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INTRODUCTION

Iowa Legal Aid (hereinafter the “Employer”) maintains the Iowa Legal Aid Health and Welfare
Benefit Plan (the “Plan”) for the exclusive benefit of Employees who meet the eligibility requirements. The
Plan is a large, single plan that provides a variety of benefits. Those benefits are referred to herein as
“Components.” Some of the Components are subject to the Employee Retirement Income Security Act of
1974, as amended (“ERISA") and provisions of the Internal Revenue Code of 1986, as amended (“Code”).
This Summary Plan Description ("SPD") describes the requirements imposed by ERISA and the Code, and
describes the administrative framework for all of the benefits that are provided. This document and its
Exhibits, including the certificates of coverage issued by the insurance companies and the summary plan
descriptions issued by the third-party administrators and/or Plan Administrator, constitute the SPD for each
of the Components to the extent required by ERISA § 102.

Important: This SPD is only a summary of the key parts of the Plan, and a brief description of your rights
as a Participant of a Component benefit. Be sure to proceed through this SPD carefully, so that you can
make informed decisions that are right for you.

The Plan provides benefits through the following Components, as described in Exhibit B:

lowa Legal Aid Medical Plan
lowa Legal Aid Dental Plan
ITowa Legal Aid Vision Plan
lowa Legal Aid Group Life/AD&D Plan
ITowa Legal Aid Long-Term Disability Plan
ITowa Legal Aid Health Savings Account (HSA)
ITowa Legal Aid Health Flexible Spending Account (FSA)
ITowa Legal Aid Limited Purpose FSA
ITowa Legal Aid Dependent Care FSA
ITowa Legal Aid Health Reimbursement Arrangement (HRA)

Each of these Components is summarized in a certificate of coverage booklet issued by an insurance
company or a summary plan description issued by the third party administrators and/or Plan Administrator.
A copy of each certificate of coverage or summary plan description is attached to this document in Exhibit
B. This document plus the Exhibits and Attachments together are the SPD for the Plan. It is
very important to check the Parts of Exhibit B relating to each Component.

Important: Benefits under each Component are provided pursuant to an insurance contract and/or
pursuant to a governing plan document adopted by the Employer. If the terms of this document conflict
with the terms of such insurance contract or governing plan document, then the terms of the insurance
contract or governing plan document will control, rather than this document, unless otherwise required
by law.




PART I.
GENERAL INFORMATION ABOUT THE PLAN

1.1 What is the purpose of the Plan?

The purpose of the Plan is to provide certain Employees with an opportunity to receive certain
benefits as part of an employee welfare benefit plan, as further described herein. You are being provided
this document to give you an overview of the Plan and to address certain information that may not be
addressed in the Exhibits.

1.2 When did the Plan take effect?
This Plan has been adopted effective January 1, 2023.

It operates on a “Plan Year” running from January 1 through December 31. It is important to note
that some Components of the Plan may operate on a different Plan Year than the ERISA Wrap Plan Year
identified above.

1.3 Who can participate in the Plan?

Each Employee of the Employer shall be eligible to participate in the Plan upon meeting the
eligibility requirements (e.g., hourly work requirements, etc.) of any one of the applicable Components
identified in Exhibit B. These employees are called “Eligible Employees.” Those Eligible Employees who
actually participate in one or more the Components of the Plan are called “Participants.” There are certain
exceptions. They are described in the underlying Plan document. You will be notified if you fall within one
of those exceptions.

“Employee” means a common-law employee of the Employer, except that the term “Employee” does not
include any common-law employee who is a leased employee (including, but not limited to, an individual
defined in Internal Revenue Code § 414(n)), or any common-law employee who is an individual classified
by the Employer as a contract worker, independent contractor, temporary employee or casual employee,
whether or not any such person is on the Employer’s W-2 payroll. The term “Employee” also does not
include any individual who performs services for the Employer but who is paid by a temporary or other
employment agency or any employee covered under a collective bargaining agreement unless the collective
bargaining agreement so provides. The term “Employee” includes “former employees” for the limited
purpose of allowing continued eligibility for benefits as provided hereunder after an employee ceases to be
employed by the Employer.

To determine whether you are eligible to participate in a Component identified in Exhibit B, please
read the eligibility information contained within the Exhibit for the applicable Component.

14 When do I become a Participant?

For newly Eligible Employees, participation may begin as described in each of the Components
identified in Exhibit B. Participation dates may vary based upon the Component and classification of an
Eligible Employee.

Special rules that limit entrance apply if you do not become a Participant in any of the Components
identified in Exhibit B when first eligible. For some Components, you may become a Participant at the start
of any subsequent Plan Year, subject to any applicable evidence of insurability requirements imposed by
the Components. Other Components do not have regular entry dates. In addition, with certain
Components, you may begin participation at other times under certain circumstances. For example, see




the description of HIPAA Special Enrollment that applies to the Component providing group health coverage
described in Exhibit B.

1.5 Can others be covered through me?

Depending upon the terms and conditions of a particular Component, you may be able to have
certain family members (e.g., child, spouse, etc.) covered through you. In order for other persons to be
covered through you, you must be (and remain) a Participant in the Plan and under the particular
Component(s).

1.6 What are the conditions of participation?
As a condition of participation and receipt of benefits under the Plan, you agree to:
(a) Observe all Plan rules and regulations;

(b) Consent to inquiries by the Plan with respect to any provider of services involved in a claim
under the Plan;

(©) Submit to the Plan all notifications, reports, bills, and other information that the Plan may
reasonably require;

(d) Agree to repay any overpayments or incorrect payments received through the Plan; and

(e) Agree to provide required proof or documentation regarding eligibility within thirty (30)
days of the request.

Failure to do so may impact your ability to participate in the Plan (including the Components).
1.7 When does participation end?

Participation in the Plan ends when you are no longer covered under any of the Components,
regardless of the reason. In general, participation in any of the Components identified in Exhibit B continues
until you elect not to participate, you are no longer an Eligible Employee, the Component terminates, you
fail to make contributions in a timely manner, or your participation is terminated for cause. In most cases,
benefit coverage ends on the last day of the month in which such an event occurs. However, different
Components may have different “last day of coverage” rules depending upon the type of benefit and the
reason for the cessation of participation. Furthermore, if you fail to make contributions in a timely manner,
coverage may end on the last day of the last month for which you made the full contribution and there are
other situations (e.g., fraud) in which coverage may be terminated retroactively (i.e., rescinded) when
allowed by applicable law.

With respect to others who are covered through you, their coverage typically ceases if your
coverage ceases. In addition, there may be other reasons that their coverage may end independently of
whether your coverage ends (e.g., cease to meet the definition of dependent child).

1.8 How do I enroll and make benefit elections?

The Employer, in its capacity as Plan Administrator, will provide you with the forms necessary to
enroll and make elections for the Components identified in Exhibit B, including information about the costs
of the various Component benefits. For additional information regarding enroliment and benefit elections
for a Component identified in Exhibit B, please read the information contained within the Exhibit applicable
to the particular Component(s).




1.9 Can I change my election in a Component of the Plan during Plan Year?

Whether a change in coverage under a particular Component can occur during the Plan Year
depends upon the terms and conditions (1) of the Component, and (2) to the extent you pay for any portion
of the cost of coverage on a pre-tax basis, the Employer’s cafeteria plan under Section 125 of the Code
(reflected in a separate document).

Note: If you are interested in making a change in coverage under a Component of this Plan, it is very
important to check the Exhibit B Part relating to that Component. And, if you pay your share of the cost
of coverage through the Employer’s cafeteria plan, you need to check that plan’s terms and conditions
regarding changes during the Plan Year.

1.10 Must I make contributions to receive coverage and, if so, who holds the contributions
I pay for a Component benefit?

The Employer may require you to pay all or a portion of the cost of coverage under a Component.
If so, the Employer will notify you of the applicable contribution rates. Your required contributions (if any)
may be made on a pre-tax basis if allowed under the Employer’s cafeteria plan. If pre-tax contributions
cannot be made through the cafeteria plan, you must make after-tax contributions. Such contributions are
generally due by the first day of each month unless the Employer has agreed to another payment schedule,
as identified in Exhibit A. A contribution grace period will be provided if one is required under applicable
law or one is needed to ensure an offer of coverage has been made in accordance with Treas. Reg. §
54.4980H-3(g).

Your contributions towards the cost of coverage are held in the Employer’s general assets. There
is no separate trust. The contributions are held as part of the Employer’s general assets until they are used
to provide coverage under a Component (e.g., forwarded to the insurance carrier, used to pay benefits,
etc.).

1.11 What happens when there is an insurance company refund?

Any refund provided to the Employer by an insurance company that has issued an insurance
contract for any Component provided under the Plan will be allocated in accordance with the then prevailing
United States Department of Labor (DOL) guidance. As a Participant in the Plan, you may directly benefit
from such a refund. The portion of the refund allocated to Participants will be (i) used solely for the benefit
of the Participants participating in the Component with respect to which the refund was provided, and (ii)
returned to such Participants in a manner allowed by applicable law (e.g., to provide a refund, a premium
holiday, an increase in benefits, etc.), as determined by the Plan. The portion of the refund allocated to
Participants will be returned to the Participants no later than three (3) months following the date on which
the Employer receives such refund from the insurance company.

1.12 What are the tax consequences to me?

Just because benefits are provided by your Employer under this Plan does not necessarily mean
they are provided on a tax favored basis to you. Depending upon a variety of factors (including the type
of benefit, the amount of the benefit, characteristics of the Eligible Employees and Participants,
characteristics of those covered through Participants (e.g., children, spouse, etc.), etc.), the value of the
benefit may or may not result in taxable wages to you.

1.13 Will I have any administrative costs under the Plan?

No. The entire cost of administering the Plan is paid by the Employer.




1.14 How long will the Plan remain in effect?

Although the Employer expects to maintain the Plan (including each of the Components)
indefinitely, the Employer has the right to amend or terminate the Plan in whole or in part at anytime. It
is also possible that future changes in state or federal laws may require that the Plan be amended or
terminated accordingly. You will be informed if changes are made to the Plan.

1.15 How are claims determined?

ERISA requires certain rules to be followed regarding the determination of claims for benefits (e.g.,
format, time frames, notifications, etc.). What rules apply in a particular situation depend upon a variety
of factors (including the type of benefit, whether it is provided on an insured or self-insured basis, etc.).
The underlying Plan document provides the overall structure for determining claims while many of the
specifics of the particular Component are described in the Exhibit relating to that Component. Itis intended
that the claims procedures be in conformance with the applicable ERISA requirements.

Special note regarding the Medical Plan Component. With respect to the Iowa Legal Aid Medical
Plan Component of the Plan, the Patient Protection and Affordable Care Act ("PPACA") also requires certain
rules to be followed. The specifics of these rules and their application to the Medical Plan Component of
the Plan are described in the Plan document and also in Exhibit B-1. Affordable Care Act Compliance
Policy and its attachments for that Component (and subsequent changes to that Exhibit and its
attachments). It is intended that the claims procedures be in conformance with the applicable PPACA
requirements.

1.16 Can I assign my right to benefits under the Plan?

In general, benefits payable under the Plan (including any Component) cannot be assigned.
However, with respect to particular Components, you may have limited rights to assign benefits to providers
of health care services.




PART I1.
CONTINUATION COVERAGE

2.1 What are my continuation rights under COBRA?

The Consolidated Omnibus Budget Reconciliation Act of 1985 ("COBRA") requires most employers
to offer Employees and their families (spouse and/or dependent children) the opportunity to pay for a
temporary extension of health coverage (called "continuation coverage") at group rates in certain instances
where health coverage under an employer sponsored group health plan(s) would otherwise end. There is
no requirement that a person be insurable to elect continuation coverage. However, a person who
continues coverage may have to pay all of the premium for the continuation coverage. Medical, Dental,
Vision, Health Flexible Spending Account (FSA) Benefits shall be operated consistent with COBRA and
pursuant to COBRA policies and procedures contained in a separate document, which is incorporated by
reference into the Plan and this SPD and is available to you upon request, at no charge.

2.2 What are my continuation rights under USERRA?

If you are called to active duty in the uniformed services, you may elect to continue coverage for
you and your eligible dependents under Uniformed Services Employment and Reemployment Rights Act of
1994 (“USERRA") for a period of up to 24 months. You and your eligible dependents qualify for this
extension if you are called into active or reserve duty, whether voluntary or involuntary, in the Armed
Forces, the Army National Guard, the Air National Guard, full-time National Guard duty (under a federal,
not a state, call-up), the commissioned corps of the Public Health Services and any other category of
persons designated by the President of the United States. This continuation right is similar to, and runs
concurrent with, your continuation rights under COBRA (if any). The Medical, Dental, Vision, Health Flexible
Spending Account (FSA) Benefits shall be operated consistent with USERRA and pursuant to USERRA
policies and procedures contained in a separate document, which is incorporated by reference into the Plan
and this SPD and is available to you upon request, at no charge.

23 What are my continuation and/or conversion rights for group health plan coverage
under state law?

Some, but not all, states require continuation and/or conversion of group health insurance upon
certain events. If provided under applicable state law, your continuation and/or conversion rights, and the
rights of those who are covered through you, are described in the separate materials that have been
provided to you either directly by the carrier (the insurance company) or by your Employer. If you have
not been provided this information, you should contact the Employer.




PART III.
FAMILY AND MEDICAL LEAVE ACT OF 1993

3.1 Family and Medical Leave Act of 1993

The Family and Medical Leave Act of 1993 ("FMLA") imposes certain obligations on employers with
fifty (50) or more Employees. In particular, the FMLA provides special protections for group health
coverage. This Plan (including the Components) shall be administered in a manner consistent with the
FMLA and the Employer’s FMLA policy required thereunder which is incorporated by reference into the Plan
and this SPD. If applicable to your situation, you will be provided with an explanation of your FMLA rights
and responsibilities with respect to benefits under the Plan.




PART 1IV.
STATEMENT OF ERISA RIGHTS

As a Participant in this Plan (including any Components), you are entitled to certain rights and
protections under ERISA.

Receive Information About Your Plans and Benefits. ERISA provides that all Participants shall be
entitled 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 plan with the U.S. Department of Labor and available at
the Public Disclosure Room of the Employee Benefits Security Administration.

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

(©) Receive a summary of the Plan’s annual financial report. The Plan Administrator is required
by law to furnish each Participant with a copy of this Summary Annual Report ("SAR").

COBRA Rights. As a Participant in the Plan, you are entitled to continue health coverage for yourself,
your spouse or your dependents if there is a loss in coverage under the plan as a result of a qualifying
event. You or your dependents may have to pay for such coverage. Review this SPD and the documents
governing the Plan on the rules governing your COBRA continuation coverage rights.

Prudent Actions by Plan Fiduciaries. In addition to creating rights for Participants, ERISA imposes
duties upon the people who are responsible for the operation of the employee benefit plan. The people
who operate your Plan, called “fiduciaries” of the plan, have a duty to do so prudently and in the interest
of you and other Participants and beneficiaries. No one, including your employer, or any other person, may
fire you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit
or exercising your rights under ERISA.

Enforce Your Rights. If your claim for a welfare benefit is denied or ignored, in whole 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.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy
of Plan documents or the latest annual report from the plan and do not receive them within thirty (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 per day until you receive the materials, unless the materials
were not sent because of reasons beyond the control of the administrator. If you have a claim for benefits
which is denied or ignored, in whole or in part, you may file suit in a state or Federal court. In addition, if
you disagree with the plan’s decision or lack thereof concerning the qualified status of a domestic relations
order or a medical child support order, you may file suit in Federal court.

If it should happen that Plan fiduciaries misuse the plan’s money, or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S. 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 sued to pay these costs and fees. If you lose, the court may order
you to pay these costs and fees, for example, if it finds your claim is frivolous.




Very Important: Exhaustion of Administrative Procedures Required; Statute of Limitations.
The right to maintain a court action is subject to the Plan’s requirements that administrative procedures be
completed first. This is called exhaustion of administrative remedies. Failure to exhaust administrative
procedures may preclude you from bringing an action in court. Furthermore, if you intend to
initiate legal action related to the Plan, including legal action for benefits under the Plan pursuant to Section
502(a) of ERISA, you must do so within two (2) years after receipt of a notification of an adverse benefit
determination at the final level of appeal provided under the Plan. If, due to special circumstances, you
were not required to exhaust your administrative remedies, legal action must be brought within two (2)
years of the date the relevant claim for benefits was submitted to the Plan. You may not bring legal action
after the expiration of the applicable limitations period. These deadlines for bringing a legal action apply
unless a different time period is provided in Part of Exhibit B applicable to the Component with respect to
which the action is being brought.

Assistance with Your Questions.

If you have any questions about your Plan, you should contact the Plan Administrator. If you have any
questions about this statement or about your rights under ERISA or HIPAA, or if you need assistance in
obtaining documents from the Plan Administrator, you should contact the nearest office of the Employee
Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division
of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of
Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications
about your rights and responsibilities under ERISA by calling the publications hotline of the Employee
Benefits Security Administration.




EXHIBIT A. Employer and Plan Information

PART I. Employer Details

Employer and Plan Sponsor:

Employer Business Type:
Employer Identification Number (EIN):
Employer subject to ERISA?
Commonly Controlled Entities:

PART II. General Plan Information
Name of Plan:
Plan Year:
Plan Number:
Effective Date of Plan:

Type of Plan:

Plan Administrator:

Agent for Service of Legal Process:

Named Fiduciary:

Iowa Legal Aid

666 Walnut Street, 25th Floor
Des Moines, IA 50309

Phone: 800-532-1503

Corporation
42-1079227
Yes

N/A

Iowa Legal Aid Health and Welfare Benefit Plan
January 1 through December 31

501

January 1, 2023

The Plan provides comprehensive Medical, Dental,
Vision, Group Life/AD&D, Long-Term Disability,
Health Savings Account (HSA), Health Flexible
Spending Account (FSA), Limited Purpose FSA,
Dependent Care FSA, Health Reimbursement
Arrangement (HRA) benefits and to the extent
required by applicable law is considered a “Health
and Welfare Benefit Plan” under ERISA.

Iowa Legal Aid

Attn: Suren Hong/HR & Accounting Representative
666 Walnut Street, 25th Floor

Des Moines, IA 50309

Phone: 800-532-1503

Iowa Legal Aid

666 Walnut Street, 25th Floor
Des Moines, 1A 50309

Phone: 800-532-1503

Legal process may also be served on the Plan
Administrator or any Trustee with respect to
disputes arising under the Plan.

Iowa Legal Aid
666 Walnut Street, 25th Floor

10



PART III. Additional Plan Details

COBRA Administrator:

11

Des Moines, IA 50309
Phone: 800-532-1503

Health Equity

PO BOX 224547
Dallas, TX 75222
Phone: 877-452-6272



EXHIBIT B. Component Benefit Plans

PART I. Carrier/ Administrator Details

Benefit Policy Name Insurer/Administrator Policy Number/ | Claims Funding Policy/Plan
Type Group ID Administrator Year
Medical Medical Insurance Wellmark Blue Cross Blue 50012 Insurer/Carrier Fully 1/1-12/31
Plans Shield of Iowa Insured
1331 Grand Avenue, Des
Moines, IA, 50309
Phone: 800-524-9242
Website:
https://www.wellmark.com/
Dental Dental Insurance Plan | Delta Dental of IA 33148 Insurer/Carrier Fully 1/1-12/31
Insured
9000 Northpark Drive,
Johnston, IA, 50131
Phone: 515-331-5362
Website:
https://www.deltadentalia.co
m/
Vision Vision Insurance Plan | EyeMed Vision Care 150150CZ1L5 Insurer/Carrier Fully 1/1-12/31
Insured
4000 Luxottica Place, Mason,
OH, 45040
Phone: 866-939-3633
Website:
https://www.eyemed.com/en
-us
Group Employer Sponsored Cigna Life Insurance SGM- Insurer/Carrier Fully 1/1-12/31
Life/AD&D Life & AD&D Company of New York 609277/SOK- Insured
Insurance Plan 606882
140 East 45th Street, New
York, NY, 10017
Phone: 800-732-1603
Website: www.mynylgbs.com
Long-Term | Employer Sponsored Cigna Life Insurance SGD-609901 Insurer/Carrier Fully 1/1-12/31
Disability Long Term Disability Company of New York Insured
Insurance Plan
140 East 45th Street, New
York, NY, 10017
Phone: 800-732-1603
Website: www.mynylgbs.com
Health Health Savings Bank of Participant’s Choice See Component See Component Self Insured | 1/1 - 12/31
Savings Account (HSA) Benefit Benefit
Account documents or documents or
(HSA) contact plan contact plan
Administrator Administrator
Health Health Flexible Infinisource, Inc. Infinisource | See Component Insurer/Carrier Self Insured | 1/1 - 12/31
Flexible Spending Account Benefit
Spending (FSA) 15 E. Washington Street, PO documents or
Account Box 889, Coldwater, MI, contact plan
(FSA) 49036 Administrator
Phone: 800-300-3838
Website:
https://www.isolvedbenefitser
vices.com/
Limited Limited Purpose FSA Infinisource, Inc. Infinisource | See Component Insurer/Carrier Self Insured | 1/1 - 12/31
Purpose Benefit
FSA 15 E. Washington Street, PO documents or

Box 889, Coldwater, MI,

contact plan

12




49036 Administrator
Phone: 800-300-3838
Website:
https://www.isolvedbenefitser
vices.com/
Dependent | Dependent Care FSA Infinisource, Inc. Infinisource | See Component Insurer/Carrier Self Insured | 1/1 - 12/31
Care FSA Benefit
15 E. Washington Street, PO documents or
Box 889, Coldwater, MI, contact plan
49036 Administrator
Phone: 800-300-3838
Website:
https://www.isolvedbenefitser
vices.com/
Health Health Infinisource, Inc. Infinisource | See Component See Component Self Insured | 1/1 - 12/31
Reimburse | Reimbursement Benefit Benefit
ment Arrangements (HRAs) | 15 E. Washington Street, PO documents or documents or
Arrangeme Box 889, Coldwater, MI, contact plan contact plan
nt (HRA) 49036 Administrator Administrator
Phone: 800-300-3838
Website:
https://www.isolvedbenefitser
vices.com/
PART I1. Specific Plan/Policy Information
Benefit Policy/Plan Eligibility Waiting Coverage Spouse/Depende Employer Premium COBRA | ERISA
Type Name Period Ends nt Coverage (incl. | Contribution Payment
Domestic
Partners)
Medical Medical All Employees; on the first | Last day Legal Spouse and | Yes — Pre-tax Yes Yes
Insurance AmeriCorps, of the of the Dependent Employer
Plans Interns and month month in Child(ren) pays a
temporary following which portion of
employees are date of eligibility Registered the premium
not eligible. hire ends Domestic Partner | on behalf of
Employee
Dental Dental All Employees; on the first | Last day Legal Spouse and | Yes — Employer Yes Yes
Insurance AmeriCorps, of the of the Dependent premium Paid
Plan Interns and month month in Child(ren) paid entirely
temporary following which by the
employees are date of eligibility Employer
not eligible. hire ends
Vision Vision All Employees; on the first | Last day Legal Spouse and | Yes — Employer Yes Yes
Insurance AmeriCorps, of the of the Dependent premium Paid
Plan Interns and month month in Child(ren) paid entirely
temporary following which by the
employees are date of eligibility Employer
not eligible. hire ends
Group Employer All Employees; on the first | Last day No Spouse or Yes — Employer No Yes
Life/AD&D | Sponsored AmeriCorps, of the of the Dependent premium Paid
Life & AD&D | Interns and month month in Coverage paid entirely
Insurance temporary following which by the
Plan employees are date of eligibility Employer
not eligible. hire ends
Long- Employer All Employees; on the first | Last day No Spouse or Yes - Employer No Yes
Term Sponsored AmeriCorps, of the of the Dependent premium Paid
Disability Long Term Interns and month month in Coverage paid entirely
Disability temporary following which by the
Insurance employees are date of eligibility Employer
Plan not eligible. hire ends
Health Health All Employees; on the first | Last day Legal Spouse and | No — Pre-tax No No
Savings Savings AmeriCorps, of the of the Dependent account
Account Account Interns and month month in Child(ren) funded
(HSA) (HSA) temporary following which entirely by

13




employees are date of eligibility Employee
not eligible. hire ends payroll
deductions
Health Health All Employees; on the first | Last day Legal Spouse and | No — Pre-tax Yes Yes
Flexible Flexible AmeriCorps, of the of the Dependent account
Spending Spending Interns and month month in Child(ren) funded
Account Account temporary following which entirely by
(FSA) (FSA) employees are date of eligibility Employee
not eligible. hire ends payroll
deductions
Limited Limited All Employees; on the first | Last day Legal Spouse and | No - Pre-tax No Yes
Purpose Purpose FSA | AmeriCorps, of the of the Dependent account
FSA Interns and month month in Child(ren) funded
temporary following which entirely by
employees are date of eligibility Employee
not eligible. hire ends payroll
deductions
Dependen | Dependent All Employees; on the first | Last day Dependent No - Pre-tax No No
t Care FSA | Care FSA AmeriCorps, of the of the Child(ren) Only account
Interns and month month in funded
temporary following which entirely by
employees are date of eligibility Employee
not eligible. hire ends payroll
deductions
Health Health All Employees; on the first | Last day Legal Spouse and | Yes — Employer Yes Yes
Reimburse | Reimbursem | AmeriCorps, of the of the Dependent portion of Paid
ment ent Interns and month month in Child(ren) premium
Arrangem | Arrangemen | temporary following which reimbursed
ent (HRA) | ts (HRAs) employees are date of eligibility by the
not eligible. hire ends Employer

PART III. Additional Plan/Policy Details

Benefit Type

Insurer/Administrator

Policy Name/Number

Account (FSA)

Health Flexible Spending

Infinisource, Inc. Infinisource

Health Flexible Spending Account
(FSA)

The FSA allows for a limited carryover of your account balance(s) from Plan Year to Plan Year in accordance

with the conditions and restrictions set forth by the IRS.

FSA Account Carryover Amount: Maximum IRS Statutory Limit for applicable Plan Year

14



Exhibit B-1. Affordable Care Act Compliance Policy

Iowa Legal Aid Health and Welfare Benefit Plan
Provisions under the Affordable Care Act

Purpose. The Purpose of this Affordable Care Act Compliance Policy ("ACA Compliance Policy”) is to
describe the methods established by the Employer, Iowa Legal Aid to remain compliant with the Affordable
Care Act regulations regarding eligibility for health benefits.

The Patient Protection and Affordable Care Act ("PPACA” or “"ACA") imposed rules for Applicable Large
Employers (“ALE") that include, but are not limited to, definition and calculation of hours of service,
classification of employees, eligibility determinations for health plans, and providing standards for plan
affordability. The method(s) outlined in this policy apply specifically to benefit plans offering medical
coverage.

Look-Back Measurement Period

1. Special Definitions

Capitalized words and phrases used in this Exhibit shall have the meaning set forth below unless a different
meaning is clearly required by the context. If a capitalized word or phrase used in this Exhibit is not defined
below, the definitions contained in Article II of the Plan shall apply.

For purposes of this ACA Compliance Policy, the following special definitions will apply:

(a) Administrative Period means an optional period after the end of a Measurement Period — and
before the beginning of the Stability Period associated with the Measurement Period — during which
the Employer can perform administrative tasks, such as calculating the hours worked for the
Measurement Period, determining eligibility for coverage, providing enrollment materials to eligible
employees, and conducting open enrollment activities.

(b) Applicable Large Employer means an employer that employed an average of at least 50 Full-
Time Employees (including Non-Full-Time Employees (“Full-Time Equivalent” or “FTE") averaging
at least 30 hours per week) during the preceding calendar year.

(c) Employee has the meaning set forth in the Plan.

(d) Full-Time Employee means an employee who averages at least 30 hours of service per week or
130 hours of service for the calendar month.

(e) Hour of Service means (1) each hour for which an Employee is paid, or entitled to payment, for
the performance of duties for the company; (2) each hour for which an Employee is paid, or entitled
to payment, by the Employer for a period of time during which no duties are performed (e.g., paid
vacation, holiday, illness, disability, layoff, jury duty, military leave, paid leave of absence); and (3)
each hour of unpaid leave that is subject to FMLA, USERRA, or on account of jury duty.

(f) Initial Administrative Period is the Administrative Period that follows the Initial Measurement
Period and precedes the Initial Stability Period.

(g9) Initial Measurement Period is the Measurement Period used for New Employees.

(h) Initial Stability Period is the Stability Period that begins after the completion of the Initial
Measurement Period and Initial Administrative Period, if applicable, during which the full-time or
part-time status achieved during the Initial Measurement Period shall apply.

(i) Look-Back Measurement Method ("LBMM"”) means the method in which an employee’s full-
time status during the stability period is based on their hours of service averaged over a preceding
period, referred to as the measurement period.

(j) Measurement Period means the period of time during which Hours of Service are calculated to
determine eligibility for the Plan health (i.e., medical) benefit(s) by determining whether the
Employee has averaged at least 30 hours per week. There are two types of measurement periods:
Standard Measurement Period and Initial Measurement Period.
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(k) New Employee means an Employee who has not been employed for one complete Standard
Measurement Period (i.e., an Employee in their Initial Measurement Period), or an Employee who
was rehired after expiration of the parity period established for the plan.

() Ongoing Employee means an Employee who has been employed for at least one complete
Standard Measurement Period, or an Employee who was rehired within the parity period
established for the Plan.

(m) Part-Time Employee means an employee who works less than 30 hours per week.

(n) Patient Protection and Affordable Care Act (“"PPACA"” or “"ACA") means the comprehensive
health care reform law enacted on March 23, 2010, that provides numerous rights and protections
making health coverage more accessible and affordable and imposes requirements on applicable
Employers to offer affordable health coverage to Full Time Employees.

(o) Seasonal Employee means an employee who is hired into a position that works for 6 months or
less annually.

(p) Stability Period means the period that follows, and is associated with, a particular measurement
period. An Employee’s full-time or part-time status (determined based on hours credited during the
measurement period) generally is locked in for the full stability period, regardless of the Employee’s
actual hours worked during the Stability Period (provided that the Employee continues to be an
employee during the Stability Period (and any Administrative Period, if applicable)).

(q) Standard Administrative Period is the Administrative Period that follows the Standard
Measurement Period for Ongoing Employees.

(r) Standard Measurement Period is the measurement period used for Ongoing Employees.

(s) Standard Stability Period is the Stability Period that begins after the completion of the Standard
Measurement Period and Standard Administrative Period, if applicable, during which the full-time
or part-time status achieved during the Standard Measurement Period shall apply.

(t) Special Unpaid Leave means unpaid leave subject to the Family and Medical Leave Act OF 1993
(FMLA) or to the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA)
or on account of jury duty.

(u) Variable Hour Employee means an employee for which the Employer cannot determine that the
employee is reasonably expected to work, on average, at least 30 hours per week.

2. Measurement Method.

Employees that are not hired into employment categories that may be reasonably expected to work
a specific number of hours on average each week, also known as Variable Hour Employees, must
have their hours worked measured and tracked to determine eligibility for health benefits. This
tracking is done by the Plan Administrator using a measurement method, which has certain rules
for the calculations applied to determine benefit eligibility.

The Employer has elected to use the Look-Back measurement method to determine whether each
Variable Hour Employee has sufficient Hours of Service to obtain Full-Time status for purposes of
group health plan coverage, based on rules adopted by the Internal Revenue Service (IRS) to
comply with the Patient Protection and Affordable Care Act ("ACA"). Under this method, the
Employer calculates the Hours of Service worked by each Variable Hour Employee in a prior period
(i.e., the "measurement period”) to determine the status of the Employee that shall apply in a
future period (i.e., the “stability period”). The Employer may utilize an additional time period (i.e.,
the “administrative period”) between the measurement and stability periods to complete
administrative functions such as determining which Employees are eligible for coverage and
enrolling Employees in coverage. To prevent gaps in coverage the administrative period may
overlap with the prior year’s stability period, during which time the Employee’s classification of Full-
Time or Part-Time status obtained during the prior year's measurement period shall continue to
apply. Determination of Full-Time status will be made by the Plan Administrator, in its sole and
absolute discretion, in accordance with the Plan and the applicable Employer Shared Responsibility
provisions of the ACA and its accompanying regulations.

For all Variable Hour Employees in the group Variable Hour Employees, the Look-Back
Measurement Method will apply to both New Employees and Ongoing Employees.
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New Employees

New Employees will have their Hours of Service counted during an Initial Measurement
Period of 11 months to determine whether they have worked an average of at least 30
hours per week if, based on the facts and circumstances at the Employee's date of hire,
the Employer cannot determine whether the Employee is reasonably expected to work 30
hours per week (e.g., Variable Hour Employees, Seasonal Employees). Hours of Service
will be counted as of the on the first of the month following date of hire. If the Employee
satisfies the requirement and averages at least 30 hours worked per week, the Employee
will then be offered health coverage by the end of the Initial Administrative Period, which
may last up to 30 days. The coverage will then be effective for the entire duration of the
Initial Stability Period, which lasts 12 months. Conversely, if the Employee does not satisfy
the requirement and averages less than 30 hours worked per week, the Employee may not
be offered health coverage after the Initial Measurement Period and will remain ineligible
for the duration of the Initial Stability Period.

Each New Employee will have an Initial Measurement, Administrative, and Stability Period.
Afterward, the Employee will be considered an Ongoing Employee and the Standard
Measurement, Administrative, and Stability Periods will apply.

Ongoing Employees

Ongoing Employees will have their Hours of Service counted during the Standard
Measurement Period of 12 months to determine whether they have worked an average of
at least 30 hours per week during the measurement period. The Standard Measurement
Period will generally begin and end on the same dates each calendar year, and the
beginning of the Standard Stability Period will generally align with the beginning of the
benefit Plan Year. If the Employee satisfies the requirement and averages at least 30 hours
worked per week, the Employee will then be offered health coverage by the end of the
Standard Administrative Period, which may last up to 60 days after the close of the
Standard Measurement Period. The coverage will then be effective for the entire duration
of the Standard Stability Period, which lasts for 12 months. Conversely, if the Employee
does not satisfy the requirement and averages less than 30 hours worked per week, the
Employee may not be offered health coverage after the Standard Measurement Period and
will remain ineligible for the duration of the Standard Stability Period.

3. Change in Status

Special rules apply when an Employee experiences a change in employment status, depending on
whether they are considered a new or ongoing employee and the circumstances surrounding the
change in status. The rules for the Look-back Measurement Method are complex and this is simply
a general overview of how some of the rules apply. More complex rules may apply to your situation.

New Employees

The Look-back Measurement Method includes a special rule for Variable Hour Employees
who experience a change in employment status during their Initial Measurement Period.
This rule applies when an Employee changes from a Part-Time position to a Full-Time
position and requires the Employer to provide coverage to the Employee (a) four calendar
months following the change in employment status or (b) at the end of the Initial
Measurement Period, including the Initial Administrative Period (if any), provided that the
Employee averaged 30 hours of service per week during the Initial Measurement Period.

Ongoing Employees

Generally, the Look-back Measurement Method provides that Full-Time employee status in
a stability period is based on Hours of Service in the previous applicable measurement
period. If an Ongoing Employee has a change in employment status during a stability
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period, the change will not impact their Full-Time (or non-Full-Time) status during the
remainder of the stability period in which the status change took place. Instead, that
change in employment status will impact the Hours of Service applied to the current
Standard Measurement Period.

Rehired Employees. If an Employee has a period of 13 weeks or longer (26 weeks if the Employer is an
academic institution) during which the Employee was credited zero Hours of Service, then the Employee
may be treated as an Employee whose employment was terminated and who is a New Employee, not an
Ongoing Employee, upon resuming services for the Employer. The Employee will need to complete the
applicable waiting period before becoming eligible for benefits again.

If an Employee has a period of less than 13 weeks (26 weeks if the Employer is an academic institution)
during which the Employee was credited zero Hours of Service, then the Employee will be treated as an
ongoing Employee. The Employer must offer health plan coverage as of the first day that the rehired
Employee is credited with an Hour of Service, on the first day of the calendar month following the day the
Employee first received credit for an Hour of Service or, if later, as soon as administratively feasible.
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Attachment A. Pandemic Related Plan Provisions

Extension of Certain Timeframes due to the COVID-19 Emergency
Effective Date: February 26, 2021

The US Department of Labor announced that, due to the ongoing national emergency caused
by the COVID-19 outbreak, certain timeframes required under ERISA and the IRS have been
extended. These dates were further clarified by IRS Guidance 2021-58 in October 2021.
Specifically, applicable deadlines that fall within the Outbreak Period are extended until the
earlier of: (i) the one-year anniversary of the otherwise applicable deadline, or (ii) sixty days
after the end of the Outbreak Period, set to end May 11, 2023. This applies to deadlines
applicable to individuals participating in the plan, as well as deadlines applicable to the plan and
plan administrators. The deadline extension period is determined on an individual-by-individual
or case-by-case basis.

The actual date the compliance timeframe resumes will depend on the date the National
Emergency is declared to be over by the Federal Government.

The timeframes for the following plan conditions are extended by this Final Rule:

HIPAA Special Enroliment Periods ("COBRA Qualifying Events”)

COBRA Election periods

The date for making COBRA premium payments

The date for qualified beneficiaries to notify the COBRA administrator of a qualifying

event or a determination of disability

e The date for filing a benefits claim (including run-out claims periods under Health FSAs
and HRAs)

e The date for filing an appeal of an adverse benefit determination

e The date for requesting an external review of an adverse benefit determination

e The date for filing a corrected request for external review, in the event the initial request

was incomplete.

Coverage of diagnostic testing for COVID-19
Effective Date of Material Modifications: 3/27/2020

Participants receiving testing for COVID-19 will be covered by private insurance plans or self-funded
group health plans without cost sharing or prior authorization requirements, including those tests
without an Emergency Use Authorization (EUA) by the FDA. This includes both in-person and
telehealth visits to an urgent care center, emergency room, or other health care provider. This
provision is set to end May 11, 2023.

Pricing of diagnostic testing

For COVID-19 testing covered with no cost to patients, requires an insurer to pay either
the rate specified in a contract between the provider and the insurer, or, if there is no
contract, a cash price posted by the provider. This provision is set to end May 11, 2023.

Rapid Coverage of preventative services and vaccines for coronavirus

Provides free coverage without cost-sharing of a vaccine within 15 days for COVID-19 that
has in effect a rating of 'A' or 'B' in the current recommendations of the United States
Preventative Services Task Force or a recommendation from the Advisory Committee on
Immunization Practices (ACIP). This provision is set to end May 11, 2023.
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Coverage of Over-the-Counter (OTC) Diagnostic Tests for COVID-19
Effective Date of Material Modifications: 1/15/2022

Per Section 6001 of the Families First Coronavirus Relief Act (FFCRA), the Plan will cover
FDA-authorized over-the-counter at-home COVID-19 diagnostic tests without any cost-
sharing requirements, prior authorization, or other medical management requirements,
regardless of whether ordered by a health care provider. Reimbursement will only be
provided for tests purchased on or after January 15, 2022, from a pharmacy or retailer and
is limited to eight (8) tests per covered person per 30-day period, unless prescribed by a
health care provider. Tests purchased at in-network pharmacies will be covered with no
out-of-pocket costs. Tests purchased at out-of-network pharmacies may be reimbursed up
to $12 per test, provided the participant completes and submits a reimbursement form to
the Plan Administrator. Tests may not be purchased for resale or to meet employer
requirements, such as testing in lieu of vaccination. This requirement is currently expected
to continue through the Coronavirus public health emergency period, set to end May 11,
2023.
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