Vermeer Manufacturing COmpany

Formal Record of Action

Having full power and authority to bind the Company, the following actions are hereby taken hy the
undersigned representative of Vermeer Manufacturing Company (the "Company™), who is authorized to
amend and modify the Company’s employee welfare benefits plans on behalf of the Company, in its
capacity as settlor of the Vermeer Manufacturing Health and Welfare Benefit Pian {the "Plan”).

With respect to the amendment and restatement of the formal plan document and summary plan
cescription for the Plan, the following resolutions are hereby adopted:

RESOLVED: That the plan document and summary plan description for the Plan be amended and
restated effective 01/01/2026, in the form attached hereto, which formal glan document and sumimary
plan descripticn is hereby adopted and approved;

RESOLVED FURTHER: That the human resources department employees of the Company be, and they
hereby are, authorized and directed to take any and ali actions and execute and deliver such documents
as they may deem necessary, appropriata or ccnvenient to give effect to the foregoing resolutions
inciuding, without limitation, causing to be prepared and filed such reports, documents or other
information as may be required under applicable law.

Dated: _{ : “? . ZCf , but effective as stated above.

Signed: é{ " Y Vr r

Neme: Ferdea Hovell |
Tille: Benefits Manager { F9
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1. Introduction

Vermeer Manufacturing Company (the "Plan Sponsor') establizshed the plan of welfare benefits now
collectively known as the Vermeer Manufacturing Health and Welfare Benefit Flan (the "Plan”) effective
03/01/1987, The Plan has been amended from tima to time, and it is hereby amended and restated in
its entirety effective as of 01/01/2026 (the “Effective Date"). This restatement of the plan document
and summary plan description for the Plan supersedes all previous plan documents and summary plan
deszcriptions of the Plan. This restaternent of the Plan is not intended to be a historical decument; it
does not reflact plan tarms existing prior to the Effective Date, If you wish to see the plan terms
applicable on a date prior to the Effective Date, please contact the Plan Administrator.

The Plan is intended to gualify as a welfare benefit plan under the Employee Retirement Income
Security Act of 1974, as amended ("ERISA™) for the benefit of employees of the Plan Sponsor and such
ather entities that adapt the Plan with the conzent of the Plan Spansar (the Plan Sponsor and such
ather participating emplovers in thair capacities as non-fduciary settlors of the Plan, collactivaly, the
"Companyl. This document, together with the Benefits Documents (defined below), is intended to
comply with both the plan document and summary plan description ("SPD") requirernents of ERISA.

The Company also provides certain benefits that are not subject to ERISA. The nan-ERISA benefits
provided by the Company include the following: Cantributions to health savings accounts (HSA
Contribution Account), Dependent care assistance account (dependent care F34), Salf-insured
short-term disability, Pre-Tax Premium Benefit.

Reference is made to those non-ERISA benefits to establish that certain terms and conditions of the
Plan also apply to the non-ERISA benefits of the Company=in particular Articles 3, 4, 6 and 8 and
Sections 11.5. through 11.78. Such references ta ar repraduction of the Company's nan-ERISA benefits
in the plan document and SPD are for the convenience aof Plan Participants and the Company, and the
Company does not intend that such non-ERISA benefits become subject to ERISA. To the contrary, the
Company intends that such benefits remain exemnpt from ERISA.

The Plan provides many different types of benefits, each of which has its own terms, cenditions and
procedures. For insured benefit types, the terms, conditions and procedures are as stated in the
applicable insurance policy, which may include a policy certificate, application and other documentation
as determined by the insurer of such policy. For self-insured benefit types, the terms, conditions and
procedures are as stated in the applicable booklet, summary or other documentation as determined by
the claims administrator of such self-insured benefit. Collectively, these documents are referred to
herein as "Benefits Documents,”

Please note: the Benefits Documents for the benefits provided under the Plan are an integral part of the
plan document and SPD. This documeant should not be distributed without all exhibits, appendices and
Benefits Docurnents; similarly, the Benefits Documents should not be distributed without this



document. If you have received this decument without any one or mare Benefits Documents, contact
the Plan Administrator as soon as possible 1o obtain any missing Banafits Documeants.

Excepl as axprassly provided hearein, in the event of a conllicl between the lerms of this documeant and
the terms of a Benefits Dacument. the terms of this document shall cantrol,

2. General Plan Information

Flan Sponsor: Vermeer banufacturing Company

% Human Resources

1210 Vermeer Road East

Palla, lowa 50257

Talephona: 6471-628-3141

Federal emplover identification number; 42-0663191

Additional Participating Employers: HDD Broker, LLC; Vermeer MY Solutions; Vermeer Underground
Technology, Inc.

Plan Administrator: Yermeer Manufacturing Company [but only ta the axtent it is acting in its capacity
as named fiduciary and plan administrator)

% Human Resourcas

1210 Vermeer Road East

Pella, lowa 50251

Telephone: 641-628-3141

Flan Number; 501
Plan Year: 17 calendar month penod ending Decembear 31

Agent for Service of Legal Process: chiel officer afl the Plan Spansar; service may also be mada upaon
the Plan Administrator ar a Trustee, if any

Benefits Provided under the Plan: all Company-sponsored welfare henefits subject to ERISA, but
specifically excluding benefits provided under the Vermeer Manufacturing Company Welfare Benefits
Plan for Part-Time Employees

Period of Coverage for Benefits Elections: January 1 - December 31



3. Eligibility for Participation

3.1.  Eligible Employee

31, General Rules

You are an "Eligible Employee’ if you are treated as an employves on the payroll records of the Company
and are credited with at least 30 hours of service per week, on average, determined in accordance with
the policies and procedures of the Plan Administrator. A5 used in this subsection, “employee” includes
a partner to the extent the Company is a partnership for federal income tax purposes.

Howewver, you ara not an "Eligible Employes” if you ara any of the following:

o Coverad by a collective bargaining agreement {except to the extent that the callective bargaining
agreement pravides for participation in the Plan).

o Aleased employes (that is, an employves of another emplover leased to the Company).

¢ An employee having seasonal or temporary status on the books and records of the Company.
Without limiting the discretion of the Company with respect to the foregaing, a tempaorary
employes s genarally one whose fulltime work assignment is scheduled to last 4 months ar
fewer,

« A non-resident alien who received no U.5. earned income.

s An independent contractor.

s A Reclassified Employee, A "Reclassified Employee” is any person the Company does nat treat
as a commaon law employee (including, but not limited to, independent contractors, persons the
Company pays outside of itz payroll system and out-sourced workers) for federal income tax
withholding purposes under Code Section 3401(a), whether by mistake or otherwise, and
irrespective of whether there 15 a binding determination that the individual is an employes or a
leased employee of the Company.

31.2. MNewly Hired Employees

Mewly hired Eligible Employees may enroll as Participants in the Plan and become eligible for benefits
an the first day of the month following date of hire (that is, the first day of work for pay with the
Company as an Eligible Emplayee), provided all enrallment processes are fully and timely completed, as
directed by tha Plan Administrator.

Eligible Employees automatically become Participants in the Pre-Tax Premium Benefit on the date such
Eligible Employee becomes eligible to receive the benefits for which they are making pre-tax premium

rnntribntinns



31.3. Rehired Employees

If the employment of an Eligible Employee is terminated and such individual is subsequently
reemployved by the Company as an Eligible Emplayes, then any such rehired Eligible Employee will be
eligible to participate on the same terms and condition as an otherwise newly hired Eligible Emploves,
including satisfaction of the Plan's then-applicable waiting period.

If tha employment of an Eligible Employee is terminated and such individual is subsequently
regmployad by the Company but such individual is not an Eligible Employees upon rehire, then the
rehired employee will be eligible to participate it when the individual later does become an Eligible
Employes, and at that time such individual may participate in the Plan as would an otherwise newly
hired Eligible Employes, including satisfaction of the then-applicable waiting periad,

Rehirad Eligible Employess may make enroliment elections and hecome Participants as pravided in
Section 4.4,

31.4. Transitional Retirees

Transitional Retirement is a continuation of benefits under the Plan. "Transitional Retirernent,’ for
purposes of this Section, means the 12-month period after which you either (i) attain age 55 and are
cradited with 10 consecutive years of service with the Company, or (i} attain age 65 and are credited
with & consacutiva years of service with the Campany, Eligibility on account of Transitional Retirament
applies only with respect to the Plan benefits in which you were enrolled immediately prior to your
Transitional Retirement period. The election to continue Plan benefits during Transiticnal Retirement
must be made at the time of Transitional Retirement, in accordance with the instructions of the Flan
Administrator. Fallure to elect Transitional Retiremeant continuation coverage for any one or mare Plan
beneafits results in loss of eligibility on account of Transitional Retirement for such benefitis), and an
Eligible Employee in Transitional Retirement cannot later enroll in such benefit{s). To be eligible for
benefit(s) under this Section, you must have been an Eligible Employes immeadiately priar to Trangitional
Retiremeant.

3.2. Eligible Dependents

Far welfare benelils thal provide dependenl coverage, the following dependents are aligible as
henaficiaries of the Plan ("Eligible Depandents™):

# An Eligible Employee’s legal spouse, including & common law spouse. Common law marital
status shall be determined by the Plan Administrator in accordance with the Plan
Administrator's policies and procedures and in accordance with the laws of the state of the
Eligible Employee’s residance,



s A child of an Eligible Employee who is a resident of the United States and is age 25 ar yaunger,
ar wha s 26 or older, unmarned, is medically certifiad as disabled and is dependent on the
parent. The term “child® means (i) a natural child, (i) a stepchild, (i) a lagally adopted child, (iv)
a child placed for adoption, (v} a child far wham the Eligible Employee is a party in a suit seeking
adoptian, (vi} a child for whom legal guardianship has been awarded to the Eligible Employee or
Lthe Eligible Employee’s lagal spouse, (i) a child (within the meaning af (i)<vi) above) of the
Eligible Employee for whom and to the extent that health care coverage is required to be
provided by the Eligible Employee through a Qualified Medical Child Support Order approved by
the Plan Administrator.

An Eligible Dapandent does not include dependeant grandehildran unless specifically indicated above,
An Eligible Depandent also does nol include anyone who is also & Parlicipanl wilh respacl 1o Lhe same
Plan benefit. Mo one can he an Eligible Dependent of more than one Eligible Employees. An Eligible
Employee must be covered first in order to cover any Eligible Dependents. Mo Eligible Dependent shall
be coverad prior ta the date the Eligible Employes hacomes a Participant. The Eligibla Employes must
reimburse the Flan for any banalils paid lor a spause or a child al a limea when the spouse ar child did
not satisfy the conditions of being an Eligible Dependent.

3.3. Eligible Retirees

Motwithstanding any Plan terms to the contrary, Eligible Retirees shall be deemed Eligible Employees
with respect ta the benefit(s) in which they were enrolled immediately prior to separation from service
with the Company, and any provision of the Benefits Documents reguiring active employment shall be
dizragarded.

Far purposes af this subsaction, "Elgible Retiress” shall mean a Tormer Eligibla Employee whe (i) has
separaled fram service wilth the Camparny, (i) was a Parlicipant in the Flan immedialely prior 1o
separation from service; (ili) has attained age 55 as of the date of Participant's separation; (iv) has
accumulated, as of the date of Participant’s separation, 10 years of continuous service with the
Company, determined in accardance with the pelicies and procedures of the Plan Administrator, and (v)
has not reached age 65, Withaul limiting a Participant’s ability to continue benefit(s] under Section
3.1.4, once an Eligible Retiree reaches age 65, they will no longer be an Eligible Retiree Participant under
this Secticn.

For welfare benefits of the Plan that provide dependent coverage, the Eligible Retiree’s Eligible
Dapandents shall nat be eligible for benefits under this Sactian,

Matwithstanding the foregoing, and notwithstanding the use of the terms, “lifetime” ar "Tor life," there
are no vesled benefils pravided by the Plan, The Plan Spansar may amend, modify, ar terminate the
Plan or any component benefit, including any retires coverage, at any time, with or without notice.



3.

4 Eligible Medicare Supplement Retirees

For purposes of this Section, “Eligible Medicare Supplement Retirees” shall mean a former Eligible
Employvee who (i) has separated from service with the Company; (i) was & Participant in the Plan
immediately prior to separation from service; (jii) has attained age 55 as of the date of Participant's
separation; (iv] has accumulated, az of the date of Participant's zseparation, 10 years of continuaus
service with the Company, determined in accordance with the policies and procedures of the Flan
Administrator, {v) is eligible for Medicare Parts A and B; and (vi) is entitled to (i.e., has enrolled in)
hMedicare Parts A and E.

An Eligible Dependent spousa shall be eligible to paricipate in the Medicare Supplamant program
provided that such spause (1) is otherwise an Eligible Dependent; (ii) is eligible for Medicare Parts & and
B; and (vi] is entitled ta {.e., has enrolled in) Madicare Parts & and B, Eligibility for spousal coverage 15
contingent upan the Eligible Medicare Supplement Retiree meeting the criteria outlined in this Section.

Individuals who enrall in @ Medicare Advantage Plan {also known as Medicare Part C) or any other
Wedicare private health plan (including but not limited to HWMOs, PPOs, or Private Fee-for-Service plans)
are not eligible for banefits under this Section. This Plan will not provide "wrap-around” coverage,
secondary payment, or reimbursement for copayments, cainsurance, or deductibles incured under a
Medicare Advantage Plan. In the event & Participant elects to enroll in a Medicare Advantage Plan,
coverage under this Section shall be avtomatically suspended as of the effective date of the Medicare
Advantage enrollment.

The Plan Administrator reserves the right to request a Medicare card or other proof of enrollment upon
reguest. Notwithstanding the faregaoing, and notwithstanding the use of the terms, “lifetima” or “for life”
there are no vested benefits provided by the Plan. The Plan Sponsor may amend, madify, or terminate
the Plan or any component benefit, including any retiree coverage, at any time, with ar without notice.

2.5,  Termination of Participation

You will stop being a Participant eligible to receive benefits from the Plan on the date you are na longer
an Eligible Emnployee or the date your ernployment with the Company terminates, whichever aoocurs
first. Eligible Dependants will ceasa 1o ba henaficiaries of the Plan on the date that the Eligibla
Employee through whom the Eligible Dependent is receiving benefits terminates employment or
atherwise ceases to be an Eligible Employee, or the date the dependent ceases to be an Eligible
Dependent. To the extent provided in an applicable Benefit Document or established policy of the Plan
Administrator, covarage under one or mare PFlan banafits will extend ta the end af the month in which
loss of eligibility occurs, When required by an applicable Benefit Document, coverage of an Eligible
Dependent child will extend to the end of the vear in which the child turns age 26, which extension may
apply to other Plan banafits in accardance with established policy of the Plan Administrator,



3.
6  Special Eligibility Rules
2.6.. Eligibility for Individual Welfare Benefits

Onice eligibility for the Plan as a whole is established, eligibility for the individual welfare benefits
provided under tha Benefits Docurnents shall be determined by the Benefits Documents and any special
eligibility rules set forth below. Certain welfare benefits of the Plan may hawve eligibility reguirements in
addition to those stated herain.

3.6.2. Service Area-Based Eligibility

Ta the axtant thal certain benahit oplions provided under the Plan are provided through health
maintenance arganizations (HMOs), accountable care organizations (ACOs) or similar arrangements
with speacific geographic service areas, such as state-level or zip code-evel service areas, Eligible
Employees residing outside such service area are not eligible for that benefit option.

36.3. Cafeteria Benefits Eligibility

I'he cafeteria banefits of the Plan are provided in confarmity with, and must comply with, Internal
Revenue Coda ("Code’) Section 125, which impases certain limits on participation in a cafeteria benefit
plan. Excluded fram participation in the cafeteria benefits provided under this Plan are any individuals
who are treated as self-employed individuals (including a partner or member) and any individuals who
own [or are deemed to own) more than 2 percent of the outstanding stock of the Company, if the
Company is treated as an 5 corporation. Such excluded persans may recelve wealfare benefits under
this Plan, but they must do so on an after-tax basis.

2.6.4. Retiree Medical Benefits

Eligible Retirees are eligible to participate in the major medical benefit options otherwize available to
similarly-situated employees (e.g., who reside in the same state). Except as providad below with
respect to retiree dental and vision benefits, Eligible Retirees are not eligible for any othar benefit

provided under this Plan.
3.6.5. Retiree Dental and Vision Benefits

Eligible Retirees who are active participants in the Plan's dental andfor vision benefits are eligible to
participate in the dental and vision options otherwise available to similarly-situated employees (e.g.,
those who reside in the same state). Except as provided above with respect to retiree madical benefits,
Eligible Retireas ara not aligible for any other benefit provided under this Plan,



7 Employee Duty to Advise of Changes that Affect Eligibility

Participation in the Plan, whether as an Eligible Employee or Eligible Dependent, is at all times expressly
conditioned on such person's continuous satisfaction of the criteria for Eliginle Employees or Eligible
Dependents, as the case may be. In addition, entitlernent to any benefit under the Plan is at all times
expressly conditioned an such person's continuaus satisfaction of the aligibility and participation
requiraments of the Benafits Documeant governing such Plan banafit, including any waiting or
exclusionary periods.

Eligible Employees have a continuing, affirmative duty to inform the Plan Administrator of any changes
that affect eligibility of the employee or the employee's dependents, both for the Plan in general and for
each benefit under the Plan. No benefit shall be payable to or on behalf of any person, whether az a
purportad employes or dependent, at any time during which such person was not aligibla for such
henafit under the express terms of the Plan and the Benefits Documents, even if premiums are paid or
contributions collected for such benefit. Collection of premiumeg or contributions shall not be deemed
acceptance of any perzons eligibility by the Company, the Plan Administrator or any insurar ar
third-party administrator,

4. Enrollment

4. Elections, Generally

Excepl as axprassly providad herein or in a Benelils Documeant, Eligible Employvess may make separale
gleclions 1o participate or not in each of the different banafits provided under this Plan, Once properly
and timely enrolled in any Flan component benefit, you are considered a “Participant.”

4.2.  Open Enroliment

Pricr to the beginning of each Plan Year (or Period of Coverage, if different), at a time and for a duration
established by the Plan Administrator, there is an open enrollment perod inwhich you may elect benefit
coverage and salary reduction contributions under the Plan. The Plan Administrator will provide written
natice to Eligible Employvees of the open enralimeant period and the benefit types for which open
anrollment i1s either active or passive, (The dates and enrollment types of such notice are incorporated
into this document.)

With respect to benefits for which the Plan Administrator determines cpen enrollment is active, all
Cligible Employees must properly complete open enrcliment forms and/or complete the online
anrollment process as directed by the Plan Administrator during @ach opan enraliment period. If an
Eligible Employee Tails 1o timealy and properly complete the enrollment process, then such Eligible



Employee shall be deemed to have elected to contribute 50 to account-based benefits for which an
election is not made and waived participation in all benefits for which an election is not made.

With respect to benefits for which the Plan Administrator determines open enmllment is passive, if an
Eligible Employee fails to timely and properly complete the enrallment process, such Eligible Employee
shall be deemead to have continued all previous benefit coverage and salary reduction elections,

Benefit typas for which the Plan Administrator does not provide notice of passive enrollment {and that
are not automatic, as provided in Section 4.5, below) shall be deemed to have active enrollment.

43. Newly Eligible Employees

When you first become an Eligible Emploves (whether by promotion to 8 benefits-eligible position, initial
hire as an Eligible Employee or rehire as an Eligible Employee), at a time and for a duration established
by the Plan Administrator, there iz a new hire enrcllment peried in which you may elect benefit coverage
under the Plan. The Plan Administrator will provide written notice to newly Eligible Emplayees of the
naw hira enrollment peried, {The enrallmeant dates of such notice are incarparated into this documeant,)
The paper enrollment forms must be properly completed and turned in (or it enrollmeant is online, the
anlinz enrollment process must be completed) by the deadline establizshed by the Plan Administrator.
Failure ta properly and timaly complaete the enrallmant pracess will ba deemad a waiver of all
coverages,

4.4, Rehired Employees

IT the employment of an Eligible Employee is terminated and such individual is subsequently
reemployad by the Company as an Eligible Emplayves within 30 days of termination of employment, then
the Plan Administrator may automatically reinstate benefit elections for such rehired Eligible Employes.
Otherwize, rehired Eligible Employees may make new elections to participate in the Plan on the terms
and conditions applicable to otharwise nawly hirad Eligible Employees, including complete and timealy
submission of all enrollment and benafit elactions paperwork and/ar online processeas, as directed by
the Plan Administrator.

4.5, Automatic Enrollment

The Plan Administrator may elect to automatically enroll you in benefits that are 100% paid by the
Company. You may unenroll from such benefits by giving written natice to the Flan Administrator within
the applicable enrollment period specified by the Plan Administrator.

With respact to the Pre-Tax Premium Benefit, you are deemed to have electad to cantribute the antire
amount of any pramiums payable by the Participant for welfare benefits eligible for pre-tax treatmeant in
which you are enrolled unless you affirmatively elect otherwise by giving written notica to the Plan
Administrator within the applicable enrollment period specified by the Plan Administrator. A



Participant’s election for Pre-Tax Premium Benefits shall be automatically adjusted for any change in
the cast of insurance pursuant 1o the lerms of Treas, Reg. Section 1.1254, Enrellment in a banelit that
is eligible for pre-tax premium payment shall constitute acceptance by the employee of the
corresponding reduction in pay.

4.6. Modification of Elections; Mid-Year Election Changes

Benefits chosen during enrcliment periods are fixed for the Plan Year {or Period of Coverage, if
different) and may not be changed mid-vear unless the Eligible Employee experiences one of the
Internal Revenue Service ("IRS™) qualified change in status events or other permitted election change
even| describead balow,

If you have a change in status or other permitted election change event, you may change coverage tiers
add a benefit vou waived, unenrall from a benefit you were enrolled in or change a salary reduction
election, 82 long as such change is consistent with the change in status or other event. With respect to
zalary reduction contribution elections to account-based cafeteria plan benefits, your new annual
contribution amount(s) may nal be less than the amaunt previously reimbursed at the time of the
election change.

You must give notice of the requested benefit change within 60 days of the event, unless a longer
period of time is specified below or in an applicable Benefit Docurnent. After 60 days (or longer, if so
specified), the next opportunity to change benefits elections is during the regular open enraliment
pariod

Far newhaorn children, the newbom must be enrolled under the Plan within 60 days of birth (or such
longer period as is specifically provided in an applicable Benefit Document), even if a coverage tier
election change is not needed. Motwithstanding anything in the Benefits Documents to the contrary,
coverage will not be provided, even for the special enrcllment periad, if the newbam child is not enrcllec
within that time,

4.61. Change In Status

&n Eligible Employee, including a Participant, may revoke an election during a Period of Coverage and
make a new election for the remaining portion of the period if, under the facts and circumstances: (i} a
change in status described below occurs; (i) the election change is on account of and comesponds
with a change in status that affects eligibility for coverage under a qualified benefits plan; and (iii) the
Eligible Emplovee notifies the Plan Administrator of the change in status within the applicable period,
While you are free to notify the Plan Administratar in advance, elections may not be modified mid-year
in advance of, or in anticipation of, a change in status; the change in status must have occurred before
the alection change will be effactive.

10



Legal Marital Sigtyus. Events that change a Participant’s legal marital status, including marmriage,
death of spouse, divorce, annulment and legal separation (but only to the extent eligibility under
the Plan or a component benefit of the Plan is affected).

Murmnber af Dapandants, Events that change a Participant's number of depeandents, including by
hirth, death, adoption and placement for adoption.

Emplovment Status. Any of the following events that change the employment status of the
Participant, the Participant's spouse, or the Participant’s depandent: a termination or
commencement of employment; a striks or leckout; a commencement of or return from an
unpaid leave of absence; a change in worksite and, to the extent permitted in Treas. Reg.
Section 1.125-4, change in employment status resulting in gaining or losing eligibility under the
Plam,

Dependent Satisfias or Ceases to Satisfy Fligibility Requiraments, Events that cause a
Participant’s dependent to satisfy or cease to satisfy eligibility requirements for coverage, such
as on account of attainment of age.

Residence, A change in the place of residence of the Participant, spouse or depandant that
affects eligibility undear the Plan genarally or under a particular benefit optian of the Plan,

4.6.2. Other Permitted Election Change Events

& Participant may also revoke an election during a Period of Coverage and make a new election for the
remaining portion of the period if, under the facts and circumstances: (i) one of the events described
below occurs; and (i) the election change is on account of and caresponds with such event. Unlogs
specifically notad below or in an applicable Benefit Document, yvou must notify the Plan Administrator
within 30 days of such event to qualify far a mid-vear election change,

Judgment, Decree, or Qrder. A Participant may modity an election pursvant to a judgment,
decres, ar order resulting from a divorce, legal separation, annulment, or change in legal custody

rincluding a gualified medical child support order as defined in ERISA Secticn 609} that requires
accident or health coverage for a Participant's child or for a foster child whao is a dependeant of
the Participant; provided that the modification changes the Participant’s election to provide
coverage far the child if the order requires coverage for the child under the Plan or cancels
coverage far the child if the order requires the spouse, former spouse, or other individual to
provide coverage for the child, and that covarage i, In fact, provided.

Entitlement to or Loss of Medicare, Medicaid or CHIP. A Participant may modify an election far
henefits attributable to a8 Company-sponsored accident or health plan if the Participant, spouse,
ar dependent becomes entitled to coverage under a state child health program (CHIF), Medicare
ar Meadicaid (othear than coverage consisting solaly of benafits under the program far
distribution of pediatric vaccines). The Participant may make a prospective election change to
cancel or reduce coverage of that Participant, spouse, or dependent under the accident ar healtr
plan. Corresponding rights to commence or increase benefits under the accident or health plan
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e
shall be granted in the caze of lozs of coverage under CHIE M dicare ar Medicaid or entitlemarm
lo premium assistance under Medicaid or CHIR but anly if the Eligible Employes enrolls within
60 days.

s  HIPAA Special Enrollment Rights. If a Participant or a Participant’s Eligible Dependent is emtitled
to special enrollment rights under a group health plan benefit (other than an excepted benefit,
and ather than in the evenl of loss of Medicaid or CHIF), as required by HIFAA, then &
Participant may revoke a prior election for group health plan coverage and make a new election
{including, when reguired by HIPAA, an election to enroll in anather benefit package under a
group health plan), provided that (i} the election change corresponds with such HIPAA special
anrollment rights and (il you nolily the Plan Administratar within 20 days afler your coverage
ends (or such other period as is expressly provided for in the applicable Benefit Document).

e Other Cost or Coverage Changes. A Participant may modify an election for benefits as a result
af changes in cost or coverage, including changes made under another employer's plan,
pursuant 1o Treas, Reg, Seclion 1,725-4,

« GCODBRA. If the Eligible Employee ar the Eligible Employer's Eligible Dependent becomes eligible
for continuation coverage under the Company's group health plan as provided in Code Section
A9B0E or any similar state law, the Eligible Employves may elect to increaze contributions to the
Pre-Tax Pramium Benelil undear the Plan in order 1o pay far the continualion coverage,

o FMLA A Participant taking leave under the FMLA may revoke an existing election of accident or
health plan coverage and make such other election for the remaining porticn of the Period ot
Coverage as may be pravided far under the FRALA,

o Exchange/Markelplace Enrollment. & Parlicipant is parmitted 1o madify an eaction of coverage
under a group health plan benefit due to the Participant’s enrollment {or the Participant’s Eligible
Dependants’ enrollmant) in a gualified health plan offered through the heakth insurance
marketplace (a/k/a federal or state exchange). In order to modify an election of coverage undear
a group health plan due to enroliment in a qualified health plan offerad through the health
insurance marketplace, the Participant (or the Participant’s Eligible Dependent(s), as the case
may be) must be eligible for a special enraliment period to enroll in a qualified heakh plan
through the marketplace or during the marketplace's annual enrcllment pericd. In addition, tha
modification af the election of coverage under the group health plan benefit must corraspond 1o
the Participant's intended enrollment (and/or the Participant's Eligible Dependents’ intended
enrollment, as the case may be) in a qualified health plan through a marketplace for new
coverage that iz effective no later than the day immediately fallowing the last day of tha original
covarage that is revaked,

4632, Plan Administrator Discretion

The Plan Administrator reserves the right to determine whether a Participant has experienced an event
that would permit an election change under this section and whether the Participant's requested
election change is consistent with such event. The Plan Administrator may request any additional
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e
information or documents it deams necessary to evaluate the request d election change. Alsa, if the
Plan Administratar determines that the Plan may fail to satisfy any nondiserimination reguirament or
any limitation imposed by the Code, the Plan Administrator may modify any election in order to assure
compliance with such requirements or limitations. Any act taken by the Plan Administrator under this
subsection shall be carried out in a uniferm and non-discriminatory mannear.

4.6.4. HS5A Election Changes

Matwithslanding the Toregoing, 1o the extent the Plan provides an HSA Contribution Accaunt benefitl, 2
Parlicipant who elects 1o make contnbutions o the Pariicipant's individually-owned HEA through the
HZA Contribution Account may prospectively start, stop, increase or decrease the election at any time.
The Plan Administrator may, in a uniform and nendiscriminatory manner, establish a procedure placing
additional restrictions on H3A Contribution Account elections.

4.6.5, Rules of Proration

4651 HSAs

Federal individual income tax law may place prorated limits on an individual's contributicns to a health
zavings account ("HSA™) when the HSA account holder has impermissible group health coverage for
some portion of the calendar year. To the extent the Plan provides HSA Contribution Accounts, the Plan
Adrministralor may, bul is nol required Lo, prarale an Eligible Employes's aleclion la contribule 1o the
HEA Contribution Account to accommaodate the prorated HSA contribution limit.

Further, to the extent the Flan provides HEA Contribution Accounts, if the Company elects to contribute
to a Participant's HS4 Contribution Account and if a Participant enrolls mid-year or otherwise becomes
a Participant mid-year in the Plan's HSA Contribution Account benefit as permitted by this Plan, than the
maximum available employer contribution to such Participant’s HSA Contribulion Account shall be
prorated according to the number of days remaining in the Perod of Coverage.

46.52. Healthcare F54 and Depondent Care FSA

Tar the extant the Plan provides General Purpose Healthocare FSA benefils, Limiled Purpose Heallhoare
FSA benefits and/or Dependent Care FSA benefils, il a Participant enralls in one of these caleteria plan
henefits mid-year or makes a permissible mid-year election change, then the maximum allowabla
annual contributicn will net be prorated by the number of pay pericds remaining in the Pericd of
Coverage.

47 Enrollment Is a Material Representation by Employee

By participating in tha Plan ar any componant beneafit, the employes affirmatively represants and
warrants that the emplayvee and the employee's depandants are eligible for the Plan and each

campanant benefit in which the emplovee is enrolled. Such representation is material, and the Plan
13
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Administrator may rely upon it to its detriment. To the extent passive nrallment is indicated above, the
employee's continued participation in a benefit fallowing open enrellment shall be deemed an
affirmative representation of continued eligibility.

Failure of any person to satisty the eligibility and participation requirements of the Plan (including those
of any Benefits Document), whether for the emplovee or the employes’s spouse or other dependents,
shall constitute a matenal breach of the amployee’s representation, and to the fullest extent allowead by
law coverage may be rescinded retroactively (o the date such representation was lirst untrue, even il
premiums ar contributions are collected for such benefit.

5. Benefits

51. Woelfare Benefits

The welfare benefits provided under this Plan include those benefit components listed on the Welfars
Benefit Insurers TPA Appendix, below. The Plan Sponsar (or Plan Administrator or its delegate on the
Plan Sponsors behalf in its capacity as settlor) may update or modify the Welfare Benefit Insurer/ TPA
Appendix fram time to time, and such changes shall be deemed an amendment to this Plan.

511. Incorporation of Benefits Documents

This Plan incorporates the terms and Benefits Documants of all wellare banaflits provided and/or
administerad by the providers listed on tha Welfare Benel Insurar TRA Appendix and all
insurers/administrators offering benefits under this Plan. You should receive separate Benefits
Documents for each of the welfare benefit components under the Plan. In these separate Benefits
Documents, vou shauld find additional information about eligibility, benefits and employee/employear
contributions for each of the separate welfare benefits,

The actual terms and conditions of the welfare benefits oftered under this Plan are contained in
separate, written documents governing each respective benefit. Each such separate Bensfits
Document, as amended or subzequently replaced, is hereby incorporated by reference as it fully recited
harein.

While the enlry dale for the Plan overall is as described in Section 3.7, the stlarl dale lfor coverage
under & particular Plan benafit shall be as stated in the applicable Benalil Documeant ta the extent such
Benefit Document provides for a later coverage start date.

When you become eligible to participate in the Plan, the Company will automatically deduct
participant-paid premiums from your pay and enroll you in the welfare benefits you selected during the
enrollment process. The deduction will be uzed to automatically pay participant-paid premiums far the
wellare benefils provided under this Plan,
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Except as expressly pravided herein, in the event of a canflict between the terms of this document and
the terms of a Benefits Document, the terms of this docurment shall contral.

K2. Cafeteria Plan Benefits

The cafeteria benafits provided by the Plan are intended to qualify as a cafateria plan within tha
meaning of Code Section 125, The cafeteria banefits of the Plan provide for the pre-tax payment of
premiums far group tarm life insurance within the maaning of Code Saction 79 and acciden! and health
insurance within the meaning of Code Saction 106 (the 'Pre-Tax Premium Benefit'), plus the following
additional cafeteria benefits: Contributions to health savings accounts (HSA Contribution Account),
Dependent care assistance account [dependent care FSA), Healthcare flexible spending arrangement
{general purpose haalthcare F5A), Dentalvision-only MNexible spending arrangement (imiled purpose
healthcare FSA).

5.21. Pre-Tax Premium Benefit

The Pre-Tax Premium Benefit allows you to pay the premiums for certain benefitz identified below on a
pre-<tax basis. "Contributions” to the Pre-Tax Premium Benefit consist of the payroll deductions made to
covar such premiums, as explainad in mane detail balow. You will be eligible to make contributions to
the Pre-Tax Premium Benell anly il vou are also eligible o participate in the Plan and are enrollad in the
henafit for which you are rmaking contributions. The Period of Coverage for the Pre-Tax Premiurm
Benefit iz January 1 through December 31.

When you become eligible to participate in the Pre-Tax Premium Beaneafit, the Flan will establish a
national, or hypothetical, account in the books and records of the Company in your name. Participants
may each choose to recaive thair full compensation for any Peried of Coverage in cash or o have a
portion of such compensation applied by the Company toward the Pre-Tax Premium Benefit, as
explained in more detail below. The notional, or hypothetical, account will be credited with amounts
withheld from the Participant's Compansation and will be reduced by any payments made an yaur
behalf for the employee-paid portion of premiums. However, the Plan Administrator will not direct the
Company to pay any premium to the extent such payment exceeds the balance of a Participant's
Pre-Tax Premium Benefit account. & Participant's election for Pre-Tax Premium Benefitz shall be
automatically adjusted for any change in the cost of premiums pursuant to the terms of Treas, Req.
Section 1.125-4.

The Pre-Tax Premium Benefit is intended to qualify under Code Sections 79 and 106(a) and shall be
interpreted in @ manner consistent with such Code sections. To the extent that coverage is provided in
ewcess of the limit degcribed in Code Section 79(a) (generally $50,000), the value of such coverage
shall be paid on an after-tax basis—that is, by imputation of income and/or payment of premiums with

after-tax dallars
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The Pre-Tax Pramium Benefit may be used to pay premiums for the following Company-sponsored
benefits: medical,, dental, and visian.

The Pre-Tax Pramium Benelll cannol be used 1o pay premiums for the following: a spouse's employer's
group medical, dental, vision or ather benefits; individual health insurance (such as fram a stale or
tederal exchange or marketplace]; voluntary life, long-term disability, short-term disability, pre-paid legal,
accident, critical illness.

The amaount of your contributions to and the premiums that may be paid from the Pre-Tax Premium
Benefit shall not excesd the Employea-paid portion of premiums payable undar the permissible welfara
henafits specified above,

E.2.2. HSA Contribution Account

This subsection applies only if "H5A Contribution Account’ is indicated in Section 5.2, in which case
the Plan provides an HSA Contribution Account benefit, and the fallowing terms and conditions apply:

The term, "HSA,” referz to a health savings account degcribed in Code Section 223, and it shall be
interpreted in a manner consistent with such Code section. An H:2A is owned by the individual
banafitting from such account, and it s administered by a trustee selected by the individual; it 15 not
established or maintained by the Company. This Plan permits Eligible Employees to make pre-tax salary
reduction contributions to their individually-owned H34s using the Plan's cafeteria plan as a funding
vehicle. In addition, the Company may, but i not required to, make additicnal nonelective contributions
through the Plan's cafeteria benefit to Eligible Employvess’ individually-owned HSAS, The ability 1o make
pre-tax salary reduction contributions and receive any employer contributions to Eligible Employees’
individually-owned H3As is referred to as the "H3A Contribution Account.”

If you are an Eligible Employee and have elected to participate in a high deductible health plan
designated by the Company as being HSA-aligible and no other medical coverage that is imparmizssible
under Code Saction 223, you are aligible for and may Turther alect Lo parlicipale in this HSA
Contribution Account benefit. If you are eligible for and elect to participate in the HEA Contribution
Account benefit, the Plan will establish a notional, or hypothetical, HEA Contribution Account in your
name on the books and records of the Campany. This account will be credited with your contributions
and will ba reducad by the amount of any funds Torwarded Lo your H3A on your behall,

The annual contribution for a Participant's H3A Contribution Account is equal to the annual benefit
amount elected by the Participant; provided, howeaver, that the Plan Administrator may, but is not
reqguired 1o, limit HSA contributions it makes on your behalf 5o as to not excesd the statutory maximum
amount for HSA contributions applicable to your high deductible health plan coverage aption (e,
single ar family) for the calendar year to which the contribution relates. In addition, the maximum
annual contribution shall be reduced by any matching (or other) employer contribution made on your
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behalf and prarated for the number of months inwhich the Participant is eligible to make ar receive
HEA cantributions.

Your HEA Contribution Account benefit is limited to your account balance. The Plan Administrator shall
not forward contributions to the HSA administrator to the extent the contribution being forwarded or
payment to be made exceeds the balance of a Participant’s HSA Contribution Account. The mandatony
twelve month period of coverage under Code Section 125 shall not apply to this HSA Contribution
Account benefil

HEAs are individually-owned by their account holders, as aferesaid. Neither the Plan Administrator nor
the Company are respansible for any Participant's compliance with Code Section 2232 or the
compliance of any Participant's individually-owned HSA. It is the responsibility of the Participant to
angure compliance with all applicable tax laws relating to the H5A. In no way shall the Company or the
Plan Administrator be responsible Tor the adverse lax consequencas sulferad by any Participant ar any
Participant’s spouse or other dependents on account of HEA contributions or distributions.

5.2.21. Coordination of HSA with General Purpose Healthcars FSA

Tar the extant the Plan provides General Purpose Healtheara FSA benefits, coverage under the Plan's
General Purpose Healthcare FSA 15 impermissible coverage Tor an HSA,; partlicipation in the General
Purpose Healthcare FSA benefit, including during any applicable grace period, will make yvou ineligible
for the HSA Contribution Account benefit.

5.2.32. Healthcare FSA

The Plan offers Healthcare FS& benefits. The remainder of this subsection 5.2.3. only applies to the
axtent the Plan provides Healthcare FSA benefits and may be disregarded if the Plan does not.

ho#.31 Healthcare F5A Accounts

The healthcare flexible spending account ("Healthcare FSA") established under this section is intended
to gualify as a health flexible spending arrangement under Code Sections 125, 105 and 106(a) and shall
be interpreted in a manner congistent with such Code sections. The Period of Coverage for the
Heallhcare FEA benefilis January 1 through Decamber 31,

When you become eligible to participate in the Plan and elect to participate in the Healthcare FSA
benefit, 8 notional (or hypothetical) Healthcare FSA account will be established in your name on the
books and records of the Company. Each Participant may choose 1o receive such Participants full
compensation for any Period of Coverage in cash or to have a portion of such compensation applied by
the Company loward the Healtheare FSA, The Healthcare FSA will be eredited with your cantributions
and will be reducad by any payments made on vour behalf.
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You will be entitled to receive reimbursement from this account for eligible expenses incurred by you or
your dependents. This is true regardless of which major medical coverage tier you are enralled in {e.qg.,
amployee-only, amploves-plus-spouse, employas-plus-children, or Tamily), You may recaeiva
reimbursement for eligible expenses incurred at a time when you are a Participant in the Plan's
Healthcare FSA benefit

The entire annual amount you elect to contribute for the Period of Coverage for the Healthcare FSa,
less any reimbursaments already disbursed, will be available far reimbursement. The maximum amount
you may contnbule sach year 15 established by the Plan Sponsor and is generally annaunced during
apen enrollment prior to the start of the Period of Coverage, which for the 01/071/2026 Period of
Coverage (January 1 to December 31) is $3400. Elections in excess of the established maximum will be
automatically reduced to the applicable maximum. The minimum ameount of your annual election is $1.

2372, Funds Available After Period of Coverage

Generally, Healthcare FSA funds that are unused at the end of a8 Period of Coverage are forfeited;
however, this Plan provides a limited opportunity to use unused Healthcare F5A funds through a grace
period feature. Ta the extent you have unusad amounts remaining at the end of a Peried of Coverage,
yiou may continuea 1o incur Haalthcare F3A claims and receive reimbursement for the 2 /2 month
period immediately following such Peried of Coverage, provided that vou timely submit such claims.
Healthcare F5A funds that are unused at the end of the grace period shall be forfeited.

5233, Expeonzes Eligible for Reimbursement fraom General Purpose
Healthcare FSA

“Eligible expenses” Tor Healtheare FSAS designaled by the Plan Administrator as "general purpose” [or
thal are given no dasignalion) includes all medical expensas thal you may deduct en your lederal
income tax return under Section 213(d) of the Code, although health insurance premiums are not an
eligible expense for the General Purpose Healthcare FSA. (Instead, see subsection 5.2.1. entitled,
"Pra-Tax Premium Benefit.”) Alsa, "gualified long-term care services” as defined by Code Section
FR0ZBe), are nol eligible expensas for purposas of the General Purpose Heallthcara FSA,

vou will not be reimbursed for any eligible expenses that are {i] not incurred in the current Period of
Caoverage (plus any applicable grace period provided above), {ii) incurred before or after you are eligible
to participate in the Plans Healthcare FSA component benefit, (iii) attributable to a tax deduction you
take in a prior taxable year, or {iv) coverad, paid or reimbursed from any other source, including ather
benafils provided by this Plan and indiidual policies you may own ar have cantributad to,
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5.2.34. Expenszes Eligikle for Reimbursement from Limited Purpose
Healthcare FSA

"Eligible expenses” for Healthcare FSAS designatad by the Plan Administrator as "limited purpose”
Healthcare FSA5 include anly those dental and vision expanzes that you may deduct on your federal
income [ax return under Section 27130(d) of the Code, and that are sufficiently "parmitted coverage” under
Revenue Ruling 2004-45, although health insurance premiums are not an eligible expense for the
Limited Purpose Healthcare FSA. {Instead, see subsection 5.2.1. entitled, 'Pre-Tax Premium Benefit’)
Alzo, ‘qualified long-term care services,” as defined by Code Section 7702B(c), are not eligible expenses
far purposes of the Limited Purpose Healthcare FSA.

¥ou will not be reimbursed for any eligible expenses that are {i] not incurred in the current Period of
Coverage (plus any applicable grace period provided above), {ii) incurred before or after you are eligible
to participate in the Plans Healthcare FSA component benefit, (i) attributable to a tax deduction you
taka in a prior taxabla year, or {iv) coverad, paid or reimbursed from any other sourcs, including other
hanafits providad by this Plan and individual policies yau may own or have contributad to,

5.2.3.58. Forfeitures

Except 1o the extent funds are available pursuant to a carryover or grace period expressly provided in
subsection 5.2.3.2. above, any unused amaunts remaining at the end of the Period of Coverage, once
all claims have bean timely recaived and processed, will be forfeited and become the praparty of the
Company. In addition, if your employment is terminated or you otherwise lose eligibility to participate in
the Healthcare FSA, any balance remaining in your account as of the date of termination or other loss
af eligibility will be forfeited after all claims are paid. Unused cantributions may not be carriad ovar,
cashed-out, or converted to any other taxable or nontaxable bensefit,

5.2.4. Dependent Care FSA

The Plan offers Dependent Care FSA benefits. The remainder of this subsection 5.2.4. only applies 1o
the extent the Plan provides Dependent Care F5S& benefits and may be disregarded if the Plan does not.

£.2.41. Dependent Care F54 Accounts

The account established under this section ["Dependent Care FSA") is intended to qualify as a
depandent care assistance program under Code Section 129 and shall be interpreted in a manner
consistent with such Code section. The Period of Coverage for the Dependent Care FSA is January 1
through December 31.

When you become eligible for and elect to participate in the Dependent Care FSA banafit, a national, or
hyp;:lhé:tical, account will be established in your name on the books and records of the Company. Each
Part cipant may choose to receive such Participant's full compensation for any Period of Coverage in
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cash or to have a portion of such compensation applied by the Company toward the Dependent Care
F5A, This account will be credited with your contributions and will ba reducad by any payments made
an vour behalf. However, the Plan Administrator will not reimburse such expenses ta the extent the
reimburzement exceeds the balance of a Participant's Dependent Care FSA.

The maximum amount of expensa that may be contributed/reimbursed in any Period of Caverage is
§7500. The minimum amount of your annual election is 51

L2422, Qualifying Dependent Care Expenses

¥ou will be entitled to receive reimbursement from the Dependent Care FSA for qualifying dependant
care assistance. "Qualifying dependent care assistance” means services that:

s relate to the care of a dependent wha iz under age 13, or a spausa or a dependent wha lives
with you and who is physically or mentally incapable of self-care;

o enable the Participant and the Participant’s spouse (unless the Parlicipant’s spouse is
physically or mentally incapable of self-care) to remain gainfully employed after the date of
participation in the Dependent Care F54 during the Peried of Coverage; and

» are performed in the Participants home or outside the Participant's hame for any qualifying
individual who ragularly spands at least eight hours per day in the Participant's househaold,

It the expenszes are incurred for services provided by a dependent care center (1.e., a facility including a
day camp) that provides care for more than six individuals {other than individuals residing at the
facility) on a reqular basis and receives a fee, payment, or grant for such services), then the center must
camply with all applicable state and local laws and regulations.

"Qualilying dependent care assistance” does nol include amounts paid Lo;

o anindividual with respect 1o whom a personal exemplion is allowable under Code Seclion
157(c) ta a Participant or that Participant's spouse;

# a3 Participants spouse,

» a Participant’s child {as defined in Code Section 152(f1(1)) wha is under 19 years of age at the
and af the year in which the expenses ware incurred; ar

o aparent of a Participant's child under age 13 {e.g., a former spouse who is the child's
noncustodial parent).

Please contact the Plan Administrator before enrclling in the Dependent Care FSA benefit to confirm
that the expenses for which you will seek reimbursemeant will be qualifying dependent care assistance.

You will not ba reimbursad for any expanses that are (1) not incurred in the current Period of Coverage
ar applicable grace periad, (i) incurred before ar after you are eligible to participata in the cafetaria
hendfit component, (i) attributable to a tax credit you take for the same expenses, or {iv] covered, paid
or re mbursed frem any other source. For purposes of the Dependent Care FSA, “incurred” means the

20



time the qualifying dependent care services giving rise to the expensa are furnished, not when the
Participant is formally billad for, 15 charged Tor, or pays Tor such services,

You may be required to file Form 2447 with your personal federal income tax return to determine
whether any part of your Dependent Care FS54 is taxable. Please note that participation in the
Dependent Care FSA may prevent you from taking a tax credit for the same expenses. You should
consult with your professional tax/financial advisor to determine the consequences of your

parlicipation in the Dependenl Care FSA,
5.2.4.3. Funds Available After Period of Coverage

Depandent Care F3A funds that are unused at the and of a Period of Coverage, or that are unused at the
timea your participation in or eligibility for the Dependent Care F5A ends, are forfeited, as provided
balow.

\w
o)
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5244 Funds Available After Termination of Participation

When participation in the Dependant Care FEA hanafit ands (such as upon tarmination of amployment),
na naw Depandent Care FSA claims may ba incurred beyond the and af the month of lermination and
unused Dependent Care FSA funds are forfeited, except that Dependent Care FSA claims incurred prior
to termination of participation may be submitted as provided in Section 7.2

hZ24h  Forfeltures: Mo Carryovers

Any unused amounts remaining in the Dependent Care F34 at the end of a Period of Coverage (plus
applicable grace period, if any) may not be cashed-out or converted to any other taxable or nontaxable
benefit. Such unused amounts shall be forfeited and remain the property of the Company. Mo
carryovers are parmitted,

£.25. Cafeteria Benefits Nondiscrimination Requirements

If you are a highly paid employee ar an owner of the Company, federal law may impose limits on your
aligibility o participate in one or more caletena benelit components andisor the benelits you may
receive from a cafeteria benefit compoenent. In particular, the Plan may not discriminate in favor of
highly compensated employees (within the meaning of Code Section 125(e)) as to benefits pravided
under or eligibility to participate in any cafeteria benefit component; key employees (within the meaning
af Code Section 416001(1)) may not receive mare than 25% of the aggragate benafits pravided Tor all
Employvees under the cafeteria benefit components of this Plan; and the Plan may not discriminate in
favor of key employees (within the meaning of Code Section 416(1)(1)) as to benefits provided ar
aligibility to participate with respect to any group term life insurance offered under this Plan.

Ta the extant the Plan provides health flexible spending arrangament benefits, the Plan may not
discr minate in favor of highly compensated emplayaes (within the meaning of Code Saction 1T05(h(5))



as to benefits provided or eligibility to participate with respect to such benefitzs, To the extent the Plan
provides dependent care assislance program benelils under Code Saction 1249, tha Plan may not
diseriminate in favor of highly compensated emplayees (within the meaning of Code Saction 414(q)) as
to benefits provided or eligibility to participate.

B.26. Coordination of Cafeteria Benefits

All claims for cafeteria benefits that are covered by an insurance policy ar self-insured group health
benefit must first be made to the insurance company issuUing such insurance policy or third-party
administralor, as the case may be, An expensa is nal an eligible expanse unlass it 15 nol reimbursable
by any other benefit to which you may be entitled.

5.3. Other Fringe Benefits

The Plan does not offer ather fringe benefits intended to qualify as fringe benefits under Code Section
132, The rermainder of this Section 5.3. only applies to the extent the Plan provides Section 132 fringe
benefits and may be disregarded if the Plan does not.

The Section 132 fringe benefits provided under thiz Plan include: none.
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These Section 132 fringe benefits are not offered under or through the Plans cafeteria plan; however,
certain Plan terms will apply, as stated in Article 1. In addition, elections, enrollment and benefit claims
are administered undar terms and conditions similar to the Plan's cafeteria benafits. The Pericd of
Coverage for the Plar's Saction 132 fringe benefits is January 1 through December 317

6. Contributions and Funding

6.1. Employee Contributions

Premiurms for the various benafits providad under this Plan are the responsibility of the employes,
Motwithstanding anything to the contrary contained herain, participation in the Plan and the payment of
Plan benefits [whether attributable to Company contributions or emploves contributions) shall be
conditioned on a Participant’s contributing to the Plan at such time and in such amounts as the Plan
Administrator shall establish from time to time. The Plan Administrator may require that any such
Participant contributions be made by payroll deduction,

6.2. Company Contributions

The Company may, in its sole discretion, make non-elective contributions or other contributions to the
Plan on behalf of Participants to defray some or all of the cost of those benefits. Each year, prior to ar
during the annual enrollment period discussed above, the Company will provide written notice of the



coverage options and premium amountscborne by Participants for the various benefits provided by this
Plan. Any such written notice shall be deemead an amandmeant to this Plan.

6.3. No Funding Required

Except as otherwise expressly required by law: (i) Any armount contributed by a Participant and/or the
Company to provide benefits hereundear shall remain part of the general assets of the Company and all
pavments of benefits under the Plan shall be madea out of the general assets of the Company or the
insurer of an insured benefit; (i) The Company shall have na abligation to set aside any funds, establish
a trust or segregate any amounts for the purpose of making any benefit payrments under this Plan; and
{iii} No perzon shall have any rights to, or interast in, any account other than as expressly autharized in
the Plan,

All Participant contributions, including contributions for COBRA continuation coverage and
contributions made through the Plan's cafeteria benefit, are subject to the claims of the Company's
creditors. Motwithstanding the use of the term “account” in any Flan communication or Benefits
Document {a.g., "flexible spending account™), the Plan doas not establish any separate bank or trust
aceounts ar in any other way segregate such Tunds fram the Campany’s general assets, All such
"accounts” are notional and for the Company’s intemal record-keeping purposes anly. To the extent the
Company deposits funds with a third-party administrator, such third-party administrator is 3 mere
claims=paying agent of the Comparny, and it does not secure any benefits promised under this Plan. All
national record-keeping accounts and all claims payment accounts (whether or not titled in the name of
the Company) are subject to the claims of the Company’s creditors. No employee, dependent,
Participant or beneficiary {or any authorized representative of any of the foregoing) shall have any right
to, or interast in, the assets of the Company.

6.4. Funding Policy

The Company shall have the right to enter into a contract with one or mare insurers and/or third-party
administrators (TPAs) for the purposes of providing any benefits under the Plan and to replace any of
such providers, No employee contribution shall be allocable to stop-loss insurance, reinsurance or any
similar risk mitigation mechanism. Such policies and all proceeds from the same shall not be assets of
the Plan but shall be the property of, and shall be retained by, the Company.

Benefit payments made under the Plan for self-insured benefits and premiums paid for insured benefits
shall be paid first with employee contributions, anly after exhaustion of employese contributions will
hanafit paymeants far self-insured beneflits or pramiums for insurad benefits be pald with Company
contributions. Any dividends, rebates (including medical loss ratio rebates), retroactive rate
adjustments, refunds or proceeds of demutualization (or anything similar) of any type or nature
whatsoewver that may become payable under ar relate to any Benefits Documeant shall not be assets of
the Plan but shall bea the property of, and shall be retained by, the Company, Withaut Hmiting the
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faregaing, to the extent the law requires the Plan to allocate or relate funds coming into the Plan from
third parties (e.q,, providers, vendors, insurance companias, claims administrators, el ) 10 the source af
Plan contributions, such receipts shall be allocahble first to Company contributions and second, after
exhaustion of Company contributions, to employee contributions.

The Company will not ba liable for any loss ar obligation relating to any insurance caverage. Such
limitation shall include, but not be limited 1o, losses or obligations that pertain to the following: (i} Once
an insured benehl is applied for or oblained, the Cormpany will nal be lizble Tor any less which may
result from the failure to pay premiums to the extent premium notices are not received by the Company;
{ii) To the extent premium notices are received by the Company, the Company's liability for the payment
af such premiums will be limited 1o such premiums and will nat include liability for any ather loss which
resulls from such Tailure; (i) When employment of an employees ends, the Campany will have no
liability to take any step to maintain any policy in force except as may be specifically required otherwise
in thiz Plan, and the Company will not be liable for or responsible to see to the payment of any premium
with respect to periods after employment ends.

7. Claims

71.  Welfare Benefit Claims

This section shall apply only if the claims procedures far the insurance companies and third-party
administrators listed on the Welfare Benefit Insurer/ TRPA Appendix do not comply with the requirements
afl ERISA Section 503 and then enly 1o the extent ERISA Section 503 would apply (o such benafit if it
ware offered as the sole benefit of the Plan. If ERISA Saction 503 applies and the insurer or TPA does
hawve & claims procedure that complies with the timing requirements of ERISA Section 503, then the
claims procedure of that insurer/ TPA zhall apply. In no event shall ERISA Section 503 apply to
nan-ERISA beneafits,

In the case of a benefit that is considerad a non-excluded and non-excepted “group health plan” any
procedures for obtaining prior approval &s a prerequisite for obtaining a benefit, such as
preautheorization procedures or utilization review procedures, are described in the relevant Benefit
Document for that benefit and are incorporated herein.

T General Welfare Benefit Claims Procedures

You of any ather person entitled to welfare benefits from this Plan (a "Claimant”) may apply for such
henalits by completing and filing a claim with the applicable welfare benefit insurer or TRA in
accordance with the insurers/TPAs claim filing guidelines. In general, claims must be filed in writing
{except urgent care claims, which may be made orally) with the applicable insurer/ TPA of the welfare
benefit. Any claim that does not relate to a specific welfare benafit under the Plan (for example, a
genaral eligibility claim ar & dispute involving a midyear election change) must be filad with the Plan
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Administrator. Any claim must include ﬂlf infarmation and evidence that the welfare benefit insurar/TRA
ar Plan Administrator (he "Claim Reviewer') deams nacessary 1o properdy evaluale the meril of and 1o
make any necessary determinations on a claim for benefits. If a claim is received, but there is not
enaugh information to process the claim, you will be given an opportunity to provide the missing
information.

Arequest for prior approval of a benefit ar service whera prior approval is not regquired under the Plan is
nol & 'claim' under thase rules, Similarly, 2 casual inquiry about benelils or the circumstanceas under
which benefits might be paid under the Plan is not a "'claim” under these rules, unless it is determined
that your inguiry is an attempt to file a claim.

If you want to bring a claim for benefits under the Plan, you may designate an authorized representative
to act on your behalf o leng as you provide written notice of such designation to the applicable benefit
insurer of TPA identifying such authorized representative and so long as you include such writlen
designation with your claim or appeal. It is yvour responsibility to provide written notice of such
designation; absent a written designation, the Plan Administrator (or its designate) iz not obligated to
process any claim or appeal from any party other than Eligible Employees and their Eligible Dependents
and il has no duty 1o request such wrillen designation, In the case ol a claim Tor madical banalils
invalving urgent care, a health care professional who has knowledge of your medical condition may act
as your authorized representative with or without prior notice, but only for so long as the medical
axigency exists.

Pleasa note: Daslgnation of an authanzed reprasentative Is separate and distinet fram assignment of
claims, rights or benefils, An assignment of benefits by a Participant shall nol be recognized as a
designation of the purportad assignee as an authorized reprasentative.

71.2. Timing of Notice of Claim

The Claim Reviewer will notify the Claimant of any benefit determination within a reasonable period of
time but not later than the timeframe specified below depending on the type of claim.

7121 Timing - Group Health Benefit Claims

Group health benefit claims may involve urgent care, concurrent care claims, pre-service care claims or
post-service claims. Each has different timeframes that may apply and is described generally below.
Motwithstanding the foregoing, the timeframe for benefit determinations of group health benefit claims
shall be determined as pravided under DOL Req. Section 2560.503-1()(2) to the extent such regulation
ar guidance issuad relating ta such regulation may permil & langer time Tor the Claim Reviewer,
Whether a particular benefit is a "group health benefit” (or "group health plan benafit") will be
determined by the Plan Administrator applying DOL Reg. Section 2560.503-1{m){a).
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Urgant Care The Claim Reviewsr will notify the Claimant of the benefit determination (whethear
adverse or nol) as soon as possible, laking inte account the medical axigencies, bul nol later
than 72 hours after receipt of the claim by the Claim Reviewer, unless the Claimant fails to
provide sufficient information to determine whether, or to what extent, benefits are covered or
pavabla. In the case of such a failure, the Claim Reviewer will notify the Claimant as soan as
possible, bul nol later than 24 hours aller receipl of the claim, of the specilic informalion
necessary to complete the claim. The Claimant will be afforded a reasonable amount of time,
taking into account the circumatances, but not less than 48 hours, to provide the specified
infarmation. The Claim Reviewear will notify the Claimant of the detarmination as soon as
pogsible, bul in no case later than 48 hours aller tha earlier af (A) the Claim Reviewer's receipl
aof the specifiad information, or (B) the end of the period afforded the Claimant to provide the
specified additional information.

Concurment Care. "Concumrent care” means a group health plan has approved an ongoing course
af raatmeant 1o be provided over a period of lime or nember of reatments. The Claim Reviewsar
will notify 8 Claimant of any reduction or termination of a course of treatment (othar than by
plan amendment or termination) before the end of such period of time or number of treatments
at a time sufficiently in advance of the reduction or termination 1o allow the Claimant to appeal
and oblain a delermination an review of thal adverse benelil determination before the banall is
reduced or terminated. Any request by & Claimant to extend the course of treatment bevond the
period of time or number of treatments that is a claim involving urgent care that will be decided
as 5000 as possible, taking inta account the medical exigencies, and the Claim Reviewer will
nalify the Claimant of the benelil delerminalion, whether adverse or not, wilthin 24 hours afler
receipt of the claim by the Claim Reviewer, provided that any such claim is made to the Claim
Reviewer at least 24 hours prior 1o the expiration of the prescrbed period of time or number of
treatments,

Pre-Service Claims, The Claim Reviewer will notify the Claimant of the benefil delermination
{whether adverse or not) within a reascnable pericd of time appropriate to the medical

circumstances, but not later than 15 days after receipt of the claim by the Claim Reviewer. This
period may be extended one time by the Plan for up to 15 days, provided that the Claim
Reviewer both determines thal such an extension is necessary due 1o matters beyond the
control of the Plan and notifies the Claimant, prior to the expiration of the initial 15-day period, of
the circumstances reguiring the extensicn of time and the date by which the Claim Reviewer
expects to render a decision, If such an extension is necessary due to a failure of the Claimant
(o subimit the informalion necessary lo decide the claim, the nalice of extension will specifically
describe the required information, and the Claimant will be afforded at least 45 days from
receipt of the notice within which to provide the specified information.

Post-Service Claims. The Claim Reviewer will notify the Claimant of an adverse benefit
datermination within a reasonable periad af time, bul naot later than 30 days after receipl of the
claim. This period mav be extended one time by the Plan for up to 15 days, provided that the
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Claim Reviewer both determines that such an ex ension is necessary due to matters beyond the
contral af the Plan and notifies the Claimant, prior 1o the expiration of the initial 30-day periad, of
the circumstances requiring the extension of time and the date by which the plan expects to
render a decision. If such an extension iz necessary due to a failure of the Claimant to submit
the infarmation necessary to decide the claim, the notice of extension will specifically describe
Lhe reguired informalion, and the Claimanl will be allorded al leas! 45 days [rom receipl of 1he
notice within which to provide the specified information.

71.2.2.  Timing - Cisability Claims

In the case af & claim for disability benefits, the Claim Reviewer will natify the Claimant af any advarse
banaht determination within 45 days alter receipl af the claim by the Claim Reviewer. This penod may
he extended by the Plan for up to 30 days, provided that the Claim Reviewer both determines that such
an extension is necessary due to matters beyond the contral of the Plan and notifies the Claimant, prior
to the expiration of the initial 45-day period, of the circumstances requiring the extension of time and
the date by which the Plan expacts to render a decision. If, prior to the end of the first 30-day extension
period, the Claim Reviewer determines that, due to matters beyond the control of the Plan, a decision
cannot be rendered within that extension period, the perod for making the determinaticn may be
axtendad for up to an additional 30 days, provided that the Claim Reviewer notifias the Claimant, prior
to the expiration of the first 30-day extension period, of the circumstances requiring the extension and
the date as of which the Plan expects to render a decision. The notice of extension will specifically
explain the standards on which entitlement to a benefit is bazed, the unresolved issues that prevent a
dacision an the claim, and the additional information needed to resolve those issues, and the Claimant
will be afforded at least 45 days within which to provide the specified informatien.

7123, Timing - Other Welfare Benefit Claims

The Claim Reviewer will notify the Claimant of any adverse benafit determination within a reasanable
period of time, but not later than 90 days after receipt of the claim, This period may be extended one
time by the Plan for up to 90 days, providad that the Claim Reviewer both determines that such an
extension iz necessary due to matters beyond the control of the Plan and notifies the Claimant, prior to
the expiration of the initial review period, of the circumstances reguiring the extension of time and the
dale by which the Plan expacls Lo render a decision,

712, MNotice of Deniled Claim

If a claim is whally or partially denied, the Claim Reviewer will provide the Claimant with a notice
identifying (i) the reason or reasons for such denial, (i} the pertinent Plan provisions on which the
denial iz based, {iii) any material or information needed to grant the claim and an explanation of why the
additional information is necessary, and (iv) an explanation of the steps that the Claimant must take if
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t
he wizshes to appeal the denial including o statement tha the Claimant may bring a civil action under

ERISA

In addition to the above information, if it is a group health henefit claim or a claim for disability benefits,
the following information must be included with the notice described above: (i) If an internal rule,
guideline, protocol, or other similar criterion was relied upon in making the adverse determination,
either the specific rule, guideline, protocol, or ather similar criterion; or a statement that such a rule,
guideling, protacal, or other similar cnterion was relied upan in making the adverse delermination and
that a copy of such rule, guideline, protocal, or other criterion will be provided free of charge to the
Claimant upon request; {ii) if the adverse benefit determination is based on a medical necessity or
experimental treatment ar similar exclusion or limit, either an explanation of the scientific ar clinical
judgmeant Tor the dalermination, applying the lerms of the Plan 1o the Claimant's medical
circumstances, or a statement that such explanation will be provided free of charge upon request; (i)
an explanation of the basis for dizagreeing with or not disagreeing with the views presented to the
Claim Reviewer of haalth care professionals treating the Claimant or vocational profassionals whao
evalualed tha Claimant, the views ol medical or vocational experls whose advice was oblainad on
behalf of the Plan, without regard to whether the advice was relied upan in making the benefit
determination, and [with respect to claims invelving disability] any Social Security Administration
disability determination presented by the Claimant to the Claim Reviewer; and (iv) a statement that the
Claimant may request copies of relevant documents relied upan by the Claim Reviewer,

In addition, in the case of an adverse benefit determination of a group health benefit claim for urgent
care, 8 description of the expedited review process applicable to such claims must be included with the
notice described above and may be provided to the Claimant orally within the time frame described
above, provided that a written or electronic notification is furnishad to the Claimant not later than 3
days after the aral notification

Maotices of denied claims will be provided in a culturally and linguistically appropriate manner, ta the
extent required under ERISA Section 503 and its implementing regulations.

71.4. Appeal of Denied Claim

If a Claimant wishes to appeal the denial of a claim, the Claimant must file an appeal with the Claim
Reviewer on or before the 180th day (or the &0th day in the case of a claim other than a group health
benefit or a dizability benefit) after the Claimant receives the Claim Reviewer's notice that the claim has
been wholly or partially denied. The appaal must identify bath the grounds and specific Plan provisions
upon which the appeal is based. The Claimant will be provided, upon request and free of charge,
docurments and ather information relevant to the denied claim. &n appeal may alsge include any
comments, statements or documents that the Claimant may desire to provide, The Claim Reviewer will
cansider he merils of the Claimanl's presentations, Lhe merils of any facls or evidence in supporl of
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t
the denial of benefits, and such other facts and circums ances as the Claim Reviewer may deam
relevant, Tha Claimant will lose the right 1o appeal il the appeal is nol limealy made,

In considering the appeal of a group health benefit or a disability benefit, the Claim Reviewer will; (i)
pravide for a review that does not afford deference to the initial adverse benefit determination and that
is conducted by or on behalf of an appropriate named fiduciary of the Plan whao is neither the individual
who made the adverse benefit determination that is the subject of the appeal, nor the subordinate of
such incividual; (i) provide that, in deciding an appeal of any adverse benelil determination that is
hased in whole orin part on a medical judgment, including determinations with regard to whethar a
particular treatrment, drug, or other item is experimental, investigational, or not medically necessary or
apprapriate, the appropriate named fiduciary will consult with a healthcare professional who haz
apprapriate training and experience in the Nield of meadicing involved in the madical judgrment; (i}
pravide for the identification of medical or vocational experts whose advice was obtained on behalf of
the Plan in connection with a Claimant's adverse benefit determination, without regard to whether the
advice was relied upan in making the benefit determination; {iv} pravide that the health care
professional engaged lfor purposes of a consullation will be an individual who is neither an individual
who was consulted in connection with the adverse benefit determination that is the subject of the
appeal, nor the subordinate of any such individual; and {v) in addition, in the case of a claim involving
urgent care, pravide for an expedited review process pursuant to which a request far an expedited
appeal of an adverse benell determinalion may ba submitted arally ar inwriting by the Claimant and all
necessary information, including the plan's benefit determination an review, will be transmitted between
the plan and the Claimant by telephone, facsimile, or other available similarly expeditious method.

With respect to appeals of group health benefit and disability benefit claims: {i) The Claimant will be
provided, free of charge, with any new or additicnal evidence considerad relied upon or generated by the
Plan in connaction with the claim sufciently in advance af the hinal adversa benefil datermination 1o
give the Claimant a reasonable apportunity to respond prior to that date; (i) The Plan will also meet the
conflict of interest requirements under ERISA Section 503 and its implementing regulations; and (i) A
description of available internal and external claims processes and infarmation regarding how to
initiate an appeal will be provided.

71.5. Motice of Denied Appeal

If an appeal is wholly or partially denied, the Claim Reviewer shall provide the Claimant with a notice
identifving (i) the reason or reasons for such denial, (i) the pertinent Plan provisions on which the
denial iz based, {iii} a statement that the Claimant is entitled to receive, upon reguest and free of
charge, reasonable access to, and copies of, all documents, records, and ather information relevant to
the Claimant's elaim for benefits, and {iv] a statement describing the Claimant's right to bring an action
under Section 502(a) of ERISA. The determination rendered by the Claim Reviewer shall be binding
upecn all parties.
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In additien, if the claim iz under a Benefits Document providing group health or disability benefits, the
denial notice shall include (i) notice of any applicable limitations peried imposed by the Plan; (i) if an
internal rule, guideling, protocal, or other sirmilar critenon was raliad upon in making the adverse
determination, either the specific rule, guideline, protocol, ar other similar criterion; or a statement that
such rule, guideling, protocol, or other similar criterion was relied upon in making the adverse
datermination and that a copy of the rule, guideline, protocol, or athar simitar criterian will be provided
free of charge to the Claimant upon regueast; (i) If the adverse benefit determination is based an a
medical necessity or experimental treatment or similar exclusion or limit, either an explanation of the
scientific or clinical judgment for the determination, applying the terms of the Plan to the Participant's
medical circumstances, or a statement that such explanaticn will be provided free of charge upon
request; and (iv] a discussion of the decision including an explanation of the basis for disagresing with
ar not disagreeing with the views presented to the Claim Reviewer of health care professionals treating
the Claimant or vocational professionals who evaluated the Claimant, the views of medical or
vocational experts whose advice was obtained an behalf of the Plan, without regard to whether the
advice was relied upan in making the benefit determination, any Social Security Administration
dizability determination prezented by the Claimant to the Claim Reviewer.

Cxcept as provided below for group health urgent care, pre-service and post-service claims, the Claim
Reviewer will natify the Claimant of the Plan's benefit determination on review within 60 days after
recaipt by the Plan of the Claimant's request for review of an advarse benefit determination (45 days in
the case of a claim invalving disability benefits), IT the Claim Reviewer delarminas thal an aextension of
time for processing is required, written notice of the extension will be furnished to the Claimant prior to
the termination of the initial 60-day period {45 days in the case of a claim involving disability benefits).
In no event will such extension exceed a period of 60 days from the end of the initial period (45 days in
the case of a claim invalving disability benefits), The extansion notice will indicate the special
circumstances requiring an extension of time and the date by which the plan expects to render the
determination on review. If the denied claim is under a Benefits Document providing group heakth or
dizability benefits, the timing of the Claim Reviewers review shall be determined in accordance with
DOL Reg. Seclion 2660.503-1()2) and 560.503-1()(3) ta the axlent such regulation or guidance issued
relating to such regulation permits a longer period of time.

s Urgent Care Claims. In the case of a claim involving urgent care, the requirements of DOL Reg.
Section 2560.503-1(f)1(2){i) apply as provided in DOL Req. Section 2590.715-2719(b) Z)(ii) (B)
and any superseding guidance. The Claim Reviewer will notify the Claimant of the Plan's benefit
delerminalion an review as soon as possible, aking into account the meadical exigencies, bul
not later than 72 hours after receipt of the Claimant's request for review of an adverse benefit
determination by the Plan.

s Pre-Service Claims. In the case of a pre-service claim, the Claim Reviewer will natify the
Claimant of the Plan's benehl determinalion on review within a reasanable period of time
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appropriate to the medical circumstances. Such notification will be provided not later than 30
days aller receipl by the plan of the Claimant's requast Tor review of an adverse benafil
datermination.

o Post-Service Claims. The Claim Reviewer will notify the Claimant of the Plans benefit
datermination an review within a reasanable pericd of time. Such notification will be provided
nal later than 60 days aller receipl by the Plan ol the Claimant's reques| Tor review ol an adverse
benefit determination.

71.6. Exhaustion of Administrative Processes Required

Before a suit can be filed in any court, Claimants must exhaust all remedies and processes provided by
this Plan.

71.7. Requests for External Review

To the extent the Plan is reguired under DOL Reg. Section 2590.715-271%(c)(1 }i) or (ch(1)(i) to comply
with a State external claims process that includes at a minimum the consumer protections in the MAIC
Uniform Model act, then the plan ar issuer will comply with the federal external claims process of DOI
Req. Section 2590.715-2719(c). To the extent the Plan is not required under DOL Reg. Section
2590.715-2719(c)( 1)) or (c){1}{ii) to comply with the State external claims process, then the plan or
issuer must comply with the Federal external claims process of DOL Req. Section 2590.7152719(d)
and any superseding guidance,

7.2. Cafeteria Benefits Claims

T.21. General Provisions

Thesea provisions apply 1o all caleleria banalil claims, Additional claims and appeals procedures
pravidead in this section will apply 1o cerlain types of caleteria plan benafits in addition 1o these general
provisions.
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L2110 Coverage Period Claims

Ceverage peried claims are incurred [meaning the service is provided or the good is purchased) during
the Plan's then-current Pericd of Coverage, January 1 through December 37. You must submit claims
incurred during the Period of Coverage for reimbursement within 74 days after the end of the applicabls
Period of Coverage. If yvour employment is terminated, yvou must submit claims for reimbursement
within 90 days after termination of employment.

T212. Grace Perlad Clalms

The Plan permits grace period claims only to the extent a grace period is provided in subsection 5.2.3.
ar 5.2 4. 1f provided for by the Plan, grace period claims are incurred during the 2 1/2 month period



immadiataly following the Period of Cov rage to which the grace period relates. Grace period claims
are paid aul of the balance remaining fram the immediately prior Penod of Coverage and must ba
received by the end of the grace period plus 30 days. Notwithstanding any grace period that may be
provided by the Plan, if vou terminate employment you must submit claims for reimburserment within 9C
days after termination of employment.

1213, Documentation of Claims

Any claim for cafeteria benefits must include all infermaticn and evidence that the Flan Administrator
deemns necessary to properly evaluate the merits of the claim. The Plan Administrator may request any
additional information necessary to evaluate thea claim.

1214, Payment Mechanics

To the extent that the Plan Administrator approves a claim, the Company may either (i) reimburse you,
ar (i) pay the service provider directly. The Plan Administrator will pay claims at least once per year.
The Plan Administrator may provide that payments/reimbursements of less than a certain amount will
he carried fonward and aggregated with future claims until the reimbursable amount is greater than a
minimurm amount. In any event, the entire amount of payments/reimbursements outstanding at the end
of the Pericd of Coverage will be reimbursed without regard to the minimum pavment amount.

1215, Cebit'Credit Cards

The Plan Administrator or its delegate may provide you with a debit, credit or other stored-value card for
purpasas of making purchases that may be reimbursed from yvour General Purpose Healthcare FSA,
Limited Purpose Healthcare FSA or Dependent Care F5A, as the case may be. (For purposes of this
subsection, the General Purpose Healthcare FSA, Limited Purpase Healthcare F5A and Depandent Care
F5A are collectively relerred 1o as "FSA"

Each Participant issued a card shall certify that such card shall only be used for eligible expenses. (For
the definition of "eligible expense(s)’, refer to subsections 5.2.3 and 5.2.4 above.] The Participant shall
also certify that any eligible expense paid with the card has not already been reimbursed by any other
plan covering health benefits and that the Participant will not 2eek reimbursement fram any other plan
cavering health benefits with respect 1o any eligible expense paid with the card,

Such card shall be issuad upon the Participant's effective date of Participation. Such card shall be
automatically canceled upon the end of the Participant’s participation or the occurrence of an event
that causes the Participant to no longer be eligible for F5A benefits.

Purchases by the cards shall be subject to substantiation by the FSA& Claim Reviewer, usually by
submission of a receipt from a service provider describing the service, the date and the amaunt. The
Claim Reviewer shall also follow tha requirements sat Torth in IRS Revenue Ruling 20032-43 and IRS
Motice 2006-69. All charges shall be conditional pending confirmation and substantiation.
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If such purchase is later determined by tehe Flan Administratar or its delegate to not qualify as an
aligible expenze, the Flan Administrator, in its discretion, shall uzse ane of the following correction
methads 1o make the Plan whale: (1) repayment of the imprapar amaount by the Participant; (i)
withholding the improper payment fram the Participant's wages or other compensation to the extent
not inconsistent with applicable federal or state law (i) claims substitution or offset of future claims
until the arnount is repaid; or (iv) consistent with the Company's business practices, the Cormpany may
treatl the amount as any other business indebiledness, Until the amaount is repaid, the Administrator
shall take further action to ensure that further violations of the terms of the card do not ocour, up to and
including denial of access to the card. Additional terms and conditions may be imposed by the issuer of
the card, with which the Participant zhall comply as a condition of FSA benefit antitlemeant.

TE16, Refunds/Indemnification

Because of the tax-qualified nature of the cafeteria benefits, you must immediately repay any excess
payments/reimbursements or any payments/reimbursements that are taxable to you. You must
reimburse the Company for any liability the Company may incur for making such payment, including but
nat limited to, Tailure Lo withhold or pay payrell or withholding taxes from such payments or
reimbursements. If you fail to timely repay an excess amount and/or make adeguate indemnification,
the Plan Administrator may: (i) to the extent permitted by applicable law, offset your salary or wages,
and/or (i) offset other benefits payable under this Plan.

7217 Heneficiary

In the event of yvour death, your beneficiaries or your estate may submit cateteria benefits claims for
eligible expenses for the portion of the Pericd of Coverage preceding the date of your death. You may
designate a specific beneficiary for this purpose {(a "Beneficiany”). If you do not name a Beneficiary, the
Plan Administralar inils discrelion, may pay any amounl 10 yaur surviving spouss, ong or mora of your
surviving dependents or a representative of vour astate.

7.2.2. Pre-Tax Premium Benefits Claims

Contributions to the Pre-Tax Premium Benefit are automatically forwarded to the insurance camier or
TF& administering the benefit for which vou are paying pre-tax premiums. Should vou have questions or
feel that you need to make a claim under the Pre-Tax Premium Benefit, contact the Flan administrator.
All claims Tor benehits paid thraugh the Pre-Tax Premium Benelil thal are covered by an insurance
policy must first be made to the insurance company issuing such insurance policy.

7.2.3. HSA Contribution Account Claims

To the extent the Plan provides for contributions to a health savings account, contributions to the HSA
Contribution Account are automatically forwarded to the proper party for administration. Should you
hawve questions or feel that vou nead to make a claim under the HSA Contribution Account, contact the
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Plan Administratar. Claims for reimburs mant from your awn personal health savings account should
be directed 1o the trustes of such account, Consull the documentation pravided 1o yau during aceaunt
setup for details.

7.2.4. Healthcare FSA Claims

T241. Application for Benefits

You or any ather person entitled to benefits from a Healtheare FSA (a "Claimant”) may apply for such
benafits by completing and Niling a claim with the Plan's Healthcare FSA claims administratar CCClaim
Reviewer™):

Alerus Retirement and Benefits
201 East Clark Street,

Albart Lea, MM 56007

Phione: B77-RR1-4727

website: alerusrb.com

Any Healthcare FSA claim application must include: {i) the person{s) on whose behalf the identified
eligible expenses have been incurred; (i) the nature and date of the expenses so incurred; {jii} the
amount of the requested reimbursement; (iv) a statement that such expenses have not otherwise been
reimbiursed and that the Participant will nol seek reimbursament thraugh any other seurce; and (v}
ather such details about the expenses that may be requestad by the Claim Reviewer or Plan
Administrator.

The application shall be accompanied by bills, invoices, or ather statements from an independent third
party showing that the eligible expenses have been incurred and showing the amounts of such
axpensas, along with any additional documentation that the Claim Reviewer may request, IT the
Healthcare FSA is accessible by an electronic payment card (2.g., debit card, credit card, or similar
arrangement), the Participant will be requirad to comply with substantiation procedures established by
the Plan Administrator in accordance with IRS Rev. Rul. 2003-43, IRS Notice 2006-6%, or ather IRS
fuidance,
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f2.4.2, Metice of Denied Claim

The Claim Reviewer shall natify the Claimant of any adverze benafit detarmination within a reazonable
period of time, but not later than 30 days after receipt of the claim. This period may be extended ane
time by the Plan far up o 15 days, provided (hal the Claim Reviewer both determines thal such an
extension is necessary due to matters beyond the control of the Plan and notifies the Claimant, prior to
the expiration of the initial 30-day period, of the circumstances requiring the extension of time and the
date by which the Plan expects to render a decision. If such an extension is necessary due to a failure
afl the Claimant 12 submil the informalion necessary o decide the claim, the nolice of exlension shall



specifically describe the reqguired information, and tha Claimant shall be afforded at least 45 days from
recaipl of the notice within which 1o provide the spacified information.

If & claim is wholly or partially denied, the Claim Reviewer shall provide the Claimant with a notice
identifying (i) the reasan or reasons for such denial, (i} the pertinent Plan provisions on which the
denial iz based, {iii) any material or information needed to grant the claim and an explanation of why the
additional information is necessary, (iv) an explanation of the steps that the Claimant must take if the
Claimant wishes (o appeal the denial including a statement that the Claimant may bring a civil action
under ERISA, and (v) whether (&) If an internal rule, guideline, protocal, or other similar criterion was
relied upon in making the adverse determination, either the specific rule, guideline, protocoal, or cther
similar criterion; ar a statement that such nule, guidelineg, protocol or ather criterion will be provided free
al charge 1o the Claimant upon requast; or (B] il the adverse benalt delermination 15 based on medical
necegsity or exparimental treatmeant or similar exclusion or limit, either an explanation of the scientific
ar clinical judgrment for the determinaticn, applying the terms of the Plan to the Claimants medical
circumstances, or a staternent that such axplanation will be provided free of charge upon reguest.

7243, Appeal of Denied Claim

If a Claimant wishes to appeal the denial of a claim, the Claimant shall file an appeal with the Claim
Reviewer on or before the 180th day after the Claimant receives the Plan Administrator’s notice that the
claim has been wholly or partially denied. The appeal shall identify both the grounds and specific Plan
pravisions upon which the appeal is based, The Claimant shall be pravided, upon request and free of
charge, documents and other information relevant to his or her claim. An appeal may also include any
comments, statements or documents that the Claimant may desire to provide. The Claim Reviewer
shall consider the merits of the Claimant’s presentations, the merits of any facts or evidence in support
af the denial of banafits, and such other facls and circumnstances as the Claim Raviewer or Plan
Administrator may deem relevant. In considering the appeal, the Claim Reviewer shall:

s Provide for a review that does not afford deference to the initial adverse benefit determination
and that is conducted by or on behalf of an appropriate named fiduciary of the Plan who is
naithar tha individual who made the adverse benefit determination that is the subject of the
appeal, nor the subordinate of such individual;

o Provide that, in deciding an appeal of any adverse benefit determination that is based in whole
arin part on a medical judgment, including determinations with regard to whether a particular
treatmeant, drug, or other item s experimental, investigational, or not medically necessary ar
appropriate, the appropriate named fiduciary {or its designate) shall consult with & health care
professional who has appropriate training and experience in the field of medicine involved in the
medical judgment;

o Provida for the identification of medical or vocatianal exparts whose advice was abtained on
behalf of the Plan in connection with a Claimant's adverse beneft determination, without regard
to whether the advice was relied upon in making the benefit determination; and
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s Provide that the health care prof ssional engaged for purposes of a consultation shall be an
individual who is neither an individuzl who was consultad in connection with the adverse benefil
determination that is the subject of the appeal, nor the subordinate of any such individual.

The Claim Reviewer shall notify the Claimant of the Plan's benefit determination on review within 60
days after receipt by the Plan of the Claimant's reguest for review of an adverse benefit determination.
The Claimant shall lese the right to appeal if the appeal is nat timely made.

7244,  Denial of Appeal

If an appeal iz wholly or partially denied, the Claim Reviewer shall provide the Claimant with a notice
identifying (i) the reason(s) for such denial with a discussion of the decision, (i) the pertinent Plan
provisions an which the denial is based, {iil) o statement that the Claimant is entitled to receive, upon
reques! and free of charge, reasonable access 1o, and copies of, all documents, racords, and olhar
information relevant to the Claimant’s claim for benefits, and (iv) a statement describing the Claimant's
right to bring an action under Section 502(a) of ERISA and the Claimant's right to the external appeals
process. The determination rendered by the Claim Reviewar shall be binding upan all parties.

F24h Imputed Income for Denied or Unsubstantiated Claims

To the extent any payment for a Healthcare FSA claim has been paid or advanced (as in the case of
Healthcare F5A credit/debit cards, for example) and such claim is later denied or deemed
unsubstantiated, the Plan Administrator reserves the right ta direct the Company to impute income to
the Claiman! ands/or wilhhold additional 1axes lrom the Claimant Lo recoup the taxable portion af such

claim
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7.2.5. Dependent Care FSA Claims

Ta the axtant tha Plan provides Dependent Care FSA banefits, you ar any ather parson enlitled 1o
henafits from the Dependent Care FSA (3 "Claimant”] may apply for such benefits by complating and
filing a claim with the Plans Dependent Care FSA claims administrator ("Claim Reviewer"):

Alerus Retirement and Benefits
201 East Clark Street,
Albert Lea, MM 56007
Phane: 877-661-4727
Website: alerusrb.com

Any Dependent Care FSA claim must be in writing and must include all information and evidence that
the Claim Reviewer deems necessary to properly evaluate the merits of and to make any necessary
determinations on a claim for benefitz. The Claim Reviewer or Plan Administratar may requeast any
additiohal information necessary to evaluate tha elaim,



Ta the axtant any paymeant for & Dependgni Cara FSA claim has baen paid or advancad (as in the case
al Depandeant Cara FSA credil/debil cards, Tor example) and such claim is later denied or deemed
unsubstantiated, the Plan Administrator reserves the right to direct the Employer to impute income to
the Claimant and/or withhold additional taxes from the Claimant to recoup the taxable portion of such
claim.

The Claim Reviewer shall notify the Claimant of any adverse banefit determination. If a dependent care
clairm is whally or partially denied, the Claim Reviewar shall provide the Claimanl with a wrillen nolice of
such denial. If a Claimant wishes to appeal the denial of a dependent care claim, the Claimant shall filz
awritten appeal with the Claim Reviewer on or before the &60th day after the Claimant receives the
Claim Reviewer's written notice that the claim has been whaolly ar partially denied. The written appeal
shall identify both the grounds and specific Plan provisions upon which the appeal is based. The
Claimant shall be provided, upon request and free of charge, documents and other information relevant
to the claim. A written appeal may also include any comments, statements or documents that the
Claimant may desire to pravida. Tha Claim Reviewer shall cansider the merits of the Claimant's writtah
presentations, the merits of any facts or evidence in support of the denial of benefits, and such other
facts and circumstances as the Claim Reviewer or Plan Administrator may deem relevant. The Clairmant
shall lose the right to appeal if the appeal iz not timely made. The Claim Reviewer shall ardinarily rule
an an appeal within 60 days, However, if circumstances reguire an extension, the Claim Reviewer may
take up to 120 days to rule on an appeal.

7.2.6. All Other Cafeteria Benefits Claims

Claims for all other cafeteria benefits shall be made in accordance with the Benefits Documents
gowerning such benefits.

2. Plan Administrator

81 Designation

The Plan Administrator shall be Vermear Manufacturing Company, as stated in Article 2. The Plan
Administrator shall also be the named fiduciary within the meaning of ERISA Section 402, If the Plan
Sponsor designates a Committee as the Plan Administrator, the Committee shall consist of one or
more individuals who may be employveas appointad by the Plan Spensor, The Commitles may, but 15 nol
requirad to, elect a chairperson and adopt such rules and procedures as it deems desirable. The
Committee may also take action with or without formal meetings and may authorize one or more
individuals, who may or may nat be mambers of the Committes, o execute documeants an its behalf,
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8.2. Authority and Responsibility of the Plan Administrator

The Plan Administrator shall be the Plan "administrater’ as such term is defined in Section 3(16) of
ERISA, and as such shall have total and complete discretionary power and authority:

s to make factual determinations, to construe and interpret the provisions of the Plan, to correct
defects and resolve ambiguities and inconsistencies therein and to supply omissions thereto.
Any cansatruction, interpretation ar application of the Flan by the Plan Administrater shall be
final, conelusive and binding;

s todetermine the amount, form or timing of benefits payable hereunder and the recipient thereot
and to resolve any claim for benefits in accordance with the plan document and SPD for the
Plam,

s 10 detarmina the amount and manner of any allocations hereunder;

¢ to maintain and preserve records relating to the Plam;

s to prepare and furnish all information and notices required under applicable law or the
provisions of this Plan;

s 1o prepara and file or publish with the Secratary of Labar, the Secratary of the Traasury, their
delegates and all other appropriate government officials all reports and other information
reqguired under law to be so filed or publizhed,

s o hire such professional assistants and cansultants as it, in its sole discration, deems
nacessary of advisable; and shall be entitled, to the extant permitted by law, to rely conclusively
an all tables, valuations, certificates, opinions and reports which are furnished by same;

s todetermine all questions of the eligibility of employees and of the status of rights of
Participants under the Flan;

o todetarmine the validity of any judicial order;

o toratain records on elections and waivers by Participants;

s to supply such information to any person as may be required;

s to performn such other functions and duties as are et forth in the Plan that are not specifically
given to any other fiduclary or other parson,

8.3, Procedures

The Plan Administrator may adopt such rules and procedures as il deems necessary, desirable, or
apprapriate for the administration af the Plan, When making a determination or caloulatian, the Plan
Administrator shall be entitled to rely upon information furnished to it. The Plan Administrator's
decisions shall be final, binding and conclusive as to all parties.
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8.4. Allocation of Fiduciary Duties and Responsibilities

The Plan Administrator may delegate its authority and designate other persons to carry out any of its
duties and responsibilities under the Plan.

A Plan fiduciary =hall have only those specific powers, duties, responsibilities and obligations as are
explicitly given it. To the fullest extent permitted by law, no fiduciary shall be responsible for any act or
failure 1o act of another fiduciary. A fiduciary may senve in marne than ona fiduciary capacity with regpect
to tha Flan,

2.5, Compensation and Expenses

The Plan Administralor shall serve withoul compeansation Tor ils services, though the Plan
Administrator may compensate such claims administrators and other service providers as it deams
apprapriate.

All direct expenses of the Plan, the Plan Administrator and any other person in furtherance of their
duties hereunder shall be paid or reimbursed by the Company, including by use of amounts forfeited
hareunder and, when parmitted under ERISA, Plan assets.

86. Indemnification of the Plan Administrator

The Company shall indemnify and haold harmlezss any Company employee serving as or acting on behalf
af the Plan Administrator from all clairms, liabilities, losses, damages and expanses, including
reasenable altormeys' fees and expenses, incurred by such persons in connaction with their duties
hereunder to the extent not coverad by insurance, except when the same is due to such person's own
gross negligence, willful misconduct, lack of good faith, or breach of its fiduciary duties under this Flan
ar ERISA,

8.7 Final Discretionary Authority

The Plan Administrator {or the benefit claims administrator or other delegate) shall perform its duties
as the Plan Administrator and in its sole and absolute discretion shall determine appropriate courses of
actian in light of tha reazon and purpose far which this Plan s establishad and maintainad,

The Plan Administrator shall have full and absolute authority to construe the terms of the Plan and all
facts surrounding claims for benefits under the Plan and shall determine all questions arising in the
administraticn, interpretation and application of the Plan, including, but net limited to, those conceming
the determinatian of the usual and customary (U&C) charge and eligibility for benefits and reconciling
any differant pravisions of the Plan, including, but not limited to, any ather documeant madea part of the
Plan by reference, Notwithstanding any provision to the contrary and unless the Plan Administrator
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determines otherwise, the provisions of the Plan shall prevail compared to any provision of any ather
document incorparatad inle the Plan by relerence,

Accordingly, benefits under this Plan shall be paid only if the Plan Administrator decides in its discretion
that an applicant is entitled to thermn. All determinations with respect to the Plan, any construction of the
terms of this Plan and any determination of fact adopted by the Plan Administrator, or any benefits
claims administrator or other perzon on the Plan Administrators behalf, shall be final and lagally
binding on all parties, The Plan Administrator shall have the full authority 1o establish policies and
procedures in administering any specific provision of the Plan, which policies and procedures may be
uniform and nondiscriminatory as the circumstances require.

Any interpretation, determination or other action of the Plan Administrator shall be subject to review
anly if it is arbitrary or capricious or atherwise an abuse of discretion, Any review of a final decision or
aclion af the Plan Administrator shall be based anly on such avidence presentad 10 or considerad by
the Plan Administrator at the time it made the decision that is the subject of review. Accepting any
benefits or making any claim for benefits under this Plan constitutes agreement with and consent to
any decisions that the Plan Administrator makes, in its sole and absolute discration and, further,
conslilules agreemenl o Lhe limiled slandard and scape of review daescribed by Lhis sectian,

Az indicated above, this Plan incorporates the terms and Benefits Documents of all welfare benefits
provided and/or administered by the providers listed on the Welfare Benefit Insurer/ TPA Appendix and
all inzurers/administrators offering benefits under this Plam. This means that the discretionary authority
af the Plan Administrator (or its fiduciary delegate) under this section to construe the terms of the Plan
includes Lhe discrelionary aulhorily 1o construe Lhe lerms of the Benalils Documents, which are parl of
the Plan notwithstanding that the Plan and/or such Benefits Documents also constitute summary plan
descriptions under ERISA. Any imerpretation of the terms of the Plan by the Flan Administrator or its
fiduciary delegate (including any interpretation of ambiguous or other terms of the Benefits Documents
that are part of the Flan) shall be binding upoen all persons unless the Plan administrator or its fiduciary
delegate is determined to have abused its discretion. The rule of contra proferentem does not apply in
interpreting ambiguous or other terms of the Plan or any Benefits Document. Therefore, the Plan
Administrator or its fiduciany delegate shall nat be cansiderad to have abused its discretion or ta have
made a legally incorract interpretation of the Plan because its inlerprelation is contrary 1o an
interpretation that construes ambiguous provisions of Benefits Document in faver of a Participant,
beneficiary or other claimant. & claim for benefits under the Plan shall be determined based on the
termz of the Plan (including any Benefits Documents which are part of the Plan), withaut regard to
whether such document satishies any statutory requiremeant of ERISA or any other applicable law
{including state insurance laws).
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8.8. Records

Plan records shall be kept on the basis of the Plan Year (or Period of Coverage, if different). The Plan
Administrator shall exercise such authority as it deems appropriate in erder to comply with the terms of
the Plan relating to the records of Participants and beneficiaries and the amounts that are payable
under the Plan. The Plan Administrator shall to the extent administratively practicable make available to
aach Participant such of its records under the Plan as pertain to the Participant far examination at
reasonable times as determined by the Plan Administratar.

9. Continuation Rights

91. (COBRA and State Continuation

To the extent the Plan is subject to COBRA {Code Section 49808) and/or ather similar applicable state
law, Participants and covered Eligible Dependents may in certain circumstances be entitled to
continuation coverage, which is a temporary extension of coverage under the Plan. Please see the
notice entitled, "COBRA Continuation Coverage Motice,” that is attachad to the end of this document for
important information about the right 1o federal COBRA continuation coverage, The COBRA nolice
generally explains federal COBRA continuation coverage and when it may become available.

9.2. FMLA

To the extent the Plan is subject to the Family Medical Leave Act (FMLA), the Plan Administrator shall
permit a Participant taking unpaid leave under the FMLA to continue medical benefits under such
applicable law. Non-medical benefits shall be continued according to the established Company policy.
Participants continuing participatien pursuant to the foregoing shall pay for such caoverage under a
method as determinad by the Plan Administrator satisfying Treas, Reg. Section 1,725-3 Q&A-3,
Generally, though, and without limiting the applicability of Company policy or Plan Administrator
dizcretion to interpret and administer such policies, Participants must pay for coverage in a manner
consgistent with their cafeteria benefits elections (that is, by pre-tax salary reduction) to the extent of
any available paid leave and must pay for coverage on an after-tax basis thereaftar 1nthe Plan
Administrator's sole discretion, the Participant and the Company may establish a schedule to catch up
an premiurm payments upon return from leave.

Any Participant on FMLA leave who revoked coverage shall be reinstated to the extent requined by
Treas. Reg. Section 1.125-3. If the Participant's caoverage under the Plan terminates while the
Participant is on FMLA leave, the Participant is not entitled to receive reimbursements far claims
incurred during the period when the coverage is terminated. Upon reinstatement into the Plan upon
return from FMLA leave, the Participant has the right to {i) resume coverage at the level in effect betore
the FMLA leave and make up tha unpaid premium payments, ar (i} rezume coverage at a level that is
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reduced by the amount of unpaid premiums and resume premium paymeants at the level in effect befare
the FRLA beave,

93, MNon-FMLA Leave

Participants may elect 1o cantinue coverage on a pre-lax or aller-lax basis when on an approved leave
af ahsence other than leave that qualifies under FMLA only in accordance with Company policy.
Generally, though, and without limiting the applicability of Gompany policy or the Plan Administrator's
discretion to interpret and administer such policies, Participants must pay for coverage in a manner
consistent with their cafeteria benefits elections to the extent of any available paid leave (that is, by
pre=tax salary reduction) and must pay Tor coverage on an aller-lax basis thersaller, In the Plan
Administrator's sole discretion, the Participant and the Company may establish a schedule to catch up
an premium payments upon return from leave.

S.4. Military Leave (USERRA)

Participants who serve inthe United States Armed Forces and must miss work as a result of such
service may be eligible to continue to receive benefits with respect to any qualified military service. The
Plan Administratar shall permit Participants to continue benefit elections as reguired under the
Uniformed Servicas Emplayment and Reemplaymeant Rights Act and shall provide such reinstatarment
rights as required by such law. The Plan Administrator shall also permit Participants to continue benefit
elections as required under any other applicable state law 1o the extent that such law is not preempted
by federal law.

10. Your Rights Under ERISA

As a Parlicipan, you are enlilled Lo cerlain righls and protections under The Employee Reliremanl
Incame Security Act of 1974 (ERISA). This fadaral law provides that yvou have the right to:

» Examine, without charge. 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 Flan with the LLS, Department of Labor and available at the Public Disclosure Room
afl the Employee Benafits Secunty Administration if a 5500 is reguired to be filed by the Plan,

o Obtain, upon written request to the Plan Administrator, copies of documents governing the
aperation of the Plan, including insurance contracts and collective bargaining agreements, and
coples of the latest annual report {(Form 5500 Serles) and updated summary plan description.
The Plan Administrator may make a reasonable charge for the copies.

o Receive a summary of the Plan's annual financial repert. The Plan Administrator is required by
law to furnish each participant with a copy of this summary annual report.
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o |f COERA applies, continue health care coverage for yourself, spouse or dependents if thera is a
loss of coverage under the Plan as a resull of a quahfying evenl, You or your dependents may
have to pay for such coverage. Review the documents governing the Plan on the rules govemning
vour COBRA continuation coverage rights.

In additicn, ERISA imposes duties upon the people who are respansible for the aperation of the Plan.
The peaple who operate the Plan, called "fiduciaries” of the Plan, have a duty to do so prudently and in
the inlerasl af you and ather Flan participants and benefliciarias, No one, including your employer, your
unian, ar any other parson, may fire you or otharwise discriminate against vou in any way to prevent you
from obtaining your benefits or exercising your rights under ERISA.

If your claim for a benefit is denied ar ignored, in whale or in part, you have a right to know why this was
done, to obtain copies of documents relating to the decision without charge, and to appeal any denial,
all within certain time schedules. Undar ERISA, thera are sleps you can lake to enforce the above nighls,
For instance, if you request a copy of the documents governing the Plan or the latest annual report from
the Plan and do not receive them within 30 days, you may file suit in a federal court. In such a case, the
court may require the Plan Administrator to provide the materials and pay you up to 110 a day until
you receiva the matearials, unless the malerials were nol senl hacause of reasons heyond the control af
the Plan Administrator.

If you have a claim for benefits which is denied orignored, in whole or in part, you may file suit in a state
ar tederal court. In addition, if vou dizagree with the Plan's decizion or lack thereot concerning the
qualified status of a medical child suppart order, you may file suit in fedaral court. If it should happen
that Plan fiduciaries misuse the Plar's manay, or if you are discririnated against for assarting your
rights, you may seek assistance from the LS. Department of Labor, or you may file suit in a federal
court. The court will decide who should pay court costs and legal fees. If you are successful the court
may order the person you have suad to pay these costs and fees. If vou lose, the court may order you to
pay these cosls and fees, Tor example, iT it finds your claim is frivelous.

It you have any guestions about the Plan, you should contact the Plan Administrator. If you have any
questions about this staterment or about your fights under ERISA, or if you need assistance in abtaining
documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits
Security Administration, LS. Department of Labaor, listed in your telephone directony or the Division of
Technical Assistance and Inguines, Emploves Benefits Security Administration, U5, Department of
Lahor, 200 Constitution Avenue MW, Washington, D.G. 20210, You may also obtain certain publications
about your rights and responsibilities under ERISA by calling the publications hotline of the Employee
Benefits Security Administraticn.
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1. Miscellaneous

1.0, Qualified Medical Child Suppart Orders

In certain circumstances you may be able to enmall a child in the Plan if the Plan recaives a Qualified
Medical Child Suppart Qrder ("QMCS07). You may oblain a copy of the QMCE0 proceduras fram the
Plan Administrator, free of charge.

In the event the Plan Administrator receives a medical child support order (within the meaning of ERISA
Section 609(a)(2)(B)), the Plan Administrator shall notify the affected Participant and any altemate
recipient identified in the order of the receipt of the order and the Plan’s procedures for determining
whether such an arder is a qualified medical child support arder [within the meaning of ERISA Section
a03(a){ 2 A}, Within a reasonable period the Plan Administrator shall determine whether the arder is a
qualified medical child suppont order and shall notify the Participant and alternate recipient of such
determination.

2. Women's Health and Cancer Rights Act

If you have had or are going 1o have a mastectomy, you may be entitled to certain benefits under the
Women's Health and Cancer Rights Act of 1998 {(WHCRA), Far individuals receiving mastectomy-relatec
henafits, coverage will be provided in a manner determined in consultation with the attending physician
and the patient, for all stages of reconstruction of the breast on which the mastectomy was performed,
surgery and reconstruction of the ather breast to produce a symmetrical appearance, prostheses and
treatmant of physical caomplications of the mastaectamy, including lymphedemas,

These benefits will be provided subject to the same deductibles and coinsurance applicable to other
medical and surgical benefits provided under this plan. If vou would like more information on WHCRA
benefits, call yvour Plan Administrator at the number provided in Article 2.

11.3. MNewborns' And Mothers’” Health Protection

Group health plans and health insurance issuers generally may not, under federal law, restrict benefits
for any hospital length of stay in connection with childbirth for the mother or newborn child to less than
48 hours following a vaginal delivery, or less than 98 hours following a cesarean section. However,
Tederal law genarally doas not prahibit the mather's or newborn's attending provider, after consulting
with the mather, from discharging the mother or her newbormn earlier than 48 hours {or 96 hours as
applicable). In any case, plans and issuers may not, under federal law, require that a provider obtain
authorization from the plan ar the issuer for prescribing a length of stay nat in excess of 48 hours (or
a6 hours),
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1.4,  HIFAA Privacy Rules

Certain of the benafits provided under this Plan, if provided under separate plans, would be subject to
HIPAL, while others would not be, For purposes of HIPAA, the Plan shall be designated as a "hybrid
entity,” as that term is defined under HIPAA, such that it shall be a coverad entity only with respect to
those benefit components of the Plan that would be non-excepted group health plan benefits if
structured as separate plans. As a hybrid entity, this section shall apply only to the extent that a
companant benefit of this Plan constitutes a "group health plan® as defined in Section 2797(a)(2) of the
Public Health Service Act. Furthermore, the group health plan component benefits of the Plan, together
with any octher greup health plan benefits maintained by the Company, whether or not provided under
this Plan, plus their business associates, insurers and third-party administratars, shall constitute a
single "organized health care arrangement.” As a hybrid entity and arganized health care arrangament,
the Plan is required under federal law to take sufficient steps to protect any protected health
information.

11.41. General Requirements

The Plan shall adopt a HIPAA privacy policy, the terms of which are incarporated herein by refarence.
The Plan will enter into a business associate agreemeant with any persans as may be raguired by
applicable law as determined by the Plan Administrator. The Plan will provide each Participant with a
notice of privacy practices to the extent required by applicable law.

1.4.2. Disclosure to the Company and Plan Administrator

This subsection permits the Plan to disclese protected health infarmation ("PHI™, az defined in the
HIPAA privacy rules, ta the Company or to the Plan Administrator under certain conditions. The Flan
may disclose the PHI 1o the Company that is necessary far it to carry out the: following administrative
functions related to the Plan: underwriting and Plan amendments or termination, pravided that such
dizclosures are consistent with the privacy obligations of this section. The Plan may dizcloze PHI to the
Plan Administratar (or its delegates) that is necessary for it to carry cut the following administrative
functians related to the Plan: eligibiity determinations; enrallment and disenrollment activities; and plan
administration functions that the Plan Administrater performs, provided that such disclosures are
consistent with the privacy obligations of this section.

11.4.2. Use and Disclosure Limitations

The Company and the Plan Administrator agree to the following limitations and reguirements related to
their use and disclosure of PHI receivad from the Plan:
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Meither the Company nar the Plan Administrator shall use or further disclose PHI other than as
parmitted ar required by the documents governing the Plan ar az required by all applicable law,
ineluding but not limited Lo the HIPAA privacy rules,

When using or disclosing PHI or when requesting PHI from the Plan, the Company and Plan
Administrator shall make reasonable efforts to limit the PHI to the minimum amount necessary
to accamplish the intended purpose of the use, disclosure or regueast,

The Company and the Flan Administrator shall require any agents, including subcontractors, to
whom they provide PHI received from the Plan to agree to the same restrictions and conditions
that apply to the Company or the Plan Administrator, as the case may be, with respect to such
information;

Excepl as permilled by the HIPAS privacy rules and other applicable federal and slate privacy
laws, neither the Company nor the Plan Administrator shall use PHI for employment-related
actions and decisions, or in connection with any other employee benefit plan of the Company;
The Company and Plan Administrator shall promptly report to the Plan any improper use or
disclosure of PHI of which it bacomes aware;

The Company shall provide adequate protection of PHI and separation between the Plan and
the Company by: (i) ensuring that only those employees who work in the human resources
dapartment of the Company an issues relatad 1o tha healthcare components of the Plan will
have access o the PHI provided by the Plan; (i) restricting access to and use of PHI La anly the
employees identified in clause (i) above and only for the administrative functions performed by
the Plan Administrator on behalf of the Plan that are described herein; (i) requiring any agents
af the Plan whao recelve PHI 1o ablde by the Plan's privacy rulas; and (iv) using the Company’s
astablished disciplinary procedures to resolve issues of noncompliance by the employees
identified in clause (i) above;

The Company and the Plan having determined that the Company's destruction of PHI or retum
af PHI 1o the Plan is Infeasible, the Company shall extend the protections af this section to PHI
in its custody or control and limit further uses and disclosures of such PHI for so long as the
Company maintains such PHI;

The Company and Plan Administrator shall provide Participants with the fallowing rights: (i) the
right to aceess to thair PHI in accordance with HHS Reg. Saction 164,524; (i) the right 1o amenc
their PHI upon request {or the Company ar Plan Administrator will explain to the Participant in
writing why the requested amendment was denied) and incorporate any such amendment into £
Participant's FHI in accordance with HHS Reg. Section 164.526; and (iii) the right 1o an
accounting of all disclosures of their PHI in accordance with HHS Reaq. Section 164.528; and
The Company and Plan Administrator shall make its books, records, and internal practices
relating to the use and disclosure of PHI received from the Plan available to HHS for verification
af the Plar's compliance with the HIPAA privacy rules.
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11.4.4. Certification

By adopting the Plan, the Company hereby certifies that the Plan has been amended in accordance with
HHS Reg. Section 164.504(f), and that the Company and Plan Administrator shall protect PHI as
described herein.

11.4.5. Security Standards Requirement

Ta comply with the HIPAA securty standards regulations, the Company and Plan Administratar must;
{i} implerent administrative, physical and technical safeguards that reasonably and appropriataly
protect the confidentiality, intagrity and availability of the electronic PHIthat it creates, receives,
maintains or transmits on behalf of the Plan; {ii) ensure that the adequate separation required by HHS
Req. Section 164.504(f)(2){iii} iz supported by reasonable and appropriate security measures; (iii)
angure that any agent, including a subcontractor, to whom it provides this information agreas to
implament reasanable and appropriate security measures to protect the information; and (iv) repart 1o
the Plan any security incident of which it becomes aware.

11.4.6. HIPAA Privacy Amendments

Motwithstanding any other provision of the Plan, this section may be amended in any way and at any
time by the privacy officer.

11.4.7. Appointment of Privacy Officer and Group Health Plan

Representatives

The individual denoted below as tha "privacy afficer” shall be and hereby is namad the privacy officer
and secunty officer ol the Plan, Furthermaore, the Plan hereby recognizes and authorizes the following
individuals to use and disclose PHI to the extent necessary for successful operation and administration
of the Plan:

s Highest-ranking human resources officer/employea (privacy officer)
s Subordinate staff of the privacy officar

1.5 Non-Alienation of Benefits; Anti-Assignment

You may nat alienate, anticipate, commute, pledge, encumber or assign any af the benafits or payments
which you may expect ta receive, contingantly or otharwise, under the Plan, either before or after goads
ar services are pravided, without the express, written consent of the Plan Administrator, except that you
may designate a Beneficiary to receiva payments in the event of vour death.

Mo azsignment of benefits =hall be valid unless (i} the provider ar other third-party assignee accepts the
payment determined by the Plan Administrator or its claims administrator to be payable under the Plan
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as payment in Tull for services renderad and (i) the Plan Administralor has accepled the assignment in
writing. Any payment for goods or services directly to a provider is for the administrative convenience
of the Plan Participant or Beneficiary only and does not evidence acceptance of any purported
assignmaeant of benafits. Similarly, any treatment of a third party as a Participant’s authorized
representalive is acceplance ol thal party as an authorized reprasentative only; it shall not ba desmead
acceptance of any purported assignment of henefits to such third party.

The interest of any person under the Plan is not subject to the claims of such person’s creditors (other
than the Plan) and may not be voluntarily or inveluntarily transferred, assigned, alienated, or
encumberad (other than to or by the Plan) without the specific written consent of the Plan
Administrator.

Mo current or former Participant shall at any time, either during the Participant's participation in the
Plan, or following termination as a Participant, in any manner whatsoever have any right to assign any
choses in action or rights to sue to recover benefits under the Plan, to enforce rights due under the Plan
ar to any other causes af action which the Participant may have against the Plan or its fiduciaries,

Mo third-party rights are intended or granted by the plan document and SPD for the Plan. Mothing
contained harein arin any Banefits Document shall be construed 1o make the Plan, the Plan
Administrator or the Plan sponsor liable to any third party to whom a Participant may be liable for care,
troatmaont or sorvices.

MN6. Amendment

The Plan provides for no vesting of benefitz. The Company may amend, modify, terminate or merge the
Plan at any tirme and from time 1o time for any reason o no reasen whatsoover, wWith or without notice,
and any such amendment, modification, termination ar marger may be ratroactive.

11.7.  Termination

It iz the intention of the Plan Sponsor that this Plan will be indefinitaly maintained. Howeaver, the Flan
Sponsor regerves the right to terminate the Plan at any time for any reason ar no reason at all, Each
antity constituting the Company reserves the right 1o terminate its participation in this Plan. In addition,
each such entity constituting the Cormpany shall be deemed to terminate its participation in the Plan if:
{i1 it i= a party to a merger in which it is not the surviving entity and the surviving entity is not an affiliate
af anather entity constituting the Company, or (i) it sells all or substantially all of its assets ta an entity
that is not an affiliate of another entity constituting the Company. Upon termination, any assets
remaining in the Plan shall be used to pay outstanding benefit claims, after which any assets then
remaining shall revert to the Company to the maximum extent permitted by law [unless such reversion
wiould be permissible but subject to special taxation, lewy or assessment, inwhich case the Plan
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Sponsor may elect o waive this clause). To Lthe exlent permitled by the Benelils Docurments and 1o the
extent the assets do not revert to the Company, any remaining assets shall be refunded to Participants.

1.8. Taxation

The Company intends that most benefits provided under the Plan will not be taxable to you under
tederal tax law. Further, the Company intends that your contributiens not be subject to federal income
tax or Social Security taxes, to the extent federal law allows. However, some jurizsdictions may not
recognize same relationships for preferential tax treatment. In such cages, the value of the benefits
providad o thase individuals will be addad 1o the Employes's laxable income,

The Company does not represent or guarantee that any particular federal, state or local income, payroll
personal property or other tax consequence will result from participation in this Plan. Also, please note
that while vou may enjoy certain tax benefits, there may be some drawbacks to participation in the
cafeteria henafit companent. For instance, participation may lower your social security banefits.

The plan dacurment and summary plan description of the Flan is not intendad to be, and shauld nat be
construad in any manner as giving, any lax or tax-related advice, You should consult with your
professional tax advisaor to determine the tax consequences of your participation in this Plan.

11.9.  Minar or Legally Incompetent Payee

It a distribution or claim payment is to be made to or on behalf of an individual wha is either a minor or
legally incompetent, the Plan Administrator may direct that such distribution be paid to the legal
quardian. If a distribution or claim pavment is to be made to a miner and there is no legal guardian,
payment may be made to a parent of such minor ar a rezponsible adult with whom the minar maintaine
residance, or Lo the custodian Tor such minor under the Unifarm Transler 1o Minors Acl, if such is
permitted by the laws of the state in which such minor resides. Such payment shall fully discharge the
Plan Administrator and the Company from further liakility an account thereof.

10, Missing Payee

If the Plan Administrator is unable to make payment to any Participant ar to any healthcare provider on
a Participant’s behalf or to any other persen to whom & payment is due under the Plan because it
cannat ascertain the identity or whereabouts of such Farticipant, healthcare provider ar ather person
aller reasonable efforls have bean made Lo idenlily or locale such person, such payment and all
subseguent payments otherwise due to such Participant, healthcare provider or other person shall be
forfeited one year after the date any such payment first became due.
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N1, Refunds; Indemnification

Because of the tax-qualified nature of the benefits provided under the Plan, you must immediately repay
any excess payments/reimbursements or any payments/reimbursements that are taxable to you.
Benefits of the Plan are conditioned on your reimbursing the Company for any liability the Company
may incur for making such payments, including but nat limited ta, failure to withhold or pay payrall or
withholding taxes fram such payments of reimbursements, If you fail te imely repay an excess amaount
and/or make adequate indemnification, the Plan Administrator may: (i) to the extent permitted by
applicable law, offzet your salary or wages, and/or (i) offset other benefits payable under this benefit
companant.

M12.  Eeneficiary

In the avent of your death, the beneficiaries or your estate may subimit claims for the partion of the Plan
¥ear (or Pericd of Coverage, if different) preceding the date of your death, subject to the same
limitations as other claims, You may designate a specific beneficlary for this purpose (a "Beneficiany™).
If you do not name a Beneficiary, the Plan Administrator may, in its discretion, pay any amaunt to your
spouse, one or more of your dependents or a representative of your estate.

113, Third Party Recovery

The Plan Administrator may, but is not required to, utilize the provisions of this section to the extant not
inconsistent with the provisions of any applicable Benefits Docurnent, in which case the provisions of
the Banefits Document shall contral.

M131. In General

when a Participant or covered dependent receives Plan beneflits which are related to medical expenses
that are also payable under Workers' Compensation, any statute, any uningured or underinsured
maotorist program, any no fault or school insurance program, any other insurance policy ar any other
plan of benefits, or when related medical expenses that arise through an act or omission of another
person are paid by a third party, whether through legal action, settlement or for any other reason, the
Participant shall reimbursa the Plan for the related Plan banafits recelvad out of any funds or monlas
the Participant recovers from any third party.

11.132.2. Specific Requirements and Plan Rights

Because the Plan is entitled to reimbursement, the Plan shall be fully subrogated to any and all rights,
recovery of causes of actions or claims that a Participant or covered dependent may have against any
third party. The Plan is granted a specific and firzt right of reimbursement from any payrment, amount or
recovery from a third party, This right to relmbursement is regardless of the mannear it which the
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recovery is structured or worded, and even if the Participant or covered dependent has not been paid or
fully reimburzed far all of their damages or axpenses.

The Plar's share of Lhe recovery shall nol be reduced bacausea the Tull damages or expanses claimed
hawva nat been reimbursed unless the Flan agreas in writing 1o such raduction, Further, tha Flan's right 1o
subrogation or reimbursement will not be affected or reduced by the "make whole" doctrine, the *fund”
doctrine, the ‘common fund” doctrine, comparative/contributory negligence, “collateral source” rule,
“attorney s fund” doctrine, requlatory diligence or any other equitable defenses that may affect the
Flan's right to subragation or reimbursement,

The Plan may enforce its subrogation or reimbursement rights by requiring the Participant to assert a
claim to any of the hanefits to which the Participant or a covered dependent may be entitled. The Plan
will not pay attorneys’ fees or costs associated with the claim or lawsuit without express written
authorization from the Company.

IT the Plan should become aware thal a Participant or covered dependent has received a third-party
pavment, amount or recovery and not reported such amount, the Flan, inits sole discretion, may
suspend all further benefits payments related ta the Participant and covered dependents until the
reimburgable portion is returned to the Plan or offset against amounts that would otherwise be paid to
ar aon hehalf of the Participant or covered dependents.

113.32. Participant Duties and Actions

By partlicipating in the Plan sach Parlicipant and coverad depandeant consants and agrees that a
canstrictive trust, lien or an equitable lien by agreement in favor of the Plan exists with regard to any
settlement or recovery from a third person or party. In accordance with that constructive trust, lien or
equitable lien by agreement, each Participant and covered dependent agrees to cooperate with the Plan
in reimbursing it for Plan costs and expenses.

Once a Participant or coverad depandeant has any reasan to believe that tha Flan may be entitled to
recovery fram any third party, tha Participant must notify the Plan, And, at that time, tha Participant (anc
the Participant's attorney, if applicable) must sign & subrogation/reimbursement agreement that
confirms the prior acceptance of the Plan's subrogation rights and the Plan's right to be reimbursed for
expenses ansing from circurmstances that entitle the Participant or covered dependent to any paymant,
amount of recovery Trom a third party,

If & Participant fails or refuses to execute the required subrogation/reimbursement agreement, the Plan
may deny payment of any benefits ta the Participant or covered dependent until the agreement is
signed. Alternatively, it a Participant fails or refuses to execute the reguired
subrogation/reimbursement agreement and the Plan neverthelezss pays benefits to or on behalf of the
Participant or a coverad dependent, the Participant's acceptance of such benefits shall constitute
agreement to the Plan's right to subrogation or reimbursement.
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Each Participant and covered dependent consents and agrees that they shall not assign their rights to
zettlement or recovery against a third person or party to any other party, including their attarmeys,
without the Plan's consent. As such, tha Plan's reimbursement will not ke reduced by attorneys’ feas
and expenses without express written authorization from the Plan

1114, Mo Right to Employment

Malhing with respact 1o tha Plan shall be construed as a contract af employmeant belweaen the Campany
and the Participant, or as a right of any employee to continue in the employment of the Campany, or a5
a limitation of the right of the Company to discharge any of its employees, with or without cause.

M5, Governing Law; Venue

The Plan shall be construed in accordance with and governed by the laws of the Plan Sponsor's state of
arganization, but only to the extent not preempted by federal law. For any action arising out of or
relating to the Plan or the benefits provided thereunder, wenue and forum shall only be proper in the
federal court in or nearest 1o the city of the Plan Sponsor's address above,

1M16. Severability of Provisions

If any provision of the Plan shall be held invalid or unenforceable, such invalidity or unanforceability
shall not affect any ather provigions hareof, and the Plan shall be construed and enforced as if such
pravisions had not been included,

117. Effect of Mistake

In the avenl of a mislake as o the eligibility or participation of an employes, ar the allocalions mada 1o
the account of any Participant, or the amaunt of distributions made or ta he made to a Participant or
ather person, the Plan Administrator may, but is not required, to the extent it deems practicable, cause
to be allocated or cause to be withheld or accelerated, or otherwise make adjustment of, such amournts
as will in its judgment accard to such Participant or other persan the credits to the account ar
distributions to which he is properly entitled under the Plan, Such action by the Plan Administrator may
include withholding of any amounts due the Plan or the Company frem compensation paid by the
Company.

M18. Time Limits Absolute

Ta the extent this document or a Benefits Document fails to establish an cutside time limit on the filing
of any claim, such claim for benefits must be properly completed and filed within one year of the date
af zervice for such claim. No benefits will be due ar owing for claims submitted after that timea.

52



Time is of the eszence. The claim filing and appeals timelines of the Plan are absolute. Mo waiver by
the Plan Administrator or its delagate iz permitted. These time limitations (and the prohibition against
wiaivars of such imitations) shall apply 1o participants/beneficaries as wall as 1o their successors,
heirs, assigns, legal representatives, Medicare/CMS and any other person or entity whose rights are
derivative of participants/beneficiaries.

Maotices to the Company or the Plan Administrator (or any delegate of the Company or the Plan
Administrator) are deemed given when actually received during business hours of the Company (or of
the delegate, as the casa may be). To the fullest extent allowed by law, any natics, election or action of
an employes, dependent, Participant or beneficiary (or any authorized representative of any of the
foregoing) must be given, made or taken during business hours of the Company. If a deadline provided
ar referenced herain or in a Banefit Document falls an a nan-business day of the Campany, then, to the
axlent allowed by law, such deadline shall Tall an the immediately preceding business day,

1119. Balance Billing Protections Are Not Plan Benefits

Fadaral or slale law may provide cerlain righls or proceduras for dalemmining amounls payabla 1o a
provider, and such rights or procedures may have the effact af limiting how much the provider is
permitted to charge a Participant or Beneficiary. In no event is any federal or state law protection
against being changed for an amount in excess of the amount determined to be payable by the Flan
{i.e., "balance billing" or 'surprize billing" protection) a Plan benafit, Those pracedures, and the exercise
al those rights, are not Plan benafits, and the Plan makes no guaranty of any particular outcome of
such procedures ar rights. No statements, communications or notices concemning balance billing rights
ar procedures shall constitute a promise or guaranty of any particular result, and in no way shall the
Plan be liabla for any amaunt that is balance billed, whether ar not any faderal or state balance billing
pratection rights are Tully or properly exercised or procedures ara Umely or properly Tallowead,
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COBRA Continuation Coverage Notice

YU are receiving this notice becauss vou may be covered under the Yermesr Manufacturing Health and Welfare
Eenefir Plan (the "Flan’). This notice contains important information abowt rights vou may have to COBRA
cantinuation coverage ('COBRA coverage'], which is a ternporary extension of group health coverage under the
Flarn in certain circumstances when coverage would otheswizse end. This natice generally explains COBRA
caverage, when it may become available to you and your family, ard what you need to da to protect the right to
receive it,

Tha right to COBRA coverage was created by a federal law, the Consolidated Omribus Budget Reconciliztion Act
of 1985 ("COBRA™. If COBRA applies to the Plan, COBRA coverage may he available to you when yvou wauld
atherwize lnse your group health coverage. It can also become availahla to ather members of your family who are

cavered under the Plan when they would otherwize lose their group health coverage.

This natice is a summary cnly, it does nct fully describe the COBRA coaverage law or other rights ar obligations
under the Plan. For & more complete description of your rights and abligations concerning COBRA coverage, ses
the Plan's governing documents or contact the hurman resources department of the Company, whose contact
information is below. The Plan provides no greater COBRA rights than what COBRA mequires; nothing in this notice
is intended to expand vour rights beyond COBRA's requirements.

Yo may have other opticns availahle to youw when vou lose group health coverage, Far example, you may be
eligible o buy amindividual plan through the Health Insurance Marketplace, By enrclling in coverage through the
karketplace, vou may qualify for lower costs an your manthly premiums and lower aut-of-pocket casts,
Additionally, you may qualify for a 30-day special enrallment period for ancther group health plam for which yow

are gligible (such as a spouse's plan), even if that plan generally doesn't accept late enrollzes.
What |s COBRA Continuation Coverage?

COBRLA coverage is a continuation of Plan coverage when coverage would ctherwise end because of a Iife event
krwn as a “gualifying event.” Specific qualifying events are listed latar in this natice. After a gqualifying event (and
after any required notice is properly and timely providesd to the Plan], COBRA requires that COBRA coverage be
offered to each persan who is & "qualified bensficiary.” You, your spouse, and your dependent children could
becorme qualified benehiciaries entitled to elect COBRA coverage if coveragz under the Plan is lost because of the
gualifying event. Under the Plan, gualified benaficiaries who elect COBRA coverage must pay for COBRA coverage

If you are an employee, vou will be entited to elect COBRA IF vou lase vour group health coverage under the Plan
because either one of the following qualifving events happens:

& Your hours of employment are reduced; or
# Your employmnent ends for any reason other than gross misconduct,

If you are the spouse of an employee, vou will be entitled ta elect COBRA coverage if you loss vour group health
caverage under the Plan because any of the fallowing qualifying events hapoens:

# Your spouse dies;



# Your spouse’s hours of employment are reduced;
®  Your spouse's employment ends Tor any reasan ather thar gross misconduat; ar
& You become diverced or legally separated from your spouse.

& persan enralled as vour dependent child will be entitled to elect COBRA coverage if such person leses group

health coverage under the Plan because any of the fallowing qualifving events happens:

®  The parent-employee dies:

« The parent-employves’s hours of emnployment are reduced;

#  The parent-emplovee's employment ends for any reason other than gross misconduct; or
#  The child stops being eligible for coverage undes the Plan as a “dependent child.®

When Is COBRA Coverage Available?

When the qualifving event is the end of employment, reduction of hours of employment or death of the emplaoyee,
the Plan will offer COBRA coverage to qualified beneficiaras.

You Must Give Notice of Some Qualifying Events

Faor all cther qualifying events (including divorce or legal separation of the employee and spouse of a dependent
child's Inzing eligibility for coverage a8 2 dependent child), a CORRA coverage election will only ke available if you
natify the Plan in writing within 60 days after the later of (a) the date the gualifying event ocours or {b) the date on
which the qualified beneficiary loses or would lose coverage under the terms of the Plan as 2 result of the
gualifying event, IF vou do nat timely and properly give notice vou and your dependents will lose any nghts to elect
CORRA continuation coverage, Dontact the Plan to obtain the appropriate forms for this notice, including 2

description of any required information or documentation.
Electing COBRA Coverage

Each qualified bensfiziary will have an independent right ta elect COBRA coverage, Covered employees and
spouses (f the spause is a qualified Beneficiany) may elect COBRA coverage an behall af all of the qualified
beneficlaries and parents may elect COBRA continuaticn coverage an behalf of thelr children. Any qualified
benefiziary for whom COBRA coverage is nat electad within the a0-day electicn period specified inthe Plan's
COBRMA election notice WILL LOSE THE RIGHT TO ELECT COBRA.

How Long Does COBRA Coverage Last?

COBRA coverage is a temporary continuation of coverage that generally |asts for 18 manths due to employment
Lermination or reduction of hours of worle. Certain gualifying events, or a second gualifying event during the initial
pericd of coverage, (death of the emplovee, a covered emplovee's divorce or legal separation, or lesing eligibdlity
ag a child) may permit a baneficiary to receive up 1o 36 menths aof Plan group health coverage,

‘When the qualifying event is the end of employment or reduction of the employee's hours ot employment, and the
employes became entitled to Medicare benefits less than 18 months before the qualifving event, COBRA coverage
for qualfied beneficiaries (other than the employves) wha lose coverage as a result of the qualifving event can last
until up ta 36 months after the date of Medicare entitlement. For ezample, if a covered employee becomes
entitled to Medicare 8 menths before the date on which empleyment terminates, COBRA coverage for the



employee’s spouse and children who lost coverage as a result of the termination of employment cam last up te 36
menths after the date of Medicare entitlement, which is equal to 28 manths after the date of the qualifying event
r36 months minus 8 months), This COBRA coverage perlod 12 avallakle only If the covered employes becomes
entitlad to Medicare within 18 months BEFORE the termination of emplovment ar reduction in hours, Otherwise,
when the qualifying event i= the end of employment or reduction of the employes’s hours of employment, COBRA
cantinuation coverage generally lasts for only up o a total of 18 months. The COBRA coverage pericds described
above are maximum coverage pencds. COBRA coverage can end before the end of the maximum coverage
pericds described in this notice for several reasans, which are described in the Plans summary plan description

There are two ways in which this 18-manth perod of COBRA continuation coverage can be extended,

1. Digability extension of COBRA cavorans.

If a qualified beneficiary is determined by the Social Secority Administration to be diszbled and you properly notify
the Plan ina timely fashion, all gualified beneficiaries in sour Family may be entitled to receive up o an additional
11 morths of COBRA continuation coverage, for a total maximum of 29 manths, This extension is available only
for qualified heneficiaries who are receiving CORRA coverage hecause of & qualifying event that was the coverad
employee's fermination of employmeant or reduction of hours. The dizability must have started at some time
befare the 815t cay after the coverad emplovess termination of employment or reduction of hours and must last
at least until the end of the periad of COBRA coverage that would be available witheut the disakility extension
{generally 18 manths, as deacribed ahave).

The dizability extension is available cnly if you notify (he COBRA administrater in writing of the Social Security
Administration's determination of disability within &0 days after the latest of; (3) the date of the Sacial Security
Administration's dizahility determination; (B) the datz of the covered emplovee's termination of employment or
reduction of hours; or (o} the date on which the gualified bereficiary loses [or would lose) coverage under the
terms of the Plan az a result of the covered employec's tenmination of emplagment of reduction of hours.

You must also provide this notice within 18 manths after the caverad emplovess terminatian of emplewment or
reducticn of hours in order 1o be entitled to a disahility extensicn. The COERA administrator may require that
notice be given on certain forms,. Contact the COBRA administratar ta abtain the praper farms. If the Plan's and
COBRA administrator's pracedures are not followed or if the notice s not provided to the COBRA administrator
during the S0-day notice period and within 18 months after the covered emploves's termination of employment or
reduction of hours, THEN THERE WILL BE NC CISAEBILITY EXTENSION OF COBRA COVERAGE.

2. Second gualilving evenl exlension ol COBRA coverans.

If vaour family experiences another qualifying event while receiving COBRA coverage because of the covered
employee’s termination of employrment or reduction in hoars (including COBRA caverage during a dizability
extension parad), the spouse and dependant children recelving COBRA coverage can get up to 18 additicnal
menths of COBRA coverage, for a maximum of 36 months if natice of the second qualifving event is properly
given ta the Plan. This edension may be available to the spouse and dependent children receiving COERA
coverage if the employee or former emploves dies, gets diverced ar legally separated or if the dependent child
stops being eligible under the Plan az a dependent child, but enly if the event would have caused the spouse ar
dependent child to lose coverage under the Plan had the first qualifying event not occurred. [This extensian is not

available undar tha Plan whan a covered emplayee becomeas entitled 1o Medicare after termination of employmend



af redustion of hours) This extension due toa second gualifeing event is available anly it you nalify the COBRA
administrator in writing of the second qualifving event within &0 days of the date of the secand qualifying event.

Are There Other Coverage Options Besides COBRA Coverage?

Yes. Instead of enralling in COERA coverage, there may be other coverage aptions for vou and yaur family
through the Health Insurance Marketplace, Medicaid, or ather group health plan coverage options (such as a
spouses plan) through what is called a "special enrcliment period” Some of these oplions may cost less thar
COBRA coverage.  You can leam mcre abodt many of these aptions at swwee hoalthaare aoy.

In addition, vou may have continuation coverage rights under state law. Far mere infermation about state
cantinuation coverage contact by mail al Paylocily, PO Box 7410397, Chicago, IL 6067A4-0397 ar by phone at
SN-63T-353%,

Can | Enroll in Medicare Instead of COBRA Coverage after My Health Plan Coverage Ends?

In general, if you dor't enrell in Medicars Part & or B when yau are first eligible becavse vou are still ermployed,
after the Medicare initial enrallment aeriod, you have an g-month special enrcliment penad to sign up for
bledicare Part A or B, beginning an the earlier of;

#  The month after your ermployment ends; or
# Themaonth after group health plan coverage based an current employrent ends.

If vou don't enrcllin Medicare and elect COBRA coverage inatead, you may have to pay & Part B |ate enrollment
penalty and you may have a gap in coverage I you decide vou want Part 8 later. If you elect COBRA continuatian
caverage and later enrall in Medicare Fart & or B before the COBRA coverage ends, the Plan may terminate your
continuation coverage. However, it Medicare Part A or B is effective an or before the date of COBRM election,
COERA& coverage may not be discontinued an account of Medicare entitlernent, even if vou enroll in the other part
of Medicare after the date of the electicon of COBRS coverage.

IF you are enrclled in both COSRA coverage and Medicare, Medicare will generally pay first (primary payer] anc
COBRA coverage will pay second. Cerlain plans may pay as il secondary to Medicars, even if you are nol enrclled
in Meadicare.

Faor micre information vist httpsSeswws medicare gondmed icare-and-vou

If ¥ou Have Questions

Questions concerning vour Flan ar your GOBEA rights, should be addressed tavour Plan Administrator, For mars
information aboul your rights under ERISA, including COBRA, the Heallh Insurance Portability and Accounlability
Act [HIPAL), and other laws affecting group health plans, contact the nearest Regional or District Office of the U
a. Department of Labor's Employvee Benefits Security Administration (EBSA) in vour area ar visit the EESA wehsite
at werw dol.gov/ebza. (Addresses and phane numbers of Regianal and District EBSA Offices are available through
EBSAs wabsite )




Keep Your Plan Infarmed of Addrezs Changes

In crder to protect vour family's rights, vou should keep the Plan administratos informed of any changes in the
addresses of family members, You should al=o kesp a copy, far your records, of any notices you =end to the Plar

Adrministrater.

Plan Contact Infarmalion

Plan Administrator: COBRA Administrator:
Wermeer Manufacturing Company Paylocity

% Benefits PO Box 7410397,

1210 Wermeer Road East Chicago, IL 60674-0397
Pella, lowa 50251 Phone: 800-631-3539
Talephone: G41-628-3141




Vermeer Manufacturing Health and
Welfare Benefit Plan

Welfare Benefit Insurer/TPA Appendix

07/07 72026
Eenefit Type Insurer or Third-Party Administration | Funding
Administrator

Medical - Wellmark BCES of lowa - Selt-Insured Unfunded

Prescription Drugs - Keenan Pharmacy through Self-Insured i Unfunded
- Express Scripts ' :

Vermeer Health Services Premise Health Sel-lnsured Unfunded

Center (Limited On-Sile ;

kedical)

Vermeer Family Pharmacy Walgreens through Premise Self-Insurad : Unfunded

{Limited On-Site Prescription | Health ; ;

Drugs) ;

Chranic Condition - Vermeer Heallh Services Sell-Insuread UnTunded

kManagement Services E !

Telehealth Dr. On Demand (Wellmark BCES Self-Insurad Unfunded
: of lowa) ; :

Dental Delta Dental Self-Ingured Unfunded

Vision - Avesis Insurad Unfunded

Basic Life and Accidental - Lincoln Financial Insuread Unfunded

Death & Dizmemberment : i -

Voluntary Life - Linceln Financial Insured Unfunded

Lang-Term Disability - Lincoln Financial Insurad Unfunded

Pre-Paid Legal - Legal Shield Inzured Uinfunded

Accident Lincaln Financial Inzured Unfunded

Critical lllness - Lincoln Financial Insured Unfunded




Slalulary Leave (MM Paid
Leave)

Weallness

Short-Term Disability
(non-ERISA)

Ganaral-Purpose Healthcare
Flexible Spending Account

Limited-Purpose Healthcare
Flexible Spending Account

Dependent Care Flexible

Spending Account (non-ERISA) |

HSA Cantribution Acoount
(non-ERISA)

P Lincaln Financial Insured F Unfunded
{ Workplace & Family Life Services | Self-Insured i LUinfunded
LiTe Well Program Sall-Insured Unfunded
i Varmeer Self-Insured i Unfunded
tAlarus Sell-lnsured ¢ Unfunded
i Alerus Self-Insured i Unfunded
Alerus Self-lnsured Unfunded
Alerus Salf-Insured Unfunded
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