Welfare Plan

Summary Plan Description and Plan Document
Part #1: Fact Sheet

Section 1: Introduction

Your complete Summary Plan Description and Plan Document is comprised of three parts as outlined below. This
document is a wrap-around Plan Document and Summary Plan Description, meaning the full document is made up
of several different parts. When this Plan Fact Sheet and the Disclosure and Detail Document is accompanied by
the corresponding Certificates of Coverage, the three documents combined become the Summary Plan
Description. When this Plan Fact Sheet and the Disclosure and Description Document is accompanied by the
corresponding Insurance Contracts, the three documents combined become the Plan Document.

Part Document Name Description

Part #1 Plan Fact Sheet Contains general plan information and specific benefit plan
information on each of the component benefit plans that comprise
the plan.

Part #2 Disclosure Document Contains important disclosures and descriptions of plan details,

rights, rules, and responsibilities under your welfare plan.

Part #3 Component Benefit Plan  A. The insurance carrier Certificates of Coverage, when these
Documents documents are to act as a Summary Plan Description (SPD).
B. The insurance carrier Contracts, when these documents are to act
as a Plan Document.

Section 2: Plan Information

On September 2, 1974, the Employee Retirement Income Security Act of 1974 (often referred to as ERISA) was
enacted, establishing Federal controls over most employee welfare benefit plans. The plans identified on the
following pages are subject to regulation by ERISA.

All plans outlined have the following ERISA specifications in common:

Plan Name: The Talend, Inc. Employee Benefit Plan
Plan Number: 501
Employer/Plan Sponsor: Talend Inc.
Contact Information: 800 Bridge Parkway
Suite 200

Redwood City, CA 94065
(650) 539-3200

Affiliated Employers: None
Employer Tax ID Number: 06-1807693

Effective Date: January 1, 2013
Plan Year: January 1 to December 31
Plan Administrator: Talend Inc.

The Plan Administrator has authority to control and manage the operation and
administration of the Plan.

Agent for Service of Legal Talend Inc.
Process:
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Plan Changes or The Plan Administrator may terminate, suspend, withdraw, amend or modify any

Terminations: element of this Plan in whole or in part at any time, subject to the applicable
provisions of the group benefit policies or corporate policies as outlined in the
contracts, corporate minutes and/or bylaws.

Wellness Program Notice:  Employer does NOT sponsor a formal wellness program.

HIPAA Covered Entity Full PHI for HIPAA Privacy
Status: Detailed PHI for HIPAA Security
HIPAA Privacy Officer: Ivy Nguyen
(650) 539-3200
Applicable Large Talend Inc. is an Applicable Large Employer (for the purposes of the Pay or
Employer: Play penalties of the Affordable Care Act).
ACA Variable Hour Talend Inc. is an Applicable Large Employer. Talend Inc. uses the following
Employee Safe Harbor: ACA Safe Harbor protocol for employees:

Initial Measurement Period = 12 months from date of hire
Initial Administration Period = 2 months
Initial Stability Period = 12 months

Ongoing Measurement Period = November 1st through October 31st
Ongoing Administration Period = 2 months
Ongoing Stability Period = January 1st through December 31st

Medicare Part D Notice: If you (and/or your dependents) have Medicare or will
become eligible for Medicare in the next 12 months, a
Federal law gives you more choices about your prescription

drug coverage. Please see Section 20 for more details.
(This font is intentionally large for compliance purposes.)

Language Assistance: SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-838-
8482.

Component Benefit Plan The benefits identified in the following pages are provided pursuant to Insurance

Description: Contracts between the Employer/Plan Sponsor and the Contract

Administrator. If the terms of this plan detail document conflict with the terms of
the Insurance Contract or with the Certificate of Coverage, the terms of the
Insurance Contract will control, unless superseded by applicable law. For
further information about these Plan Benefits refer to the Certificate of Coverage
or Insurance Contract for each separate benefit or contact the Plan
Administrator.

The following pages outline the specific plan information for each of the
component benefit plans that comprise this employee benefits Plan.
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Section 3: Benefit Plan Information

Plan Name: The Talend, Inc. Employee Benefit Plan

Plan Number: 501

Policy Carrier: United HealthCare

Policy Number: 0913319

Type of Plan Benefit: Medical HDHP-PPO

Type of Plan Contract administration with benefits provided in accordance with the group
Administration: policy.

Contract Administrator: UnitedHealthcare

Responsible for plan P.O. Box 1459

administration and Minneapolis, MN 55440-1459

processing of claims.

Contract Funding Agent: UnitedHealthcare
Responsible for payment of  P.O. Box 1459
claims and for financial risk of Minneapolis, MN 55440-1459

claims.

Claims Appeal Address: UnitedHealthcare
Attn: Claims Appeal
P.O. Box 740800
Atlanta, GA 30374-0800

Funding Arrangement: Fully Insured

Plan Premiums/ This benefit is paid by Employer contributions, including, in some cases, those

Contributions: made at employee direction through a salary reduction agreement.

Medicare Part D: Creditable, see Section 20.

Grandfathered Plan: No, see Section 22.

Employee Eligibility: All full-time employees working 30 or more hours per week are eligible on date
of hire

Dependent Eligibility: Eligible dependents include your spouse and child(ren) under the age of 26

Domestic Partner You may also enroll a Domestic Partner and a Domestic Partner's children as

Coverage: dependents in our medical, dental, and vision plans. Registered Domestic
Partners may enroll in the plan with no additional documentation. Non-
registered Domestic Partners must satisfy the eligibility requirements outlined
in the Declaration of Domestic Partnership form and return the Declaration
Form to Human Resources with the enroliment forms.

Special Notes: None

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.
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Section 3: Benefit Plan Information

Plan Name:

Plan Number:

Policy Carrier:
Policy Number:
Type of Plan Benefit:

Type of Plan
Administration:

Contract Administrator:
Responsible for plan
administration and
processing of claims.

Contract Funding Agent:
Responsible for payment of
claims and for financial risk of
claims.

Claims Appeal Address:

Funding Arrangement:

Plan Premiums/
Contributions:

Medicare Part D:
Grandfathered Plan:

Employee Eligibility:
Dependent Eligibility:

Domestic Partner
Coverage:

Special Notes:

The Talend, Inc. Employee Benefit Plan
501

Kaiser Health Plan

604441 (NoCA) / 230642 (SoCA)
Medical HDHP-HMO

Contract administration with benefits provided in accordance with the group
policy.

Kaiser Permanente
1950 Franklin Street, 18" Floor
Oakland, CA 94612

Kaiser Permanente
1950 Franklin Street, 18" Floor
Oakland, CA 94612

Kaiser Permanente

Claims Appeal Department
Special Services

P.O. Box 23280

Oakland, CA 94623

Pre-Paid

This benefit is paid by Employer contributions, including, in some cases, those
made at employee direction through a salary reduction agreement.

Creditable, see Section 20.
No, see Section 22.

All full-time employees working 30 or more hours per week are eligible on date
of hire

Eligible dependents include your spouse and child(ren) under the age of 26

You may also enroll a Domestic Partner and a Domestic Partner's children as
dependents in our medical, dental, and vision plans. Registered Domestic
Partners may enroll in the plan with no additional documentation. Non-
registered Domestic Partners must satisfy the eligibility requirements outlined
in the Declaration of Domestic Partnership form and return the Declaration
Form to Human Resources with the enroliment forms.

This plan is available to employees that reside in Northern and Southern
California (and within the service area of the carrier) only.

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.
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Section 3: Benefit Plan Information

Plan Name:

Plan Number:

Policy Carrier:
Policy Number:
Type of Plan Benefit:

Type of Plan
Administration:

Contract Administrator:
Responsible for plan
administration and
processing of claims.

Contract Funding Agent:
Responsible for payment of
claims and for financial risk of
claims.

Claims Appeal Address:

Funding Arrangement:

Plan Premiums/
Contributions:

Medicare Part D:
Grandfathered Plan:

Employee Eligibility:
Dependent Eligibility:

Domestic Partner
Coverage:

Special Notes:

The Talend, Inc. Employee Benefit Plan
501

Kaiser Health Plan

604441 (NoCA) / 230642 (SoCA)
Medical HMO

Contract administration with benefits provided in accordance with the group
policy.

Kaiser Permanente
1950 Franklin Street, 18" Floor
Oakland, CA 94612

Kaiser Permanente
1950 Franklin Street, 18" Floor
Oakland, CA 94612

Kaiser Permanente

Claims Appeal Department
Special Services

P.O. Box 23280

Oakland, CA 94623

Pre-Paid

This benefit is paid by Employer contributions, including, in some cases, those
made at employee direction through a salary reduction agreement.

Creditable, see Section 20.
No, see Section 22.

All full-time employees working 30 or more hours per week are eligible on date
of hire

Eligible dependents include your spouse and child(ren) under the age of 26

You may also enroll a Domestic Partner and a Domestic Partner's children as
dependents in our medical, dental, and vision plans. Registered Domestic
Partners may enroll in the plan with no additional documentation. Non-
registered Domestic Partners must satisfy the eligibility requirements outlined
in the Declaration of Domestic Partnership form and return the Declaration
Form to Human Resources with the enroliment forms.

This plan is available to employees that reside in Northern and Southern
California (and within the service area of the carrier) only.

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.
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Section 3: Benefit Plan Information

Plan Name: The Talend, Inc. Employee Benefit Plan

Plan Number: 501

Policy Carrier: United HealthCare

Policy Number: 0913319

Type of Plan Benefit: Medical PPO

Type of Plan Contract administration with benefits provided in accordance with the group
Administration: policy.

Contract Administrator: UnitedHealthcare

Responsible for plan P.O. Box 1459

administration and Minneapolis, MN 55440-1459

processing of claims.

Contract Funding Agent: UnitedHealthcare
Responsible for payment of  P.O. Box 1459
claims and for financial risk of Minneapolis, MN 55440-1459

claims.

Claims Appeal Address: UnitedHealthcare
Attn: Claims Appeal
P.O. Box 740800
Atlanta, GA 30374-0800

Funding Arrangement: Fully Insured

Plan Premiums/ This benefit is paid by Employer contributions, including, in some cases, those

Contributions: made at employee direction through a salary reduction agreement.

Medicare Part D: Creditable, see Section 20.

Grandfathered Plan: No, see Section 22.

Employee Eligibility: All full-time employees working 30 or more hours per week are eligible on date
of hire

Dependent Eligibility: Eligible dependents include your spouse and child(ren) under the age of 26

Domestic Partner You may also enroll a Domestic Partner and a Domestic Partner's children as

Coverage: dependents in our medical, dental, and vision plans. Registered Domestic
Partners may enroll in the plan with no additional documentation. Non-
registered Domestic Partners must satisfy the eligibility requirements outlined
in the Declaration of Domestic Partnership form and return the Declaration
Form to Human Resources with the enroliment forms.

Special Notes: None

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.

© 2021 Vita Benefits Group (Rev. 03/31/2021) Part #1 - Page 6



Section 3: Benefit Plan Information

Plan Name:

Plan Number:

Policy Carrier:
Policy Number:
Type of Plan Benefit:

Type of Plan
Administration:

Contract Administrator:
Responsible for plan
administration and
processing of claims.

Contract Funding Agent:
Responsible for payment of
claims and for financial risk of
claims.

Claims Appeal Address:

Funding Arrangement:

Plan Premiums/
Contributions:

Medicare Part D:
Grandfathered Plan:

Employee Eligibility:
Dependent Eligibility:

Domestic Partner
Coverage:

Special Notes:

The Talend, Inc. Employee Benefit Plan
501

Delta Dental

19185

Dental

Contract administration with benefits provided in accordance with the group
policy.

Delta Dental of California
560 Mission St #1300
San Francisco, CA 94105

Delta Dental of California
560 Mission St #1300
San Francisco, CA 94105

Delta Dental of California
P.O. Box 997330
Sacramento, CA 95899-7330

Fully Insured

This benefit is paid by Employer contributions, including, in some cases, those
made at employee direction through a salary reduction agreement.

N/A
N/A

All full-time employees working 30 or more hours per week are eligible on date
of hire

Eligible dependents include your spouse and child(ren) under the age of 26

You may also enroll a Domestic Partner and a Domestic Partner's children as
dependents in our medical, dental, and vision plans. Registered Domestic
Partners may enroll in the plan with no additional documentation. Non-
registered Domestic Partners must satisfy the eligibility requirements outlined
in the Declaration of Domestic Partnership form and return the Declaration
Form to Human Resources with the enroliment forms.

None

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.
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Section 3: Benefit Plan Information

Plan Name: The Talend, Inc. Employee Benefit Plan

Plan Number: 501

Policy Carrier: Vision Service Plan

Policy Number: 30095332

Type of Plan Benefit: Vision

Type of Plan Contract administration with benefits provided in accordance with the group
Administration: policy.

Contract Administrator: Vision Service Plan

Responsible for plan 3333 Quality Drive

administration and Rancho Cordova, CA 95670

processing of claims.

Contract Funding Agent: Vision Service Plan
Responsible for payment of 3333 Quality Drive

claims and for financial risk of Rancho Cordova, CA 95670
claims.

Claims Appeal Address: VSP
Member Appeals
3333 Quality Drive
Rancho Cordova, CA 95670

Funding Arrangement: Fully Insured

Plan Premiums/ This benefit is paid by Employer contributions, including, in some cases, those

Contributions: made at employee direction through a salary reduction agreement.

Medicare Part D: N/A

Grandfathered Plan: N/A

Employee Eligibility: All full-time employees working 30 or more hours per week are eligible on date
of hire

Dependent Eligibility: Eligible dependents include your spouse and child(ren) under the age of 26

Domestic Partner You may also enroll a Domestic Partner and a Domestic Partner's children as

Coverage: dependents in our medical, dental, and vision plans. Registered Domestic

Partners may enroll in the plan with no additional documentation. Non-
registered Domestic Partners must satisfy the eligibility requirements outlined
in the Declaration of Domestic Partnership form and return the Declaration
Form to Human Resources with the enroliment forms.

Special Notes: None

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.
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Section 3: Benefit Plan Information

Plan Name: The Talend, Inc. Employee Benefit Plan

Plan Number: 501

Policy Carrier: UNUM

Policy Number: 652067

Type of Plan Benefit: Life and AD&D

Type of Plan Contract administration with benefits provided in accordance with the group
Administration: policy.

Contract Administrator: UNUM Life

Responsible for plan 2211 Congress Street

administration and Portland, ME 04122

processing of claims.

Contract Funding Agent: UNUM Life
Responsible for payment of 2211 Congress Street
claims and for financial risk of Portland, ME 04122

claims.
Claims Appeal Address: UNUM Life
Benefits Center and Appeals Unit
P.O. Box 9548
Portland ME, 04104-5058
Funding Arrangement: Fully Insured
Plan Premiums/ This benefit is paid by Employer contributions.
Contributions:
Medicare Part D: N/A
Grandfathered Plan: N/A
Employee Eligibility: All full-time employees working 30 or more hours per week are eligible on date
of hire
Dependent Eligibility: Dependents are not eligible for this benefit.
Domestic Partner Domestic Partners are not eligible for this benefit.
Coverage:
Special Notes: None

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.
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Section 3: Benefit Plan Information

Plan Name: The Talend, Inc. Employee Benefit Plan

Plan Number: 501

Policy Carrier: UNUM

Policy Number: 652067

Type of Plan Benefit: STD

Type of Plan Contract administration with benefits provided in accordance with the group
Administration: policy.

Contract Administrator: UNUM Life

Responsible for plan 2211 Congress Street

administration and Portland, ME 04122

processing of claims.

Contract Funding Agent: UNUM Life
Responsible for payment of 2211 Congress Street
claims and for financial risk of Portland, ME 04122

claims.
Claims Appeal Address: UNUM Life
Benefits Center and Appeals Unit
P.O. Box 9548
Portland ME, 04104-5058
Funding Arrangement: Fully Insured
Plan Premiums/ This benefit is paid by Employer contributions.
Contributions:
Medicare Part D: N/A
Grandfathered Plan: N/A
Employee Eligibility: All full-time employees working 30 or more hours per week are eligible on date
of hire
Dependent Eligibility: Dependents are not eligible for this benefit.
Domestic Partner Domestic Partners are not eligible for this benefit.
Coverage:
Special Notes: None

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.
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Section 3: Benefit Plan Information

Plan Name: The Talend, Inc. Employee Benefit Plan

Plan Number: 501

Policy Carrier: UNUM

Policy Number: 652067

Type of Plan Benefit: LTD

Type of Plan Contract administration with benefits provided in accordance with the group
Administration: policy.

Contract Administrator: UNUM Life

Responsible for plan 2211 Congress Street

administration and Portland, ME 04122

processing of claims.

Contract Funding Agent: UNUM Life
Responsible for payment of 2211 Congress Street
claims and for financial risk of Portland, ME 04122

claims.
Claims Appeal Address: UNUM Life
Benefits Center and Appeals Unit
P.O. Box 9548
Portland ME, 04104-5058
Funding Arrangement: Fully Insured
Plan Premiums/ This benefit is paid by Employer contributions.
Contributions:
Medicare Part D: N/A
Grandfathered Plan: N/A
Employee Eligibility: All full-time employees working 30 or more hours per week are eligible on date
of hire
Dependent Eligibility: Dependents are not eligible for this benefit.
Domestic Partner Domestic Partners are not eligible for this benefit.
Coverage:
Special Notes: None

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.
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Section 3: Benefit Plan Information

Plan Name: The Talend, Inc. Employee Benefit Plan

Plan Number: 501

Policy Carrier: UNUM

Policy Number: 652068

Type of Plan Benefit: Vol Life and AD&D

Type of Plan Contract administration with benefits provided in accordance with the group
Administration: policy.

Contract Administrator: UNUM Life

Responsible for plan 2211 Congress Street

administration and Portland, ME 04122

processing of claims.

Contract Funding Agent: UNUM Life
Responsible for payment of 2211 Congress Street
claims and for financial risk of Portland, ME 04122

claims.
Claims Appeal Address: UNUM Life
Benefits Center and Appeals Unit
P.O. Box 9548
Portland ME, 04104-5058
Funding Arrangement: Fully Insured
Plan Premiums/ This benefit is paid by Employee contributions through a salary reduction
Contributions: agreement.
Medicare Part D: N/A
Grandfathered Plan: N/A
Employee Eligibility: All full-time employees working 30 or more hours per week are eligible on date
of hire
Dependent Eligibility: Eligible dependents include your spouse and child(ren) under the age of 26
Domestic Partner Registered Domestic Partners may enroll in the plan with no additional
Coverage: documentation. Non-registered Domestic Partners must satisfy the eligibility
requirements outlined in the Declaration of Domestic Partnership form and
return the Declaration Form to Human Resources with the enroliment forms.
Special Notes: None

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.
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Section 3: Benefit Plan Information

Plan Name:

Plan Number:

Policy Carrier:
Policy Number:
Type of Plan Benefit:

Type of Plan
Administration:

Contract Administrator:
Responsible for plan
administration and
processing of claims.

Contract Funding Agent:
Responsible for payment of
claims and for financial risk of
claims.

Claims Appeal Address:

Funding Arrangement:

Plan Premiums/
Contributions:

Medicare Part D:
Grandfathered Plan:

Employee Eligibility:
Dependent Eligibility:
Domestic Partner

Coverage:

Special Notes:

The Talend, Inc. Employee Benefit Plan
501

Optum Health

N/A

EAP

Contract administration with benefits provided in accordance with the group
policy.

OptumHealth
5701 Katella Avenue
Cypress, CA 90630

OptumHealth
5701 Katella Avenue
Cypress, CA 90630

OptumHealth

Attn: Claims Appeal
5701 Katella Avenue
Cypress, CA 90630

This benefit is paid by Employer contributions.

N/A
N/A

All full-time employees working 30 or more hours per week are eligible on date
of hire

Eligible dependents include your spouse/domestic partner and your dependent
child(ren) under the age of 26

Eligible (see above)

None

The benefits identified above are provided pursuant to Insurance Contracts between the Employer/Plan Sponsor
and the Contract Administrator. If the terms of this plan detail document conflict with the terms of the Insurance
Contract or with the Certificate of Coverage, the terms of the Insurance Contract will control, unless superseded by
applicable law. For further information about these Plan Benefits refer to the Certificate of Coverage or Insurance
Contract for each separate benefit or contact the Plan Administrator.
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Welfare Plan

Summary Plan Description and Plan Document

Part #2: Disclosure Document

Section 4: Purpose

The Employer/Plan Sponsor and its named subsidiaries and affiliates sponsor various Benefit Plans as outlined in Section 3
forthe exclusive benefitof the Participants. This Plan has been written and is intended to conform to the written plan
documentand other requirements of the Employee Retirementincome Security Act of 1974 (ERISA). Any assets of the
BenefitPlans shall be held forthe exclusive purposes of providing benefits to the Benefit Plan participants and their
beneficiaries and for defraying reasonable costs of administration.

Section 5: Accompanying Documents

A. SummaryPlan Description (SPD). The term “Certificates of Coverage” refers to the plan documentation provided by the
Contract Administrator orinsurance carrier, which describes the plan benefits in detail. Certificates of Coverage are
sometimes alternately referred to as Certificates, Evidence of Coverage, Plan Booklets, Group Insurance Plan Benefits,
Plan Detail Documents, (or other similar names) by the Plan Administrator that issues them. If you do not have a copy
of your Certificate of Coverage you may obtain one from the Plan Administrator. The applicable Certificate of Coverage
describes the plan coverage provisions, the use of network providers, the composition of the network, and the
circumstances, if any, under which coverage will be provided for out-of-network services. A directory of participating
network providers may be accessed online at no cost to you. The Certificate of Coverage will also inform you aboutany
conditions, limits, exclusions, orrestrictions on coverage.

B. PlanDocument. The term “Insurance Contract’ refers to the plan documentation provided by the Contract Administrator,
which outlines the importantelements of the agreements/contracts between the Employer/Plan Sponsor and the
Contract Administrator. Insurance Contracts are sometimes alternately referred to as Insurance Policies,
Contracts/Policies, Service Agreements or Plan Detail Documents (or other similarnames) by the Contract
Administrator orinsurance carrier that issues them.

C. Wrap-around Document. Thisdocumentis a wrap-around Plan Documentand a wrap-around Summary Plan
Description. When accompanied by the appropriate Certificates of Coverage, this document, along with those
Certificates, becomes the Summary Plan Description. When accompanied by the appropriate Insurance Contracts, this
document, along with those Contracts, becomes the Plan Document. The detailed planinformation required by ERISA
is shown in your Certificates of Coverage or Insurance Contracts for each benefit. If you do not have a copy of your
Certificate of Coverage you may obtain one from the Plan Administrator.

Section 6: Termination/Modification/Amendment of the Plan

A. Permanency. While the Employer/Plan Sponsor fully expects this Plan to continue indefinitely, permanency of the Plan
is subjectto the Employer/Plan Sponsor’'srightto amend orterminate the plan as provided below. Nothing in this Plan
is intended to be or shall be construed to entitle any Participantto vested or non-terminable benefits.

B. Rightto ModifyorAmend. The Employer/Plan Sponsorreserves the right to amend or modify the Plan or any element
or provision of the Plan at any time. For example, Employerreserves the rightto amend or terminate benefits, covered
expenses, benefitcopays, policy provisions and reserves the right to amend the Plan, to require or increase employee
contributions, and to implementany cost control measures thatit may deem advisable. No consent of any Participantis
required to amend or modify the Plan. Any amendmentor modification shall be effective as of the date determined by
the Employer/Plan Sponsor. Allamendments shall be made in writing and shall be approved by the Employer/Plan
Sponsoraccording to its normal procedures for transacting business. Such amendments may apply retroactively or
prospectively as provided in the amendment. Anyamendmentmade shall be deemed to be approved and adopted by
any Affiliated Employerwho has adopted the Plan.

C. Rightto Terminate. The Employer/Plan Sponsorhas the right to discontinue or terminate the Plan without prejudice at
any time and for any reason without prior notice. No consentof any participantis required to amend, modify or
terminate the Plan. Any discontinuance ortermination shall be effective as of the date determined by the Employer/Plan
Sponsor. The decision to terminate the Plan shall be made in writing and shall be approved by the Employer,
according to its normal procedures for transacting business. Affiliated Employers who have adopted the Plan may
withdraw from participation in the Plan, but may not terminate the Plan.
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Contract Administration. The Employer/Plan Sponsor may enterinto contracts with a Contract Administrator to provide
coverage. The Employer/Plan Sponsor has the rightto amend, terminate, ormodify any relationship with a Contract
Administratoratany time. A Contract Administrator may terminate coverage if the Employer/Plan Sponsor fails to pay
the required premiumin a timely manner as prescribed by the contract. A Contract Administrator may also terminate the
Insurance Contract on any premium due date if the number of personsinsured isless than the minimum number
required.

Effecton Participants. A Participant's coverage isamended or modified upon the amendmentor modification of the
Plan. An individual Participant's coverage terminates atthe earliest of the following conditions:

1. When you leave your employment;

2. When you are no longereligible;

3. When you cease to contribute, (if the Plan is contributory);
4. When the Planterminates.

If a Participantceases active work, individual Certificates of Coverage will determine whatarrangements, if any, may be
made to continue your coverage beyond the date active work is ceased.

Section 7: Description of Types of Funding Arrangements

A. FEully Insured Plan. In a fullyinsured plan, benefits are provided undera group insurance contractentered into between

the Employer/Plan Sponsorand the insurance company identified as the Contract Funding Agent. Claims forbenefits
are sent to the insurance company or Contract Administrator. The insurance company, notthe Employer/Plan Sponsor,
is responsible for paying claims and for the financial risk of paying claims under the plan. (However, the insurance
company and Employer share the responsibilities foradministering the plan.) Insurance premiums for plan participants
as well as employee contributions (pre-tax and after-tax, as applicable) are paid by the Employer/Plan Sponsor out of
the general assets of the Employer/Plan Sponsor.

Self-Insured Plan. In a self-insured plan or a partially self-insured plan, the Employer/Plan Sponsor hires the Contract
Administratorto process claims underthe plan. The Contract Administrator does notserve as aninsurer, but merely as
a claims processorand administrator. Claims for benefits are sent to the Contract Administrator. The Contract
Administrator processes the claims, then requests and receives funds from the Employer/Plan Sponsor to pay the
claims and make paymenton the claimsto health care providers. The Employer/Plan Sponsoris ultimately responsible
for providing plan benefits, notthe Contract Administrator. (However, the Contract Administratorand Employer/Plan
Sponsor share responsibilities foradministering the plan.) Plan benefits are paid by the Employer/Plan Sponsor out of
the general assets of the Employer/Plan Sponsor. There is no special fund or trust or insurance from which benefits are
paid. Employee contributions (pre-tax and after-tax, as applicable) are also paid by the Employer/Plan Sponsor out of
the general assets of the Employer/Plan Sponsor.

Pre-paid Plan. In a pre-paid plan, benefits are provided under a contract entered into between the Employer/Plan
Sponsorand the Contract Administrator. Typically pre-paid plans are Health Maintenance Organization (HMO).
Premiums are due in advance of services being received. Providers are typically paid on a capitated basis for basic
services and on a fee-for-service basis for other services. The Contract Administrator negotiates payment
arrangements with providers. Insurance premiums for plan participants as well as employee contributions (pre-tax and
after-tax, as applicable) are paid by the Employer/Plan Sponsor outof the general assets of the Employer/Plan Sponsor.

Section 8: Participation, Eligibility, Enrolilment, and Termination Specifications

A

Participation. The term “Participant’ with respect to this Plan means any employee or beneficiary who meets the
eligibility requirements of one of the Benefit Plans offered and participatesin the Plan in accordance with the terms and
conditions established for that specific Benefit Plan and has not forany reason become ineligible to participate. An
employee, dependent, or beneficiary shall be a Participantin this planif he or she actively elects coverage underone or
more of the BenefitPlans or if that employee becomes covered by one or more of the BenefitPlans by virtue of
automaticadministrative processing. Specific participation requirements for each Benefit Plan are outlined in the
Certificates of Coverage or Insurance Contracts for each BenefitPlan.

Eligibility Requirements. Information regarding specificemployee and dependenteligibility requirements and any
conditions and limitations to eligibility are contained in the Certificate of Coverage orthe Insurance Contracts describing
each separate BenefitPlan. Eligible dependentsinclude dependents who qualify under the Insurance Contracts
currentlyin force underthe Employee Benefit Plan of the Employer/Plan Sponsor. A plan participantor beneficiary may
obtain a copy of the plan’s Qualified Medical Child Support Order (QMCSO) procedures from the Plan Administrator.
Plan participants mustcomplete an enrolimentapplication (provided by the Plan Administrator)in a timely fashionin
order to receive certain benefits under this plan.

The following types of individuals are specifically noteligible for benefits under this plan:
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e If you are regularly scheduled to work less than the hours perweek as indicated above for the specific benefit
plan;

e If you are classified as a seasonal employee (according to the ACA definition) and your Employer/Plan
Administrator excludes seasonal employees;

e If you are classified as a leased employee as defined in section 414(n) of the Code;
e If you are classified as an independentcontractor;

e If you are classified as a consultantor advisoron a retainer or fee basis, and compensation paid to you is
reported on a Form 1099 rather than a Form W-2;

e If you are a memberof a collective bargaining unitwho is eligible under a separate union negotiated plan.
C. Enroliment.

1. When you begin working at your Employer, you will receive the information necessary to enroll in the Plan. If
you satisfy the eligibility criteria for the benefitofferings and you timely complete the appropriate enrollment
paperwork, your coverage begins as of the effective date outlined in the Certificate of Coverage foreach
componentbenefitplan. Your eligible dependents’ coverage under the Plan will begin on the same date if you
make the necessary elections within the time period required. As a rule, the benefits elections you make at the
beginning of youremploymentwill remain in force for the full Plan Year. If you do not enroll for benefit offerings
when you are first eligible, you will have to waituntil the next annual Open Enrolimentperiod unless you meet
the criteria to qualify fora Mid-Year Enroliment Opportunity, experience a Qualified Life Event, or qualify fora
Special Open Enroliment.

2. Open Enroliment. Open Enrolimenthappens once annually and, during thattime, you may typically make
changesto your benefitplans,add dependents to your plans, or delete dependents from your plans. Any
changes you make become effective atthe beginning of the Plan Year.

3. Mid-Year EnrolimentOpportunities. If you initially waived coverage or waive coverage for any eligible
dependents either upon your initial eligibility or at any annual Open Enrollment, under certain circumstances,
you may be eligible to enroll in coverage on a mid-year basis. To be eligible, you mustexperience a Qualified
Status Change or another defined eventthat qualifies you to make such a mid-yearelection. This is often
referred to as a Special Open Enroliment. Examples of events that qualify include birth of a child, marriage,
divorce, coverage being lost underanotheremployer-sponsored plan, coverage being changed orlostundera
spouse's plan, or coverage being lostdue to exhausting COBRA coverage from a prior employer. In all cases,
you mustnotify your Employerwithin 30 days of the eventin orderto make a mid-yearchange. Certain of the
special events allow fora 60 day notification period, however, others only allow fora 30 day notice period.
Therefore, itis advisable to notify your employer within 30 days of the event, to ensure timely enroliment. If
you do not make the notification within the prescribed window, you mustwait to enroll until the next annual
Open Enrollmentperiod. If you enroll yourself ora dependentin the benefitofferings midyear due to a change
in status, coverage may begin on the date of the eventor it may begin on the first of the month following your
event or it may begin on the first of the month following your notification to your Employer. Please consultyour
Certificate of Coverages for each plan to confirm the specific coverage effective date underyour plans.

D. BenefitTermination. This SPD and Plan Documentisissued in conjunction with corresponding Certificates of Coverage
or Insurance Contracts for each of the plansidentified on the previous pages. Information regarding loss of benefits and
when benefits terminate can be found in the Certificates of Coverage or the Insurance Contracts describing each
separate BenefitPlan. Please referto the corresponding benefitplan Certificate of Coverage for specific details.
However, following is an overview of the general types of provisions governing when coverage will terminate:

e The date that your coverage is terminated by amendmentof the Plan, by whole or partial termination of the
Plan, termination of the insurance contractor agreement, or by discontinuance of contributions by the
Employer/Plan Administrator;

e The end of the period for which you paid yourrequired contribution, if applicable;

e The date youreport foractive military service, unless coverage is continued through the Uniformed Services
Employmentand ReemploymentRights Act (USERRA);

e The end of the period for which you are no longereligible, forexample if your hours drop below the required
eligibility threshold.
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Section 9: Changing Coverage Elections Mid-Year

In general, the benefitplans and coverage levels you choose when you are firstenrolled remain in effectfor the remainder of
the Plan Year in which you are enrolled. In addition, elections you make at Open Enrolimentgenerally remainin effectfor
the entire Plan Year. If you experience one of the events described below and want to make a change to your coverage due
to such event, you mustnotify your Employerwithin 30 days of the event, or 60 days for certain events as described under
HIPAA Special Enrolimentsin thisdocument. If you do not notify your Employerwithin the allowed timeframe, you will notbe
able to make any changes to your coverage until the next Open Enrolimentperiod.

A. Changesin Status. You maybe able to change your Medical election during the Plan Year if you experience a change

in status. Please note that in order to change your benefitelections due to a change in status, you may be required to
show proof verifying thatthese events have occurred (e.g., copy of marriage or birth certificate, or divorce decree, etc.)
The following is a list of changes in status that may allow you to make a change to your elections:

Legal marital status. Any event that changes yourlegal marital status, including marriage, divorce, death of a
spouse, legal separation, and annulment;

Domestic Partner status. A change in your status due to establishing a domestic partnership, or dissolution of
either.

Number of eligible dependents. Any eventthat changes yournumber of eligible dependents including birth, death,
adoption, legal guardianship,and placementfor adoption;

Employmentstatus. Any eventthat changes youror your eligible dependents’ employment status that results in
gaining orlosing eligibility for coverage. Examplesinclude: beginning or ending employment; a strike or lockout;
starting or returning from an unpaid leave of absence; changing from part-time to full-time employmentor vice
versa; and a change in work location.

Dependentstatus. Any event that causes your dependents to become eligible orineligible for coverage because of
age, studentstatus, or similarcircumstances;

Residence. A changeinthe place of residence foryou or your eligible dependents if the change results in your or
your eligible dependents living outside your health plan’s network service area;

EMLA leave. Beginning orreturning from an FMLA leave;

B. Other Events that Allow You to Change Elections. There are several other events that are not Status Changes that may

allow you to make changesin your elections.

QMCSOs. If a Qualified Medical Child Support Order (QMCSO) requires the Plan to provide coverage to your child,
then the Plan Administrator automatically may change your election under the Plan to provide coverage for that
child. In addition, you may make corresponding election changes as a resultof the QMCSO, if you desire. If the
QMCSO requires another person (such as your spouse or former spouse) to provide coverage for the child, then
you may cancel coverage for that child underthe Plan if you provide proof to the Plan Administrator thatsuch other
person actually provides the coverage forthe child.

Coverage Change Events. In some instances, you can make elections if the type of coverage changes. Please note
that if the change occurs to another employer’s plan, you may be required to show proof verifying these events
have occurred.

Restriction or Loss of Coverage. If your coverage is significantly restricted or ceases entirely, you may revoke your
elections and elect coverage under another option that provides similar coverage. Coverage is considered
“significantly restricted” if there is an overall reduction in benefits coverage. If the restrictionis equivalentto a
complete loss of coverage, and no other similar coverage is available, you may revoke your existing election.

Addition to or Improvementin Coverage. If Employeradds a coverage option or significantlyimproves a coverage
option during the year, you may revoke your existing election and electthe newly added or newly improved option.

Changesin Coverage underanother EmployerPlan. If you or your eligible dependents are employed and the other
employer plan allows fora change in your family member’s coverage (either during thatemployer's Open
Enrollmentperiod ordue to a mid-year election change permitted under the Internal Revenue Code), you may be
able to make a corresponding election change underthe Plan. For example, if your spouse elects family coverage
during his or her employer’s Open Enroliment period, you may requestto end your coverage under the Plan.

Loss of Other Group Health Plan Coverage. If you or your spouse or dependentchild(ren)lose coverage under
anothergroup health plan sponsored by a governmental or educational institution, including a state children’s
health insurance program (CHIP), medical care program of an Indian Tribal government, state health benefits risk
pool, or a foreign governmentgroup health plan, you may enroll for coverage under this Plan.
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Section 10: HIPAA

As required by law, this plan complies with the applicable provisions of the Health Insurance Portability and Accountability
Act (HIPAA). HIPAA provisions apply to group health plans only, not all benefitplans offered under this plan.

A

Special EnrolimentRights. HIPAA also requires a group health plan to provide special mid-year enroliment
opportunities to certain employees and/or theirdependentsin three circumstances: 1) loss of other employer sponsored
coverage, 2) loss of Medicaid or CHIP coverage, or 3) acquisition of a new dependent. If you seek to enroll underthese
special enrolimentrules, you will not be considered a late enrollee and thus would not be subjectto the late enroliment
penalties as prescribed by HIPAA or have to waive until the next Open Enrolimentperiod.

Other Group Coverage. If you are covered underanotheremployer sponsored group health plan and involuntarily
lose that coverage (due to expiration of COBRA or loss of eligibility under the other group plan), you or your
dependents may enter the plan under the special mid-yearenrollmentrights. You mustrequest enrollmentin
writing within 30 days after the loss of the other coverage orthe other employer’s cessation of contributions for such
other coverage. Coverage will begin on the first day of the month afterthe plan receives the enrolimentform.

Medicaid/CHIP. If you or any eligible dependents are covered under Medicaid or CHIP coverage and you lose
eligibility under one of those programs or you become eligible for the state’s premium assistance program, you and
your eligible dependents may enter the plan under the special mid-year enrollmentrights. You mustrequest
enrollmentin writing within 60 days afterthe Medicaid/CHIP event. If you request this change, coverage will be
effective the first of the month following yourrequestforenroliment. Specificrestrictions may apply, dependingon
federal and state law.

Acquire New Dependent. If you as an employee acquire a new dependent-- by marriage, birth, adoption, or
placementforadoption -- you have a right to enroll yourself and the new dependentin the group health plan. You
mustrequest enrolimentin writing within 60 days of the marriage, birth, adoption, or placementforadoption.
Coverage applied for as a result of one of these HIPAA special enrolimentevents will become effective as outlined
in your plan certificate. Please referto your Certificate of Coverage for specifics.

Continuity of Coverage. HIPAA requires that your group health plan reduce or eliminate the exclusionary period of
coverage for pre-existing conditions under your group health plans (not long term disability plans), if you have creditable
coverage from another plan. Typically, you should be provided with a certificate of creditable coverage, free of charge,
from your group health plan or health insurance issuerin the following events: when you lose coverage underthe plan;
when you become entitled to elect COBRA continuation coverage;orif you requestit up to 24 months afterlosing
coverage. Without evidence of creditable coverage, you may be subjectto a pre-existing condition exclusion of 12
months (18 months for late enrollees) after your enrolimentdate in your coverage.

Section 11: Variable Hour Employee Eligibility

This section is only applicable foremployers who are Applicable Large Employers (ALEs) underthe Affordable Care Act. To
determine if your employeris an Applicable Large Employer, please refer to the Section 2: Plan Information which can be
found in Part #1: Plan Fact Sheet of this Summary Plan Description. The Part#1: Plan Fact Sheet accompanies this
Summary Plan Description Disclosure Document.

A

Overview. This section explains how health plan eligibility is determined for variable hour employees. If you are a
variable hour employee with a flexible work schedule such that it cannotbe determined in advance whetheror not you
will work an average of 30 hours per week (the federal minimum threshold to qualify for health plan coverage), this
section appliesto you. In orderto determine eligibility for health plan coverage, youremployer may electto use federal
“safe harbor” provisions for determining your health plan eligibility.

Safe Harbor Eligibility Rule. You will be subjectto a measurementperiod (as outlined in Part #1: Fact Sheet of this
Summary Plan Description). During the measurementperiod, you will NOT be eligible for health insurance. During that
period, your eligibility for health benefits will be determined by tracking your hours of service during an “initial
measurementperiod.” Hours of service that counttowards your eligibility for health benefitsinclude: (1) hours for which
you are paid for work, and (2) hours forwhich you are paid for vacation, holiday, iliness, disability, layoff, jury duty,
military duty, or leave of absence.

Averaging 30 Hours or More. If your average hours worked exceeds the threshold during the initial measurement
period, then you will be eligible for health benefits for a period of time equal to the stability period (also noted in the chart
below). At that point, your eligibility for coverage will have been “earned” for the duration of the stability period, and your
coverage will be maintained through the stability period, even if your actual average hours worked falls below the
threshold. However, you mustelect coverage, pay your share of premiums, and continue to be an employee during this
period in order to maintain coverage through your stability period. One last note, there is an administration period (as
noted below)in between the end of the measurement period and the beginning of the stability period to allow for
processing of your election.

Averaging Less Than 30 Hours. If youraverage hours worked does not meetthe threshold during the initial
measurementperiod, then you will be not be eligible for health benefits for a period of time equal to the stability period
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(identified below). You will not be eligible for health coverage through the entire stability period even if your average
hours during the stability period increases above the threshold. However, if you have a change in employmentstatus
such that you are no longer a variable houremployee and you are newly in a classification thatis eligible for health
benefits, you would not be subjectto the entire stability period lock out period.

After the Initial MeasurementPeriod. Regardless of the outcome of yourinitial measurementperiod (eligibility for health
coverage earned ornot), yourhours will be counted toward eligibility for future coverage based on the company’s
ongoing measurementperiod. In some cases your initial measurementperiod and the standard measurement period
will overlap. During any such overlap, your hours will be counted separately toward each of the measurementperiods
and your eligibility will accrue separately to each of the initial and ongoing measurementperiods. Your initial
measurementperiod is based on when you are hired. The ongoing measurementperiod is based on a specific calendar
year cycle.

Administration Period. The period afterthe end of your measurementperiod (and before the beginning of the stability
period associated with your measurementperiod) during which the plan sponsoris allowed to perform administrative
tasks, such as calculating the hours forthe measurementperiod, determining eligibility for coverage, providing
enrollmentmaterials to eligible employees, and conducting Open Enrolimentand processing enrolimentdocuments.

Rehires and Leaves of Absence. If you terminate employmentand are rehired or go on a leave of absence such that
you have a breakin service of 13 continuous weeks ormore (26 weeks foran educational organization), you will be
subjectto a new waiting period. However, if you terminate employmentand are rehired orgo on a leave of absence
such that your breakin service is less than 13 weeks, you will not be subject to a new waiting period.

Change in Employment Status. If you are an ongoing employee (notin yourinitialmeasurementperiod) and you
experience a change in employmentstatus before the end of the stability period, the change will not affectyour
classification of as a full-time employee (or nota full-time employee) for the remaining portion of the stability period.
However, if you transferto a position that would have been considered part-time had you originally been hired into that
position,and are continuously working under 30 hours per week, your classification as a full time employee may
change. If youare a new variable houremployee and youremploymentstatus materially changes before the end of
your initial measurementperiod in such a way that, if you had begun employmentin the new position, you reasonably
would have been expected to average at least30 hours of service per week, and you actually average at least30 hours
of service perweek during the initial measurementperiod, your change in status will move you from a variable hour
employee to full time employee status and your benefits eligibility will follow the rules forregular full ime employees.

Section 12: Taxation

A

Taxation of Benefits. In general, health benefits provided to you and your eligible dependents are tax free (subjectto
certain limitations for life insurance benefits).

Domestic Partner Taxation. Whether or not your plan offers coverage for Registered Domestic Partners or Non-
Registered Domestic Partners may be found under the eligibility criteria of each Certificate of Coverage. However, it
should be noted that tax treatment of employee benefits is not the same fordomestic partners. Unless your domestic
partnerand/or his or her children, if any, are considered yourfederal tax dependents under the Internal Revenue Code
for health benefit, the Internal Revenue Service currently requires that your employerimpute income to you equal to the
value of the coverage provided for your domestic partnerand his or her dependentchildren. You are advised to consult
with yourtax advisor to determine if your domestic partnerand his or herdependentchildren are yourfederal tax
dependents and to review the tax consequences of electing coverage fora domestic partner. Also, please speakto
your tax advisor regarding whether your domestic partner, and his or her children, if any, may qualify for special state
tax treatment.

Same-Sex Marriage TaxImplications. The US Departmentof the Treasury and the Internal Revenue Service (IRS)
have ruled that same-sex couples, legally married in jurisdictions thatrecognize their marriages, will be treated as
married for federal tax purposes. This ruling applies regardless of whetheryoulive in a jurisdiction that recognizes
same-sexmarriage ornot. If yourdependentis a same sex spouse pursuantto the above, his/her benefits are
excludable from income.

Life Insurance. The value of employer provided life insurance benefits in excess of $50,000 will be imputed income to
you as required by the IRS. The actual value of the life insurance depends on yourage and the amountof insurance in
excess of $50,000. The imputed income may be added to your income each pay cycle or it may be added ina lump sum
at the end of the calendaryear.

Section 13: Important Disclosures

These notices are available online or via paper, free of charge, upon requestto the Plan Administrator.
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A. Newborns and Mothers Health Protection Act of 1996. Group health plans and health insurance issuers offering group
health insurance coverage generally may not, under federal law, restrict benefits for any hospital length of stay in
connection with childbirth forthe mother or newborn child to less than 48 hours following a normal vaginal delivery, or
less than 96 hours following a cesarean section. However, federal law allows the mother’s or the newborn’s attending
provider, after consulting with the mother, to discharge the motheror her newborn earlierthan 48 or 96 hours, as
applicable. Inany case, no plan or issuermay require an authorization for prescribing a length of stay that does not
exceed 48 hours (or 96 hoursin the case of a cesarean section).

B. Women’s Health and CancerRights Act. The Federal Women’s Health and Cancer Rights Act of 1998 requires
coverage of treatmentrelated to mastectomy. If you are eligible for mastectomy benefits under your health coverage
and you elect breastreconstruction in connection with such mastectomy, you are also covered for the following:

1. All stages of reconstruction of the breast on which mastectomy has been performed;

2. Surgeryand reconstruction on the other breast to produce a symmetrical appearance;

3. Prostheses;

4. Treatmentof physical complications of all stages of mastectomy, including lymphedemas.

Coverage forreconstructive breast surgery may not be denied orreduced on the grounds that itis cosmeticin nature or
that it otherwise does not meetthe coverage definition of “medically necessary.” Benefits will be provided on the same
basis as for any other illness or injury under your plan, subjectto the same deductibles and coinsurance applicable to
other medical and surgical benefits provided under this plan. Coverage is subject to applicable deductibles, copayments
and coinsurance payments.

C. Mental Health Parity Act. When required by law, itis the intent of this Plan that health care benefitplans comply with the
Federal Mental Health Parity Act (MHPA). In general, the law requires parity of mental health benefits, meaning that
annual orlifetime dollar limits on mental health benefits be no lower than any such dollarlimits formedical and surgical
benefits offered by a group health plan or health insurance issuer offering coverage in connection with a group health
plan. In addition, the law provides that employers retain discretion regarding the extentand scope of mental health
benefits offered to workers and their families (including costsharing, limits on numbers of visits or days of coverage, and
requirements relating to medical necessity). The law does not apply to benefits for substance abuse or chemical
dependency. Smallemployers are exemptfrom this law; any group health plan of any employerwho employed an
average of between 2 and 50 employees on business days during the preceding calendar year and who employs at
least 2 employeeson the firstday of the Plan Year is exempt.

D. Mental Health Parity and Addiction Equity Act. When required by law, this law requires that if a group health plan
provides medical/surgical benefits and mental health benefits, the financial requirements (deductibles and co-payments)
and any treatmentlimitations thatapply to mental health benefits mustbe no more restrictive than the predominant
financial requirements or treatmentlimitations thatapply to substantially all medical/surgical benefits. Likewise, if the
planincludes substance use disorder benefits, the financial requirements and treatmentlimitations for substance use
disorders mustalso be equivalentto coverage forother conditions. Small employers are exemptfrom thislaw; any
group health plan of any employerwho employed an average of between 2 and 50 employees during the preceding
calendaryearis exempt.

E. Qualified Medical Child SupportOrders (QMCSO) Provision. A dependentchild maybecome eligible for coverage by
way of a QMCSO. If approved, coverage will become effective as of the date specified in ajudgment, decree or order
issued by a court of competentjurisdiction or through a state administrative process. The order must clearly identify all
of the following:

e The name and last known mailing address of the participant;

e The name and last known mailing address of each alternate recipient (or official state or political designee for
the alternate recipient);

¢ Areasonable description of the type of coverage to be provided to the child or the mannerin which such
coverage is to be determined;

¢ A statementthat the child has the rightto receive health benefits forwhich you are eligible under the ERISA
Plan for which you are eligible;and

e The periodto which the orderapplies.

A Plan participantmustsubmita Medical Child SupportOrder to the Plan Administrator to determine whetherit is
qualified,and thusa QMCSO. A copy of the written procedures that the Plan uses when administering Qualified
Medical Child SupportOrders may be requested from Plan Administrator, atno charge.

F. Patient Protection and Affordable Care Act. Followingis an outline of plan provisionsimplemented in accordance with
PPACA. These provisions become effective forgroup health plans upon renewal after September23,2010. Where
noted, some provisions may notapply to grandfathered plans. Please referto Section 3 to determine the grandfathering
status of your health plan.
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1. Pre-Existing Conditions: This provision applies to all group health plans, regardless of grandfathering status.
Health plans may not deny or exclude benefits for pre-existing health conditions.

2. Choice of Primary Care Provider: This provision does not apply to grandfathered plans. Forplansand issuers
that require or allow for the designation of primary care providers by participants or beneficiaries (such as an
HMO plan), you have the rightto designate any primary care provider who participatesin that plan’s network and
who is available to accept you or your family members. Until you affirmatively make this designation, the health
plan designates a primary care providerforyou. For children,you may designate a pediatrician as the primary
care provider. You do not need prior authorization from the health plan or from any other person (including a
primary care provider)in order to obtain access to obstetrical or gynecological care from a health care
professionalin the plan’s network who specializes in obstetrics or gynecology. The health care professional,
however, may be required to comply with certain procedures, including obtaining prior authorization for certain
services, following a pre-approved treatmentplan, or procedures for making referrals. Forinformation on how to
select a primary care provider, and for a list of the participating primary care providers or participating health care
professionals who specialize in obstetrics or gynecology, contactthe health plan (contact information is provided
in Section 3).

3. External Claims Review: This provision does not apply to grandfathered plans. Plans and issuers are required
to establish both internal and external review procedures in accordance with state or federal guidelines, as
appropriate. Please referto your health plan certificate of coverage for complete claim appeal and review
procedures.

4. Rescission of Coverage: This provision applies to all group health plans, regardless of grandfathering status.
Coverage may only be rescinded or cancelled if there is fraud or intentional misrepresentation of fact, as
prohibited by plan terms of coverage. Plan mustprovide 30 days advance notice before coverage can be
rescinded. Rescission of coverage will be treated as a claim denial,and may be appealed in accordance with
the claim appeal procedures of the plan.

5. Medical Loss Ratio Rebates: This provision appliesto all group health plans, regardless of grandfathering
status. The plan mustmeetminimum lossratio standards established by the PPACA. Plansthatdo not meet
the minimum requirementmustrebate excess premium to the employer. Your employeris required to apply that
rebate equitably for the benefitof all currently enrolled employees. Funds may be used to offsetfuture premium
increases or to enhance future plan benefits. Cash rebates will not be issued.

G. Submission of FraudulentClaims: If you (or any covered dependents) submitfraudulentclaims to the plan, your
coverage may be terminated.

H. Wellness Programs. These disclosure notifications apply if a participatory or health-contingentwellness programis
offered. Please referto the Summary Plan Description Fact Sheet to confirm if an applicable wellness program is
offered and, thus, whether these wellness disclosures apply to you.

1. Notice Regarding Wellness Incentives. The voluntary wellness program is administered according to
federal rules permitting employer-sponsored wellness programs that seek to improve employee health
or preventdisease, including the Americans with Disabilities Actof 1990, the Genetic Information
Nondiscrimination Actof 2008, and the Health Insurance Portability and Accountability Act, as
applicable,among others. If you choose to participate in the wellness program you may be asked to
complete a voluntary health risk assessment (HRA) that asks a series of questions aboutyour health-
related activities and behaviors and whether you have or had certain medical conditions (e.g., cancer,
diabetes, or heart disease). You may also be asked to complete a biometric screening, which includes
testing forcommon indicators of health and disease.

You are not required to complete the HRA or to participate in the biometric testing or other medical
examinations. However, employees who choose to participate in the wellness program will receive an
incentive for completing the HRA and/or participating in the biometric screening. Only employees who
do so will receive the incentive.

Additional incentives may be available foremployees who participate in certain health-related activities
or achieve certain health outcomes (such as an improvementin blood pressure or cholesterol levels). If
you are unable to participate in any of the health-related activities orachieve any of the health
outcomes required to earn an incentive, you may be entitled to a reasonable accommodation oran
alternative standard. You mayrequest a reasonable accommodation or an alternative standard by
contacting the H.R. team.

The information from your HRA and the results from your biometric screening will be used to provide
you with information to help you understand your current health and potential risks. You also are
encouraged to share your results or concerns with your own doctor.

2. Notice of Reasonable Alternatives. Rewards for participating in the wellness program are available to
allemployees. If you feel you may be unable to meetthe standard fora reward underthe wellness
program you mightqualify foran opportunity to earn the same reward by differentmeans. Contact
Employer/Plan Sponsor (and, if you wish, with your doctor) to arrange an alternate wellness activity that
can qualify forthe same reward that is right for your personal health status.
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3. Protections from Disclosure of Medical Information. Employer/Plan Sponsoris required by law to
maintain the privacy and security of your personally identifiable health information. Although the
wellness program may use aggregate information it collects to design a program based on identified
health risks in the workplace, our wellness program will never disclose any of your personal information
eitherpublicly or to the employer, exceptas necessary to respond to a request from you fora
reasonable accommodation needed to participate in the wellness program, or as expressly permitted by
law. Medical information thatpersonally identifies you that is provided in connection with the wellness
program will notbe provided to your supervisors or managers and will never be used to make decisions
regarding youremployment. You may not be discriminated againstin employmentbecause of the
medical information you provide as part of participating in the wellness program, normay you be
subjected to retaliation if you choose not to participate.

Genetic Information Nondiscrimination Actof 2008. The Genetic Information Nondiscrimination Actof 2008 (GINA)
prohibits employers and other entities covered by GINA Title Il from requesting or requiring genetic information of an
individual orfamily member of the individual, exceptas specifically allowed by thislaw. To comply with this law, you
should not provide any geneticinformation when responding to requests for medical information. “Genetic information,”
as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s
genetictests, the fact that an individual oranindividual’s family member soughtorreceived genetic services, and
geneticinformation of a fetus carried by an individual or an individual’s family member oran embryo lawfully held by an
individual or family member receiving assistive reproductive services.

Premium Assistance under Medicaid and the Children’s Health Insurance Program (CHIP). As required by law, this plan
complies with the applicable provisions of the Children’s Health Insurance Program Reauthorization Act (CHIPRA).
CHIPRA provisions apply to group health plans only, not all benefitplans offered under this plan.

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from youremployer, your
state may have a premium assistance program thatcan help pay for coverage, using funds from their Medicaid or CHIP
programs. If you or your children aren’teligible for Medicaid or CHIP, you won’t be eligible for these premium
assistance programs butyou may be able to buy individual insurance coverage through the Health Insurance
Marketplace. For more information, visitwww.healthcare.gov.

If you or yourdependents are already enrolled in Medicaid or CHIP and you live in a state listed below, you can contact
your state Medicaid or CHIP office to find out if premium assistance is available.

If you or yourdependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents
mightbe eligible for either of these programs, you can contact your state Medicaid or CHIP office ordial 1-877-KIDS
NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, you can ask the state if it has a program that
mighthelp you pay the premiums foran employer-sponsored plan.

If you or yourdependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your
employer plan, youremployer mustallow you to enroll in your employer plan if you aren’talready enrolled. Thisis called
a “special enroliment” opportunity, and you must request coverage within 60 days of being determined eligible for
premium assistance. If you have questions aboutenrolling in youremployer plan, contactthe Departmentof Labor at
www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health plan
premiums. The following list of states is current as of July 31,2019. You should contact your state for further
information on eligibility.

ALABAMA - Medicaid
Website: http://www.myalhipp.com
Phone: 1-855-692-5447

ALASKA - Medicaid
The AK Health Insurance Premium Payment Program
Website: http://myakhipp.com/
Phone: 1-866-251-4861
Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility:
http:/dhss.alaska.gov/dpa/Pages/Medicaid/default.aspx

ARKANSAS - Medicaid
Website: http:/myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447)
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NEW JERSEY - Medicaid and CHIP
Medicaid Website:
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
Medicaid Phone: 1-609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

NEW YORK — Medicaid

Website: http://www.health.ny.gov/health care/medicaid/
Phone: 1-800-541-2831

NORTH CAROLINA - Medicaid
Website: https://dma.ncdhhs.gov/
Phone: 1-919-855-4100
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COLORADO - Health FirstColorado
(Colorado’s Medicaid Program) &
Child Health Plan Plus (CHP+)

Health First Colorado Website:
https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center:
1-800-221-3943 / State Relay 711
CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus
CHP+ Customer Service: 1-800-359-1991/ State Relay 711

FLORIDA — Medicaid
Website: https://www.fimedicaidtplrecovery.com/
Phone: 1-877-357-3268

GEORGIA - Medicaid
Website: http://dch.georgia.gov/medicaid

Click on Health Insurance Premium Payment (HIPP)

Phone: 1-404-656-4507

INDIANA — Medicaid
Healthy Indiana Plan for low-income adults 19-64
Website: http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479
All other Medicaid
Website: http://www.indianamedicaid.com
Phone: 1-800-403-0864

IOWA — Medicaid

Website:
www.dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
Phone: 1-888-346-9562
KANSAS - Medicaid

Website: https://www.kdheks.gov/hcf/
Phone: 1-785-296-3512

KENTUCKY - Medicaid
Website: http://chfs.ky.gov/dms/default.htm
Phone: 1-800-635-2570

LOUISIANA — Medicaid

Website:
hitp://www.dhh.louisiana.gov/index.cfm/subhome/1/n/331
Phone: 1-888-695-2447
MAINE - Medicaid
Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html
Phone: 1-800-442-6003 TTY: Mainerelay 711
MASSACHUSETTS - Medicaid and CHIP
Website:
http://www.mass.gov/eohhs/gov/departments/masshealth/
Phone: 1-800-862-4840
MINNESOTA - Medicaid

Website:
http://mn.gov/dhs/people-we-serve/seniors/health-
care/health-care-programs/programs-and-services/medical-
assistance.jsp
Phone: 1-800-657-3739

MISSOURI — Medicaid

Website:
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 1-573-751-2005

MONTANA - Medicaid

Website:
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084

NEBRASKA - Medicaid
Website: http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633
Lincoln: 1-402-473-7000
Omaha: 1-402-595-1178

© 2021 Vita Benefits Group

NORTH DAKOTA — Medicaid

Website: http://www.nd.gov/dhs/services/medicalserv/imedicaid/
Phone: 1-844-854-4825

OKLAHOMA - Medicaid and CHIP
Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742
OREGON - Medicaid
Website: http://www.healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075
PENNSYLVANIA - Medicaid

Website:
http://www.dhs.pa.gov/provider/medicalassistance/healthinsuran
cepremiumpaymenthippprogram/index.htm

Phone: 1-800-692-7462

RHODE ISLAND — Medicaid
Website: http://www.eohhs.ri.gov
Phone: 1-855-697-4347

SOUTH CAROLINA — Medicaid
Website: http://www.scdhhs.gov
Phone: 1-888-549-0820

SOUTH DAKOTA - Medicaid
Website: http://dss.sd.gov
Phone: 1-888-828-0059

TEXAS — Medicaid

Website: https://www.gethipptexas.com/
Phone: 1-800-440-0493

UTAH - Medicaid and CHIP
Medicaid Website: https:/medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669
VERMONT- Medicaid
Website: http://www.greenmountaincare.org/
Telephone: 1-800-250-8427

VIRGINIA — Medicaid and CHIP
Website:
http://www.coverva.org/programs_premium_assistance.cfm
Medicaid Phone: 1-800-432-5924
CHIP Phone: 1-855-242-8282

WASHINGTON - Medicaid
Website: http://www.hca.wa.gov/free-or-low-cost-health-
care/program-administration/premium-payment-program
Phone: 1-800-562-3022, ext. 15473

WEST VIRGINIA — Medicaid
Website: http:/mywvhipp.com/
Phone: 1-855-MyWVHIPP (1-855-699-8447)

WISCONSIN — Medicaid
Website:
http://www.dhs.wisconsin.gov/publications/p 1/p10095.pdf
Phone: 1-800-362-3002
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NEVADA - Medicaid WYOMING — Medicaid
Website: https://dhcfp.nv.gov/ Website: https://www.wyequalitycare.acs-inc./com
Phone: 1-800-992-0900 Telephone: 1-307-777-7531
NEW HAMPSHIRE - Medicaid
Website: http://www.dhhs.nh.gov/ombp/nhhpp/
Phone: 1-603-271-5218
Hotline: NH Medicaid Service Center at 1-888-901-4999

To see if any more states have added a premium assistance program since January 1,2015, or formore information on
special enrollmentrights, you can contact either:

U.S. Departmentof Labor U.S. Departmentof Health and Human Services
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323,Menu Option 4, Ext. 61565

K. Paperwork Reduction Act Statement. According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no
persons are required to respond to a collection of information unless such collection displays a valid Office of
Managementand Budget (OMB) control number. The Departmentnotesthat a Federal agency cannot conductor
sponsor a collection of information unlessitis approved by OMB underthe PRA, and displays a currently valid OMB
control number, and the publicis not required to respond to a collection of information unlessitdisplays a currently valid
OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person shall be
subjectto penalty forfailing to comply with a collection of information if the collection of information does notdisplay a
currently valid OMB control number. See 44 U.S.C. 3512.

The publicreporting burden for this collection of information is estimated to average approximately seven minutes per
respondent. Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to the U.S. Departmentof Labor, Employee
Benefits Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution
Avenue,N.W., Room N-5718, Washington DC 20210 oremail ebsa.opr@dol.gov and reference the OMB Control
Number1210-0137.

Section 14: Conversion Privileges

Life insurance and disability benefits, if applicable, are notsubject to the COBRA continuation provisions. Certain life and
disability insurance policies include a conversion privilege such thatyou may be able to continue a portion of your coverage
aftertermination of employmentor after you are no longer eligible for the group policy; however, this provision is not
universally included in all contracts. In addition, conversion provisions are often limited in the coverage that may be
continued and/orthe circumstances under which coverage conversion may be elected. Generally, if any conversion privilege
is available,itmust be elected in writing within 30 days of the termination of coverage. For specificrequirements and
coverage continuation restrictions regarding conversion privileges, please refer to your Certificate of Coverage.

Section 15: Continuation Coverage (COBRA)

When required by law, our benefit program complies with the Federal COBRA legislation (Public Law 99-272, Title X) which
requires continuation rights for health expense coverage explained in this notice. If the Employer/Plan Sponsoris subjectto
the law and you have health expense coverage undertheir benefitplan, and if that coverage would end for a reason listed
below, you may be able to continue the coverage under the Employer/Plan Sponsor’s benefitplan for a specified period of
time. In general, Employers/Plan Sponsors are subjectto COBRA if they employed 20 or more persons formore than 50%
of the business days during the prior calendar year. Employed persons are defined as any persons who appeared on the
payroll for full or part time work.

It is importantthat you, your covered spouse, and any covered child(ren) over the age of 18 read this COBRA section
carefully asit outlines both your rights and yourresponsibilities underthe COBRA law.

A. Whatis COBRA Coverage. COBRA continuation coverage is a temporary extension of group health coverage under
the Plan under certain circumstances (called Qualifying Events) when coverage would otherwise end. The rightto
COBRA coverage was created by federal law, the Consolidated Omnibus BudgetReconciliation Actof 1985 (COBRA).
COBRA coverage can become available to you when you would otherwise lose your group health coverage under the
Plan. The Plan provides no greater COBRA rights than what COBRA requires — nothingin this Summary Plan
Description isintended to expand your rights beyond COBRA'’s requirements. The coverage that is provided to you
under COBRA is the same coverage that the Plan provides to similarly situated employees or participants under the
Plan who are not receiving COBRA coverage. As a COBRA qualified beneficiary, you will have the same rights under
the Plan as other participants, including Open Enrolimentand special enrolimentrights.
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B. Coverages Subjectto COBRA. COBRA appliesto group health coverage. This includes medical, dental, vision, EAP,
and health FSA plans. COBRA doesnot applyto any other benefits offered under the Plan (such as Life, AD&D, or
disability benefits).

C. Who CanBe Covered. Once a Qualifying Eventoccurs, COBRA coverage can be continued for you, your spouse, or
any dependents thatwere covered underthe plan at the time of the Qualifying Event. It can also become available to
your ex-spouse in the event of a divorce and to dependentchildren who lose coverage for certain specified situations.
The federal COBRA law does not recognize domestic partners or children of domestic partnerships as your spouse or
dependents, thus they are not considered COBRA qualified beneficiaries. However, some plans permitsuch individuals
to continue group health coverage in a COBRA-like fashion, butwithoutall of the rights bequeathed to formal qualified
beneficiaries. If you take a leave of absence that qualifies under the Family and Medical Leave Act (FMLA) and do not
return to work at the end of the leave, you (and your covered dependents, if any) will have the right to elect COBRA if:

¢ You were covered by group health coverage under the Plan on the day before the FMLA leave began (or
became covered by group health coverage under the Plan during the FMLA leave); and

e You lose group health coverage under the Plan because the employee does notreturn to work at the end of the
leave.

In the event of an FMLA leave as outlined above, COBRA coverage will begin on the earliest of the following to occur:
e When you definitively inform Employer thatyou are not returning at the end of the leave; or
e The end of the leave,assuming you do not return to work.

D. Whatis a Qualifying Event. A Qualifying Eventis an eventthat causes you or yourdependents to lose health benefits.
The law defines Qualifying Events as a termination of employment (voluntary termination orinvoluntary termination,
exceptinthe case of termination for gross misconduct), reduction in work hours, death of employee, divorce orlegal
separation, or a child nolonger satisfying eligibility requirements of a plan (for example, when a child no longer qualifies
as a dependentbecause of age).

E. SubsequentQualifying Event. If a Qualified Beneficiary elects COBRA coverage and then subsequently experiences
what would have been a Qualifying Eventif still active underthe Plan, that subsequentQualifying Eventmay allow fora
further extension of COBRA coverage. You mustnotify Employer/Plan Administrator within 30 days of the subsequent
Qualifying Eventor forfeitany potential rights to furtherextend COBRA coverage.

F. When Continued Coverage Applies. Followingis an outline of when continuation coverage applies based on the type of
Qualifying Event.

1. If you are an employee orthe dependentofan employee you may electup to 18 months of continued health
expense coverage for yourself if you lose coverage due to voluntary or involuntary termination of employment
(except for gross misconduct) orreduction in work hours to less than the minimum needed to remain covered by
the plan;orif an employee (or spouse or dependentchild of an employee)is enrolled on the group health plan
the day before the first day of a leave defined underthe Family Medical Leave Act (FMLA), or becomes enrolled
during the FMLA leave, and the employee does notreturn to employmentatthe end of the FMLA leave.

2. If you are an employee's spouse or dependentchild, you may also elect up to 36 months of continued health
expense coverage for yourself if you lose coverage due to the employee's death, or divorce or legal separation,
or no longer qualifying as a dependentchild underthe contract (dependent children only).

3. If you are a covered retiree and your Employer/Plan Sponsor commences a bankruptcy proceeding, you and
your dependents are entitled to a lifetime of continuation coverage. Upon the retiree's death, dependents are
entitled to up to 36 months of coverage from the date of death.

4. If your plan covers domestic partners or children of domestic partners, those individuals are generally noteligible
for COBRA continuation coverage unless they qualify as IRS dependents underIRC 152(a)(9). Your
Employer/Plan Sponsor may have negotiated COBRA rights for your covered domestic partners; please check
with your Employer/Plan Sponsor for full details.

G. What Coverageis Continued. COBRA continuation rights apply only to health coverage as defined by the law (typically
medical, dental, vision, employee assistance programs, health reimbursementaccounts, and health care spending
accounts). Any other type of coverage provided by the employee benefitplanis notincluded in these continuation
rights. Your continued health coverage will be the same as the health coverage provided by the plan for similarly
situated employees or dependents who have not had a Qualifying Event. However, if any changes are made to
coverage for similarly situated employees or family members, your coverage will be modified as well. Thus, any future
plan or rate changes affecting the group plan will affectyour continued coverage as well. Continuation isavailable only
for coverages that you or your dependents were enrolled in atthe time of the Qualifying Event. However, you may
enroll new dependents acquired while you are covered under COBRA in the same manner as similarly situated
employees. Achildborn to or placed foradoption with an employee covered under COBRA is considered a Qualified
Beneficiary, provided the child is enrolled under COBRA, and may have additional COBRA extension rights. The
covered employee orfamily member mustnotify the plan administrator within 30 days of the birth or adoption, in orderto
enroll the child on COBRA.
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H. HowLongCan Coverage Continue. There are three differentpotential durations of COBRA coverage, depending on the
type of Qualifying Event.

1. 18 Month Duration - Coverage continuation based on a Qualifying Eventof termination of youremploymentora
reduction in your work hours is available forup to 18 months.

2. 36 Month Duration - Coverage continued by virtue of a Qualifying Eventof death of the employee, divorce or
legal separation of the employee, orloss of dependentchild eligibility is available for up to 36 months.

3. Extensions Beyond 18 Months - There are several additional circumstances when you can potentially continue
COBRA beyond 18 months.

(a) If you become entitled to Medicare and, within 18 months, experience a termination of employmentor
reduction in work hoursresulting in a loss of coverage, your covered dependents may electto continue
coverage for the period ending 36 months afterthe date you became entitled to Medicare.

(b) If any Qualified Beneficiary (employee, spouse, or child) is determined to have been disabled according
to the Social Security Administration before the date of the original Qualifying Event (termination of
employmentorreduction of work hours) or within the first 60 days of COBRA coverage, all Qualified
Beneficiaries may extend COBRA coverage for an additional 11 months, up to 29 months total, from the
date of the Qualifying Event. Non-disabled family members on COBRA coverage may also be eligible
forthis extension. To receive such an extension, your disability musthave started at some time before
the 615t day afterthe Qualifying Eventdate and mustlast until the end of the period of COBRA
coverage that would have been available without the disability extension (generally 18 months). You
must notify the plan administrator of your disability determination before the end of the initial 18-month
COBRA period and within 60 days of the Social Security determination date. If Social Security makesa
determination of disability prior to the date of the Qualifying Event, then you mustnotify the plan
administrator within 60 days of the date of the Qualifying Event.

(c) The Cal-COBRA extension provides up to 36 months of medical coverage from the date Federal
COBRA coverage began. You may be eligible for this extension provided you are entitled to less than
36 months of continuation coverage under Federal COBRA. The premium charged under this Cal-
COBRA extension may be up to 110% of the total cost. You mustcontact your insurance carrier
directly to inquire aboutthe availability of this option. Note this extension applies to medical coverage
only and self-funded plans are notsubject to this extension.

G. When Does Coverage End. Within the limits described above, continuation coverage will terminate on the earliestof the
following dates. COBRA coverage can be terminated before the maximum coverage period expires. Inno eventcan
coverage continue beyond 36 months from the original Qualifying Eventdate:

1. When no health coverage is provided by the Employer/Plan Sponsorforany employees; or
2. When premium paymentforyour continued coverage is not made in the prescribed time limit; or

3. When, afterelecting COBRA, you become a covered employee and/or dependentunder anothergroup health
plan;or

When, afterelecting COBRA, you first become entitled to Medicare; or

When you or your dependents have extended coverage up to 29 months due to a disability and there hasbeen a
final determination by the Social Security Administration thatyou are or your dependentis no longerdisabled.
(You are required to notify the Employer/Plan Sponsor within 60 days of the Social Security determination.)

In no event will COBRA continuation coverage lastbeyond 36 months from the original Qualifying Eventdate that
enabled election of continuation coverage.

COBRA coverage may also be terminated for any reason the Plan would terminate coverage of a participantnot
receiving COBRA coverage (such as fraud). The Health Insurance Portability and Accountability Act (HIPAA) restricts
the extent to which group health plans may impose pre-existing condition limitations. If you become covered by another
group health plan and that plan contains a pre-existing condition limitation thataffects you, your COBRA coverage
cannotbe terminated. However, if the other plan’s pre-existing condition rule does notapply to you by reason of
HIPAA'’s restrictions on pre-existing condition clauses, the Plan may terminate your COBRA coverage.

You mustnotify the Employer/Plan Administrator in writing within 30 days if, after electing COBRA, a qualified
beneficiary becomes entitled to Medicare or becomes covered under other group health plan coverage (butonly after
any pre-existing condition exclusions have been exhausted or satisfied). The Employer, the insurance carriers, and
service providers may require repaymentto the Plan of all benefits paid after the termination date, regardless of whether
or when you provide the required notice. In addition, you mustnotify the Employer,in writing if, during a disability
extension of COBRA coverage, the Social Security Administration determines thatthe qualified beneficiary is no longer
disabled. See 29-Month Qualifying Event.

In the event a partial premium paymentis made thatresults in a significantshortfall in the total premium due, coverage
will be terminated retroactively with no opportunity for reinstatement, unless sufficient premium s postmarked no later
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than the end of the paymentdue grace period. A premium shortfall is insignificantif itis not more than the lesser of $50
or 10% of the full premium due.

. Makinga COBRA Election. A COBRA election notice will be provided to qualified beneficiaries/individuals eligible for
continuation atthe time of the Qualifying Event. Underfederal law, you mustelect COBRA coverage within 60 days from
the later of: (a) the date your coverage would terminate due to the Qualifying Event; or (b) the date on which the
Qualified Beneficiary is provided the notice and election materials. Your election mustbe postmarked within the 60-day
election period. If you do not submita completed election form within the 60-day election period, you will lose yourright
to COBRA. Assumingtimelyelectionis made, your coverage effective date will be retroactive to the date of the
Qualifying Eventor the date of the termination of coverage. If you return your election form waiving yourrights to
COBRA and change your mind within the 60-day election period, you may revoke your waiver and still elect the COBRA
coverage as long as it is within the original 60-day election period. However, your COBRA coverage will be effective as of
the date you revoked your waiver of coverage.

Separate Elections. Each qualified beneficiary/individual eligible for continuation has an independentelection rightfor
COBRA (or COBRA-like) coverage. For example, even if the employee does notelect COBRA coverage, other family
members who are qualified beneficiaries /individuals eligible for continuation may electto be covered under COBRA.
Also, if there is a choice among types of coverage, each qualified beneficiary/individual eligible to continue coverage who
is eligible for COBRA continuation coverage/COBRA-like benefitsis entitled to make a separate election among the
types of coverage. Thus, a spouse or dependentchild orindividual eligible to continue coverage may electdifferent
coverage than the employee elects. A covered employee orspouse can also make the COBRA election on behalf of all
qualified beneficiaries and a parent or legal guardian may make the election on behalf of a minor child. Any qualified
beneficiary forwhom COBRA s not elected within the 60-day election period will lose his or herright to elect COBRA
coverage. In considering whetherto elect continuation coverage, you should take into accountthat you have special
enrolimentrights underfederal law. You have the right to request special enrolimentin another group health plan for
which you are otherwise eligible (such as a plan sponsored by your spouse’s employer) within 30 days after your group
health coverage ends because of the Qualifying Eventlisted above. You will also have the same special enrolimentright
atthe end of continuation coverage if you get continuation coverage forthe maximumtime available to you.

Interaction with Other Group Health Plan or Medicare. Qualified Beneficiaries may be enrolled in both COBRA and
another group health plan or Medicare at the same time, provided the other group health plan or Medicare coverage was
elected priorto, or on the same date as the COBRA election. Having coverage provided by more than one entity will
affectwhich entity is the primary or secondary payer of medical claims. Medicare Secondary Payer (MSP) rules will
applyifyou are enrolled in, eligible to enroll, or if you waived enrolling in any part of Medicare. In other words, COBRA
coverage will generally be the secondary payer of claims. Please check with your health plan to determine which planis
the primary and secondary payer during your COBRA period.

. Continuation beyond COBRA. In some instances, you may be eligible to continue health coverage beyond COBRA by
conversion to an individual plan. A conversion privilege can be exercised, subjectto all the rules that would apply to
conversion privileges. However, coverages and costs will not be the same as your COBRA coverage.

. What Does It Cost. You are required to pay the entire cost of your continued health coverage. Your cost would be the
amountof the insurance premium (or the actuarial equivalentpremium for a self-funded plan) including any partformerly
paid by the Employer/Plan Sponsor, plus an administrative expense fee of 2% of the premium. (In the case of extended
COBRA eligibility due to disability as specified above, the administrative fee increases to 50% of the premium after the
18" month through the 29" month.) The amountof your COBRA premiums my change from time to time during your
period of COBRA coverage and will most likely increase overtime. You will be notified of COBRA premium changes.

. When Are Premiums Due. If you decide to elect continued coverage, you have 45 days from your election date to pay all
retroactive and currentpremiums. Your coverage will be retroactively reinstated once the premium(s)and all required re-
enrolimentforms are received. If you do not make your firstpaymentfor COBRA coverage within the 45 days after the
date of your timely election, you will lose all COBRA rights under the Plan. Thereafter, premiums are due on the firstof
each month in which the payments apply and mustbe paid within a grace period of 30 days forregularly scheduled
premium payments. All premiums mustbe paid or postmarked on or before the end of the 30-day grace period. If you
fail to make a monthly paymentbefore the end of the grace period for that month, you will lose all rights to COBRA
coverage under the Plan.

. Formal COBRA Notice. In the event of a termination of employment, reduction of work hours, or death, you need not
take any immediate action to request COBRA information ora COBRA election notice. You should automatically receive
COBRA election materials atyour home address via the U.S. Postal Service. The COBRA election materials will outline
coverage costs and options available to you and your covered dependents. If you wish to electcoverage, you must
follow the guidelines and timelines detailed in the COBRA election materials.

. Responsibility to Keep Plan Informed of Address Changes. All COBRA correspondence and notices will be sent to your
last known home address. In order to protect your and your family’s rights, you should keep Employerinformed of any
changesin your and your family members’ addresses. If youraddress has changed, you must notify your employer so
that notification may be sent to you. It will not be Employer’s responsibility if you do not receive a COBRA notice or other
COBRA correspondence because of an address problem or because of a problem with receiving your mail. If you do not
receive notification as described herein, itis yourresponsibility to notify Employer so that duplicate notifications may be
forwarded to you and/or your dependents.
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S.

Responsibilities in the Event of Divorce or No-Longer Eligible-Dependent Child. Inthe event of a divorce, legal
separation ordependentchild who no longer qualifies as an eligible dependent, itis your responsibility to formally notify
the Employer/Plan Sponsor. Our plan guidelines dictate thatthis notification mustbe received in writing on a COBRA
Notification of Qualifying Eventform as specified by the Plan Administrator. This form mustbe provided to Employeror
postmarked to the Employer/Plan Sponsor within 60 days of the date of the Qualifying Eventor loss of coverage,
whicheverislater. If this notificationis not provided within the 60 day window, the impacted dependents will forfeittheir
rightto COBRA continuation coverage.

Medicare and Other Coverage. Qualified beneficiaries/persons permitted to continue coverage who are entitled to elect
COBRA benefits may do so even if they have other existing group health coverage or are entitled to Medicare benefits on
or before the date on which COBRA is elected. However, a qualified beneficiary’s COBRA coverage will terminate
automatically if, after electing COBRA, he or she becomes entitled to Medicare benefits orbecomes covered under other
group health plan coverage. If you elect coverage under COBRA, you mustnotify Employer/Plan Sponsor if any qualified
beneficiary/person has become entitled to Medicare (Part A, Part B or both) or become covered under anothergroup
health policy, and, if so, the effective date of such coverage. Coverage undersuch plansis considered a disqualifying
Eventunder COBRA.

Other Options Available. You may have other options available to you when you lose group health coverage. Following
is an overview of some of the options that you may considerinstead of enrollingin COBRA coverage. You havea
Special Open Enrolimentoption to electcoverage under any of these options at the time your coverage terminates and
you are initially eligible to continue your coverage under COBRA. Some of these options may cost less than COBRA
continuation coverage, so you will want to carefully review all of your options.

e Other Group Sponsored Coverage. You may enrollin other group health coverage (such as a spouse’ plan). If
you requestenrollmentwithin the special Open Enrolimentwindow, you may electcoverage undera spouse’s
planevenif itis not the regularannual Open Enrollmenttime for thatplan.

e Medicaid. If you qualify for Medicaid coverage, you may enroll by contacting your local Medicaid office.

e Conversion Coverage. In some circumstances/states conversion coverage is available. Referto the detailsin
Section 13 of this document.

e Health Insurance Marketplace. You may purchase health insurance through an online health insurance
Exchange (sometimes referred to a Marketplace)in lieu of electing COBRA or after COBRA coverage ends.
Coverage through the Marketplace may cost less than COBRA (depending on your age and whetheryou
qualify fora federal premium subsidy). Subsidies may be available if your household income is between 138%
and 400% of the federal poverty level. In certain circumstances your copay and coinsurance amounts may
also be lower if you qualify fora premium subsidy. You have a “special enroliment” period 60 days from the
date you lose youremployer’s group health coverage to enroll in the Marketplace. After 60 days your special
enrollmentperiod willend and you may not be able to enroll until a Marketplace “Open Enroliment’ which
typically starts in the fall for coverage starting as early as January 15t. However, if you elect COBRA and your
coverage ends involuntarily, such as exhausting the maximum coverage period or if the employerno longer
offers group health plan coverage, you may be able to enroll in the Marketplace through the special enroliment
period.

¢ Individual Coverage. Individual private health insurance may also be purchased directly through aninsurance
carrier. The coverage and premiums will be the same as the options available through the Marketplace.
However, if you qualify for a federal premium subsidy, you may only access that subsidy if you purchase your
insurance on an Exchange (Marketplace).

Submission of FraudulentClaims: As is the case with active employees, if you (orany covered dependents) submit
fraudulentclaims to the plan while you are covered under COBRA, your coverage may be terminated.

Section 16: Leaves of Absence

A

Military Leave. Congressenacted the Uniformed Services Employmentand ReemploymentAct (USERRA) legislation
to protect the rights and benefits of employees who leave their civilian jobs to perform service in the military. In general,
USERRA establishes employmentand reemploymentrights and benefits protections for returning military personnel and
prohibits discrimination by employers againstveterans, members of the military services and applicants for military
service. USERRA appliesto all employers, regardless of size, including foreign employers doing business in the United
States, and covers full-time, part-time, seasonal and temporary employees. Asrequired by law, our benefitprogram
complies with the Federal USERRA legislation, which requires continuation rights for health expense coverage.

If you take a military leave, whether foractive duty or fortraining, you are entitled to extend your health coverage forup
to 24 months as long as you give your Employeradvance notice of the leave, unless military necessity prevents this, or
if providing notice would be otherwise impossible orunreasonable. If your coverage would otherwise end because of
your military tour of duty, you and/or your covered dependents may be able to continue that coverage underthe
Employer/Plan Sponsor’s benefitplan for up to 24 months while you continue to be in military service.
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USERRA coverage is similarto COBRA continuation coverage in that the employee mustmake an election for coverage
and may be required to pay up to 102% of the full premium for the coverage elected during the leave. Even if you don’t
elect to continue coverage during your military service, you have the right to be reinstated to the benefitplan coverage
when you are reemployed, generally withoutany waiting period or exclusions (for example, pre-existing condition
exclusions), exceptfor service-connected illnesses orinjuries. For military service of less than 31 days, health care
coverage is provided asif the service memberhad remained continuously employed.

Your total leave, when added to any prior periods of military leave from Employer cannotexceed five years. There are a
number of exceptions, however, such as types of service that are not counted toward the five-yearlimit— including
situations where service members are involuntarily retained beyond their obligated service date; additional required
training; federal service as a member of the National Guard; and service under orders during war or national
emergencies declared by the Presidentor Congress. Additionally,the maximumtime period may be extended due to
your hospitalization or convalescence following service-related injuries after your uniformed service ends. If the entire
length of the leave is 30 days or less, you will not be required to pay any contributions. If the entire length of the leave is
31 days or longer, you may be required to pay up to 102% of the fullamountnecessary to cover an employee (including
any amountfordependentcoverage)who is not on military leave.

If you take a military leave, butyour coverage underthe Planis terminated — forinstance, because you do not electthe
extended coverage — when you return to work at Employer you will be treated as if you had been actively employed
during your leave when determining whether an exclusion or waiting period applies to health plan coverage. USERRA
permits a health plan to impose an exclusion or waiting period to an iliness orinjury determined by the Secretary of
Veterans Affairs to have been incurred or aggravated during performance of service in the uniformed services. If you do
not return to work at the end of your military leave, you may be entitled to purchase COBRA continuation coverage if
you extended benefits forless than 18 months. However, your military leave benefits continuation period runs
concurrently with your COBRA coverage period, subjectto the limitation of COBRA. This meansthat COBRA coverage
and USERRA coverage begin at the same time. If you do not return to work at the end of your military leave, you may
be entitled to continue COBRA continuation coverage for the remainder of the COBRA continuation period, if any. In
other words, any continuation of coverage under USERRA will reduce the maximum COBRA continuation period for
which you and/or your dependents may be eligible. (See COBRA section) Your rightsunder COBRA and USERRA are
similarbutnot identical. Any election that you make pursuantto COBRA will also be an election under USERRA, and
COBRA and USERRA will both apply with respect to continuation coverage elected. If COBRA and USERRA give you
(or your covered spouse or dependentchildren) differentrights or protections, the law that provides the greater benefit

will apply.

B. Family Medical Leave Act (EMLA). The federal Family and Medical Leave Act (FMLA) allows eligible employees to take
a specificamountof unpaid leave for serious iliness, the birth or adoption of a child, to care fora spouse, child, or parent
who has a serious health condition, to care for family members wounded while on active duty in the Armed Forces, or to
deal with any qualifying exigency thatarises from afamily member’s active duty in the Armed Forces. When required by
law, our benefitprogram will comply with the Family and Medical Leave Act (FMLA). This law provides continuation
rights for health expense coverage assuming the Employer/Plan Sponsor meets certain criteria during the preceding
calendaryearand provided that you have met the eligibility criteria for the law. If the Employer/Plan Sponsoris subject
to the law and you are covered under health benefitplans, you may be able to continue the coverage under our benefit
planfora certain period of time.

If you take an FMLA leave, you may continue your group health coverage for you and any covered dependents as long
as you pay your portion of the cost for your benefits during the leave. If you take a paid leave of absence, the employer
sponsored portion of the cost of group health coverage will continue to be paid by Employer. If you take an unpaid
leave of absence that qualifies under FMLA, you may continue your participation aslong as you continue to contribute
your portion of the premium during the leave. In either case, you are responsible for paying your monthly contribution
foryour benefits plans during anyleave. In some cases, this will require paymentduring yourleave on an after-tax
basis. You also have the option to suspend your health coverage during the leave. If you do not make arrangements to
pay foryour contribution, your benefitcoverage may be terminated.

If you experience a change in status eventwhile you are on leave, or upon your return from leave, you may make
appropriate changes to your elections. Any coverage that is terminated during your FMLA leave will be reinstated upon
your return without any evidence of good health or newly imposed waiting period. If you lose any group health coverage
during an FMLA leave because you did not make the required contributions, you may re-enroll when you return from
your leave. Your group health coverage will start again on the first day after you return to work and make your required
contributions. If you do not return to work at the end of your FMLA leave you may be entitled to COBRA continuation
coverage.

To the extent required underthe FMLA, and the regulations thereunder, an employee on leave of absence underthe
FMLA may choose to continue coverage under the Plan by making the applicable contributions, on an after-tax basis, in
accordance with procedures established by the Administrator thatare consistentwith the FMLA. In addition, to the
extent required underand in accordance with the FMLA and the regulations thereunder, any Employer/Plan Sponsor
contributions made under the terms of the Plan shall continue to be made on behalf of an employee on an FMLA leave.

C. Other Personal Leaves of Absence In certain circumstances, if you have a personal leave of absence that is approved
by Employer, certain benefits may be continued, but only to the extent that Employer has a standing corporate policy
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that outlines such continuation, that policy is in writing, and that policy is approved in advance by the insurance carrier.
Otherwise, benefits will notbe continued in the event of a non-USERRA, non-FMLA leave of absence.

Section 17: Claims and Appeals Procedures

The determination of whethera claim falls under the procedures for health claims or under the procedures for disability and
other non-health claimsis based on the nature of the specific claim or benefit, notthe characterization of the plan under
which the claim is made or the benefitis offered.

A

Filinga Claim. The claimsfiling procedures are set forth in the Certificates of Coverage foreach benefitplan. While
furnished separately, these booklets accompany this SPD and are provided automatically, withoutcharge. In general,
any participantor beneficiary underthe Plan (or his or her authorized representative) may file a written claim for benefits
using the properform and procedure. A claimantcan obtain the necessary claim forms from the Plan Administrator.
When you submita claim, the insurance company will be responsible for reviewing the claim and determining how to
pay the claim on behalf of the Plan. As described in the Evidence of Coverage documents, there may be other reasons
that a claim forbenefits is not paid (or not paidin full). For example, claims mustgenerally be submitted for payment
within a certain period of time, and failure to submitwithin that time period may resultin the claim being denied.

Disability and Non-Health Claims. If any portion of your disability-based claim is denied, you will receive a written notice
of denial containing an explanation of the reasons for such denial. You may request a review of any denied claim. For
a detailed description of the required procedures for filing claims and of the appeals procedures forany denied claims,
please referto the Certificates of Coverage for each of the separate BenefitPlans. If you cannotlocate yourplan
Certificate, you mayrequest a duplicate from the Plan Administratoridentified on Part 1: Fact Sheet of this Summary
Plan Description.

Health Claims. Under PPACA, DOL and ERISA regulations, claimants are entitled to full and fairreview of any claims
made underthe Plan. As required by law, the Plan recognizes four categories of health benefitclaims as described
below. Each of the differenttypes of claims have differenttiming requirements.

1. UrgentCare Claims. Claims (otherthan post-service claims)for which the application of non-urgentcare time
frames could seriously jeopardize the life or health of the patientor the ability of the patient to regain maximum
function or, in the judgmentof a physician, would subjectthe patient to severe pain that could not be adequately
managed otherwise. Individuals in urgent care situations and those receiving an ongoing course of treatmentmay
proceed with expedited external review at the same time as the internal appeals process.

2. Pre-Service Claims. “Pre-service claims” are claims for approval of a benefitif the approval is required to be
obtained before a patientreceives health care (forexample, claimsinvolving Preauthorization or referral
requirements).

3. Post-Service Claims. Claimsinvolving the paymentorreimbursementof costs for health care that has already
been provided.

4. ConcurrentCare Claims. “Concurrentcare claims” are claims for which the Plan previously has approved a course
of treatmentover a period of time or for a specificnumber of treatments, and the Plan later reduces or terminates
coverage for those treatments. A concurrentcare claim may be treated as an “urgentcare claim,” “pre-service
claim,” or “post-service claim,” depending on when during the course of your care you file the claim. However, the
Plan must give you sufficientadvance notice of the initial claims determination so thatyou may appeal the claim
before a concurrentcare claims determination takes effect.

If the Plan does not fully agree with your claim, you will receive an “adverse benefitdetermination”—a denial,
reduction, or termination of a benefit, or failure to provide or pay for (in whole orin part) a benefit. An adverse benefit
determination includes a decision to deny benefits based on:

¢ Anindividual beingineligible to participate in the Plan;

e Utilization review;

e Aservice being characterized as experimental or investigational or notmedically necessary or appropriate; and

e Aconcurrentcare decision

For a full description of the required procedures forfiling claims and of the appeals procedures forany denied claims,
please referto the Certificates of Coverage for each of the separate BenefitPlans. Your Certificates of Coverage also
provide a full description of the procedures for appealing an adverse benefitdecision, forrequesting internal review of
an adverse benefitdecision, as well as the procedures required to requestan external review of any adverse benefit
decision.

Acts of Third Parties. When you or your covered dependentare injured orbecome ill because of the actions or inactions
of a third party, the Plan may cover your eligible health care expenses. However, to receive coverage, you must notify
the Plan that yourillness or injury was caused by a third party, and you mustfollow special Plan rules. This section
describes the Plan’s procedures with respect to subrogation and right of recovery. Subrogation means thatif aninjury
orillnessis someone else’s fault, the Plan has the right to seek expensesit pays for that iliness or injury directly from
the at-faultparty or any of the sources of paymentlisted laterin this section. A right of recovery means the Plan has the
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G.

right to recover such expenses indirectly out of any paymentmade to you by the at-faultparty or any other party related
to the illness or injury. By accepting Plan benefits to pay for treatments, devices, or other products or services related to
such illnessorinjury, you agree that the Plan:

e Hasanequitablelienonany and all monies paid (or payable to) you or foryour benefitby any responsible
party or other recovery to the extent the Plan paid benefits for such sickness or injury;

e May appointyou as constructive trustee forany and all monies paid (or payable to) you or for your benefitby
any responsible party or other recovery to the extent the Plan paid benefits for such sickness or injury; and

e May bring an action on its own behalf or on the covered person’s behalf againstany responsible party or third
party involved in the sickness or injury.

If you (or your attorney or other representative) receive any paymentfrom the sources listed later in this section —
through a judgment, settlementor otherwise — when anillness or injury is a result of a third party, you agree to place the
fundsin a separate, identifiable accountand that the plan has an equitable lien on the funds, and/or you agree to serve
as a constructive trustee over the funds to the extent that the Plan has paid expenses related to thatillness or injury.
This means that you will be deemed to be in control of the funds. You must pay the Plan back first, in full, out of such
fundsfor any health care expenses the Plan has paid related to suchillnessor injury. You must pay the Plan back up to
the fullamountof the compensation you receive from the responsible party, regardless of whether your settlementor
judgmentsays that the money you receive (all or part of it) is for health care expenses. Furthermore, you must pay the
Plan back regardless of whether the third party admits liability and regardless of whether you have been made whole or
fully compensated for yourinjury. If any money s leftover, you may keepit. Additionally,the Plan is not required to
participate in or contribute to any expenses or fees (including attorney’s fees and costs) you incurin obtaining the funds.
The Plan’s sources of paymentthrough subrogation orrecoveryinclude (butare not limited to) the following:

¢ Moneyfrom a third party that you, your guardian or other representatives receive or are entitled to receive;

e Any constructive or other trust thatis imposed on the proceeds of any settlement, verdict or other amountthat
you, your guardian or otherrepresentatives receive;

e Any equitable lien on the portion of the total recovery which is due the Plan for benefits it paid; and

e Any liability or other insurance (forexample, uninsured motorist, underinsured motorist, medical payments,
workers’ compensation, no-fault, school, homeowners, or excess or umbrella coverage) thatis paid or payable
to you, your guardian or other representatives.

As a Plan participant, you are required to:

e Cooperate with the Plan’s efforts to ensure a successful subrogation orrecovery claim, including setting funds
aside in a particularaccount. This also includes doing nothing to prejudice the Plan’s subrogation or recovery
rights outlined in this Summary.

¢ Notify the Plan within 30 days of the date any notice is given by any party, including an attorney, of your intent
to pursue or investigate a claim to recover damages or obtain compensation due to sustained injuries orillness.

e Provide allinformation requested by the Plan, the Claims Administrator or their representatives, or the Plan
Administrator orits representatives.

The Plan may terminate your Plan participation and/or offsetyour future benefits in the event that you fail to provide the
information, authorizations, or to otherwise cooperate in a mannerthatthe Plan considers necessary to exercise its
rights or privileges underthe Plan. If the subrogation provisionsin these "Acts of Third Party" provisions conflictwith
subrogation provisionsin an insurance contractgoverning benefits atissue, the subrogation provisionsin the insurance
contract will govern. If the rightof recovery provisionsin these "Acts of Third Party" provisions conflict with right of
recovery provisions in an insurance contract governing benefits atissue, the right of recovery provisions in the insurance
contract will govern.

Recovery of Overpayment. Whenever payments have been made exceeding the amountnecessary to satisfy the
provisions of this Plan, the Plan has the rightto recoverthese expenses from anyindividual (including you, or any other
organization receiving excess payments). The Plan may also withhold payment, if necessary, on future benefits until the
overpaymentisrecovered. In addition, whenever payments have been made based on fraudulentinformation provided
by you, the Plan will exercise the rightto withhold paymenton future benefits until the overpaymentis recovered.

Non-assignmentof Benefits. Plan participants cannotassign, pledge, borrow against, or otherwise promise any benefit
payable underthe Plan before receiptof that benefit. However, benefits will be provided to a participant’s child if
required by a Qualified Medical Child SupportOrder. In addition, subjectto the written direction of a Plan participant, all
or a portion of benefits provided by the Plan may, at the option of the Plan, and unless a participantrequests otherwise
in writing, be paid directly to the person rendering such service. Any paymentmade by the Plan in good faith pursuant
to this provision shall fully discharge the Plan and Employer to the extent of such payment.

Misstatementof Fact. In the event of a misstatementof any factaffecting your coverage under this Plan, the true facts
will be used to determine the coverage in force.
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H. Pre-existing Conditions Limitations—Health Plan Coverage. Effective January 1, 2014, Health Care Reform prohibits
Plans from applying a pre-existing condition limiton eligible employees and dependents. Pre-existing Conditions
Limitations forindividuals underage 19 have been prohibited since the first Plan Year beginning on or after September
23,2010.

I.  Pre-existing Conditions Limitations — Non-Health/Disability Plan Coverage. The prohibition on pre-existing conditions for
health plan coverage does not apply to disabilityinsurance coverage. Disability plans typically have a pre-existing
condition exclusion thatwill exclude from coverage any disability thatis caused or contributed to by a pre-existing
condition. This includes both coverage provided at yourinitial effective date and any increases in coverage thereafter.
Refer to your Certificate of Coverage for full details.

Section 18: Use and Disclosure of Protected Health Information (HIPAA Privacy Rule)

The HIPAA Privacy Rule applies to all employer sponsored health plans. However, some plans that have limited access to
Protected Health Information may elect more streamlined compliance methods which allow forless complicated compliance
procedures. This is referredto as Covered Entity status, which is either Incidental PHI or Detailed PHI for the Privacy Rule.
Some of the processes outlined below are not required of Incidental PHI entities, however, the same obligation to maintain
the confidentiality of Protected Health Information applies to the Covered Entity. The Covered Entity status is identified in
Section 2: Plan Information which can be found in Part#1: Fact Sheet of this Summary Plan Description. The Fact Sheet
accompanies this Summary Plan Description Disclosure Document.

The following section describes how medical information aboutyou and your dependents may be used and disclosed and
how you can obtain accessto this information. Employeris required by law to maintain the privacy of “Protected Health
Information.” Protected Health Information (PHI)includes any identifiable health information obtained from the Plan by you
or others that relates to your physical or mental health, the health care you have received, or paymentforyourhealth care.
This information includes almostall individually identifiable health information held by this Plan, whether received in writing,
in an electronic medium, oras a verbal communication.

A. Dutieswith Respect to Protected Health Information. The following information addresses the uses and disclosures the
Plan may make of your protected health information. It'simportantto note that these rules apply to the Plan, not as an
employer-that's the way the HIPAA rules work. If you participate in an insured plan oran HMO option, you will also
receive a privacy notice directly from the Insureror HMO. The Plan mustcomply with the general HIPAA provisions of
this notice, although Plan Sponsorreserves the right to change the terms from time to time and to make any revised
notice effective for all PHI that the Plan maintains. You can always requesta copy of the most current privacy notice
from our Privacy Official.

B. General Disclosure Rule. The Plan and any Contract Administrator, health insurance issueror business associate
servicing the Plan will disclose Protected Health Information to the Employer/Plan Sponsoronly to permitthe
Employer/Plan Sponsor to carry out plan administrative functions for the Plan consistent with the requirements of the
HIPAA Privacy Rule ((45 CFR §164.501). Any disclosure to and use by the Employer/Plan Sponsor of Protected Health
Information will be subjectto and consistent with this Section 15.

C. ParticipantDisclosure. This Plan complies with the Privacy Rule of the Health Insurance Portability and Accountability
Act of 1996 (HIPAA). If you have questions aboutthe privacy of your health information under the Plan, please contact
the Plan Administrator or the Privacy Officernamed in the Employer/Plan Sponsor’s Privacy Policy.

D. In General. The HIPAA Privacy Rule generally allows the use and disclosure of your health information withoutyour
permission (known as authorization) for purposes of health care treatment, paymentactivities, and health care
operations (as outlined below in more detail). It is likely some of the examples noted below are inapplicable because
they don’tgenerally apply to employer sponsored welfare benefitplans. Regardless, please find an overview of the
uses and disclosures permitted without authorization:

o Treatmentincludes providing, coordinating, ormanaging health care by one or more health care providers or
doctors. Treatmentcan alsoinclude coordination ormanagementof care between a provider and third party, and
consultation and referrals between providers. For example, the Plan may share your health information with
physicians who are treating you.

e Paymentincludes activities by the Plan, other plans, or providers to obtain premiums, make coverage
determinations, reviewing services for medical necessity or appropriateness, utilization management activities,
claims management, and billing; as well as “behind the scenes” plan functions such as risk adjustment, collection,
or reinsurance. For example, the Plan may share information aboutyour coverage or the expenses you have
incurred with another health plan in order to coordinate paymentof benefits.

e Health Care Operationsinclude activities by this Plan for plan administration purposes (and in limited circumstances
other plans or providers) such as wellness and risk assessmentprograms, quality assessmentand improvement
activities, customer service, and internal grievance resolution. Health care operations also include vendor
evaluations, credentialing, training, accreditation activities, underwriting, premium rating, arranging formedical
review and audit activities,and business planning and development. Forexample, the Plan may use information
aboutyour claimsto auditthe third parties that approve paymentfor Plan benefits.
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The amountof healthinformation used, disclosed orrequested will be limited and, when needed, restricted to the
minimum necessary to accomplish the intended purposes, as defined under the HIPAArules. If the Plan uses or
discloses PHI forunderwriting purposes, the Plan will not use or disclose PHI that is your geneticinformation for such
purpose. The HIPAA Privacy Rule also prohibits the use of "geneticinformation"for "underwriting purposes," with the
exception of the underwriting of long-term care policies.

E. Employer/Plan Sponsor’'s Obligations. Employer/Plan Sponsorisin compliance with the following practices regarding
using/notusing or disclosing/notdisclosing your PHI.

1. Notuse or furtherdisclose the information other than as permitted or required by this Section, the Plan, or such other
plan documents or as Required by Law, which shall have the same meaning as the term “required by law” under the
HIPAA Privacy Rule.

2. Restrict sharing of information between the Plan and Employer/Plan Sponsor to the following circumstances:

e To provide coverage under the plan or formodifying, amending, or terminating the Plan. Summary Health
Information isinformation that summarizes participants’ claims information from which names and other
identifying information have been removed.

e The Plan may disclose to Employerinformation on whetheran individual is participating in the Plan or has enrolled
or dis-enrolled in an insurance option offered by the Plan.

3. Ensurethat anyagents, including a subcontractor, to whom it provides Protected Health Information received from
the Plan agree, by signing a Business Associate Agreement, thatthe agent agrees to implementreasonable and
appropriate privacy and security measures to protect any Protected Health Information received orcreated to a
level that is equivalentto the protections required by HIPAA of the Covered Entity.

4. Notuse ordisclose the information foremployment-related actions or decisions orin connection with any other
benefitoremployee benefitplan of Employer/Plan Sponsor. In addition, you should know that Employer cannot
and will not use health information obtained from the Plan forany employment-related actions. However, health
information collected by Employer from other sources, forexample under the Family and Medical Leave Act,
Americans with Disabilities Act, any sick leave or PTO program, or workers compensation is notprotected under
HIPAA (although this type of information may be protected under otherfederal or state laws).

5. Reportto the Plan any use or disclosure of the information thatis inconsistentwith the uses and disclosures
provided forin this Section or the Plan of which it becomes aware. Report to the Privacy Officer any security
incidentof which it becomes aware.

6. Implementadministrative, physical, and technical safeguards thatreasonably and appropriately protectthe
confidentiality, integrity, and availability of Protected Health Information (including electronic Protected Health
Information) created, received, maintained, or transmitted.

7. Make available Protected Health Information (including electronic Protected Health Information) to Plan Participants
upon their request of Protected Health Information or electronic Protected Health Information disclosuresin
accordance with the Privacy Rule.

8. Make available Protected Health Information foramendmentand incorporate any amendments to Protected Health
Information in accordance with the Privacy Rule.

9. Make available the information required to provide an accounting of disclosures in accordance with the Privacy Rule
and documentsuch disclosures of Protected Health Information.

10. Make its internal practices, books, and records relating to the use and disclosure of Protected Health Information or
electronic Protected Health Information received from the Plan available to the Secretary of the Departmentof
Health and Human Services for purposes of determining compliance by the Plan with HIPAA.

11. If feasible, return or destroy all Protected Health Information received from the Plan that Employer/Plan Sponsor siill
maintainsin any form and retain no copies of such information when no longer needed for the purpose for which
disclosure was made, exceptthat if such return or destruction is not feasible, limitfurther uses and disclosures to
those purposes that make the return or destruction of the information infeasible.

12. Ensure that adequate separation between the Plan and Employer/Plan Sponsor, is established pursuantto the
Privacy Rule. Certainemployees, equivalently titted employees or classes of employees, or other workforce
members under the control of the Employer/Plan Sponsor may be given access to Protected Health Information
received from the Plan or a health insurance issuer or business associate servicing the Plan. The specific classes
of employees or workforce members who may have access to Protected Health Information are identified in the
Employer/Plan Sponsor’s separate Privacy Policy. The Plan Administrator or the Privacy Official named in the
Employer/Plan Sponsor’s Privacy Policy can provide information on the specificemployees or classes of employees
who have accessto Protected Health Information. The list provided in the Privacy Policy shall include every class
of employees orother workforce members under the control of the Employer/Plan Sponsor who may receive
Protected Health Information relating to paymentunder, health care operations of, or other matters pertaining to the
Planin the ordinary course of business. The classes of employees or other workforce members identified in the
Employer/Plan Sponsor’s Privacy Policy will have access to Protected Health Information only to perform the plan
administration functions thatthe Employer/Plan Sponsor provides for the Plan.

© 2021 Vita Benefits Group Page 20



13. The classes of employees or other workforce members identified in the Employer/Plan Sponsor’s Privacy Policy will
be subjectto disciplinary action and sanctions, including termination of employmentor affiliation with Employer/Plan
Sponsor, for any use or disclosure of Protected Health Information in breach or violation of or noncompliance with
the provisions of this Section. Employer/Plan Sponsor will promptly report such breach, violation or noncompliance
to the Plan, and will cooperate with the Plan to correct the breach, violation ornoncompliance, toimpose
appropriate disciplinary action or sanctions on each employee or other workforce member causing the breach,
violation ornoncompliance, and to mitigate any deleterious effectof the breach, violation or noncompliance on any
participantor beneficiary, the privacy of whose Protected Health Information may have been compromised by the
breach, violation or noncompliance.

14. The classes of employees or other workforce members identified in the Employer/Plan Sponsor’s Privacy Policy will
be subjectto disciplinary action and sanctions, including termination of employmentor affiliation with Employer/Plan
Sponsor, for any use or disclosure of Protected Health Information in breach or violation of or noncompliance with
the provisions of this Section. Employer/Plan Sponsor will promptly report such breach, violation or noncompliance
to the Provide participantsin the Plan with such notice of privacy practices as required pursuantto the Privacy Rule.

F. How Your PHI May Be Used/Disclosed by Employer. Your Employer may use ordisclosure your health information to
provide coverage under the Plan, or for modifying, amending, or terminating the Plan. "Summary health information”is
information thatsummarizes participants’ claims information, from which names and otheridentifying information have
beenremoved.

G. Other Allowable Uses or Disclosures of Your Health Information. Following is additional information abouthow and
when your PHI may be shared and/or disclosed outside of the Plan and/outside of Employer. In certain cases, your
health information can be disclosed withoutauthorization to a family member, close friend, or other person you identify
who s involved in your care or paymentforyour care. Information aboutyourlocation, general condition, or death may
be provided to a similar person (or to a public or private entity authorized to assist in disaster relief efforts). You'll
generally be given the chance to agree or object to these disclosures (although exceptions may be made - forexample,
if you’re not present or if you’re incapacitated). In addition, your health information may be disclosed without
authorization to your legal representative. The Planis allowed to use or disclose your health information without your
written authorization for the following activities:

1. Workers’ Compensation. Disclosuresto workers’ compensation or similarlegal programs that provide benefits for
work-related injuries orillness withoutregard to fault, as authorized by and necessary to comply with the laws.

2. Necessaryto Prevent Serious threat to Health or Safety. Disclosures made in the good-faith belief thatreleasing
your healthinformation is necessary to preventor lessen a serious and imminentthreatto public or personal health
or safety, if made to someone reasonably able to preventor lessen the threat (or to target of the threat); includes
disclosures to help law enforcement officials identify orapprehend an individual who has admitted participation in a
violentcrime that the Plan reasonably believes may have caused serious physical harm to a victim, or where it
appears the individual has escaped from prison or from lawful custody.

3. PublicHealth Activities. Disclosures authorized by law to persons who may be at risk of contracting or spreading a
disease or condition; disclosures to public health authorities to preventor control disease or report child abuse or
neglect; and disclosures to the Food and Drug Administration to collector report adverse events or productdefects.

4. Victims of Abuse, Neglector Domestic Violence. Disclosures to governmentauthorities, including social services or
protected services agencies authorized by law to receive reports of abuse, neglect, or domestic violence, as
required by law of if you agree of the Plan believes that disclosure is necessary to prevent serious harm to you or
potential victims (you’ll be notified of the Plan’s disclosure if informing you won’t putyou at further risk).

5. Judicialand Administrative Proceedings. Disclosuresinresponse to a court or administrative order, subpoena,
discovery request, or other lawful process (the Plan may be required to notify you of the requestor receive
satisfactory assurance from the party seeking your health information thatefforts were made to notify you or to
obtain a qualified protective order concerning the information).

6. LawEnforcementPurposes. Disclosures to law enforcementofficials required by law or legal process, or to identify
a suspect, fugitive, witness, or missing person;disclosures abouta crime victim if you agree or if disclosure is
necessary forimmediate law enforcementactivity; disclosure abouta death that may have resulted from criminal
conduct; and disclosure to provide evidence of criminal conducton the Plan’s premises.

7. Decedents. Disclosuresto a coroneror medical examiner to identify the deceased or determine cause of death;
and to funeral directors to carry out their duties.

8. Organ, Eye or Tissue Donation. Disclosures to organ procurementorganizations or other entities to facilitate organ,
eye, or tissue donation and transplantations after death.

9. Research Purposes. Disclosures subjectto approval by institutional or private privacy review boards, subjectto
certain assurances and representations by researchers aboutthe necessity of using your health information and the
treatmentof the information during a research project.

10. Health Oversight Activities. Disclosuresto health agencies for activities authorized by law (audits, inspections,
investigations, or licensing actions) for oversightof the health care system, governmentbenefits programs for which
health information is relevantto beneficiary eligibility, and compliance with regulatory programs or civil rights laws.
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11. Specialized GovernmentFunctions. Disclosures aboutindividuals who are Armed Forces personnel or foreign
military personnel under appropriate military command; disclosures to authorized federal officials for national
security or intelligence activities; and disclosures to correctional facilities or custodial law enforcement officials
aboutinmates.

12. HHS Investigations. Disclosures of your health information to the Departmentof Health and Human Services to
investigate or determine the Plan’s compliance with the HIPAA privacyrule.

13. Specialized Government Functions. Disclosures aboutindividuals who are Armed Forces personnel or foreign
military personnel under appropriate military command; disclosures to authorized federal officials for national
security or intelligence activities; and disclosures to correctional facilities or custodial law enforcement officials
aboutinmates.

14. Disclosures Required by Law. Disclosures of your health information as required by law provided such use or
disclosure complies with and is limited to the relevantrequirements of such law.

Except as described in this HIPAA section, other uses and disclosures will be made only with your written authorization.
You may revoke your authorization as allowed under the HIPAA rules. However, you can’trevoke your authorization
with respectto disclosuresthe Plan hasalready made. You will be notified of any unauthorized access, use or
disclosure of your unsecured health information as required by law.

H. Your Individual Rights. You have the following rights with respectto your health information the Plan maintains. These
rights are subject to certain limitation, as discussed below. This section describes how you may exercise each individual
right.

1. Rightto requestrestrictions on certain uses and disclosures of your health information and the Plan’s rightto
refuse. You have the right to ask the Plan to restrict the use and disclosure of your health information for treatment,
payment, or health care operations, except for uses and disclosures required by law. You have the right to ask the
Plan to restrict the use and disclosure of your health information to family members, close friends, or other persons
you identify as being involved in your care or paymentfor care. You also have the right to ask the Plan to restrict
use and disclosure of health information to notify those persons of your location, general condition, or death — or to
coordinate those efforts with entities assisting in disasterrelief. If you want to exercise this right, your request to the
Plan must bein writing. The Planis not required to agree to a requested restriction. If the Plan does agree, a
restriction may later be terminated by your written request, by agreementbetween you and the Plan (including an
oral agreement), or unilaterally by the Plan for health information created orreceived after you're notified thatthe
Plan has removed the restrictions. The Plan may also disclose health information aboutyou if you need emergency
treatment, even if the Plan has agreed to restriction.

2. Rightto receive confidential communication of your health information. With certain exceptions, you have the right
to inspect or obtain a copy of your health information in a “designated record set.” This may include medical and
billing records maintained for a health care provider; enroliment, payment, claims adjudication, and case or medical
managementrecord systems maintained by a plan; or a group of records the Plan usesto make decisions about
individuals. However, you do not have a rightto inspector obtain copies of psychotherapy notes or information
compiled for civil, criminal, oradministrative proceedings. The Plan may deny yourright to access, althoughin
certain circumstances you may request a review of the denial. If you wantto exercise yourright, your request to the
Plan must be in writing. Within 90 days of receiptof your request, the Plan will provide you with:

e The access or copies you requested;
e A written denial that explains why your requestwas denied and any rights you may have to have denial
reviewed orfile a complaint; or
e Awritten statementthat the time period for reviewing your requestwill be extended forno more than 30
more days, along with the reasons for the delay and the date by which the Plan expects to address your
request.
The Plan may provide you with a summary or explanation of the information instead of access to or copies of your
health information, if you agree in advance and pay any applicable fees. The Plan also may charge reasonable fees
forcopies or postage. If the Plan doesn’tmaintain the health information butknows where it is maintained, you will
be informed of where to directyour request. You mayrequestan electronic copy of your protected health
information. If Plan Sponsor can readily produce it, then it must be supplied to you. You may also requestthat such
electronic health information be sentto anotherentity or person, so long as that request is clear, conspicuous and
specific. Any charge that is assessed to you for these copies, if any, mustbe reasonable, based on the Plan’s cost
and identify separately the labor for copying PHI (if any).

3. Rightto amendyourhealth information thatis accurate or incomplete. With certain exceptions, you have a right to
requestthat the Plan amend your health information in a designated record set. The Plan may deny your request
fora number of reasons. For example, yourrequest may be denied if the health information is accurate and
complete, was not created by the Plan (unless the person or entity that created thatinformationisnolonger
available), is not part of the designated record set, or is not available forinspection (e.g., psychotherapy notes or
information compiled for civil, criminal, oradministrative proceedings). If you want to exercise this right, your
requestto the Plan mustbe in writing, and you must include a statementto support the requested amendment.
Within 60 days of receipt of your request, the Plan will:

e Make the amendmentas requested;
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e Provide a written denial thatexplains why yourrequest was denied and any rights you may have to disagree
or file a complaint; or

e Provide a written statementthat the time period for reviewing your requestwill be extended forno more than
30 more days, along with the reasonsforthe delay and the date by which the Plan expects to address your
request.

4. Rightto receive an accounting of disclosures of your health information. You have the right to a list of certain
disclosures of your health information the Plan has made. This is often referred to as an “accounting of disclosures”
You generally may receive this accounting if the disclosure is required by law, in connection with public health
activities, or in similar situations listed in the table earlierin this notice, unless otherwise indicated below. You may
receive information on disclosures of your health information for up to six years before the date of your request. You
do not have a right to receive an accounting of any disclosures made:
e Fortreatment, payment, or health care operations;
To you aboutyour own health information;
Incidental to other permitted orrequired disclosures;
Where authorization was provided;
To family member or friends involved in your care (where disclosure is permitted withoutauthorization);
For national security or intelligence purposes or to correctional institutions orlaw enforcementofficials in
certain circumstances; or
e As partof a “limited data set’, (health information thatexcludes certain identifying information).
In addition, your rightto an accounting of disclosures to a health oversightagency or law enforcementofficial may
be suspended atthe request of the agency or official. If you wantto exercise this right, your requestto the Plan
mustbe in writing. Within 60 days of the request, the Plan will provide you with the list of disclosures or a written
statementthat the time period for providing this list will be extended forno more than 30 more days, along with the
reasonsforthe delay and the date by which the Plan expects to address your request. You may make one request
in any 12-month period atno cost you, but the Plan may charge a fee for subsequentrequests. You will be notified
of the fee in advance and have the opportunity to change orrevoke yourrequest.

5. Rightto obtain a paper copy of this notice from the Plan upon request. You have the right to obtain a papercopy of
this privacy notice upon request. Even individuals who agreed to receive this notice electronically may requesta
papercopy atany time.

6. Rightto be notified if you are affected by a breach. You have the right to be notified should you be affected by a
breach of unsecured protected health information. The 2013 Amendments modify this definition by providing thatan
impermissible use or disclosure of PHI is presumed to be a breach, unlessit can be demonstrated that there is a
low probability that PHI has been compromised based upon a four-partrisk assessmentthat will be conducted by
our HIPAA Privacy and/or Security Official(s).

Changes to the information in this HIPAA Section. The plan mustabide by the terms of the privacy notice currently in
effect. However, the Plan reservesthe right to change the terms of its privacy policies, as described here at any time
and to make new provisions effective for all health information thatthe Plan maintains. This includes health information
that was previously created or received, not just health information created or received after the policy is changed. If
changes are made to the Plan’s privacy policies described in this SPD, you will be provided with a revised privacy
notice. The revised notice will either be hand delivered or mailed via firstclass to your residence at the address on file.

Complaints. If you believe your privacy or security rights have been violated or your Plan has not followed its legal
obligations under HIPAA, you may contact our Privacy and/or Security Official(s). You won’tbe retaliated againstfor
filing a complaint. To file a complaint, please contactthe HIPAA Official.

Survival. The provisions of this Section shall survive the expiration or termination of the Plan or this Section forany
reason.

Compliance with State and Federal Law. Employer/Plan Sponsor shall comply, and shall ensure thatthe Plan complies,
with HIPAA and other applicable state and federal confidentiality, privacy, and security laws.

Interpretation. Any ambiguity in the Plan or this Section or in determining controlling provisions shall be resolved in
favorof an interpretation that permits the parties to comply with HIPAA and other federal and state laws and that
provides the greatestprivacy protections for Protected Health Information. Inthe event of an inconsistency between the
provisions of this Section and mandatory provisions of HIPAA, the HIPAA provisions shall control.

Section 19: Security of Protected Health Information (HIPAA Security Rule)

This Section applies to all Plan Sponsors. For the purpose of the HIPAA Security Rule, all Plan Sponsors are required to
provide Detailed PHI Security measures as identified in Section 2: Plan Information which can be found in Part #1: Plan Fact
Sheet of this Summary Plan Description. The Part #1: Plan Fact Sheetaccompanies this Summary Plan Description
Disclosure Document.

A. ParticipantDisclosure. This Plan complies with the Security Rule of the Health Insurance Portability and Accountability

Act of 1996 (HIPAA). If you have questions aboutthe privacy or security of your health information underthe Plan,
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please contact the Plan Administrator or the Privacy/Security Officer named in the Employer/Plan Sponsor’s Privacy
Policy and reiterated in Part 1 (the Fact Sheet), Section 2 of this Summary Plan Description.

B. Employer/Plan Sponsor’s Obligations. Employer/Plan Sponsor certifies compliance with the following:

1. Develop,implement,and maintain administrative, physical, and technical safeguards thatreasonably and
appropriately protectthe confidentiality, integrity, and availability of any Protected Health Information thatit
creates, receives, maintains, or transmits in an electronic format (with the exception of enrolimentor
disenrolimentinformation and any Summary Health Information) on the Plan’s behalf, and it will ensure that any
of its agents or subcontractors to whom itmay provide such electronic Protected Health Information agree to
implementreasonable and appropriate security measures to protect such information.

2. Reportto the Plan any use or disclosure of the information thatis inconsistentwith the uses and disclosures
provided forin this Section or the Plan of which it becomes aware. Report to the Security Official any security
incidentof which it becomes aware.

3. Follow the required notification procedures required by the Security Rule in the event of a breach of unsecured
Protected Health Information which compromises the security of such information.

4. Ensure the availability, integrity, and confidentiality of electronic PHI; protect againstreasonably anticipated
threats or hazards to the security of electronic PHI; protect againstreasonably anticipated impermissible uses or
disclosures of electronic PHI; and ensure compliance by members of the entity's workforce.

C. Survival. The provisions of this Section shall survive the expiration or termination of the Plan or this Section forany
reason.

D. Interpretation. Any ambiguityinthe Plan or this Section or in determining controlling provisions shall be resolved in favor
of an interpretation that permits the parties to comply with HIPAA and other federal and state laws and that provides the
greatest privacy protections for Protected Health Information. In the eventof an inconsistency between the provisions of
this Section and mandatory provisions of HIPAA, the HIPAA provisions shall control.

Section 20: Prescription Coverage and Medicare Part D

(The font in this section is intentionally larger to comply with legal guidelines.)

Please read this section carefully. This notice has information aboutyouroptions under
Medicare’s prescription drug coverage. Thisinformation can help you decide whetheror not
you want to join a Medicare drug plan. If you are considering joining, you should compare
your current coverage, including which drugs are covered at what cost, with the coverage and
costs of the plans offering Medicare prescription drug coverage in your area. Information
about hwere you can get help to make decisions aboutyour prescription drug coverage is at
the end of this notice.

There are two important things you need to know aboutyour current coverage and
Medicare’s prescription drug coverage:

A. Medicare prescription drug coverage became available in 2006 to everyone with
Medicare. You can get this coverage if you join a Medicare Prescription Drug Plan or join
a Medicare Advantage Plan (like an HMO or PPO) that offers prescription drug coverage.
All Medicare drug plans provide at least a standard level of coverage set by Medicare.
Some plans may also offer more4 coverage for a higher monthly premium.

B. The rules and potential penalties vary for creditable and non-creditable coverage. Please
refer to the Plan Information in Section 3 (BenefitInformation) of this Summary Plan
Description to see whetheryourplan is Creditable or Non-Creditable under Medicare.

Individuals covered by both Medicare and a group health plan should carefully evaluate their
prescription drug needs to determine when and whetherto purchase additional coverage
undera Medicare Prescription Drug Plan.
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That decision will depend heavily upon whether or notyour group health plan offers
prescription drug benefits thatare “creditable” under Medicare. To be considered
“creditable”, the prescription drug benefitof your health plan mustbe expected to pay, on
average for all plan participants, at least as much as the standard Medicare prescription drug
coverage would pay.

A. For Plans with Creditable Prescription Drug Coverage. Because your existing coverage is
on average atleast as good as the standard Medicare prescription drug coverage, you
can keep this coverage and not pay extra if you later decide to enroll in Medicare
prescription drug coverage, so long as you apply for Medicare prescription drug coverage
within 63 days of terminating your creditable group sponsored plan. Each year, you will
have the opportunity to enroll in a Medicare prescription drug plan between October 15t
and December 7. However, if you lose your current creditable prescription drug
coverage, through no faultof yourown, you will also be eligible for a two (2) month
Special EnrollmentPeriod to join a Medicare drug plan. If you drop youremployer
sponsored coverage and enroll in a Medicare prescription drug plan, you may notbe able
to get the employer sponsored coverage back later. You should compare your current
coverage, including which drugs are covered, with the coverage and cost of the plans
offering Medicare prescription drug coverage in your area.

Information about your employer’s group health plans and prescription drug benefits is
available in yourhealth plan certificate. In addition to prescription drugs, your current
health plan coverage pays for other health expenses, and you may lose your current
health and prescription drug benefits if you choose to drop your employer sponsored
coverage in favor or enrolling in Medicare and a Medicare prescription drug plan.

B. For Plans with Non-Creditable Prescription Drug Coverage. Because yourexisting
coverage is, on average for all plan participants, not expected to pay out as much as the
standard Medicare prescription drug coverage would pay, you need to make some
important decisions regarding your prescription drug coverage. Most likely, you will get
more help with yourdrug costs if you join a Medicare drug plan than if you only have
prescription drug coverage from the employer plan. This also is important because it may
mean that you may pay a higher premium (a penalty)if you do not join a Medicare drug
plan when you firstbecome eligible.

Starting January 1, 2006, prescription drug coverage became available to everyone with
Medicare through Medicare prescription drug plans. All Medicare prescription drug plans
provide at least a standard level of coverage set by Medicare. Some plans mightalso
offer more coverage for a higher monthly premium.

If you did not purchase Medicare prescription drug coverage or equivalent coverage
before May 15, 2006, you may have to pay a higher premiumif you join later. You will
pay that higher premium as long as you have Medicare prescription drug coverage.

C. For all Medicare Eligible Individuals

1. Periodic Notice. Medicare eligible individuals are entitled to notice regarding their
rights under Medicare before each annual enrollment period. You will also receive
notification if the prescription benefitunder your group health plan ends or changes so
thatis nolonger creditable or becomes creditable. You may request a certificate of
Medicare prescription drug plan creditability from the plan sponsor at any time.

2. Premium Surcharge for Late Enrollment. If you go 63 days or longerwithout
prescription drug coverage that is at least as good as Medicare’s prescription drug
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coverage, your Medicare base beneficiary premiumwill go up atleast 1% per month
for every month that you did not have that coverage. You will have to pay this higher
premium as long as you have Medicare prescription drug coverage. For example, if
you go nineteen months without coverage, your premium will always be at least 19%
higherthan what most other people pay. In addition, you may have to wait until the
following October to join.

3. Annual EnrolimentPeriod for Medicare Prescription Drug Plans: Generally, you can
only join a Medicare prescription drug plan between October 15 and December 7 of
anyyear. This may mean the numberof months you have to wait for coverage will be
longer, which could make your premium higher.

4. Group Health Plan Considerations: Yourcurrentemployer-sponsored coverage pays
for other health expenses in addition to prescription drugs. You will still be eligible to
receive all of your current health and prescription drug benefits if you choose to enroll
in a Medicare prescription drug plan. When you make your decision, you should also
compare yourcurrent coverage, including which drugs are covered, with the coverage
and cost of the plans offering Medicare prescription drug coverage in your area.

5. For Additional Information Regarding Available Medicare Prescription Drug Plans:
Detailed information is available in the “Medicare and You” handbook. Medicare
eligible individuals will geta copy of the handbook in the mail every year from
Medicare. You may also be contacted directly by Medicare prescription drug plans.
You can also get more information about Medicare prescription drug plans from these
places:

e Visit www.medicare.gov

e Call your State Health Insurance Assistance Program (see your copy of
Medicare & You handbook for their telephone number)

e Call 1-800-MEDICARE (1-800-633-4227) or TTY 1-877-486-2048.

6. Extra Financial Help Available: For people with limited income and resources, extra
help paying fora Medicare prescription drug plan is available. Information aboutthis
extra help is available from the Social Security Administration (SSA). For more
information aboutthis extra help, visit SSA online at www.socialsecurity.gov, or call 1-
800-772-1213 (TTY 1-800-325-0778).

Section 21: Health Savings Accounts

This section only applies to the extent that a health savings accountoption is offered through the Plan and outlined in
Section 3: Benefit Plan Information which can be found in Part #1: Plan Fact Sheet of this Summary Plan Description. The
Part #1: Plan Fact Sheet accompanies this Summary Plan Description Disclosure Document.

A. Definition. AHealth Savings Account (HSA) is a personal trust or custodial accountestablished with a custodian or
trustee to be used for reimbursementof eligible medical expenses incurred by the account Beneficiary and his or her tax
dependents, as set forthin Code Section 223. The HSA is administered by the HSA Custodian or Trustee or its
designee subjectto the terms and conditions setforth in the Custodial or Trust Agreementbetween the Account
Beneficiary and the Custodian or Trustee. The HSA is not an employee benefitplan sponsored or maintained by the
Employer. The Employer’'srole with respectto the HSA is limited to making contributions through this Plan to the HSA
established by you with the Custodian/Trustee (through Employer contributions and/or pre-tax salary reductions elected
by you). The Employerhas no authority or control overthe funds deposited in your HSA. As such, the HSA identified in
this summary Plan description and offered through this plan is not subjectto the ERISA.

B. Eligibility Requirements. HSA eligibility is determined under IRS rules and the applicable terms and conditions of any
Custodial or Trust agreement. You are eligible for Plan contributions to your HSA during any month if you satisfy the
following conditions on the first day of that month:
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1. You are covered undera qualifying High Deductible Health Plan (as defined in Code 223) maintained by
Employer.

2. You certify,in accordance with policies and procedures established by the Employer, that you satisfy all of the
requirements to be an Eligible Individual as set forth in Code Section 223. You are required to notify the
Employerif you fail to satisfy these conditions by the firstday of the month following the date that you first fail
to meetthese requirements. In addition to being covered under a qualifying High Deductible Health Plan
maintained by Employer, you mustnot be (i) covered under any other health plan or program thatis nota
qualifying High Deduction Health Plan unless thatcoverage is limited to “permitted coverage,” “permitted
insurance,” and/or preventive care as defined in Code Section 223 and related guidance, (ii) entitled to
Medicare;or (iii) eligible to be claimed as a Dependentof any other taxpayer.

3. You are otherwise eligible for this Plan.

C. Account Beneficiary. An Account Beneficiaryis an eligible participantwho has properly enrolled in theirown HSA in
accordance with the terms of the applicable Custodial Agreement.

D. Withdrawals. Funds may be withdrawn tax-free to pay for qualified medical expenses, which include all Section 213(d)
expenses. HSA funds may be used to pay premiums only forlong-term care insurance, COBRA premium, or other
health insurance premiums for people receiving unemploymentbenefits. Non-medical withdrawals are permitted butare
subjectto a 10% penalty and income tax.

E. Carryoverof Funds and Portability. Amounts not used for medical expenses atthe end of the year may be carried over
to future years. HSAs are portable. Employees may take the fundsin the accountwhen they leave.

Section 22: Affordable Care Act — Grandfathering Status

Some of the componentbenefitplans of this welfare benefitplan may be “grandfathered health plans” under the Patient
Protection and Affordable Care Act (the Affordable Care Act). Please referto Section 3: BenefitPlan Information on Part#1:
Plan Fact Sheet to confirm the grandfathered status of each componentbenefitplan. As permitted by the Affordable Care
Act, a grandfathered health plan can preserve certain basic health coverage that was already in effectwhen that law was
enacted. Being a grandfathered health plan means thatyour plan may not include certain consumer protections of the
Affordable Care Actthat apply to other plans, forexample, the requirementfor the provision of preventive health services
withoutany cost sharing. However, grandfathered health plans mustcomply with certain other consumer protectionsin the
Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered health plan, and what
mightcause a plan to change from grandfathered health plan status, can be directed to the plan administrator identified in
Section 3: BenefitPlan Information which can be found in Part #1: Plan Fact Sheet of this Summary Plan Description. The
Part #1: Plan Fact Sheet accompanies this Summary Plan Description Disclosure Document. You may also contact the
Employee Benefits Security Administration, U.S. Departmentof Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthrefom.
This website has a table summarizing which protections do and do not apply to grandfathered health plans.

Section 23: Definitions

A. Affiliated Employer. An entity that is considered with the Employerto be a single Employer according to Code Section
414(b),(c), or (m).

B. Board of Directors. The Board of Directors or other governing body of the Employer (the "Board"). Upon adopting this
Plan, the Board of Directors appoints the Plan Administrator to act on the Employer's behalf in all matters regarding the
Plan.

C. Code. The Internal Revenue Code of 1986, as amended, and where applicable, the regulations thereunder.

D. Dependent. A Dependentof the Participantwithin the meaning of Code Section 152 and the regulationsissued under
Code Section 106. A Spouseis an individual who is legally married to a Participantand who is treated as a spouse
underthe Code.

E. Employee. Anindividual whoisa common-law employee of the Employerand istreated as an employee forincome
and employmenttax purposes.

F. Employer. The Employerindicated in the Plan Information and any Affiliated Employerwho is authorized by the
Employerto adopt the Plan. Affiliated Employers who adoptthe Plan are bound by the terms of the Plan unless they
clearly withdraw from participation. Affiliated Employers who have adopted the Plan are set forth in the Plan Information
of this document.

G. ERISA. The Employee Retirementincome Security Act of 1974, as amended.

© 2021 Vita Benefits Group Page 27



Highly Compensated Individual. Anindividual defined under Code Section 105(h),as amended, as a "highly
compensated individual'ora "highly compensated employee.”

Participant. A personwho becomes a Participantaccording to the terms of Article Il of this Summary Plan Description
and Plan documentwho isin one of the following categories:

a. An Employee orDependentof Employee

b. A personwho was previously an Employee or Dependentwho elected continuation coverage under the
terms of the Plan (forexample under COBRA or USERRA)

c. Apersonwho is nolongeran employee butwho is receiving benefits under the plan for which they are
entitled underthe terms of the plan (forexample, life insurance, disability insurance, or coverage while on
leave)

d. Apersonwho is or was covered under the Plan by reason of special terms that are consistent with the
eligibility criteria setout in the Certificates of Coverage in a mannerthatis consistent with the insurance
carrierunderstanding of eligibility criteria under the plan.

Plan Administrator. The person(s)or Committee identified in the Plan Information section thatis appointed by the
Employerwith authority, discretion, and responsibility to manage and directthe operation and administration of the Plan.
If no such personis named, the Plan Administratoris the Employer.

Section 24: General Plan Information and Plan Administration

A

Tax Qualification. The benefits provided by the Plan are intended to qualify as a health and welfare benefits and meet
the requirements for qualification under Code Section 79, Section 105(b) and Section 106(a), and that benefits paid
Employees hereunder be excludible from their gross incomes by virtue of Section 79, Section 105(b) and Section
106(a).

Exclusive Benefit. The Plan is established and maintained for the exclusive benefit Plan Participants.

Nondiscrimination. Employer will administer the Plan on a reasonable and nondiscriminatory basis and shall apply
uniform rules to all persons similarly situated.

Not an EmploymentContract. None of the plans or benefits discussed on the preceding pages should be considered
contracts foremploymentbetween the employee and the Employer/Plan Sponsor. This Plan does not guarantee any
employee orplan participantthe right of continued employmentnor do they limitthe Employer/Plan Sponsor’s rightto
discharge any employee.

Reduction of Coverage to Prevent Discrimination. If the Plan Administrator determines, before or during any Plan Year,
that the Plan may fail to satisfy any requirementimposed by the Code, the Plan Administrator shall take appropriate
action(s), underrules uniformly applicable to similarly situated Participants, to assure compliance with the requirement
or limitation. Action may include, withoutlimitation, modifying orterminating a Highly Compensated Employee’s
coverage under this HRA without the consentof the Employee.

Provision for Third-Party Plan Service Providers. The Plan Administrator, along with the approval of the Employer/Plan
Sponsor, may employ services in connection with the operation of the Plan, and rely upon its tables, valuations,
certificates, reports, and opinions. These services may be provided by a Third Party Administrator, identified in the
SPD. Unlessotherwise provided in the Service Agreement, obligations under this Plan shall remain the obligation of the
Employer/Plan Sponsor.

Fiduciary Liability. To the extent permitted by law, the Plan Administrator shall notincur any liability forany acts or for
failure to act exceptfor those that involve the Plan Administrator's own gross negligence, willful neglect, willful
misconduct, or willful breach of this Plan.

Allocation of Authority. The Board of Directors or applicable governing body of the Employer/Plan Sponsor (oran
authorized officer of the Employer/Plan Sponsor) may appointa Plan Administrator who keeps the records for the Plan,
and controls and manages the operation and administration of the Plan. The Plan Administrator has the exclusive right
to interpret and decide all matters of the Plan. The Plan Administrator’s determinations are conclusive and binding.
Without limitation, the Plan Administrator has the following powers and duties:

(a) To require any person to provide informationin order to properly administer the Plan;

(b) To make and enforce rules and regulations necessary to efficiently administer the Plan;

(c) To decide all questions concerning the Plan, the eligibility of the Plan, according to the Plan’s provisions;
(

d) To determine the amount of benefits payable, according to the Plan’s provisions; to inform the Employer/Plan
Sponsor and insurer as appropriate, of the amount of the benefits; and to provide a full and fair review to any
Participantwhose claim for benefits has been denied in whole or in part;
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(e) To designate persons to carry out any duty or power which may or may not be a fiduciary responsibility of the
Plan Administrator, under the terms of the Plan;

(f) To keep all records, books of account, data and other documents necessary to properly administer the Plan;
and

(g) To do everything necessary to operate and administer the Plan according to its provisions.

Compensation of Plan Administrator. Unless determined by the Employer/Plan Sponsor and permitted by law, any Plan
Administratorwho is also an Employee of the Employer/Plan Sponsor, will notreceive compensation for services
rendered as the Plan Administrator, butthe Employer/Plan Sponsorwill pay all reasonable expensesincurred in the
performance of their duties.

Bonding. Unless otherwise determined by the Employer/Plan Sponsor, orrequired by any federal or state law, the Plan
Administratoris not required to give any bond or other security in any jurisdiction in connection with the administration of
this Plan.

Paymentof Administrative Expenses. The Employer/Plan Sponsor may decide to pay the Plan’s administrative
expenses, or pass the expensesonto the Plan’s Participants.

Funding Policy. The Employer/Plan Sponsor has the sole discretion to determine if benefits will be paid from a trust
(taxable or non-taxable), established according to applicable law, or from the Employer/Plan Sponsor’'s general assets.

Indemnification. The Plan Administrator shall be indemnified by the Employer/Plan Sponsor againstclaims, and the
expenses of defending againstthese claims, resulting from any action or conductrelating to the administration of the
Plan, exceptclaims arising from gross negligence, willful neglect, or willful misconduct.

Applicable Laws. The provisions of the Plan shall be construed, administered, and enforced according to applicable
federallaw and the laws of the State of California to the extent not preempted.

Post-Mortem Payments. Any benefitpayable underthe Plan afterthe death of a Participantshall be paid to his
surviving Spouse, otherwise, to his estate. If there is doubtas to the right of any beneficiary to receive any amount, the
Plan Administrator may retain such amountuntil the rights are determined, withoutliability for any interest.

Non-Alienation of Benefits. Except as expressly provided by the Administrator, no benefitunderthe Plan shall be subject
in any mannerto anticipation, alienation, sale, transfer, assignment, pledge, encumbrance or charge, and any attemptto
do so shall be void. No benefitunderthe Plan shallin any mannerbe liable for or subjectto the debts, contracts,
liabilities,engagements or torts of any person.

Mental or Physical Incompetency. Every person receiving or claiming benefitsunderthe Plan is presumed to be
mentally and physically competentand of age until the Plan Administrator receives a written notice, in acceptable form,
that a personis mentally or physicallyincompetentora minor, and that a guardian, conservator, or other person legally
vested with the care of his estate has been appointed.

Inability to Locate Payee. If the Plan Administratoris unable to make paymentto any Participant, or other person who is
due paymentunderthe Plan, because he cannotascertain that person’s identity or whereabouts, and reasonable efforts
have been made to identify or locate this person, all payments due will be forfeited after areasonable time, and after the
date paymentfirstbecame due.

Requirementfor Proper Forms. Allcommunicationsin connection with the Plan, made by a Participant, shallbecome
effective only when executed using the required forms, which may be furnished by, and are filed with, the Plan
Administrator.

Source of Payments. The Employer/Plan Sponsorand any insurance company contracts held by the Employer/Plan
Sponsor or funded pursuantto this Plan shall be the sole sources of benefits underthe Plan. No Employee or
Beneficiary shall have anyright to, or interest in, any assets of the Employer/Plan Sponsorupon termination of
employmentorotherwise, except as specifically provided for under the Plan, and then only to the extent of the benefits
payable underthe Plan to such Employee or Beneficiary.

Tax Effects. Neitherthe Employer/Plan Sponsor, northe Plan Administrator makes any warranty or other
representation as to whether any benefits made to or on behalf of any Participantwill be treated as excludable from
gross income forlocal, state, or federal income tax purposes. If forany reasonitis determined thatany amountpaid for
the benefitof a Participantor Beneficiary are includable in an Employee's grossincome forlocal, federal, or state
income tax purposes, then under no circumstances shall the recipienthave any recourse againstthe Plan Administrator,
the Employer/Plan Sponsor orthe Third Party Administrator, with respectto anyincreased taxes or other losses or
damages suffered by the Employee.

Genderand Number. Masculine pronouns include the feminine as well as the neuter genders, and the singular shall
include the plural, unless indicated otherwise by the context.

Headings. The headings and titles contained herein are for convenience of reference only, and shall notbe construed
as defining orlimiting the matter contained thereunder.

Severability. Should a court of competentjurisdiction subsequently invalidate any partof this Plan, the remainder of the
Plan shall be given effectto the maximum extentpossible.
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Effectof Mistake. In the eventof a mistake as to the eligibility or participation of an Employee, or the allocations made o
the accountof any Participant, or the amountof distributions made orto be made to a Participantor other person, the
Plan Administrator shall, to the extent it deems possible, cause to be allocated or cause to be withheld or accelerated, or
otherwise make adjustmentof, such amounts as will in its judgmentaccord to such Participantor other person the
credits to the accountor distributions to which he is properly entitled underthe Plan. Such action by the Administrator
may include withholding of any amounts due the Plan or the Employer/Plan Sponsorfrom Compensation paid by the
Employer/Plan Sponsor.

Section 25: Discretionary Authority

A

Self-Funded Plan Components (Summary Plan Description Disclosure). The Plan Administrator has the sole and
exclusive discretionary authority to interpretthe Plan in order to make eligibility and benefitdeterminations asit may
determine inits sole discretion. The Plan Administrator also has the sole discretionary authority to make factual
determinations as to whetherany individual is entitled to receive any benefits underthe Plan.

Self-Funded Plan Components (Plan DocumentDisclosure). The Plan Administrator shall perform its duties as the Plan
Administratorand inits sole discretion shall determine appropriate courses of action in lightof the reason and purpose
forwhich this Plan is established and maintained. In particular, the Plan Administrator shall have full and sole
discretionary authority to interpret all plan documents and to make all interpretive and factual determinations as to
whetherany individual is entitled to receive any benefitunder the terms of this Plan. Any construction of the terms of any
plandocumentand any determination of factadopted by the Plan Administrator shall be final and legally binding on all
parties.

Any interpretation, determination, or other action of the Plan Administrator shall be subjectto review onlyifit is arbitrary
or capricious or otherwise an abuse of discretion. Any review of a final decision or action of the Plan Administrator shall
be based only on such evidence presented to or considered by the Plan Administrator at the time it made the decision
thatis the subject of review. Accepting any benefits or making any claim for benefits under this Plan constitutes
agreementwith and consentto any decisions that the Plan Administrator makes, inits sole discretion and, further,
constitutes agreementto the limited standard and scope of review of those decisions as described by this section.

Fully-Insured Plan Components (Plan DocumentDisclosure). The insurance carrier documents outline the discretionary
authority for any fully insured plan components.

To the extent that discretionary authority is not explicitly stated in the fullyinsured insurance carrier contracts or is called
into question, discretionary authority is presumed for the carrier for the specific plan componentin question to an
equivalentextentoutlined for the Plan Administrator relative to self-funded plan components.

Section 26: Statement of Your Rights under ERISA

The Employee Retirementincome Security Act of 1974 (ERISA) entitles you to the certainrights and protectionsas a
participantin your Employer/Plan Sponsor's employee benefitplan. ERISA provides that all plan participants shall be
entitled to the following rights.

A

Receive Information aboutthe Plan. You have a rightto examine, withoutcharge, at the Plan Administrator’s office and
at other specified locations, such as worksites and union halls, all documents governing the plan including insurance
contracts and collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series)filed by the
Plan with the U.S. Departmentof Laborand available atthe Public Disclosure Room of the Pension and Welfare Benefit
Administration.

Obtain Copies of Plan Documents. You have a right to obtain, upon written requestto the Plan Administrator, copies of
documents governing the operation of the plan, including insurance contracts and collective bargaining agreements, and
copies of the latest annual report (Form 5500 Series) and updated Summary Plan Description. The Administratormay
make a reasonable charge for the copies.

Continue Group Health Plan Coverage. You have a rightto continue health care coverage for yourself, spouse or
dependentsifthere is loss of coverage underthe plan as a result of a Qualifying Event. You or your dependents may
have to pay for such coverage. Review this Summary Plan Description and the documents governing the plan on the
rules governing your COBRA continuation rights. Additional information about COBRA may be found in Section 12 of
this Summary Plan Description.

Creditfor Pre-existing Condition Exclusion Periods. You have a right to the reduction or elimination of exclusionary
periods of coverage for pre-existing conditions under your group health plan if you have creditable coverage from
anotherplan. You should be provided a certificate of creditable coverage, free of charge, from your group health plan or
health insurance issuer when you lose coverage under the plan, when you become entitled to elect COBRA continuation
coverage,when your COBRA continuation coverage ceases, if you request it before losing coverage orif you requestit
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up to 24 months afterlosing coverage. Without evidence of creditable coverage, you may be subjectto a pre-existing
condition exclusion for 12 months (18 months for late enrollees) after your enrolimentdate in your coverage.

Section 27: Protection of Your Rights under ERISA

A

PrudentActions by Plan Fiduciaries. In addition to creating rights of plan participants, ERISA imposes special
obligations and duties upon the people who are responsible for the operation of your Employer/Plan Sponsor’s welfare
benefitplan. The people who operate your Plan, are called “fiduciaries” of the Plan. The fiduciaries of the plan have a
duty to operate the plan prudently and in the interest of you and other plan participants and beneficiaries. The
fiduciaries also have a duty to protect any plan assets for the benefitof plan participants. No one, including your
Employer/Plan Sponsor orany other person, may fire you or otherwise discriminate againstyou in any way to prevent
you from receiving a welfare plan benefitor from exercising yourrights under ERISA.

Claim Review. You have the right to have the plan review and reconsideryourclaim. Under ERISA, there are steps
you can take to enforce the above rights. ERISA givesyou the right to file suit in a state or federal courtif your claim for
benefits underthe employee benefitplanis denied orignored. You can also file suitin a federal courtif you request
plan documents and do not receive them within 30 days. In such a situation, the court will require the Plan Administrator
to give you the plan documents you requested. In some cases the court could also require the Plan Administrator to pay
you up to $110 a day until you receive the requested materials, unless the materials were notsent because of reasons
beyond the control of the administrator. In addition, if you disagree with the plan’s decision orlack thereof concerning
the qualified status of a domesticrelations order ora medical child supportorder, you may file suit in a federal court.

Assertion of Rights. If it should happen that the fiduciaries have misused the plan's money or assets, or that you have
been discriminated againstforasserting yourrights, you can ask forhelp from the U.S. Departmentof Labor. You can
alsofile suitin a federal court. If youfile a suit, the court will decide who must pay those costs and legal fees. If you are
successful, the court may orderthe person you have sued to pay those fees. If you lose, the court may orderyou to pay
those costs and fees, if, for example, itfinds your claim is frivolous.

Section 28: Questions about the Plan or ERISA

A

Questions. If you have any questions aboutyour plan, you should contactthe Plan Administrator. If you have any
questions aboutthis statementor about yourrights under ERISA, or if you need assistance in obtaining documents from
the Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration (EBSA),
a division of the U.S. Departmentof Labor. Phone listingsforthe EBSA may be found in your local telephone directory.
Alternatively, you may contact the national office of the EBSA. You may also obtain certain publications aboutyour
rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security
Administration.

Contact Information. Contactinformation forthe San Francisco regional office and national offices of the EBSA are
listed below:

San Francisco Regional Office Division of Technical Assistance and Inquiries
EBSA EBSA

90 7th Street, Suite 11300 U.S. Departmentof Labor

San Francisco, CA 94103 200 Constitution Avenue, N.W.

Phone: (415) 625-2481 Washington,DC 20210
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