represent the total dollaistpaYou and Your covered family members toward satigfact

of the Deductible and coinsurance provisions. When You reach tihgtienPlan will then pay 100% of Covered Expenses,
subject to Plan Maximums, for the remainder of the samen@aleYear. If You or Your covered Dependents use a
combination of PPO and Non-PPO Providers, the amount of Dbltuatid eligible coinsurance You have paid for PPO
Providers will also be credited to the out-of-pocket limitNan-PPO Providers, so that the combined out-of-pocket amounts
will not exceed the Non-PPO Provider out-of-pocket limit.

COVERED EXPENSES

The benefits under this Plan are intended to coveraide range of services. In the section, “Medical Gered Expenses,”
You will find important additional information on the ty pes of services covered under this Plan. Please also rdfethe
section, “Limitations and Exclusions” for information on expenses not covered. In addition, You may find the
“Definitions” section helpful in understanding the terms used in this Summary Plan Description. Please reméer that
payment for these services will only be available if thheare Covered Expenses that are medically Necessary aaue not
Experimental/Investigative.

Information in this section is intended to give You a conva@ent outline of the Plan provisions and is not all-iclusive.
Unless otherwise stated, all Covered Expenses are suljerthe Deductible and coinsurance shown in the Sctiele of
Benefits. Charges for services received from Non-PPO &riders are subject to Customary, Usual and Reasonable
guidelines.
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Schedule of Benefits (continued)
Qualified Practitioner’'s Benefits

PPO Providers
Office ViSitS......ccvvvvveveiiiiieiee e, $25 copaynmeat visit, then 100%, for the office visit charges only.
This $25 copayment is not applied towards the deductible, coinsurance
or out-of-pocket limits.

Other services when obtained or performed during a Qualified
Practitioner’s office visit are subject to the Deductible emidsurance
listed above and may include drugs, vials, injections, minor syrger
surgical supplies and x-ray and laboratory tests.

Inpatient/Outpatient Charges.......... Subject to Deductible and coinsurance.

Non-PPO Providers
Office ViSitS......ccevvvvvveiiiiieieeeeeieieieais Subject teddctible and coinsurance.

Inpatient/Outpatient Charges.......... Subject to Deductible and coinsurance.

Wellness Benefit (Age 18 and over)

PPO Providers.........cccceevveveesveees s ... $25 CcOpayment per visit, then 100%, for the offisié charges only.
This $25 copayment is not applied towards the deductible, coinsurance
or out-of-pocket limits.

Other services when obtained or performed in conjunction with the
office visit are subject to the Deductible and coinsurancellsb®ve

and include drugs, vials, injections, minor surgery, surgigaplies and
x-ray and laboratory tests.

Non-PPO Providers.............cccceeee e SUbject to Deductible and coinsurance.

Well Child Care Benefit ......cccccvveeeeeiiiiiiicccee, This benefit includes immunizations. Cageris limited to 5 visits
from birth to 12 months of age, 3 visits from ages 12 months to 24
months, and an annual visit from ages 24 months to 18 years.

PPO Providers..........ccoeeeiiiiiiiiiiee s e . SUDjECE tO the Deductible, then 100%. Other servihien obtained or
performed in conjunction with the office visit are subject he t
Deductible and coinsurance listed above and include drugs, vials,
injections, minor surgery, surgical supplies and x-ray and ladrgrat

tests.
Non-PPO Providers.............ccccceeee e SUbject to Deductible and coinsurance.
Prescription Drug Benefits
Retail Pharmacyup to 30 days) .............eeeeeee. You pay the great2b%i of drug cost or copayments as follows: $10

for generic Drugs, $25 for formulary Drugs or $50 for brand name
Drugs, up to a maximum responsibility of $75 per prescription.

Mail Order(90 days).....ccceevveeeerreveeeiniiiiinaeennn You fiee greater of 25% of drug cost or copayments as follows: $20

for generic Drugs, $50 for formulary Drugs or $100 for brand name
Drugs. Maximum responsibility is $150 per a prescription
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Schedule of Benefits (continued)

MEDICAL BENEFITS HIGH DEDUCTIBLE
Lifetime Maximum $100,000 per Covered Person.
PPO PROVIDERS NON-PPO PROVIDERS

Covered Charges payable at 100% (before Deductible applies):

Individual First $500 None

Employee + 1 * First $750 None

Family * First $1,000 None
Deductible per Calendar Year:

Individual Next $1,750 $3,000

Employee + 1 * Next $3,500 $4,500

Family * Next $4,500 (Aggregated) $6,000 (Aggregated)

* Individual Plan limits only apply to one person coverage. Undemapld@yee + 1 or Family Plan, claims from all covered
family members accumulate toward the appropriate dededistéd above and one family member could be resperfsiblip
to the full deductible amount.

Coinsurance: 90% (You pay 10%) 60% (You pay 40%)
After You satisfy the deductible for the Calendar YearPta® will then pay the applicable percentage of Covered
Expenses as shown above until the Out-of-Pocket Limit listed belot, and 100% thereafter for the remainder of

the same Calendar Year, subject to Plan maximums.

Out-of-Pocket Limit:

Individual $4,000 $ 5,000
Employee + 1 $6,000 $ 8,500
Family $8,000 $12,000

* Individual Plan limits only apply to one person coverage. Undemapl@ee + 1 or Family Plan, claims from all covered
family members accumulate toward the appropriate out-dfgid@mit listed above and one family member could be
responsible for up to the full out-of-pocket amount.

The out-of-pocket limits shown do not apply to expenses in connectiopneghbription Drugs, and copayments paid will not
accrue toward satisfaction of these limits.

The out-of-pocket limit amounts represent the total dollacsipaYou and Your covered family members toward satisfact

of the Deductible and coinsurance provisions. When You reach tiettienPlan will then pay 100% of Covered Expenses,
subject to Plan Maximums, for the remainder of the samen@aleYear. If You or Your covered Dependents use a
combination of PPO and Non-PPO Providers, the amount of Dbiuatid eligible coinsurance You have paid for PPO
Providers will also be credited to the out-of-pocket limitNion-PPO Providers, so that the combined out-of-pocket amounts
will not exceed the Non-PPO Provider out-of-pocket limit.

COVERED EXPENSES

The benefits under this Plan are intended to coveraide range of services. In the section, “Medical Gered Expenses,”
You will find important additional information on the ty pes of services covered under this Plan. Please also rdfethe
section, “Limitations and Exclusions” for information on expenses not covered. In addition, You may find the
“Definitions” section helpful in understanding the terms used in this Summary Plan Description. Please remmber that
payment for these services will only be available if theare Covered Expenses that are medically Necessary aaue not
Experimental/Investigative.

Information in this section is intended to give You a conwgent outline of the Plan provisions and is not all-iclusive.
Unless otherwise stated, all Covered Expenses are sultjgcthe Deductible and coinsurance shown in the Schek of
Benefits. Charges for services received from Non-PPO &viders are subject to Customary, Usual and Reasonable
guidelines.
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Schedule of Benefits (continued)

Qualified Practitioner's Benefits ..............ovcumernene Subject to applicable Deductible and coinsurance.
Wellness Benefit (Age 18 and over)..................... Subiject to applicable Deductible and coinsurance.
Well Child Care Benefit.........cooovvvviiiiiiiecnn, Subject to applicable Deductible and coargce. This benefit includes

immunizations. Coverage is limited to 5 visits from bidfi2 months
of age, 3 visits from ages 12 months to 24 months, and an annual visi
from ages 24 months to 18 years.

Prescription Drug Benefits

Retail Pharmacyup to 30 days) .............eeeeeee. You pay the greateb#f @f drug cost or copayments as follows: $15
for generic Drugs, $30 for formulary Drugs or $55 for brand name
Drugs, up to a maximum responsibility of $100 per prescription.

Mail Order.......uuuveiieeeieiieeiieeeeee e You pay the greater of 25% of drug cost or copaymentsaw$ol$30

for generic Drugs, $60 for formulary Drugs or $110 for brand name
Drugs. Maximum of $200 per prescription

1-7



Schedule of Benefits (continued)
COVERED EXPENSES BOTH LOW DEDUCTIBLE AND HIGH DEDUCT IBLE

The benefits under this Plan are intended to coveraide range of services. In the section, “Medical Gered Expenses,”
You will find important additional information on the ty pes of services covered under this Plan. Please also rdfethe
section, “Limitations and Exclusions” for information on expenses not covered. In addition, You may find the
“Definitions” section helpful in understanding the terms used in this Summary Plan Description. Please rember that
payment for these services will only be available if theare Covered Expenses that are medically Necessary aaue not
Experimental/Investigative.

Information in this section is intended to give You a conwgent outline of the Plan provisions and is not all-iclusive.
Unless otherwise stated, all Covered Expenses are sultjgcthe Deductible and coinsurance shown in the Schek of
Benefits. Charges for services received from Non-PPO &riders are subject to Customary, Usual and Reasonable
guidelines.

Hospital BENEefitS ......ccovviiiiiiiiiii e Semi-private room and board, intensase or coronary care and
miscellaneous charges.

Assisting the Primary Surgeon ............ccccceeeeeennee. 25% of the allowable fee for primary surgeon.

Pre-admission TeStiNg ........occcvvvevieiiiicemm e Payable at 100% when in lieu of testimgdmission.
Outpatient Hospital Benefits ...........cccccvviiieeececnnnns Subject to applicable Deductible and coinsurance.
Emergency Room Medical Care...........................Subject to applicable Deductible and coinsurance.

Ambulatory Surgical Center/

Free Standing Surgical Facility .................cc......... Subject to applicable Deductible and coinsurance.

X-ray and Laboratory TestS.........ccvvveveeiimmeeeeaennn. Subject to applicable Deductible and coinsurance.

Ambulance Service Benefit..........ccccoouiiiiimmmmmenen. Subject to applicable Deductible and coinsurance.

Pregnancy Benefit .........ccccooiiiiiiiiiceeeeeeeee Subject to applicable Deductible andstgiance.

Newborn BenefitS........ccccuviiiiiiiiiiiiiiiiieeeeeiieeeeeee Subject to applicable Deductible andsigiance. Refer to “Section 3 —
Eligibility” of this SPD for important information on Dependent
Coverage.

Birthing Center Benefit ........ccccoovveeiiiisieemee e Subject to applicable Deductible and coimsara

Skilled Nursing Home Benefit .........ccccoovivviaaccne Subject to applicable Deductible and coinsuranagfts a Maximum

of 30 days per occurrence.

Home Health Care Benefit .........cccccooiiiiimomnis Subject to applicable Deductible and coinsuranite benefits are
available for up to 40 visits per Calendar Year when visisralieu of
a covered Confinement in a Skilled Nursing Home or Hospital.

Hospice Care Benefit..........ccceeeeiiiieiiis e Subject to applicable Deductible and coarxe, with benefits are
available when Hospice Care is in lieu of a covered Confinement
Hospital or Skilled Nursing Home, up to a Maximum Lifetitrenefit of

$10,000.
Mental or Nervous Conditions, Substance
Abuse Benefit
Inpatient Charges ............eeeeeevieiiiiieeeinnnns Subject to applicable Deductible and coinsurance.
Transitional Charges .......cccccccoeeiiiiiiiiiiceeeee Subject to applicable Deductible and coinsurance.
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Schedule of Benefits (continued)

Outpatient Charges..........cccvveiveeeeeeiiieneenn. Subject to applicable Deductible and coinsurance.

Accident Benefit

PPO Providers............cccceeeevvvvnrvrvs o . P@IA @t 90% (no Deductible), up to a $500 litepexf Calendar Year
Maximum.
Non-PPO Providers............cccccceeee v SUbject to Deductible and coinsurance.

Chiropractic Care Benefit.........cccccceeviiiiieeeeennninnn Subject to applicable Deductible and coinsetanxrto a Maximum of
25 visits per Calendar Year. Not available for routine or maintmna
care.

Other Covered EXPENSES ........ccoovvvvvevvvvvvvnnnceinenn. Subject to applicable Deductible and coinsurance.

For information on other types of services and supplies, pase see the Medical Covered Expense section and the
Exclusions and Limitations section.
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HOW TO FILE A MEDICAL CLAIM
You will receive a Plan identification (ID) card showing Youm® Your group number and Your effective date of coverage.

Show Your ID card to the Hospital, clinic or Qualified Prihatier’s office at the time medical services are reedeClaims
should be directed to the address shown on Your ID card by or You omp¥auder. CBA does not require special claim
forms. In the event that the service provider does not filelth®, You may submit the claim directly to CBA at thelaabs
shown below. Claims filed with CBA must be in writing and delageby mail (postage prepaid), by fax or by e-mail.

Claims should be submitted to CBA at the address indicated loe to the address listed on the Covered Person’s ID €ard, i
different, in order for the claim to be deemed submitted.

Attention: Claim Department Phone: 608-784-2442 or 800-944-2188
Custom Benefit Administrators Fax: 608-785-0063
P.O. Box 1385 E-mail: info@custombenefit.net

La Crosse, WI 54602-1385

Claims submissions must be in a format acceptable to CBA ampliemt with any applicable legal requirements. Claims tha
are not submitted in accordance with the requirements of apleli€aderal law respecting privacy of protected health
information and/or electronic claims standards will not bepiad by the Plan.

Post-Service Claims must be complete. They must contarmaimum:

The date of service;

The name, address, telephone number and tax identification nunthergrbvider of the services or supplies;
The place where the services were rendered;

The diagnosis and procedure codes;

The amount of charges, which reflect any applicable PPCcregri

The name of the Plan;

The name of the Covered Employee; and

The name of the patient.

ONoO~LONE

Presentation of a prescription to a pharmacy does not constititem. If a Covered Person pays the cost of a covered
prescription Drug, however, a claim may be submitted to CB&ft purchase. A call from a provider who wants to know if
an individual is covered under the Plan or if a certain procedwavered by the Plan, prior to providing treatment, is not a
“claim,” since an actual claim for benefits is not being fiketh the Plan. These are simply requests for informatioth aay
response is not a guarantee of benefits. Payment of bensfitgést to all Plan provisions, limitations and exclusions.eOnc
treatment is rendered, a claim must be filed with the (Naich will be a “Post-service Claim”). At that timedatermination

will be made as to what benefits are payable, if any, under dime PI

Each Covered Person claiming benefits under the Plan wékpansible for supplying, at such times and in suaimer as the

Plan Administrator in its sole discretion may require, temitproof that the expenses were Incurred or théethefit is covered
under the Plan. If the Plan Administrator in its sole @$on determines that the Covered Person has not Incurred a Covered
Expense or coverage is not available under the Plan, or ifaber€l Person fails to furnish such proof as is requested, no
benefits shall be payable under the Plan.

PAYMENT OF CLAIMS

All claims and questions regarding health claims should betdd¢o CBA. The Plan Administrator shall be ultimatzhyl
finally responsible for adjudicating such claims and for providingad fair review of the decision on such claims in
accordance with the provisions of the Plan and with ERISA. Benefder the Plan will be paid only if the Plan Administrat
decides in its discretion that the Covered Person is entittedite The responsibility to process claims in accordaitheive
Plan Document may be delegated to CBA; provided, howeveICBWtis not a fiduciary of the Plan and does not have the
authority to make decisions involving the use of discretion.
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How to File a Medical Claim (continued)
ASSIGNMENTS

The Plan will make direct payment to the provider ofiserwnless the claim has already been paid, inlndase payment will
be made to the covered Employee or such other person determitireiRian Administrator to be the appropriate recipient.
Such claim must contain adequate documentation of the prior pgyanenthe payment will discharge the Plan from any
further liability with respect to the claim.

Benefits for medical expenses covered under this Plan magibaeed by a Covered Person to the provider; however, if those
benefits are paid directly to the Employee, the Plan shaébmed to have fulfilled its obligations with retpte such benefits.

The Plan will not be responsible for determining whether any assignment is valid. Payment of benefits which have been

assigned will be made directly to the assignee unless amnwrd@tgiest not to honor the assignment, signed by the covered
Employee and the assignee, has been received before the pass isf dubmitted.

CLAIM FILING LIMIT

You must provide the plan with written proof of Your claim. Rralmould be provided within 90 days after the claim was
Incurred. Your claim will not be denied if it was not reasopgloissible to give such proof within 90 days, however, except in
the case of legal incapacity, written notice must be giventaotlaan 12 months after the date the claim was Incurred.

If the Plan is terminated, written proof of loss for anyrakincurred prior to the termination must be filed with thenP
Administrator within 90 days of the termination. Any claim ireed by the Plan Administrator more than 90 days after this
Plan is terminated will not be a Covered Expense.

PRESCRIPTION DRUG CHARGES

Retail Pharmacy

Present the RESTAT drug card and the prescription to a patitigjgsharmacy. Then sign the pharmacist’s voucher and pay
the pharmacist the copayment for each prescription Youveees shown on the Schedule of Benefits. The balance of the
transaction will be handled by Your pharmacy.

If You are without Your RESTAT drug card or are at a non-pggting pharmacy, You must pay for the prescription and
submit a claim for reimbursement to:

RESTAT

Patient Reimbursement
P.O. Box 758

West Bend, WI 53095-0758

Claim forms are available from CBA or from RESTATorFmore information regarding Your benefits or to check for a
participating pharmacy, please contact RESTAT at 1-800-248-1062.

Mail Order

The mail service program provides participants with an easg@ndenient way to obtain Your maintenance medicine. An
order form, which explains the mail service program is gretgil, is available. Please contact Your Human Resource
Department or RESTAT at the number on the order form if You hayejuestions regarding this program.

For more information on RESTAT see their website: wwwatesm
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MEDICAL BENEFITS
DEDUCTIBLE AND COINSURANCE INFORMATION

Covered Expenses are payable, after satisfaction of the [ideuat the coinsurance percentages, up to the Maribrenefits,
shown on the Schedule of Benefits and contained in the “Medical €btipenses” section.

Individual Deductible

This is the amount of Covered Expense You must pay before the Rlagimburse Covered Expenses in excess of the
Deductible amount. The Deductibles apply to each Covered PeastnCalendar Year. The amount of each Deductible is
shown on the Schedule of Benefits.

Employee + 1 Deductible

This is the total amount of Deductible expense You must paydarsélf and one (1) covered Dependent during a Calendar
Year. There is a separate maximum for PPO Provider Dbtuekxpenses and Non-PPO Provider Deductible expenses;
however, the total You pay for both PPO Provider Deductibles and NOnHP&vider Deductibles will not exceed the
maximum for Non-PPO Provider Deductible expense. The maxiramityfDeductible amounts are shown in the Schedule of
Benefits. Once You have paid the applicable maximum family Dixdieicho further Deductibles will be applied during that
Calendar Year.

Family Deductible

This is the total amount of Deductible expense You must paydarself and all of Your covered Dependents during a
Calendar Year. There is a separate maximum for PPOderobieductible expenses and Non-PPO Provider Deductible
expenses; however, the total You pay for both PPO Provider Dieléisctind Non-PPO Provider Deductibles will not exceed
the maximum for Non-PPO Provider Deductible expense. The raxiiamily Deductible amounts are shown in the Schedule
of Benefits. Once You have paid the applicable maximum ydbatiuctible, no further Deductibles will be appléding that
Calendar Year.

Coinsurance

Covered Expenses in excess of any required Deductibles will be rsidbat the coinsurance percentages shown in the
Schedule of Benefits. There is a coinsurance percentageilti applied to PPO Provider Covered Expenses, and easepa
coinsurance percentage that will be applied to Non-PPO ProvidereZiokgpenses.

Out-of-Pocket Limit

Except as noted below, when the combined Covered Expenses Yowamfmt pourself and all of Your covered Dependents
to satisfy the Plan’s Deductible and coinsurance provisions equalsithet shown in the Schedule of Benefits, the Plan will
reimburse additional Covered Expenses Incurred during thenmderaif the Calendar Year at 100%. There is an individual
out-of-pocket limit and a family maximum out-of-pocket limit thaplies to Covered Expenses for PPO Providers, and limits
for Non-PPO Providers. The out-of-pocket limits are shown in thedide of Benefits.

The following charges will not contribute toward satisfactiothefindividual or family out-of-pocket limits: The copayment
applicable to office calls, Emergency room charges or ppiger Drugs; charges for services listed under the Limitathoils
Exclusions section; charges that are over the Customary, arslileasonable amount for services received at non-Network
providers; or the penalty for failure to comply with the Utiliaa Review Plan.

LIFETIME BENEFIT MAXIMUM

The Maximum Lifetime payment of Covered Expenses under thigétl@ach Covered Person shall not exceed the Lifetime
Benefit Maximum specified on the Schedule of Benefitse Lifetime Benefit Maximum includes payments urtierand any
other group health plan sponsored by the Employer singeridaer 1, 2006 and applies to all Covered Expensegdutioy the
Covered Person under this or any other Employer plan whether or reistlagy interruption of coverage under this Plan or
any other Plan.

Any sub-limits included for certain types of services in the 8glecof Benefits are to be included in the Lifetime Benefit
Maximum.

1-12



How to File a Medical Claim (continued)
SUPPLEMENTAL CATASTROPHIC ACCIDENT AND EMERGENCY BE NEFIT

Up to $25,000 of Covered Expenses in excess of the Lifetime Ba&fefimum are eligible for payment pursuant to the
following supplemental catastrophic accident and emergency benefit

Payment is limited to Covered Expenses that:

1. would have been paid under the Plan but for the Lifetime BenefitriMan, and

2. were caused by an unanticipated catastrophic accideneogenty that prevented the Covered Person from compteting
cause a third party to complete an application for other healttrage (including without limitation coverage under: a

private health insurance policy; a group, association, governmentaligious health plan; or the Wisconsin Health

Insurance Risk Sharing Plan) before such Covered Person incunre@&@spenses in excess of the Lifetime Benefit
Maximum.

Payment is further limited to Covered Expenses in excess offttarie Benefit Maximum incurred before the earlier of:
1. the date an application for such other health coverage is caa gty ou or on Your behalf, and

2. the date You, Your spouse (if any) or, if You are a covered Depgndeur parent or guardian could have through the
exercise of reasonable diligence

a. recognized You would incur Covered Expenses in excess of the laf&@mefit Maximum, and

b. completed and application for other health coverage or requasthdapplication to be completed by a third party,
whether or not such application results in other health coverage.
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UTILIZATION REVIEW PLAN

Throughout this booklet the term "SHPS" will be referencedP$l4 a Utilization Management, Cost Containment Program
administered by HealthEOS and staffed by licensed professiorsdswho have years of experience in health care. They
understand the importance of minimizing the intrusion into the Quhii@actitioner/patient relationship and rely on their
ability to promote health care alternatives that are acdeptaleveryone: patients, Qualified Practitioners and Empdoye
SHPS was formerly known as AHC or Associates for Healthcare

HOW THE PROGRAM WORKS

When Your Qualified Practitioner recommends an inpatient Canimé for a Covered Person, SHPS must be called (toll-free
1-877-298-5659) at least 72 hours prior to the admission.

When You or Your Qualified Practitioner call SHPS for Pdeagssion Certification, You will be asked for the following
information:

Group name and number

Name of Employee

Employee’s Social Security Number
Name of patient

Patient’s birthday

Patient’s address

Admitting Hospital

Phone number of admitting Hospital
. Qualified Practitioner’s name and phone number
10. Reason for admission

11. Admission date

CoNoOA~ONE

IMPORTANT: PRE-ADMISSION CERTIFICATION DOES NOT VER IFY OR GUARANTEE COVERAGE.
BENEFITS ARE SUBJECT TO ALL PLAN PROVISIONS, LIMITAT IONS AND
EXCLUSIONS.

PRE-ADMISSION REQUIREMENTS

“Pre-admission Certification” means approval by SHP®efMedical Necessity for a proposed Confinement in a Qualified
Treatment Facility, and the appropriate length of stay.

You or Your Qualified Practitioner must contact SHPS at [Easurs before admission in order to avoid incurring a penalty
to benefits otherwise payable under the Plan (see “Pre-admigsitific@tion Penalty” in this sectionppecial rules apply to
Emergency admissions, explained further in this sectionYour Qualified Practitioner, the Qualified Treatment Facibir

any other person who can provide the necessary information may maketchotvever You are responsible for making sure
that SHPS has been contacted. Upon notification, SHPS wihaowbur Qualified Practitioner for all pertinent details
concerning the admission. This is only the first step in thédication procedure. In order to certify Your admissiSHPS

will:

1. Review Your Qualified Practitioner’s treatment plan;
2. Advise You and Your Qualified Practitioner if the proposed Confawris certified as Medically Necessary; and
3. Advise You and Your Qualified Practitioner for how many days the i@emfent is certified.

This Pre-admission Certification is valid for 30 days (excludirggypancies) from the scheduled date of admission. If the
patient does not enter the Qualified Treatment Facilitgiwi80 days or enters for a different reason, another requdtgfor
admission Certification must be made.

Emergency Admissions

Do not delay seeking medical care for any Covered Person who heaserious condition that may jeopardize his life
or health because of the requirements of this program. & may contact SHPS after admission as described below
and You will not incur a penalty.
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Utilization Review Plan (continued)

If You or a covered Dependent must be admitted on an emerbasisy follow the physician’s instructions carefully and
contact SHPS by telephone within 48 hours or the first businesstdayhaf admission date.

The Plan does not requiv®u or a covered Dependent to obtain approval of a medical seridcéoyetting treatment for an
urgent care or Emergency situation, so there are no “Pre-aséjvient Care Claims” under the Plan. In an urgent care or
emergency situation, You or a covered Dependent simply followItrés procedures after receipt of treatment, andHée t
claim as a Post-service Claim.

“Emergency”, for purposes of this program, means a situation wkesssarireatment is required as the result of a sudden
and severe medical event or acute condition. An Emergency isgod®ning, shock, and hemorrhage. An Emergency may
or may not be life threatening. The Plan Administrator maisidiscretion, request satisfactory proof that an Emergency o
acute condition did exist.

Weekend Admissions
Weekend Qualified Treatment Facility admissions (Fridayyr8ay, or Sunday) will not be certified as Medically Necessary
unless You are admitted on an Emergency basis, or treatmengensisrperformed on the day You are admitted.

Extension of a Certified Admission

Your attending Qualified Practitioner may, at any timgiate by telephone a request for re-evaluatieextension from SHPS.
Following a review, Your attending Qualified Practitioner na&sright to appeal any decision. It is importanetoember that,
at no time, will the decision-making authority for treatrsmntaken out of Your Qualified Practitioner’s hands. SiH30t,
under any circumstances, interfere with the Qualified Piagit-patient relationship or the course of treatment.

IF AN EXTENSION IS NOT CERTIFIED, BENEFITS OTHERWESPAYABLE FOR THE EXTENSION PERIOD WILL
BE TREATED AS DESCRIBED UNDER “PRE-ADMISSION CERTIIFATION PENALTY™.

Maternity Admissions
SHPS encourages two calls for Maternity Pre-Certificat®HPS should be called during Your first trimester and provided
with the estimated date of delivery. A second call is encouraggctual delivery.

Group health plans and health insurance issuers generally magd@tFederal law, restrict benefits for any hosfstagth of

stay in connection with childbirth for the mother or newborn ahildss than 48 hours following a vaginal deliveryees than

96 hours following a cesarean section. However, Federadaearally does not prohibit the mother’s or newborn’s attending
provider, after consulting with the mother, from dischargingntle¢her or her newborn earlier than 48 hours (or 96 hours as
applicable). In any case, plans and issuers may not, uraEnalFaw, require that a provider obtain authorizatiomfthe plan

or the issuer for prescribing a length of stay not in excess of 48 fmu®6 hours).

If Your maternity stay admission exceeds the peritaded above, SHPS must be contacted within 24 hoting oext business
day, whichever is sooner, or benefits otherwise payable will becuty the penalty described under “Pre-Admission
Certification Penalty”.

PRE-ADMISSION CERTIFICATION PENALTY
If You fail to notify Your pre-certification company of a Cargment within the time limits specified, the benefits othse

payable under this Plan will be reduced2®?6 up to a Maximum of $1,000 This penalty will be applied to Covered
Expenses before application of any Deductibles and coinsurance,landtwontribute to out-of-pocket limits.

CASE MANAGEMENT

If You or Your covered Dependent becomes seriously or chronicladly lihjured, this Plan provides for case management
services to help You use Your benefits under the Plan in theaffiestive manner. This is accomplished by working with You
and Your Qualified Practitioner in planning and implementing thegdre alternatives to meet Your needs. The case
management staff will try to conserve Your benefit dollars biing sure that Your case is handled as efficiently as possible.

Case management services are provided by SHPS. Theaaagement staff at SHPS consists of licensed, giofes nurses
who have many years of experience in health care. They undefganmgpbrtance of minimizing intrusion into the Qualified
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Utilization Review Plan (continued)

Practitioner-patient relationship. The case managementaiiaf on its ability to promote health care alternativesdteat
acceptable to everyone: patients, Qualified Practitioners amddministrators.

By promoting health care alternatives that are accepitahleu, Your Qualified Practitioner and Your Plan Aidistrator, case
management helps to control health care costs and helps You usieeviefits more efficiently.
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MEDICAL COVERED EXPENSES
Please remember that, although a Qualified Practitionempmesgribe, recommend or approve certain treatment, esreic
supplies, a Qualified Practitioner's recommendation does nesgarily mean that such treatment, services or supplisfysati
the Plan’s criteria for coverage or make the expense a Covepetiée under the Plan.

HOSPITAL BENEFITS

Covered Expenses will be reimbursed, subject to the Deduatitleoinsurance as shown in the Schedule of Benefits, for the
following services by a Qualified Treatment Facility or Hodpita

Room and Board

Average daily semi-private, ward, intensive care, isolatiomanary care room charges and general nursing serviceslffor eac
day of Confinement. Benefits for a private or single-bed ramntimited to the charge for a semi-private room in thepktals
where You are confined. If the Hospital in which You are confinedohiaate rooms only, the private room rate will be
covered.

Hospital Miscellaneous Charges

Charges made by the Hospital on its own behalf for services andesufophished for Your treatment during Confinement,
including the following charges made by a Qualified Practitiombether billed directly or separately by the Hospital:

1. Professional services of a radiologist or pathologist for didgrnosay and laboratory tests;

2. Professional services of an anesthesiologist.

PRE-ADMISSION TESTING

Covered Expenses will be reimbursed as shown in the Schedule dt8fmdre-admission testing. Benefits are payable at
100% when pre-admission testing is performed in a Qualifiediffwaer’s office or the outpatient department of a Hospital,
within seven days of a covered inpatient Confinement and acceptieel inpatient facility in lieu of like tests performed after
Your admission.

QUALIFIED PRACTITIONER BENEFITS

Covered Expenses will be reimbursed as shown in the Schedule dit8émethe following services by a Qualified
Practitioner:

1. Home and office calls;

2. Administration of anesthesia:

3. A surgical procedure, including post-operative care;

4. Multiple or bilateral surgical procedures including post-operatire.c
If multiple surgical procedures are performed at one operassa, the amount eligible as a Covered Expense will be
limited to the Customary, Usual and Reasonable fee for thprisurgical procedure, 50% of the Customary, Usual and
Reasonable fee for the secondary procedure and 25% of thar@mg, Usual and Reasonable fee for the third and
subsequent procedures.

5. Second surgical opinions.

No benefits are payable for incidental procedures, such asiderital appendectomy.

ORAL SURGERY

Covered Expenses will be reimbursed, subject to the Deduatibleoinsurance as shown in the Schedule of Benefits, for the
following services by a Qualified Practitioner for oral surgery:
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Medical Covered Expenses (continued)

1. Surgical removal of unerupted, impacted teeth;

2. Excision of tumors and cysts of the jaw, cheeks, lips, tongoéand floor of the mouth, when such conditions require
pathological examination;

3. Repair of or initial replacement of natural teeth damageallrgury. Services must be received within 24 months of the
Injury. Damage resulting from biting or chewing will not be ¢desed an Injury; and

4. X-rays and anesthesia in connection with the covered procedure.
WELLNESS BENEFIT

Covered Expenses will be reimbursed as shown in the Scheduleadit8éor the following services for Covered Persayesia
18 and over.

Check ups or routine examinations include the office visit and relatades for:

1. Routine x-ray and laboratory tests, including routine mammograms arehpears for any covered female person;

2. Screening colonoscopies; and

3. Routine immunizations.

See the section, “Other Covered Expenses” for additional coveyageammograms and pap smears. You must not be
confined in a Hospital or Qualified Treatment Facility and suchresggemust not be for the diagnosis or treatment of éispec
Injury or Sickness.

No benefits are payable under this provision for:

1. Medical examinations for Injury or Sickness;

2. Medical examinations caused by or related to a pregnancy;

3. Third party requested physicals (unless substituted for routine physical

4. Hearing tests; or

5. Any dental examinations.

WELL CHILD CARE BENEFIT

Covered Expenses will be reimbursed, as shown in the Sche@daefits, for the following services for Covered Degents
under age 18:

Check ups or routine examinations include the office visit and relasedes for:
1. Routine x-ray and laboratory tests;

2. Routine immunizations; and

3. Routine vision exams and hearing tests (to age 1 year).

Benefits under this provision are limited to 5 visits fronttbio age 12 months, 3 visits from ages 12 months to 24 maniths,
one visit per year for ages 24 months to 18 years.
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Medical Covered Expenses (continued)

The Child must not be confined in a Hospital or Qualified Treatacitity and such expenses must not be for the diagoiosis
treatment of a specific Injury or Sickness.

No benefits are payable for:

1. Medical examinations for Injury or Sickness; or
2. Any dental examinations.

PRESCRIPTION DRUG BENEFIT

You will receive a RESTAT prescription drug card. It will shéaur name, ID number and group number. Eligibility is on-
line.

Charges for drugs and medicines required by law to be obtairibd amitten prescription of a Qualified Practitioner entist
are payable as shown on the Schedule of Benefits. Investigatienaldrugs which have reached a Phase 3 clinical
investigation for the treatment of HIV infection are included in tenefit.

Birth control biologicals, implants and devices are not a Covexpednse. Over-the-counter medicines, drugs, supplies and
vitamins (with the exception of pre-natal vitamins) are not a @avExpense.

OUTPATIENT HOSPITAL BENEFIT

Covered Expenses will be reimbursed, subject to the Deduatibleoinsurance as shown in the Schedule of Benefits, for the
following outpatient services by a Qualified Treatment Fgcilit

1. Hospital miscellaneous charges for services and supplies ofpitéddg@sovided on an outpatient basis.

2. Regularly scheduled treatments, such as physical therapy, kidhesjsliehemotherapy, inhalation therapy and radiation
therapy, when ordered by Your attending Qualified Practitioneremtkered on an outpatient basis.

EMERGENCY ROOM MEDICAL CARE

Covered Expenses will be reimbursed, as shown in the BlehadBenefits, for the following services by a QuatifTreatment
Facility emergency room:

1. Emergency Accident treatment provided within 48 hours of the Accident;

2. A surgical procedure; or

3. Treatment of a Sickness which is a medical Emergency.

AMBULATORY SURGICAL CENTER

Covered Expenses will be reimbursed, subject to the Deductibleansurance as shown in the Schedule of Benefits, for
charges made by an Ambulatory Surgical Center, on its own beha#ferficdces and supplies in connection with covered
surgical procedures.

X-RAY AND LABORATORY TESTS

Covered Expenses will be reimbursed, subject to the Deductilea@nsurance as shown in the Schedule of Benefits, for

diagnostic x-ray and laboratory tests when performed by a Qudfifaditioner and not covered under the Hospital benefits
provision of this Plan. These Covered Expenses do not include geatal, unless related to a covered Injury.
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Medical Covered Expenses (continued)
AMBULANCE SERVICE BENEFIT

Covered Expenses will be reimbursed, subject to the Deduatithieognsurance as shown in the Schedule of Bengflitecal
professional ground ambulance service. If Your Injury or Sickreggsnes special treatment not available in a local Hospital,
appropriate transportation to the nearest Hospital equipped to prbeideetessary treatment is covered. (Only charges
incurred for the first trip to and from a Hospital will belirded.)

PREGNANCY BENEFIT

Covered Expenses will be reimbursed, subject to the Deductilea@nsurance as shown in the Schedule of Benefits, for
services by Qualified Treatment Facilities and QualiReactitioners on behalf of any female Covered#teon the same basis

as a Sickness. Complications of Pregnancy for any fenmaler€d Person are payable as any other covered Sickness at the
point the complication sets in.

Group health plans and health insurance issuers generally magdtfFederal law, restrict benefits for any hosfetajth of

stay in connection with childbirth for the mother or newborn childss than 48 hours following a vaginal deliveryees than

96 hours following a cesarean section. However, Federagdaerally does not prohibit the mother’s or newborn’s attending
provider, after consulting with the mother, from dischargingnilo¢gher or her newborn earlier than 48 hours (or 96 hours as
applicable). In any case, plans and issuers may not, urdtEaFkaw, require that a provider obtain authorizatiomfthe plan

or the issuer for prescribing a length of stay not in excess of 48 fmwd6 hours).

NEWBORN BENEFITS

Note: The benefits described in this section are availablafordy apply for coverage for Your newborn Dependent within
30 days of the birth. If You have other eligible Dependents arithdé®ependent coverage when You originally enrolled in
the Plan, such Dependents may be added as provided under “Special ErttolRefer to the “Eligibility” section of this
booklet for more information.

Well-Newborn

Covered Expenses will be reimbursed, subject to the Deductibleansurance as shown in the Schedule of Benefits, for
Hospital charges for nursery room and board, Hospital miscellaneharges, the Qualified Practitioner’'s charges for
circumcision of a male newborn Child, and the Qualified fRiaiger’s charges for routine examination of the newborn Child
before release from the Hospital.

Sick-Newborn

Covered Expenses will be reimbursed, subject to the Deductibleansurance as shown in the Schedule of Benefits, for
expenses Incurred for necessary care and treatment of InjuckneSs. Covered Expenses do not include Expense incurred
for plastic or Cosmetic Surgery, except surgery for:

1. Reconstruction due to Injury, infection or other disease of the invpledor

2. Congenital disease or anomaly which resulted in a functionaltdefec

BIRTHING CENTER BENEFIT

Covered Expenses will be reimbursed, subject to the Deductibleansurance as shown in the Schedule of Benefits, for
services and supplies provided for prenatal care, delivery afrehibnd immediate post-partum care.

SKILLED NURSING HOME BENEFIT

Covered Expenses will be reimbursed, subject to the Deduatitleoinsurance as shown in the Schedule of Benefits, for the
following services by a Skilled Nursing Home which:

1. Begins within 14 days after discharge from a Hospital Confineorearior Skilled Nursing Home Confinement of atdea
three consecutive days;

2. Is necessary for care or treatment of the same Injury &n&is which caused the prior Confinement; and
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Medical Covered Expenses (continued)

3. Occurs while You or Your covered Dependent are under the rezaraof the Qualified Practitioner who certified the
required Skilled Nursing Home Confinement.

Covered Expenses will include semi-private daily room and boartlyding general nursing services and necessary

miscellaneous services and supplies. Benefits for a povategle-bed room are limited to the charge for a sematgroom

in the facility where You are confined.

HOME HEALTH CARE BENEFIT

Covered Expenses will be reimbursed, subject to the Deductibleansurance as shown in the Schedule of Benefits, for
Home Health Care, as described below:

The Maximum weekly benefit for such coverage will not exceed tistothary, Usual and Reasonable fee for weekly care in a
Skilled Nursing Home facility.

Each visit by a person providing services under a home headtiplear, or evaluating the need for, or developing a plan of
home health care will be considered as one home health ciare vis

Up to four consecutive hours of home health aide service in a 24a00d is considered one home health care visit. A home
health aide visit of four hours or more is considered one wvis@very four hours or part thereof. Benefits are limitedQ
visits per Calendar Year.

Home Health Care will not be reimbursed unless the Qualfractitioner certifies that:

1. Hospitalization or Confinement in a Skilled Nursing Home would beired if home care was not provided,;

2. Necessary care and treatment are not available from memb¥pur immediate family or other persons residing with
You, without causing undue hardship;

Immediate family, for purposes of this section, meéms spouse, children, parents, grandparents, brothdisisters and
their spouses.

3. The home health care services will be provided or coordinatedthyealicensed or Medicare-certified Home Health Care
Agency or certified rehabilitation agency.

If You were hospitalized immediately prior to the commencemidmbime health care, the home health care plan must also be
initially recommended by the Qualified Practitioner who wasptiv@ary provider of services during Your hospitalization.

The home health care plan may consist of:
1. Part-time or intermittent home nursing care by or under thedgjmn of a registered nurse (RN);

2. Part-time or intermittent home health aide serviceskvliie necessary as part of the home health care plaitgal under
the supervision of a registered nurse (RN) or medical swoider, and which consist solely of caring for the patient;

3. Physical, respiratory, occupational or speech therapy;
4. Medical supplies, Drugs and medications prescribed by a @aifactitioner and laboratory services by or on belhalf
Hospital, when necessary under the home care plan and to thesexteitems would be covered under the Plan if You

had been hospitalized.

5. Nutritional counseling provided under the supervision of a registietidian, when such services are necessary as part of
the home care plan; and
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Medical Covered Expenses (continued)

6. The evaluation of the need for and the development of a plan of lheaita care by a registered nurse (RN), physician
assistant or medical social worker, when home healthisaszommended or requested by Your attending Qualified
Practitioner.

HOSPICE CARE BENEFIT

Covered Expenses will be reimbursed, subject to the Deductibleansurance as shown in the Schedule of Benefits, for

Hospice care when it is furnished in a Hospice Facility or Hpspice Care Agency in Your home. A Qualified Practitioner

must certify that You are terminally ill with a life expaoty of six months or less.

For hospice care only, Your immediate family is considered todoe parent, spouse and Dependent Children.

When Hospice Care is in lieu of a covered Confinement irspitét or Skilled Nursing Home, Covered Expenses maydie:

1. Room and board and other services and supplies;

2. Part-time nursing care by or supervised by a registered nuxge (R

3. Counseling services by a licensed clinical social workpastoral counselor for the hospice patient and immef@iatity;

4. Medical social services provided to You or Your immediatalfaunder the direction of a Qualified Practitioneer8ces
include:

a. assessment of social, emotional and medical needs, and thehdrfaamily situation,

b. identification of the community resources available and @sgis obtaining those resources;
5. Dietary counseling;
6. Consultation and case management services by a Qualified iBrectit
7. Physical or occupational therapy;
8. Part-time home health aide service; and
9. Medical supplies, Drugs and medicines prescribed by a Qualifeditfoner.
Special Limitations on Hospice Care Benefits
Covered Expenses for Hospice Care do not include private or spaaaigqiservices, a Confinement not required for pain
control or other acute chronic symptom management, funeralgameents, or financial or legal counseling, including estate
planning or drafting of a will.
Covered Expenses for Hospice Care do not include homemaker okeasetvices including a sitter or companion services,
house cleaning or household maintenance, services of a social wdnkethah a licensed clinical social worker, services by
volunteers or persons who do not regularly charge for their sergicgsyvices by a licensed pastoral counselor to a meshbe
his congregation.

MENTAL OR NERVOUS CONDITIONS AND SUBSTANCE ABUSE BE NEFIT

Covered Expenses will be reimbursed, subject to the Deduatidleoinsurance as shown in the Schedule of Benefits, for the
following expenses Incurred for treatment of a Mental and Nervousit@ondr for Substance Abuse:

1. Charges made by a Qualified Practitioner;
2. Charges made by a Qualified Treatment Facility;

3. Charges for Drugs which may be obtained only on the written prescrigftin@ualified Practitioner.
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Medical Covered Expenses (continued)

Inpatient Benefits

Covered Expenses while confined as a registered bed patientualified Treatment Facility are payable subject to the
Deductible and coinsurance as shown on the schedule of benefitserihBanefits include, but are not limited to, individual
or group psychotherapy, psychological testing and convulsive therapy.

Outpatient Benefits

Covered Expenses for outpatient treatment received ndiileonfined in a Hospital or Qualified Treatmentiltg@re payable
subject to the Deductible and coinsurance as shown on theseb&denefits. Outpatient benefits include relaegenses for
prescription Drugs, diagnostic laboratory exams and psychologicalgesti

Transitional Benefits

Covered Expenses for Transitional Treatment received whilenéihed as a registered bed patient in a Hospital or Qualified
Treatment Facility are payable subject to the Deductible amdw@ince as shown on the schedule of benefits.

Maximum Benefit

Covered Expenses for Mental and Nervous Conditions, Substance Abudedudisan are subject to the same lifetime
Maximum benefit as for other medical services, shown irstfedule of Benefits

Limitations

Covered Expenses do not include treatment of nicotine habit otiadditeatment of being overweight or obese, marriage
counseling, or court ordered examinations or counseling.

ACCIDENT BENEFIT

Covered Expenses under the Accident Benefit are payaliievaa sn the Schedule of Benefits. The Injuries rhasustained
subsequent to the Covered Person’s effective date. Servicasigpioks must be ordered by a Qualified Practitioner and
furnished within a 90-day period beginning with the date the Covered Pegtaimed those Injuries.

Covered Charges

The Plan will pay benefits for the following when furnished for roaldtare to the Covered Person for accidental injuries
including, but not limited to:

1. Services and supplies (including room and board) furnished bygtalder medical care in that Hospital;

2. Doctors’ services for surgical procedures and other medioa] ca

3. Surgical dressings, casts, splints, trusses, braces andesutc

4. X-ray and laboratory examinations;

5. Private duty nursing services by a registered nurse (R.N.ren&éd Practical Nurse (L.P.N.);

6. Drugs and medicines requiring the written prescription afenBed physician; and

7. Ambulance services for local travel (not more than 25 milesripdr

OTHER COVERED EXPENSES

Covered Expenses will be reimbursed, subject to the Deduatidleoinsurance as shown in the Schedule of Benefits, for the
following:

1. Services of aregistered nurse (RN) or licensed practicaé (LPN) for nursing care ordered by Your attending Qualified
Practitioner while You are not Confined.

2. Blood and/or blood plasma that is not replaced by donatia@dministration of blood and blood products including blood
extracts or derivatives.
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Medical Covered Expenses (continued)
3. Oxygen and other gases, and rental of equipment for their administrat

4. Prosthetic appliances for the replacement of the loss of ndéitnkd and eyes. Replacement appliances will only be
covered when necessary due to a pathological change. Repair areharairtexpenses are not a Covered Expense under
this Plan.

5. Casts, splints, surgical dressings, trusses, braces and crutches
6. Special supplies when prescribed by Your attending Qualified Poaetitiincluding:

Catheters,

Colostomy bags, belts and rings,

Flotation pads,

Needles and syringes,

Initial contact lenses or eyeglasses following cataract surger

P20 T®

7. Rental up to the total purchase price or, when approved by the Pleinapeiof a wheelchair, Hospital bed, respirator or
other Durable Medical Equipment. Repair and maintenance expeases arCovered Expense under this Plan.

8. Mechanical medical devices implanted in a body cavity to aid thaifin of an internal body organ.

9. Chiropractic Care for the treatment of an Injury or Sickn&sutine or maintenance Chiropractic Care is not a Covered
Expense. Chiropractic Care benefits are payable, at the ti@dwand coinsurance shown on the Schedule of Benefits,
and is limited to 25 visits per Calendar Year.

10. Installation and use of an insulin infusion pump, other equipmensapplies used in the treatment of diabetes, and
diabetic self-management education programs. Coverage fosw@miinfusion pump is limited to the purchase of one
pump per year. The pump must be in use for 30 days before purchase.

11. Services and supplies in connection with electivélizions, vasectomies and tubal ligations, for ceddemployees and
Dependent spouses only. Reversals of such procedures is not a Goyrese.

12. Treatment by a licensed physical, speech or occupational theacagstore loss or to correct impairment due to an Injury
or Sickness.

13. Radiation therapy and chemotherapy.
14. Acupuncture when used as an anesthetic in place of anesthesias#rat would have been covered under the Plan.

15. The following human organ or tissue transplants, when the tearigplprovided from a human donor to a living human
transplant recipient:

Artery or vein transplants and bone or skin grafts;
Bone marrow transplants;

Cornea transplants;

Heart transplants;

Heart-lung transplants (combined procedures);
Liver transplants; and

Kidney transplants.

@~roooow

Covered Expenses for acquisition, storage and transportatiogesfsoare limited to a Maximum benefit paid of $10,000
per transplant. Covered Expenses for private duty nursing @tenged to a Maximum benefit paid of $10,000 per
transplant.

When the recipient andonor are covered by this Plan, each is entitled to benefits thedBtan.
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Medical Covered Expenses (continued)

16.

17.

18.

19.

20.

21.

When only the recipient is covered by the Plan, both the donor aretthient are entitled to the benefits of the Plan. The
donor’s benefits are limited to only those not provided or availaltliee donor from any other source. Another source
includes, but is not limited to, any insurance coverag@ypigovernment program. Benefits for the donoramsidered as
though paid for the recipient, and will accumulate toward any RREamums.

When only the donor is covered by the Plan, neither the donor or theenééspentitled to the benefits of the Plan.

If any organ tissue is sold rather than donated to the coveipirg, no benefits are payable for the purchaise pf such
organ or tissue. However, other costs related to the evaluatigracurement are covered for a recipient who is covered
under this Plan.

Treatment of kidney disease, including dialysis and donor angieaticosts for kidney transplants.

Three examinations by low-dose mammography while a femafer€d Person is age 40-49, and one examination by low-
dose mammography per Calendar Year for a female CoverechReys®0 and over.

Office visit and laboratory charges for one routine pap smeataendar Year for any female Covered Person.

Diagnostic testing for infertility. The plan will not cover amgpenses or charges incurred by or for the treatment of
infertility.

Services in connection with a mastectomy for which benafépayable under the Plan and reconstructive surgery has
been elected in a manner determined in consultation with #redaty Physician and the patient:

a. Reconstruction of the breast on which the mastectomy has beempef

b. Surgery and reconstruction of the other breast to produce a syoaheppearance;

c. Prosthesis to replace the breast on which the mastectomy hgseseemed; and

d. Physical complications resulting from all stages of thet@tésmy, including lymphedemas (swelling associated with
the removal of lymph nodes)

Covered Expenses incurred outside the United States, provided aredestarement is submitted which includes a
description of the services rendered, the diagnosis andshefeach service. The cost of the services musbhb&lpd in
U.S. currency, and any payments will be sent directly to the @&yrael

All special benefits described in this section are covered only if they are Covered Expenses, Medically Necessary, not
Experimental, and You did not travel to such location for the purpose of obtaining medical services, Drugs or supplies. All
Covered Expenses are subject to the Plan provisions specified on the Schedule of Benefits.
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LIMITATIONS AND EXCLUSIONS

This Plan does not provide benefits for:

1.

10.

11.

12.

13.

14.

Services or supplies:

a. Furnished while You are not under the regular care of a Quafiactitioner,

b. Not authorized or prescribed by a Qualified Practitioner,

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

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

e. 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.

Eye refractive disorders, vision therapy (orthoptics), radialttnay or keratoplasty to correct refractive disorders,
eyeglasses, hearing aids or the fitting or repair of anyrigeaid or eyeglasses unless specifically provided for under this
Plan. The initial purchase of eyeglasses or contact lensewifodl cataract surgery is a Covered Expenses.

Exams directed or requested by a court of law; routine physiaai®for occupation, sports participants, employment or
the purchase of insurance (unless substituted for a routine physical).

Any charges for, relating to or resulting from sex change opagatio

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

Plastic or Cosmetic Surgery, including any services or mfp@lated to, resulting from complications of, orérersal of
Cosmetic Surgery, unless for reconstructive surgery due to Iinjéegtion or other disease of the involved part; or due to
congenital disease or anomaly which resulted in a functionadtdeffa Dependent Child.

Dental care or treatment except as specifically described.

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.

The treatment of mental and nervous disorders, chemical deywenoiealcoholism unless specifically provided for under
this Plan.

Any drug or medicine which is not approved for marketing by Unite@Stdod and Drug Administration, by issuance of

a New Drug Application or other form of formal approval; or appraved drug which is not used for the specific
indication which led to its approval by the United States Food amgy Bdministration. This does not include
investigational new drugs which have reached a Phase 3 clinicdigaties for the treatment of HIV infection.

Any medical equipment, supplies, prescribed drugs, procedutesatment which are Experimental or investigational in
nature and have not been established as safe or effective,rmtan accordance with generally accepted professional
standards, or which do not constitute accepted medical practier the standards of the case and by the standards of a
reasonable segment of the medical community or governmentgivesigiencies at the time the service is rendered.
Pre-Existing Conditions to the extent specified in the “Pre-egsfionditions Limitation” section.

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

Custodial Care (in custodial or similar institutions, ot mses).
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Limitations and Exclusions (continued)

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

Charges in excess of the Customary, Usual and Reasonable tiee $ervice or supply.

Any medical Expense Incurred prior to Your effective date or #fedate Your coverage under the Plan terminates,
except as specifically described.

Any medical expense for a Sickness or Injury that occurred duriregthmission of, or attempt to commit, an illegal act,
or participation in an illegal occupation, or participatin civil insurrection or riot, and any complicationsamg therefrom.

Services not Medically Necessary for diagnosis and treatofi@mt Injury or Sickness.
Private duty nursing while confined in a Hospital or other Qudlifieeatment Facility.
Biologicals, implants and devices, except as specified in thisnaeat.

Any artificial means to achieve pregnancy including, but not lfrtibe in vitro fertilization, GIFT, artificial insemination
and all related charges.

Any charges that would have been paid by Your primary plan, as de¢erbnrthe Coordination of Benefit rules of this
Plan, if You had complied with all of the requirements of fHan, including any penalties for failure to pre-certify the
services.

Elective abortions, unless carrying the fetus to full term weanlthnger the life of the mother.

Dental implantology techniques, including prosthetic devices refatsdch techniques.

Charges incurred outside the United States, if You traveled tdaeation for the purpose of obtaining medical services,
drugs or supplies.

Services or treatment for behavioral problems, learnisghilities, or developmental delays when not the result of an
Injury or Sickness.

Any charges for weight control or reduction including, but not &ohito, nutritional supplements, dietary or nutritional
counseling, individual or behavior modification therapy, body compositionderwater weighing procedures, exercise
therapy, weight control or reduction programs, or any obesiggesyimcluding but not limited to stomach stapling, gastri

bubble, intestinal or stomach bypass or suction lipectomy.

Educational testing or training, or recreational therapy.

Chelation (metallic ion therapy), except in the treatment ofyheeetal poisoning.

Treatment programs, services or supplies having to do with #isatéen of tobacco usage or nicotine addiction.

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

Any charge for holistic medicine or other programs with an objettiypeovide complete personal fulfillment.
Charges for a standby surgical team, unless surgery is aqiadibymed.

Any charge for rolfing, colon therapy, homeopathy, reiki or visuatinatessions.

Acupuncture therapy.

Treatment of a sexual dysfunction including, but not limited to,amigland hormonal therapy.

Genetic testing or counseling.

Reversal of any sterilization procedure.
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Limitations and Exclusions (continued)

39. Services or supplies which are educational in nature.

40. Sales tax.

41. Medical supplies and equipment for personal comfort, personatggr convenience, including, but not limited to: air
conditioners; air cleaners; humidifiers; physical fithessmgent; physician’'s equipment; disposable supplies, other than
colostomy supplies; or self-help devices not medical in nature.

42. Any human organ or tissue transplant not specifically listedngmon-human or artificial organ or tissue transplant.

43. Pre-marital laboratory expense, fertility studies or eglahedical or surgical studies.

44. Treatment of temporomandibular joint disease (TMJ), exesjital surgical procedures for which benefits are limied t
$500.

45. Charges for services and supplies that are to treat Infarieghich 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.

46. Charges for services or supplies resulting from malpractieffeasance or misfeasance.

With respect to any Injury which is otherwise covered lg 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 Exclusionsti€xhaustive. 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 Emphyeroved 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.

Ambulatory Surgical Center:

Ambulatory Surgical Center means any public or private starded and approved (whenever required by law) establishme
with an organized medical staff of Qualified Practitia&vith permanent facilities that are equippeda@etated primarily for

the purpose of performing surgical procedures, with continuous QddfHfictitioner services and registered professional
nursing service whenever a patient is in the facility, and whichrmiggovide service or other accommodations for patients to
stay overnight.

Annual Change Period:

The one-month period that occurs annually during the month of Octoberemgloyees can change deductible elections.
Coverage for those enrolling during the Annual Change Period wiinbeeffective on the Plan’s anniversary date of
November .

Birthing Center:
A Birthing Center is a licensed facility which:

1. Provides:
a. Prenatal care,

b. Delivery and immediate postpartum care, and
c. Care of a child born at the birthing center;
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Definitions (continued)

2. Is directed by a Qualified Practitioner specializing in obstefitd gynecology;

3. Has a Qualified Practitioner or certified nurse midwifespre at all births and during the immediate postpartum period;
4. Extends staff privileges to Qualified Practitioners who pcaatibstetrics and gynecology in the area;

5. Has at least two beds or birthing rooms for use by patients datingand delivery;

6. Provides full-time skilled nursing services (directed by a RNeotified nurse midwife) in the delivery and recovery
rooms;

7. Provides diagnostic x-ray and laboratory services for the mothereaviobrn;

8. Has the capacity to administer a local anesthetic and penfiimor surgery (including episiotomy and repair of perineal
tear);

9. Is equipped and staffed to handle medical emergencies and prowaeliate life support measures;
10. Accepts only patients with low risk pregnancies;

11. Has a written agreement with an area Hospital for Emergeaocgfer of patients and ensures its staff is aware of the
procedure;

12. Provides an ongoing quality assurance program; and
13. Keeps a medical record for each patient.

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 mledliby any source that offers medical care coverage, incltigéng
Plan, for the purpose of confirming the duration and type of an théiVs previous coverage.

Child:

Child means, in addition to the Employee’s own blood descenddrd fifdt degree or lawfully adopted Child, any stepclaild
Child placed with a covered Employee in anticipation of adoptionyared 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 depeoi¢iné Employee for support and maintenance, these
provisions are waived for that Child.

Chiropractic Care:
Chiropractic Care means office visits, x-rays, manipulatisagplies, heat treatment and cold treatment.

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

Complications of Pregnancy
Complications of Pregnancy means:

1. Conditions whose diagnoses are distinct from pregnancy, but advaffeetied by pregnancy or caused by pregnancy.

Such conditions include acute nephritis, nephrosis, cardiac gecsation, hyperemesis gravidarum, puerperal infection,
toxemia, eclampsia and missed abortion;
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Definitions (continued)

2. A non-elective cesarean section surgical procedure;

3. A terminated ectopic pregnancy; or

4. A spontaneous termination of pregnancy which occurs during a pergestaition in which a viable birth is not possible.
Complications of Pregnancy does not mean:

1. False labor;

2. Occasional spotting;

3. Prescribed rest during the period of pregnancy; or

4. Similar conditions associated with the management of a difficeginancy, but not constituting a distinct complication of
pregnancy.

Confinement:

Confinement means being a resident patient in a Hospital feastt15 consecutive hours per day, or being a resident bed
patient in a Skilled Nursing Home or other Qualified TreattrFacility 24 hours per day. Successive Confinements are
considered one Confinement if:

1. Due to the same Injury or Sickness; and
2. Separated by fewer than 30 consecutive days when You are not confined.

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 withindtead range of normal but which may be considered unpleasing or
unsightly, except when necessitated by an Injury.

Covered Expense:
A Covered Expense is a Medically Necessary service or suptelg fisr coverage under this Plan which is Customary, Usual
and Reasonable and which is not limited or otherwise excluded.

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

Creditable Coverage:

Creditable Coverage means prior medical coverage that an indihiagdidtom any of the following sources: a group health
plan; group, individual or other form of health insurance coverdgéicare (Part A, B or C); Medicaid; the Active Miliyar
Health Program or TRICARE (medical and dental care for neesrdnd former members of the Uniformed Services and their
dependents); a medical care program of the Indian Health Sendceibal organization; a state health benefits risk gbel;
Federal Employees Health Plan; a Peace Corps Act Heatiram; a public health plan that provides health coverage by
insurance or other means including any plan established by thgdV/&nment, a state, a foreign country, or any political
subdivision thereof; or a State Children’s Health Insurance RroZ&lIPS).

Solely for the purposes of illustration and not in limitation offtregoing, Creditable Coverage generally includes periods of
coverage under an individual or group health plan (including Medi®B@icaid, governmental and church plans) that are not
followed by a Significant Break in Coverage and excludes coveradalidity, limited scope dental or vision benefits,
specified disease and/or other supplemental-type benefits.

Custodial Care:

Custodial Care means care or Confinement provided primarilgganaintenance of the Covered Person, essentially édsign
to assist the Covered Person, whether or not Totally Disablt activities of daily living, which could be rendereti@ne

or by persons without professional skills or training. Thig t®not reasonably expected to improve the underlying medical
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Definitions (continued)

condition, even though it may relieve symptoms or pain. Suchrudueles, but is not limited to, bathing, dressing, feeding,
preparation of special diets, assistance in walking or gettiawyd out of bed, supervision over medication which can normally
be self-administered and all domestic activities.

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 thatfegshare reasonable. Determination that a fee is reasamidibl

be made by the Plan Administrator, taking into consideration:

1. The fee which the Qualified Practitioner most frequently chatgesajority of patients for the service or supply;

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

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

For purposes of this section, “Area” means a metropolitaa, arounty or such greater area as is necessary to obtain a
representative cross-section of Qualified Practitioners rémglsuch services or furnishing such supplies.

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

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 agessitthan 25 years of age, who is dependent upon the
Employee for a minimum of 50% support and who is a full-tinoelent at an accredited high school, junior college,
college, university, or licensed trade school. With respecjuniar college, college or university, full-time attendance
requires enroliment for credit of at least twelve hours pees@mnor as determined by the school. With respect to a
licensed trade school, full-time attendance requires enrollm@ntourse 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 begwtigble 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 statusesudt 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 é@nfiglistudent for the next following school term.

4. An Employee’s unmarried Child who was continuously covered griattaining the limiting age under (3) or (4) above,
who is mentally or physically incapable of sustaining his owngjand 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 incéypand dependency satisfactory to the Plan must be
furnished and approved by the Plan within 30 days after thetaahild attains the limiting age of (3) or (4) above. The
Plan may require, at reasonable intervals, subsequent prafésatiy 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@&peddent 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 do@schade any person who is a member of the armed forces of
any country or who is a resident of a country outside the UnitecsState
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The Plan reserves the right to require documentation, satisfaotthe Plan Administrator, which establishes a Dependent
relationship.

Diagnostic Service:
Diagnostic Service means atest or procedure performed fafisgpeymptoms 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 prahigptnsing without a prescription”) or a state retstd drug
(any medicinal substance which may be dispensed only by prescrigiandiaag to state law) and which, in either case, is
legally obtained from a licensed drug dispenser only upon a préserita currently licensed Physician.

Durable Medical Equipment:
Durable Medical Equipment means equipment which:

1. Can withstand repeated use;

2. Is primarily and customarily used to serve a medical purpose;

3. Generally is not useful to a person in the absence of an Sickniegsrgr and
4. Is appropriate for use in the home.

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 ecnttion 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 scheédwledk 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 BE87dmended.

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

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

1. Do not constitute accepted medical practice under the stinofethe case and by the standards of a reasonablersagfm
the medical community or government oversight agencies &trieaendered; 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.
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Definitions (continued)

Drugs are considered Experimental if they are not commereiadlijable 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 iseéqaiextend to an Employee under the provisions of the
FMLA.

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.

Home Health Care Agency:
Home Health Care Agency means a public or private agency or orgamittett specializes in providing medical care and
treatment in the home. Such a provider must meet all dbllogving conditions:

1. Itis s primarily engaged in and duly licensed to provide skilled mgiservices and other therapeutic services, if such
licensing, is required by the appropriate authority where seraieggrovided,;

2. Ithas policies established by a professional group agsdavith the agency or organization. This prof@saigroup must
include at least one registered nurse (RN) to govern the sepvimgéded and it must provide for full-time supervision of
such services by a Qualified Practitioner or registered nurse;

3. It maintains a complete medical record on each patient;
4. It has a full-time administrator; and
5. ltis approved by Medicare.

Hospice Care Agency:

Hospice Care Agency means an agency which has the primary purgoseiding hospice services to hospice patients. It
must be licensed and operated according to the laws of tleistathich it is located and meet all of the following
requirements: has obtained any required certificate of needdpsoét hour a day, seven days a week service, supervised by a
Qualified Practitioner; has a full-time coordinator; keep#tem records of services provided to each patient; has a nurse
coordinator who is a registered nurse (RN) with four yeandliefife clinical experience, of which at least two yeaived

caring for terminally ill patients; and has a licensed soeialise coordinator.

A Hospice Care Agency will establish policies for the provisibnospice care, assess the patient's medical and soai nee
and develop a program to meet those needs. It will provide an on goility gesurance program, permit area medical
personnel to use its services for their patients and use volutregeesl in care of and services for non-medical needs.

Hospice Care Program:

Hospice Care Program means a written plan of hospice carh igtéstablished and reviewed by the Qualified Practitioner
attending the person and the Hospice Care Agency, and providetygadizd supportive care to hospice patients. It offers
supportive care to the families of the hospice patients, assment of the hospice patient’s medical and social needs, and
description of the care necessary to meet those needs.
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Hospice Facility:

A Hospice Facility means a licensed facility, or part ofalitg, which principally provides hospice care, has 24 hour a day
nursing services provided under the direction of a registered RM3eHas a full-time administrator, keeps medical résof
each patient, has an on going quality assurance program, and hdgiadRractitioner on call at all times.

Hospital:
Hospital means a Qualified Treatment Facility that mdetsf ¢he following requirements:

1. It provides medical and surgical facilities for the treatiasr care of Injured or Sick persons on an Inpatient basis;
2. ltis under the supervision of a staff of Physicians;
3. It provides 24-hour-a-day nursing service by registered nurses;

4. ltis duly licensed as a hospital, except that this requiremiémot apply in the case of a state tax-supported Qadlifi
Treatment Facility;

5. It is not, other than incidentally, a place for rest, a@ltor the aged, a nursing home or a Custodial or training-type
Qualified Treatment Facility, or a Qualified Treatmentiltgcwhich is supported in whole or in part by a federal
government fund; and

6. Itis accredited by the Joint Commission on Accreditation opitals sponsored by the AMA and the AHA.

The requirement of surgical facilities shall not apply taapital specializing in the care and treatment of mentapigiients,
provided such Qualified Treatment Facility is accrediteduah a facility by the Joint Commission on Accreditation of
Hospitals sponsored by the AMA and the AHA.

Injury:

Injury means physical damage to the body caused by an external foraeeaticedtly and independently of all other causes to
an Accident which does not arise out of, which is not caused trilatted to by, and which is not a consequence of, any
employment or occupation for compensation or profit. Mus@drtiess or soreness resulting from overexertionétraetic or
physical activity is considered a Sickness under the Plan.

Late Enrollee:

Late Enrollee means an individual who is enrolled for coverage thie 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 limitationstifriéemeans 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.

Mastectomy:
Mastectomy means the surgical removal of all or part of ashre

Medically Necessary:
Medically Necessary means services or supplies which anerile¢el by the Plan to be:

1. Appropriate and necessary for the symptoms, diagnosis or cirecand treatment of the medical condition, Sickness, or
Injury;

2. Provided for the diagnosis or direct care and treatment ahéukcal condition, Sickness, or Injury;

3. Within standards of good medical practice within the organized rdezbonmunity;
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4. Not primarily for the convenience of the Covered Person, tiver@d Person’s Qualified Practitioner or another provider
of service; and

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

For Hospital stays, this means that acute care as an mpatigecessary due to the kind of services the Covered Person is
receiving or the severity of the Covered Person’s condition ahdafeaand adequate care cannot be received as an outpatient
or in a less intensified medical setting.

The mere fact that the service is furnished, prescribed ovegbby a Qualified Practitioner does not mean theiitddically
Necessary. In addition, the fact that certain servicesxaheded from coverage under this Plan because they are nmtaiied
Necessary does not mean that any other services are deemédeditely Necessary.

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

Mental or Nervous Condition:

Mental or Nervous Condition means any disease or condition, regmallehether the cause is organic, that is classified as a
Mental Disorder in the current edition of InternationalgSIfication of Diseasepublished by the U.S. Department of Health
and Human Services; or is listed in the current edition afjbastic and Statistical Manual of Mental Disordprslished by

the American Psychiatric Association.

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

Network or PPO Network:
Network or PPO Network means the medical provider network@“PBIllowing discounted fees for services to Covered
Persons. The PPO will be identified on the Covered Persomtfidation card.

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@i1.D.), psychiatrist or midwife.

Plan:

Plan means this Plan of benefits, established by the Panrs&pand 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 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 processisland perform other Plan connected services.

Plan Year:

Plan Year means a period commencing on the Effective@atny anniversary of the adoption of this Plan antraging until
the next succeeding anniversary.

Pre-admission Tests:
Pre-admission Test means those Diagnostic Services donéomsititeduled surgery, provided that:

1. The tests are approved by both the Hospital and the Qualifiedti®raat]
2. The tests are performed on an outpatient basis prior to Hoagitassion; and

3. The tests are performed at the Hospital into which Confineisestheduled, or at a Qualified Treatment Facility
designated by the Qualified Practitioner who will perform the syrge
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Pre-Existing Condition:

Pre-existing Condition means any Sickness or Injury (other than P@gneegardless of cause, for which medical advice,

diagnosis, care or treatment was received, by or from thrwsak provider or practitioner duly licensed to provide such care
under applicable state law and operating within the scope of ggamithorized by such state law, during the six months
immediately prior to the date an Employee’s Waiting Perizdroences (the “Enroliment Date”). In the case ofta Earollee

or Special Enrollee, this period begins on Your Effective Date.

Coverage will be available for such condition on the day immedifi#bwing the expiration of 12 months.

Pre-Existing Condition Limitation will not apply for:

1. Pregnancy, under any circumstances.

2. Newborns, or a Dependent Child (under age 18) that is adopteckiecbunder Creditable Coverage within 30 days of
adoption (or placement of adoption), if enrolled for coverage uhddtlan within 30 days of birth, adoption or placement
of adoption.

3. Any condition that has not been diagnosed by a Qualified Practitiondradineen indicated by genetic testing.

A Pre-Existing Condition limitation may apply if there is a 63 emutive day break in coverage.

Pregnancy:

Pregnancy means carrying a child, resulting childbirth, misggriand non-elective abortion. The Plan considersiBrney as

a Sickness for the purpose of determining benefits.

PPO (Preferred Provider Organization):

PPO means the medical provider network (“PPO Netwalidyving discounted fees for services to Covered Persthe PPO

will be identified on the Covered Person’s identification card.

Psychiatric Hospital:

Psychiatric Hospital means a Qualified Treatment Facitibstituted, licensed, and operated as set forth in the laws that appl

to Hospitals, which meets all of the following requirements:

1. Itis primarily engaged in providing psychiatric services foidiagnosis and treatment of mentally ill persons eitiieob
under the supervision of, a Physician;

2. It maintains clinical records on all patients and keeps reesrdeeded to determine the degree and intensity of treatment
provided;

3. ltislicensed as a psychiatric hospital;
4. It requires that every patient be under the care of a Physézidn;
5. It provides 24-hour-a-day nursing service.

The term Psychiatric Hospital does not include a Qualifiedtirent Facility, or that part of a Qualified Treatmeatikty,
used mainly for nursing care, rest care, convalescent eaeeptthe aged, Custodial Care or educational care.

Quialified Practitioner:

Qualified Practitioner means a Physician, a licensed speeclcgpational therapist, licensed professional physical thérapis
physiotherapist, audiologist, speech language pathologist, licerusesgnal counselor, certified nurse practitionerifesdt
psychiatric/mental health clinical nurse, or other practitiamwefacility defined or listed herein, or approved by the Plan
Administrator.

Qualified Treatment Facility:
Qualified Treatment Facility means a facility, operating witthie scope of its license, whose purpose is to provide organized
health care and treatment to individuals, such as a Hospitddulatory Surgical Center, Psychiatric Hospital, community
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mental health center, residential treatment facility, Pgyib Treatment Facility, Substance Abuse Treatment €ente
alternative Birthing Center, Home Health Care Centerngragher such facility that the Plan approves.

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.

Significant Break in Coverage:

Significant Break in Coverage means a period of 63 consecutiveddayg all of which an individual did not have any
Creditable Coverage, but does not include waiting periods andtadfiliperiods.

Skilled Nursing Home:

A Skilled Nursing Home is an institution, or distinct part gadr which is lawfully run in the jurisdiction wherestlocated and
maintains and provides:

1. Permanent and full-time bed care facilities for resigerients;

2. A Qualified Practitioner’s services available at allésn

3. Aregistered nurse (RN) or Qualified Practitioner in gleaand on full-time duty and one or more registered nurses (RN's)
or licensed vocational or practical nurses on full-time duty;

4. A daily record for each patient; and
5. Continuous skilled nursing care for persons during their convalesaemeé&fckness or Injury.

A Skilled Nursing Home is not, except by incident, a rest hontenae for care of the aged, or engaged in the care and
treatment of drug addicts or alcoholics.

Skilled Nursing Home also includes any institution referrinigslf as a convalescent nursing home or extended careyfacilit
Special Enrollee:

A Special Enrollee is an eligible Employee or eligible Defent who is entitled to and who requests Special Enrollment (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 marriadgle, &itoption or placement for adoption.

Substance Abuse:

Substance Abuse means any use of alcohol, any Drug (whbthéared legally or illegally), any narcotic, or araflicinogenic

or other illegal substance, which produces a pattern of patholaggealcausing impairment in social or occupational
functioning, or which produces physiological dependency evidenced by physicaht@er withdrawal.

Substance Abuse Treatment Center:

Substance Abuse Treatment Center means a Qualified Tredtmglity which provides a program for the treatment of
Substance Abuse by means of a written treatment plan approvedoaitdred by a Physician. The Qualified Treatment
Facility must be:

1. Affiliated with a Hospital under a contractual agreemenit\&it established system for patient referral;

2. Accredited as such a facility by the Joint Commission on Adatoi of Hospitals; or
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3. Licensed, certified or approved as an alcohol or Substance Abuseemne@rogram or center by a state agency having
legal authority to do so.

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 housspatient-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 befarelgible 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 th&l#higeplaces 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 suotEmployee.

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 Ea@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 positionlgggthan 60 days of temporary employment, a comhted 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 thensiectSpecial 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 Yowpendents (including Your spouse) because of other lieslttance
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 formidined 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 adoptigha@@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 presently eligible for coverage under the Plan who havex@ddtiregeCondition which would be limited by the
other group plan, or who must wait to enroll during an open or speca@lment period of the other group plan. Such
spouses may continue their coverage under the Plan until thgigtiegeCondition limitation under the other group pisin
satisfied, or until they are able to enroll in the other grdap gt the time of an open or special enroliment 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 suchaaier, decree or marriage, provided that this neveBégnt 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 Suppal&iQa 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 coexept 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 Novier2b66. 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 Coveragédnakialsuch 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 jiofee/Dependent Status” in this section.

Dependent coverage will begin at 12:01 AM on the Dependent’s Effdatitesof 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 eligiblediegrage under this Plan, and one spouse previouslgaveoverage

as an Employee in favor of coverage as a Dependent, this Phaitstbe 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 writenépam 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 &repl 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 cedtain
“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 “LaiBee” and no coverage will be available under thas Bxcept
as provided in “Special Enrollment”.

SPECIAL ENROLLMENT AND ANNUAL CHANGE PERIODS
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Eligibility and Effective Date of Coverage (continued)

If You have a special enroliment event, the Plan will prosidew 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 PlatinelPlan
has more than one benefit option, You will be able to selectdibaptions for which You are eligible.

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

1. You are eligible for coverage under the Plan but are not currentiyexb 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 fdotli. be
A loss of coverage occurs if the other coveragsend

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 dibgmgent, 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 resultiogfan 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 aliefits; or
4. Due to termination of employer contributions towards the costeobther coverage.

A special enroliment event occurs when one of liowa takes place. Yanustprovide 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 Depeggienroll. 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. Othgerdents 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 aegLion the date of Your marriage may also be enrolled attngs ti

Special Enrollment 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 Dependsmbuse and the newborn or
adopted Child may also be enrolled at this time.

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

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 “Sg&nrollment for Birth, Adoption or Placement for Adoption’ th
period which ends 30 days after the date of one of the following, tsidige special enrollment rights:

1. Marriage;

2. Birth;

3. Adoption; or

4. Placement for adoption.

Annual Change Period

The one-month period that occurs annually during the month of Octoberemmgloyees can change deductible elections.
Coverage for those enrolling during the Annual Change Period wiinbeeffective on the Plan’s anniversary date of
November 1.

Effective Date of Coverage; Conditions

All conditions for effectiveness of coverage under the Plan wduierset 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 follgwiie 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 Administragetermination that an order is a QMCSO, coverage imasédiately
be provided to the child.

“Alternate Recipient’ shall mean any child of a Covered Person who is recognized aedical Child Support Order as
having a right to enroliment 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 alsoiegehis 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 righ
on behalf of the alternate recipient.

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

1. Provides for child support with respect to a Covered Persbiltsor 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 irmS8ecurity 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:
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Eligibility and Effective Date of Coverage (continued)

1.

2.

4.

Name of an issuing state agency;

Name and mailing address (if any) of an employee who is a Gb#emson under the Plan;

Name and mailing address of one or more Alternate Recifientsthe 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

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 vhic
Covered Person is entitled under this Plan. In order for suchtorbera QMCSO, it must clearly specify the following:

1.

3.

4.

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

A reasonable description of the type of coverage to be providdeBldn to each Alternate Recipient, or the manner in
which such type of coverage is to be determined;

The period of coverage to which the order pertains; and

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 “di&tl Medical Support Notice”;

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

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

Specifies that the period of coverage may end for the AlieRecipient(s) only when similarly situated dependargso
longer eligible for coverage under the terms of the Plan, or upattuerence of certain specified events

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

the requirements of a state law relating to medical chijgsrt orders, as described in Social Security Act 81908 (as hgded
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 cobgrdte Order (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

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 thiéepiatatus of a Medical Child Support Order or Nationa
Medical Support Notice; and
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Eligibility and Effective Date of Coverage (continued)

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 AlieiRRecipient or the provider of service. Payment may also be
made to the custodial parent or legal guardian.

REINSTATEMENT OF COVERAGE FOLLOWING LAYOFF OR APPRO VED LEAVE OF ABSENCE
If You are now an eligible Employee and Your coverage under theaRismerminated after a period of layoff or approved

leave of absence, and You are now returning to work within on@§each termination, You may resume coverage under this
Plan effective the first day of the month following the day Yourreto work.
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Eligibility and Effective Date of Coverage (continued)
PRE-EXISTING CONDITION LIMITATION

A Pre-existing Condition limitation will apply to You and Yourggfile Dependents entering or reentering the Plan after the
Effective Date, except as set forth in the Health InsurBocgbility and Accountability Act of 1996 (“HIPAA™No coverage
is provided for expenses in connection with a Pre-existing Condition.

A “Pre-existing Condition” is any Sickness, illness, Disease or Injury (other thanrRrexy), regardless of cause, for which
medical advice, diagnosis, care or treatment was receivexd, foym a health care provider or practitioner duly license
provide such care under applicable state law and operating vhighdcope of practice authorized by such state law, during the
six months immediately prior to the date an Employee’s Waitargp® commences (the “Enrollment Date”). In the case of a
Late Enrollee or Special Enrollee, this period begins on Your EféeBiate.

Coverage will be available for such condition on the day immddifttowing the expiration of 12 months.

You have the right to demonstrate any Creditable Coverage, and timablgpperiod shall be reduced by any Creditable
Coverage unless that Creditable Coverage occurred before a@ighBireak in Coverage.

A “Late Enrollee” is an eligible Employee or Dependent who enrolls in the Plam than 30 days from the date he or she
became eligible. A “Special Enrollee” is an eligible Eaygle or Dependent who enrolls in the Plan under the provisions for
Special Enroliment.

Pre-Existing Condition Limitation will not apply for:
1. Pregnancy, under any circumstances.

2. Newborns, or a Dependent Child (under age 18) that is adoptedkiecbunder Creditable Coverage within 30 days of
adoption (or placement of adoption), if enrolled for coverage thddé?lan within 30 days of birth, adoption or placement
of adoption.

3. Any condition that has not been diagnosed by a Qualified Practitiondrabieen indicated by genetic testing.
You may prove Creditable Coverage by either of two methods

1. For prior coverage effective on or after July 1, 1996, You may praseritten Certificate of Coverage from the source or
entity that provided the coverage showing:

The date the Certificate was issued,;

The name of the group health plan that provided the coverage;

The name of the Covered Person to whom the Certificate applie

The name, address, and telephone number of the plan administrisguwer providing the Certificate;
A telephone number for further information (if different);

Either:

~Po0T®

(1) A statement that You or Your Dependent has at least 18 moh@reditable Coverage, not counting days of
coverage before a Significant Break in Coverage; or

(2) The date any waiting period (and affiliation period, if applicabégan and the date Creditable Coverage began;
and

g. The date Creditable Coverage ended, unless the Certificate @sdibat coverage is continuing as of the date of the
Certificate; or

2. If the Covered Person for any reason is unable to obtain dica¢et from another plan (including because the prior
coverage was effective prior to July 1, 1996), he may detnad@£reditable Coverage by other evidence, incluslingot
limited to documents, records, third-party statements, ephelne calls by this Plan to a third-party provider of medical
services. This Plan will treat a Covered Person as having pdoai@ertificate if that individual:

a. Attests to the period of Creditable Coverage;
b. Presents relevant corroborating evidence of some Creditabler&tje during the period; and
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Eligibility and Effective Date of Coverage (continued)

c. Cooperates with the Plan Administrator’s efforts to verifyshégus.
If You did not receive or do not have a certification fromgher plan, federal law requires Your prior plan to provide You
with one upon receiving Your written request within 24 months odfiétte Your coverage ended. If You are unable to obtain a
certification after requesting one in writing, the Plan Adstmtor will assist You in obtaining the necessary inforomato
demonstrate Creditable Coverage under the prior plan, omégicall Custom Benefit Administrators for assistaride&00-
944-2188.
If, after review of the information about Creditable Coveraigis,determined that an exclusion for Pre-existing Conditions
applies, You will be notified of that conclusion and the noticespiécify the source of any information on which it was Base
in reaching the determination. The notice will also explaérPlan’s appeals procedures and give You a reasangtbrtunity
to present additional evidence.
If the Plan Administrator later determines that an individdidl not have the claimed Creditable Coverage, the Plan
Administrator may modify its initial determination to the camg In that case, the individual will be notified of the
reconsideration; however, until a final determination is redcine Plan Administrator will act in accordance withnisal
determination in favor of the Employee or Dependent for the pugdaggproving medical services.
TERMINATION OF COVERAGE
Coverage under this Plan for any Covered Person will terminateCdt AR on the earliest of the following:
For an Employee:

1. The date of termination of the Plan;

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

3. 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 wiedhas agreed in writing;

4. The last day of the month in which he ceases to be eligible forcawerage under the Plan;
5. The last day and time of the month in which the termination of em@ayoccurs; or

6. Immediately after an Employee or his Dependent submits, dafeagedge of the submission of, a fraudulent claim or
any fraudulent information to the Plan, including enroliment infeiona

For Dependents:

1. The date of termination of the Plan;

2. Upon the discontinuance of coverage for Dependents under the Plan;

3. When such Dependent becomes covered as an Employee under the Plan;
4. The date of termination of the Employee’s coverage for hinselér the Plan;

5. 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;

6. Inthe 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 continuansecbfinability or to submit to any required
examination; or
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Eligibility and Effective Date of Coverage (continued)
c. Upon the Child’s no longer being dependent on the Employee for his support;
7. On the date a Dependent Child marries;
8. The date the Dependent enters full-time military, naval aseaivice of any country;
9. The last day of the month such person ceases to be a Dependenheastigkin; or

10. 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

HOW TO REQUEST A CERTIFICATE OF CREDITABLE COVERAGE

Federal law provides you the right to obtain proof of Your caye dates under this Plan. The Plan generallawitimatically
provide a Certificate of Coverage to any Covered Person afterdiv@ual loses coverage in the Plan. This loss of coverage
may be due to:

1. Your coverage under the Plan ends;

2. You reach the Lifetime Maximum of the Plan; or

3. COBRA continuation coverage under the Plan ends. For the apglitablframes when the Covered Person has the right
to elect continuation coverage, see the section “Continuation of&m/e

In addition, a Certificate of Coverage will be provided upon requestyatime You or Your covered Dependent are insured
under this Plan or within 24 months after coverage for You or apgident ends. In that case, the Certificate of Coeavdl

be provided at the earliest time that the Plan, acting insamaale and prompt fashion, can furnish it.

The Plan will make reasonable efforts to collect informadigplicable to any Dependents and to include thatrimdition on the
Certificate of Coverage, but the Plan will not issue an auior@zrtificate of Coverage for Dependents until the Plan has
reason to know that a Dependent has lost coverage under the Plan.

Requests for a Certificate of Coverage may be written omachkhould be made to the human resources department at Your
Employer. The request should include the Employee’s name, thi@¥er’s social security number or identification number,
the names of the insureds needing proof of coverage, and the adideesghe certificate should be sent.

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 hbale been
had You not taken leave. If provisions under the Plan change whilargan 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 emplaytbéds a 75-mile radius.

FAMILY AND MEDICAL LEAVES

Coverage under this Plan can be continued during a period of FMLA I€average 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 wtikksrhim unable to perform the functions of his
position.

This leave may be paid (accrued vacation time, personal éeaiek leave) or unpaid. The Employer has the right to requi
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 Plarbeiotiduring 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 tabiegi any leave under the Act. If the nature of Haeé
does not permit such notice, You must provide notice of the Esigeon as possible. Your Employer has the right to require
medical certification to support Your request for leave duetiardr 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, FMLA 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 mayt¢ndtdime; 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 atiitieéthe 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 \pilaas 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 requiredopér treatments by a Qualified Practitioner and
continues over an extended period of time, whether incapacity isieoun$ 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, stikijid, foster child, a child placed in Your legal tagy
or a child for which You are acting as the parent in place aftiité’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 merghysical disability.

Parentis Your natural blood related parent or someone who has actamliaparent 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 under thddPlgourself 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 igl®idan during 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 coveragjenflarly 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 cotitibu

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 Employdowadhg completion of Your leave. Employees must return
to employment within:

a. The first full business day of completing Uniformed Seryioeleaves 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&lfiiformed 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 Uniformedvgze;

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 thanldyss)
If, due to a Sickness or Injury caused or aggravated by Your WréfbService, 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 Sickndsfuoy 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 contribusiodshe Plan is not terminated, Your coverage may,
at the Employer's discretion, remain in force. Coverage witioéinued for eligible Covered Persons should the following
occur:

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

2. Inthe event of an approved leave of absence, coverage will contiihis.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 aboatghall 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 covemdd/idual 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 the fopchbeneficiary” (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 arejact 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 tornfeximum 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/inmevent 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 Dependeaitsaslierage 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 eligibigscéae to divorce or legal separation; or

A Dependent who is a Covered Person in the Plan, when the Emplogeeimge 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, @aieeof 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 qualifiecciagefifailure 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 parerggallguardian may elect coverage for a minor child.

If coverage has been terminated in anticipation of a qualifyingtgtve right to COBRA will still apply at the time of theent.
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 uG{2BRA. If a Child is adopted by or placed for adoptigin

the Employee during the COBRA coverage period, that Child may bd 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 daymsfthe 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 qualifyingne has occurred. With respect to qualified beneficiaries
who are disabled, in the event the Social Security Administrégsues a final determination that the qualified benefigarg
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 thefguradievent. Qualified beneficiaries then have 60 daygich

to elect continuation. The 60-day period is measured fronatbedf the date coverage terminates and the date of the notice
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 ipéiddd of coverage must be made within 45 days. Thereafter,
payments are due on the first day of each month to continue gevierahat 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 lgdodavhich 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 ezl
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 diefe If 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 ymtire family 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; or 4afb®n 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 dR20O 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 itair&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 the Sagtemation Medical Benefit Plan (the “Plan”),
which was originally adopted by the Company, effective November 5,200

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 thesityazsfs

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/ghréicipating 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 portiaredain expenses for hospital, medical or oral surgengebar
The Plan Document is maintained by the Plan Sponsor and may betéusatany time during normal working hours by any
Covered Person.

PLAN NAME Saelens Corporation Employee Medical Benefit Plan

TYPE OF PLAN A self-funded welfare benefit plan providing certain medical ara

surgery benefits to 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

PLAN YEAR FOR GOVERNMENT
REPORTING

PLAN ADMINISTRATOR AND
PLAN SPONSOR

PLAN NUMBER

PLAN SPONSOR IDENTIFICATION
NUMBER

ADMINISTRATIVE SERVICE
MANAGER

AGENT FOR SERVICE OF LEGAL
PROCESS

8302

November 1 to October 31

Saelens Corporation

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

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 @nenience of the Plan Sponsor. If the Plan
Administrator resigns, dies, is otherwise unable to perfisrdissolved, or is removed from the position, theBgonsor 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, interposist
practices, and procedures. It is the express intent ofPthis that the Plan Administrator shall have maximum legal
discretionary authority to construe and interpret the terms antjmos 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 Dependtm@seifs 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 vehal in part, You have a right to know why this was done, to
obtain copies of documents relating to the decision without chardéo appeal any denial, all within certain time schedules.

Under ERISA, there are steps You can take to enforce the afbte ri-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 prafiEimaterials and pay You up to $110 a day until You receive the
materials, unless the materials were not sent becausesofhsslaeyond 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 monigy, 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 whabld@ay 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 thé\Braimistrator. 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 incireéise ¢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 oclzaita
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 bemedisvices by:

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

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 designated ahianlanket,
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 Expenaebandfit paid. This Plan will not pay more than it
would have paid without this provision.

“Allowable Expenses”

“Allowable Expensesineans any Medically Necessary, Customary, Usual aasidRable item of expense, 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 ez 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. |Ifthere 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 bénéfist.

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 Rleovbged 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 implemerhe 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 dismmgpay 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 FeStaltes 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 st&@irmonths 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 Recovehgto
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 assigreto t
Plan Your rights to Recovery when this provision applies;

3. Immediately Reimburse the Plan, out of any Recovery made frorth@dmBarty, 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 thisuant (without reduction for attorneys’ fees, costs,
comparative negligence, limits of collectability or responsihitir otherwise);

4. Notify the Plan in writing of any proposed settlement and obkterPtan’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 unkisrgrovision, 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 Injuni€ickness 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@dmowledge 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 medidalesth@nefits paid for the Injuries or Sickness under the Plan
and the expenses incurred by the Plan in collecting this amount.ldrhked3 a right to recover in full, without reduction for
attorneys’ fees, costs, comparative negligence, limitsltefatibility 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 caanetdith,

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 mealicsther benefits that it has paid toward care and treatment of
the Injury or Sickness and for the expenses incurred by the Plandnoticaglthis 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 anwbsol
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 beefits for other Injuries or Sicknesses) under the Plamy 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 ecal the amount of the required Reimbursement. If thePlan
must bring an action against a Covered Person to enforce thisqvision, then that Covered Person agrees to pay the
Plan’s attorneys’ fees and costs, regardless of the actismbutcome.

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 consigibteekxpenses 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 Sicknkesvever, if benefits are paid by the Plan and it is later
determined that You received or are eligible to receive Worlkasipensation 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 d¢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 neisgbthe

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 uponoagled in 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 statedeamy applicable governing documents. In the event that the
Plan Sponsor is a sole proprietorship, then such action shakéyelig the 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 writinthe 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, staéakimums,
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 oteefimited or excluded under this Plan, such payments will be
considered as being in accordance with the terms of this Plaimi2og. 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 convewiraference 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 hareveaived, 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 Statdo(-U.S. Provider”) are payable under the Plan, subjett to a
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 paymenistd NS. Providers, and submitting receipts to the Plan for
reimbursement;

3. Benefit payments will be determined by the Plan based upon the gectaa 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€artiany 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 exercisedantien
as often as the Plan may reasonably require during the pendencyagha ghe Covered Person must comply with this
requirement as a hecessary 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 anychyGmvered Person.

The Plan Sponsor shall fund the Plan in a manner consistene/jphovisions of the Internal Revenue Code, EREBW,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 fundinddhe 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 benpéiyable under this Plan, in which event the Plan will then apply th
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 Speotisor30 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 applgaymnent 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 payametiie 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

4-14



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 prejudgmerdgsht# 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 implementingethves 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. Iotd@athe Plan Administrator shall be free from any lighthat
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 relaticued 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 interpteteginform 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 situatidhese 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 determinadidy. 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, andeithe

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

b. The Covered Person requests extension of the course of treatyend 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 receivée®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 HCFARarm UB92:

1. The date of service;

2. The name, address, telephone number and tax identification nunthergsbvider of the services or supplies;

4-16



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®té 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 &dgam 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. Reqguest 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 neviibelaen 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 degermination 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-dacessing 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, providdterian
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 extensidima 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 asemwtiet treatment is Medically 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.
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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, documrentsds, 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 determinatids based 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 coionestth 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@nd
other information relevant to Your claim for benefits ingession of the Plan Administrator or the Administetervices
Manager; information regarding any voluntary appeals piwes offered by the Plan; any internal rule, guidelmotocol
or other similar criterion relied upon in making the adveletermination; 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 ienef
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 i result

in their being deemed waived. In other words, You wilose the right to raise factual arguments and theories wbh
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 ongefgadisagreement 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 ttre 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 lgsa 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 determinatioéired to be made shall begin at
the time an appeal is filed in accordance with the procedirtgs Plan, 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, imitimg 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 detextiain

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 co¥taur 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 appate.
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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 arseé disclosed 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 daigsyour rights concerning your health information. We must
follow the privacy practices that are described in this Netigke it is in effect. This Notice takes effect Aptd, 2004, and
will remain in effect until we replace it.

We reserve the right to change our privacy practices ancetine 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 privaciiqas, we 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 clairstohny, 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 g@bgranformation to the extent that it is aggregatedive-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 disclessimade, 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 provisatdie 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 sanctiotidghiamposed 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, amendwmiate 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 receigtesfification 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, througlathAdministrator 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.

4-23



