Plymouth-Canton Community Schools hereby estaldish®lan for payment of certain expenses
for the benefit of its eligible employees to be kmoas the Plymouth-Canton Community Schools
Employee Benefit Plan.

Plymouth-Canton Community Schools assures its eavemployees that during the continuance of
the Plan, all benefits hereinafter described dhalpaid to or on behalf of them in the event they
become eligible for benefits.

The Plan is subject to all the terms, provisiond eonditions recited on the following pages hereof.

Plymouth-Canton Community Schools has caused this t® take effect as of 12:01 a.m. standard
time on January 1, 2004 in Plymouth, Michigan.

Revised and restated effective September 1, 2006.

Sharon Kolassa
Supervisor of Employee Benefits
for Plymouth-Canton Community Schools

Dated:

Witnessed By:
Plymouth-Canton Community Schools Representative

Dated:

ACCEPTANCE FOR VISION BENEFITS



ACKNOWLEDGMENT

| CERTIFY THAT:
* | have received the following Plan Document and Swamy Plan Description:

Plymouth-Canton Community Schools Employee Berdéin
Vision Benefits
Originally effective: January 1, 2004
Revised and restated effective: September 1, 2006

* | have reviewed and understand my rights to COBBYectage described in the section of the
Plan entitted COBRA CONTINUATION COVERAGE.

NOTE: Under COBRA, it is the responsibility of the emyde or a family member to inform
the employer of a divorce, judgment of separatenteaance, legal separation, or a child losing
dependent status (e.g., student dependent stadtls)) sixty (60) days of the qualifying event.

* | have reviewed and understand the exclusions iamthtions of the Plan found in the section
of the Plan entitled VISION EXCLUSIONS AND LIMITATONS.

NAME DATE

EMPLOYEE I.D. NUMBER

NOTE: Please sign and return this Acknowledgment Faithin ten (10) daysto:

Plymouth-Canton Community Schools
454 S. Harvey
Plymouth, Michigan 48170
734-416-4834



PLAN DOCUMENT AND
SUMMARY PLAN DESCRIPTION
FOR
PLYMOUTH-CANTON COMMUNITY
SCHOOLS EMPLOYEE BENEFIT PLAN

VISION BENEFITS

WEYCO, INC. PLAN NUMBER 929
IRS PLAN NUMBER 501

BRANCHES

000 — Transportation

200 — Transportation w/rider

001 — Teachers

201 — Teachers w/rider

002 — Custodial/Maintenance

202 — Custodial/Maimerav/rider

003 — Clerical

203 — Clerical w/rider

004 — Cafeteria

204 — Cafeteria w/rider

005 — Non-affiliated Administrators

205 — Non-a#iiled Administrators w/rider

006 — Affiliated Administrators

206 — Affiliated Adimistrators w/rider

007 — Licensed Technicians

207 — Licensed Techrsoidnder

008 — Security Guards

208 — Security Guards w/rider

009 — Bus Monitors

209 — Bus Monitors wi/rider

010 — COBRA

210 — COBRA w/rider

011 — Plant Engineers

211 — Plant Engineers w/rider

012 — Paraprofessionals

212 — Paraprofessionaldes/ri

013 — Extended Day and Preschool

213 — Extended &ayfreschool w/rider

014 — Dispatchers

214 — Dispatchers w/rider

Effective January 1, 2004
Revised and Restated
Effective September 1, 2006
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INTRODUCTION

This Plan Document and Summary Plan Description basn written to provide a clear
understanding of the benefits available under ®imn. The benefits as herein described take
precedence over, and replace any previous literdtunished.

Except where otherwise indicated by the contexf,raasculine terminology used herein shall also
include the feminine and vice versa, and the d&imiof any term herein in the singular shall also
include the plural and vice versa.

The definition section shall prevail for all purgsswithin the Plan.

This Plan Document and Summary Plan Descriptionlesigned to help you understand your
benefit Plan by explaining who is eligible for bétsge when you are eligible for benefits, what your
benefits are, and how to file claims for your bésef

This Plan Document and Summary Plan Descriptiortatos all the terms of the Plan and may be
amended from time to time by the company or altieraly may be terminated by the company.
Any changes so made shall be binding on each cdveagticipant and on any other covered
persons referred to in this Plan Document and SumnrRéan Description. In the case of a
collectively bargained plan, these terms shall laentained pursuant to the collectively bargained
agreement.



PROTECTED HEALTH INFORMATION (PHI), ELECTRONIC
PROTECTED HEALTH INFORMATION (EPHI), AND
STANDARDS FOR PRIVACY OF INDIVIDUALLY IDENTIFIABLE
HEALTH INFORMATION (lIHI) “THE PRIVACY AND SECURITY

STANDARDS”

DISCLOSURE OF SUMMARY HEALTH INFORMATION (SHI) TO T HE PLAN
SPONSOR

In accordance with the Privacy Standards, the Riap disclose Summary Health Information to
the Plan Sponsor, if the Plan Sponsor requestSih@nmary Health Information for the purposes of
(a) obtaining premium bids from health plans fooyiding health insurance coverage under this
Plan or (b) modifying, amending or terminating flan.

“Summary Health Information” may be individually edtifiable health information and it
summarizes the claims history, claims expensekeotype of claims experienced by individuals in
the plan, but it excludes all identifiers that mhstremoved for the information to be de-identified
except that it may contain geographical informatiothe extent that it is aggregated by a fiveidigi
Zip code.

DISCLOSURE OF PROTECTED HEALTH INFORMATION (PHI) TO THE PLAN
SPONSOR FOR PLAN ADMINISTRATION PURPOSES

In order that the Plan Sponsor may receive andPtiigfor Plan Administration purposes, the Plan
Sponsor agrees to:

1. Not use or further disclose PHI other than as pgechi or required by the Plan
Document/Summary Plan Description or as requirethty

2. Ensure that any agents, including a subcontratdowhom the Plan Sponsor provides PHI
received from the Plan agree to the same resmgtand conditions that apply to the Plan
Sponsor with respect to such PHI;

3. Not use or disclose the PHI for employment-relaaetions and decisions or in connection
with any other benefit or employee benefit plantteg Plan Sponsor, except pursuant to an
authorization which meets the requirements of ttiaPy Standards;

4. Report to the Plan any PHI use or disclosure thatgonsistent with the uses or disclosures
provided for of which the Plan Sponsor becomes awar

5. Make available PHI in accordance with Section 184.6f the Privacy Standards (45 CFR
164.524);

6. Make available PHI for amendment and incorporatg amendments to PHI in accordance
with Section 164.526 of the Privacy Standards (BR@64.526);



10.

Make available the information required to provateaccounting of disclosures in accordance
with Section 164.528 of the Privacy Standards (FR@64.528);

Make its internal practices, books and recordstirglato the use and disclosure of PHI
received from the Plan available to the Secretdiyealth and Human Services (HHS), or any
other officer or employee of HHS to whom the auityomvolved has been delegated, for
purposes of determining compliance by the Plan wignt 164, Subpart E, of the Privacy
Standards (45 CFR 164.500 et seq);

If feasible, return or destroy all PHI received nfrahe Plan that the Plan Sponsor still
maintains in any form and retain no copies of dakth when no longer needed for the purpose
for which disclosure was made, except that, if stathrn or destruction is not feasible, limit

further uses and disclosures to those purposesttalae the return or destruction of the PHI
infeasible; and

Ensure that the adequate separation between timeaRth the Plan Sponsor, as required in
Section 164.504(f)(2)(iii) of the Privacy Standa(d® CFR 164.504(f)(2)(iii)), is established
as follows:

a. Only certain named employees, or classes of eme&ya& other persons under control
of the Plan Sponsor, shall be given access toltéd?be disclosed. You may contact the
Plan Sponsor for a list of those persons.

b. The access to and use of PHI by the individualsri®ed in subsection (a) above shall be
restricted to the Plan Administration functionstthize Plan Sponsor performs for the
Plan.

c. Inthe event any of the individuals described ihsgction (a) above do not comply with
the provisions of the Plan Document/Summary PlascBption relating to use and
disclosures of PHI, the Plan Administrator shallpose reasonable sanctions as
necessary, in its discretion, to ensure that nohéur non-compliance occurs. Such
sanctions shall be imposed progressively (for exampan oral warning, a written
warning, time off without pay and termination),appropriate, and shall be imposed so
that they are commensurate with the severity of/tbiation.

“Plan Administration” activities are limited to aaties that would meet the definition of
payment or health care operations, but do not delfunctions to modify, amend or
terminate the Plan or solicit bids from prospectigsuers. “Plan Administration”
functions include quality assurance, claims prdogssauditing, monitoring and
management of carve-out plans, such as vision amdabl It does not include any
employment-related functions or functions in corimecwith any other benefit or benefit
plans.

The Plan shall disclose PHI to the Plan Sponsoy apbn receipt of a certification by the Plan
Sponsor that (a) the Plan Document/Summary Plarcripéien has been amended to incorporate
the above provisions and (b) the Plan Sponsor agoeeomply with such provisions.



DISCLOSURE OF CERTAIN ENROLLMENT INFORMATION TO THE PLAN SPONSOR

Pursuant to Section 164.504(f)(1)(iii) of the Pay&standards (45 CFR 164.504(f)(1)(iii)), the Plan
may disclose to the Plan Sponsor information ontladrean individual is participating in the Plan

or is enrolled in or has disenrolled from a heailtisurance issuer or health maintenance
organization offered by the Plan to the Plan Sponso

DISCLOSURE OF PHI TO OBTAIN STOP-LOSS OR EXCESS LOSS COVERAGE

The Plan Sponsor hereby authorizes and direct® ke, through the Plan Administrator or the
Benefit Administrator, to disclose PHI to stop-l@ssriers, excess loss carriers or managing general
underwriters (MGUS) for underwriting and other pasps in order to obtain and maintain stop-loss
or excess loss coverage related to benefit clamdgmthe Plan. Such disclosures shall be made in
accordance with the Privacy Standards.

OTHER DISCLOSURES AND USES OF PHI

With respect to all other uses and disclosures Hff, Bhe Plan shall comply with the Privacy
Standards.

ELECTRONIC PROTECTED HEALTH INFORMATION (EPHI) — Ef fective April 20, 2006

The Plan Sponsor agrees that with respect to awstrBhic Protected Health Information disclosed to
it by the Plan, or any other covered entity, trenF8ponsor shall:

1. Implement administrative, physical, and techniedéguards that reasonably and appropriately
protect the confidentiality, integrity, and availélp of the EPHI that it creates, receives,
maintains, or transmits on behalf of the Plan.

2. Ensure that any agents, including a subcontra¢torwhom it provides EPHI agrees to
implement reasonable and appropriate security messa protect the information; and

3. Report to the Plan any security incident, as defimg the Security Rule, of which it becomes
aware; and

4. Ensure that adequate separation required by th&i§eRule is established.

The Plan Sponsor shall only allow employees of tRéan Sponsor with specific
classifications/designations who have been desegntt carry out plan administrative functions (as
indicated by the Document Signee on the ConfidktytiAgreement provided by the Plan Sponsor
to WEYCO, INC.) access to EPHI. These specified leyges shall only have access to and use
EPHI to the extent necessary to perform those adtrative functions for the Plan. In the event
any of these specified employees do not comply \lig provisions of this amendment, that
employee shall be subject to disciplinary actiorth®y Plan Sponsor for noncompliance pursuant to
the discipline and termination procedures of trenF8ponsor.

Notwithstanding the provisions of this Plan to tteatrary, in no event shall the Plan Sponsor be
permitted to use or disclose health informatioraimanner that is inconsistent with the Security
Rule.



ELIGIBILITY PROVISIONS

EMPLOYEE ELIGIBILITY

Persons eligible for coverage under this Plan shmallude only employees employed by the
employer on a regular full-time or part-time ba#d employee is considered to be full-time or
part-time if he or she normally works the minimumntracted number of hours per week (as
defined by the applicable collective bargainingeggnent) and is on the regular payroll of the
employer for that work.

WHEN THE EMPLOYEE BECOMES ELIGIBLE

1. Each employee in an eligible class whose employroemtmenced on or before the effective
date of this Plan, and who was covered under tha mlan, shall become eligible for
employee coverage on the Plan’s effective date.

Persons commencing employment after the Plan eféectate shall be eligible for vision
coverage the first of the month following completiof the employment waiting period as
defined by the applicable collective bargainingesgnent.

Persons employed before the Plan effective datenbtihaving satisfied the prior plan’s
eligibility waiting period, will be given credit fotime already earned toward the satisfaction
of the waiting period under this Plan.

2. An employee who does not apply for coverage witthinty-one (31) days of the date he
becomes eligible for coverage, will be effective fhist of the month following application for
coverage providing the application is received by Plan Administrator no later than ninety
(90) days following initial eligibility. An employe who applies for coverage later than ninety
(90) days may have to wait until the next annuarognrollment period to enroll.

3. The eligibility wait period shall be waived for elopees (and their eligible dependents) who
are reinstated subject to employer policy and eamtéd requirements (as defined by the
applicable collective bargaining agreement).

4. An employee must elect to decline or to enrolldoverage annually by filling out and signing
an enrollment application.

OPEN ENROLLMENT/ELECTION PERIOD

An employee and/or dependent who does not applgduerage when he is initially eligible but
later wishes to apply, may do so only during theropnrollment/election period in June for an
effective date of September 1. However, he mayyapgliore the open enroliment/election period if
a qualifying event occurs such as marriage, bathgption or involuntary loss of coverage from
another Plan.

During the annual open enrollment period, eligieployees and their eligible dependents will be
able to change their benefit elections based oriwienefits and coverages meet their needs.



NOTICE OF SPECIAL ENROLLMENT PERIOD

If you are declining enrollment for yourself or yodependents (including your spouse), you must
provide the reason for declining in writing. If Wen notice is not provided, a special enroliment
period may not be provided to you or your depersient

If coverage is declined because of other healthrarsce or group health plan coverage, you may be
able to enroll yourself and your dependents in B if you or your dependents lose eligibility fo
that other coverage (or if the employer stops douting towards your or your dependent’s other
coverage). However, you must request enrollmentiwithirty-one (31) days after your or your
dependent’s other coverage ends (or after the gmplstops contributing toward the other
coverage).

In addition, if you have a new dependent as a reduharriage, birth, adoption, or placement for
adoption, you may be able to enroll yourself andirydependents, provided that you request
enrollment within thirty-one (31) days after thernege, birth, adoption, or placement for adoption.

Coverage under the special enroliment period meistftective no later than the firstjlday of the
month after an employee requests the enrollmentifoself/herself or on behalf of a dependent. In
the case of a dependent special enrollment pedtiAA provides that coverage with respect to a
marriage is effective no later than the first)(tay of the month after the date the request for
enrollment is received and coverage with respeet birth, adoption, or placement for adoption is
effective on the date of the birth, adoption, @ggiment for adoption.

To request special enroliment or obtain more infaron, contact:

Employee Benefits Department
Plymouth-Canton Community Schools
454 S. Harvey
Plymouth, Michigan 48170
734-416-4834

WHEN EMPLOYEE COVERAGE IS TERMINATED

The coverage of any employee shall automaticaliseeat the earliest time indicated below, except
as provided in the Continuation of Benefits (COBR#Qvision:

1. The last day of the calendar month in which emplegtierminates;

2. NOTE: Teachers are carried to the end of their contfdabey worked throughout the school
year.

3. The last day of the calendar month in which theleyg® ceases to be in a class of employees
eligible for coverage;

4. If due to non-payment of required contributions ggplicable), the last day of the calendar
month for which required contributions were paid;

5. Date Plan is terminated;



6. The last day of the calendar month in which the leygy terminates employee’s coverage;
7. Day after the employee dies.

WHEN THE EMPLOYEE MAY CONTINUE BENEFIT COVERAGE

Benefit coverage may be continued for all benefits:

1. Up to twelve (12) weeks during an approved leavalisfence that qualifies under the Family
and Medical Leave Act of 1993.

2. Up to end of the month in which the employer enadistiouance as defined by the applicable
collective bargaining agreement for an employeasltbcomes totally disabled.

3. Up to end of the month in which the employer enadistiouance as defined by the applicable
collective bargaining agreement for an employeamapproved leave of absence or a layoff.

NOTE: A leave that qualifies under the Family and Meliasve Act of 1993 (FMLA) will not be
applied toward the continuation period availabldemCOBRA. Any other period of leave that does
not qualify under the FMLA may apply toward the tionation period available under COBRA if a
gualifying event (as defined by COBRA) occurs & time of leave, or during the period of leave.

No benefits are payable for charges incurred afteéndividual’s benefit coverage ends.
EMPLOYEES ON MILITARY LEAVE

Employees going into or returning from military wee will have Plan rights mandated by the
Uniformed Services Employment and Reemployment Rigitt (USERRA). These rights include
up to eighteen (18) months of extended coveragenfiwfour (24) months if the election for
USERRA coverage is made on or after December 104)20pon payment of the entire cost of
coverage plus a reasonable administration fee amuediate coverage with no pre-existing
condition limitation applied upon return from sewi These rights apply only to employees and
their dependents covered under the Plan beforenlgdar military service.

Plan exclusions and waiting periods may be impdeedny illness or injury determined by the
Secretary of Veterans Affairs to have been incumedr aggravated during, military service.

WHEN THE DEPENDENT BECOMES ELIGIBLE

1. Eligible dependents include a spouse and any umedachild until the end of the calendar
year in which they turn nineteen (19). (To be cedeuntil the end of the calendar year, the
child must still meet the eligibility requirementstherwise, coverage will be terminated the
date they are no longer an eligible dependent.) iay cover any unmarried child until the
end of the calendar year in which they turn twefing-(25) if the child is dependent upon you
for more than half of their support, resides wittuyand is currently a full-time student in an
accredited college, university or any other acdegldschool at least five (5) months of the year
or had a gross income of less than four (4) timegp#rsonal exemption allowance.



A child may be covered to any age “if totally aretrpanently” disabled by either a physical or
mental disability that occurred prior to the limgiage of nineteen (19).

NOTE: The employee shall be required to present, upgonest, to the employer certified

documentation providing proof of parentage, spoasalor dependent relationships, proof of
the physically or mentally disabled, and proof epdndent eligibility status. This required
documentation may be requested at any time tordetereligibility status.

Coverage for a dependent will be effective on tlgedhe employee’s coverage becomes
effective if he applies for dependent coverage wiheenrolls in the Plan. In no event will the
employee’s dependents be covered before the dateerhployee’s coverage begins. An
employee without a dependent on the date he becelgése for coverage who later acquires
a dependent may enroll his dependent in this Pyanriiten application within thirty-one (31)
days after he acquires that dependent.

A newborn child, adopted child, or child placed foption will be covered from birth,
adoption, or placement for adoption, if enrolledhivi the thirty-one (31) day period following
birth, adoption, or adoption placement.

This Plan is intended to comply with OBRA '93 witspect to dependent child eligibility and
Qualified Medical Child Support Orders.

If coverage for a dependent (including newborngpéed children, or children placed for
adoption) is applied for more than thirty-one (3iBys following the date that dependent
becomes eligible for coverage, coverage will beative the first of the month following
application for coverage providing the applicatisnreceived by the Plan Administrator no
later than ninety (90) days following initial elmgiity. If coverage for a dependent is applied
for later than ninety (90) days following the datieinitial eligibility, you may have to wait
until the next annual open enroliment period t#érhe dependent..

WHEN DEPENDENT COVERAGE IS TERMINATED

NOTE: Under COBRA, it is the responsibility of the empteyor a family member to inform the
employer of a divorce, judgment of separate maarea, legal separation, or a child losing
dependent status (e.g., student dependent stadtls)) sixty (60) days of the qualifying event.

The coverage of any covered dependent shall auttaiigtcease at the earliest time indicated
below, except as provided in any Continuation ofi&is (COBRA) provision:

1.

2.

The last day of the calendar month in which the legge’s employment terminates;

The last day of the calendar month in which the leyge ceases to be in a class of employees
eligible for coverage;

If due to non-payment of required contributions giplicable), the last day of the calendar
month in which the employee fails to make any regglicontribution for coverage,;

Date Plan is terminated;



5. The last day of the calendar month in which theley®y terminates employee’s coverage;
6. The last day of the calendar month in which the legge dies;

7. The last day of the calendar month in which theedelent loses his eligible status as defined
herein:

a. For spouses:

Upon judgment of separate maintenance or legalragpa (if applicable within your
State); or

Upon divorce.
b. For children:

Upon reaching the end of the calendar year in whigy turn nineteen (19) (if not
enrolled as a full-time student); or

(NOTE: Upon reaching age nineteen (19), the dependent mmstinue to meet
eligibility requirements to be covered until thedeof the calendar year. Coverage will
terminate the date the child is no longer consuiareeligible dependent.)

Upon reaching the end of the calendar year in wtiiely turn twenty-five (25) or ceasing
to be a full-time student, whichever occurs ficst;

Upon marrying; or
Upon becoming a full-time member of the Armed Feragany country; or

In the case of a disabled dependent, upon the depebeing medically certified as no
longer totally and permanently disabled by eithephgsical or mental disability that
substantially limits one or more of such personganlife activities, or not being able to
perform the normal activities of a person of lilgeand sex in good health.

If two (2) employees under this Plan are marriegytmay be covered under this Plan as both an
employee and a dependent. Eligible dependent enldf two (2) covered employees may be
enrolled as dependents of both employees, whédtbezrhployees are married or unmarried.

This Plan will coordinate benefits between the {(&pplans following the guidelines as described
in the “Coordination of Benefits” section of thitaR.



QUALIFIED MEDICAL CHILD SUPPORT ORDERS (QMCSO)

The Plan Administrator shall adhere to the termsrf medical child support order that satisfies
the requirements of this Section. A medical chilgpmort order is any judgment, decree, or order
(including a court approved property settlementeagrent) issued by a court of competent
jurisdiction which (a) relates to the provision ciild support with respect to the child of a

Participant under a group health plan (including Blan) or provides for health benefit coverage to
such a child, is made pursuant to a state domesttions law (including a community property

law), and relates to medical benefits under tha@,Ria (b) enforces a law relating to medical child
support described in Section 1908 of the SociaufgcAct (as added by Section 13623 of the
Omnibus Budget Reconciliation Act of 1993) with pest to the Plan, and which creates or
recognizes the existence of an alternate recipieight to, or assigns to an alternate recipieat th

right to receive benefits payable with respect tBaaticipant or beneficiary under the Plan. For
purposes of this Section, an "alternate recipiestdll mean any child of a Participant who is

recognized by a medical child support order asrwa right to enroliment under this Plan with

respect to the Participant.

A Qualified Medical Child Support Order must clgaspecify: (a) the name and last known mailing
address of the Participant and the name and maaliligess of each alternate recipient covered by
the order; (b) a reasonable description of the tfpsoverage to be provided under the Plan to each
such alternate recipient, or the manner in whiathsype of coverage is to be determined; (c) the
period to which such order applies; and (d) eaah b which such order applies.

Any Qualified Medical Child Support Order shall mequire the Plan to provide any type or form
of benefit, or any option, not otherwise providewer the Plan, except to the extent necessary to
meet the requirements of a law relating to mediteéld support described in Section 1908 of the
Social Security Act (as added by Section 13623hef ®mnibus Budget Reconciliation Act of
1993).

The Plan Administrator shall promptly notify therfRapant and each alternate recipient of the
receipt of a medical child support order by thenRPdad the Plan's procedures for determining the
"gualified" status of medical child support ordewsithin a reasonable period after receipt of a
medical child support order, the Plan Administratball determine whether the order is a Qualified
Medical Child Support Order and shall notify thertRgpant and each alternate recipient of this
determination. If the Participant or any affectétdraate recipient disagrees with the determination
of the Plan Administrator, the disagreeing partplishe treated as a claimant and the claims
procedure of the Plan shall be followed. The Plasmkistrator may bring an action for a
declaratory judgment in a court of competent judsdn to determine the proper recipient of the
benefits to be paid by the Plan.

Alternate recipients of a Qualified Medical Childigport Order shall be treated as beneficiaries
under the Plan.

Payments under this Plan pursuant to a Qualifiediéé¢ Child Support Order in reimbursement
for expenses paid by the alternate recipient ordiernate recipient's custodial parent or legal
guardian shall be made to the alternate recipiethiealternate recipient's custodial parent oalleg

guardian.
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VISION SCHEDULE OF BENEFITS

All eligible expenses are reimbursed on a year defd as the 12-month period of January 1
through December 31.

PLAN Il - ALL EMPLOYEES EXCEPT TEACHERS

BENEFIT COVERAGE INFORMATION

Eye Examinations 100% R&C to a maximum benefit 8.90 per
calendar year per covered person

Lenses:

Single 100% R&C to a maximum benefit of $63.00 pe
calendar year per covered person

Bifocal 100% R&C to a maximum benefit of $72.00 pe
calendar year per covered person

Trifocal 100% R&C to a maximum benefit of $90.00 pe
calendar year per covered person

Progressive 100% R&C to a maximum benefit of $108.00 per
calendar year per covered person

Contact Lenses 100% R&C to a maximum benefit of $150.00 per

calendar year per covered person
NOTE: Contact lenses are in lieu of lenses and
frames

Frames 100% R&C to a maximum benefit of $44.00 pe
calendar year per covered person
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PLAN Il -TEACHERS (BRANCHES 001 AND 201)

BENEFIT COVERAGE INFORMATION

Eye Examinations 100% R&C to a maximum benefit .90 per
calendar year per covered person

Lenses:

Single 100% R&C to a maximum benefit of $100.00 per
calendar year per covered person

Bifocal 100% R&C to a maximum benefit of $100.00 per
calendar year per covered person

Trifocal 100% R&C to a maximum benefit of $125.00 per
calendar year per covered person

Progressive 100% R&C to a maximum benefit of $125.00 per
calendar year per covered person

Contact Lenses 100% R&C to a maximum benefit of $150.00 per

calendar year per covered person
NOTE: Contact lenses are in lieu of lenses and
frames

Frames 100% R&C to a maximum benefit of $75.00 pe
calendar year per covered person

NOTE: The provisions of the Medical Plan are incorpordigdeference in the Vision Plan except
where inconsistent with provisions of the Visioafl
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10.
11.
12.
13.

14.

15.
16.

17.

VISION EXCLUSIONS AND LIMITATIONS

Any services or supplies to the extent that besmedite payable for such expenses under
another provision of this Plan or any other heRldmn provided by the employer.

Charges that are incurred before a person is edralhder this Plan, or charges that are
incurred after the individual ceases to be an édoperson except as permitted by the
Continuation of Benefits (COBRA) provision of thi¥éan.

Charges incurred in excess of any plan maximums.

Any covered expense which is in excess of the resde and customary charge for similar
services, supplies, and treatments.

Charges for which a covered person would not lgdedlive to pay if there were no coverage.

Charges in connection with the preparation of reparlaim forms or any other necessary
documentation, or charges for appointments thahatr&ept.

Charges in connection with an illness or injury taued while doing any act or thing
pertaining to any occupation or employment for reagration or profit, and for which benefits
are payable in accordance with the provisions ofkéidss Compensation or any similar law.

Special procedures, such as orthoptics, visionitrgj or subnormal vision aids.
Plain or prescription sunglasses or any lens withtagreater than number two (2).
Medical or surgical treatment of the eyes.

Insurance premium for lenses and/or frame replanepwicies.

Safety glasses.

Charges for coating or laminating of the lens osés.

Any eye exam or any corrective eyewear requiredaby employer as a condition of
employment.

Two (2) pair or glasses in lieu of bifocals.
Charges for vision therapy.

Taxes on contact lenses and follow-up care to fieghtime contact lens wearers.
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CLAIMS FILING AND REVIEW PROCEDURES

THE SUBMISSION OF CLAIMS:
Time Lines

New time lines are established for responding td esviewing health care claims, based on
whether the claim is determined by the health péae as it relates to pre-service urgent care, pre-
service non-urgent care, post service care, omawoent care decision. For applicable time lines
see Examples A & B at the end of this section.

The Plan Administrator shall notify the claimanttbke benefit determination within ninety (90)

days after receipt of a claim by the Plan, unldéms Rlan Administrator determines that special
circumstances require an extension of time up tadditional ninety (90) days for processing the
claim.

If the claimant fails to provide the Plan Admingtr with sufficient information to make a
determination, the Plan Administrator shall nottie claimant of the specific information necessary
to complete the claim. The claimant shall be a#ordorty-five (45) days to provide the specified
information.

NOTIFICATION OF THE INITIAL BENEFIT:
Urgent Care Determinations

An urgent care claim is any claim for which the laggiion of the standard time periods for
determining claims a prudent layperson would carsidr the patient’s physician determines, could
seriously jeopardize the life or health of the mlant or the ability of the claimant to regain
maximum function, or for which delayed treatmentidocause the patient severe pain.

In the case of a determination involving urgentecahe Plan Administrator shall notify the
claimant of the Plan’s benefit determination wittsaventy-two (72) hours after receipt of the
claim, unless the claimant fails to provide su#fiti information to determine whether, or to what
extent, benefits are covered or payable under doe P

If the claimant fails to provide the Plan Admingtr with sufficient information to make a
determination, the Plan Administrator shall notifig claimant within twenty-four (24) hours after
receipt of the claim by the Plan, of the specifitormation necessary to complete the claim. The
claimant shall be permitted forty-eight (48) hotoprovide the specified information.

NOTE: Informal DOL guidance has indicated, that urgearecclaims are a sub-set of pre-service
claims, such as claims that by the terms of the Ri#l not be covered unless approved prior to the
treatment, service or the procedure is provided.

Pre-Service Determinations

A pre-service non-urgent care claim is one wheee réceipt of the benefit is conditioned on
approvalbefore the service is rendered.
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In the case of an initial pre-service determinatitve Plan Administrator shall notify the claimant
of the Plan’s benefit determination within fifte€b5) days after receipt of the claim, unless the
claimant fails to provide sufficient information tietermine whether, or to what extent, benefits are
covered or payable under the Plan. This period beagxtended for fifteen (15) additional days, if
the Plan Administrator determines that such anrsib® is necessary due to matters beyond the
control of the Plan.

If the claimant fails to provide the Plan Admingtrr with sufficient information to make a
determination, the Plan Administrator shall notifg claimant of the specific information necessary
to complete the claim. The claimant shall be pdgadiforty-five (45) days to provide the specified
information.

Post-Service Determinations
A post-service care claim is one that may be fdad approvedfter the service is rendered.

In the case of a post-service claim, the Plan Adstretor shall notify the claimant of the Plan’s
benefit determination within thirty (30) days aftexceipt of the claim, unless the claimant fails to
provide sufficient information to determine whether to what extent, benefits are covered or
payable under the Plan. This period may be extemoletifteen (15) additional days, if the Plan
Administrator determines that such an extensiamersessary due to matters beyond the control of
the Plan.

If the claimant fails to provide the Plan Admingtr with sufficient information to make a
determination, the Plan Administrator shall notife claimant of the specific information necessary
to complete the claim. The claimant shall be pdgadiforty-five (45) days to provide the specified
information.

Concurrent Care Determinations

A concurrent care decision is one where the Planapproved an ongoing course of treatment, and
then the Plan reduces or terminates coverage &cthurse of treatment (other than by amendment
or plan termination) before the end of the pre-appd course of treatment. This is an adverse
benefit determination that can be appealed as eucant care claim.

In the case of a reduction or termination of anadmg course of treatment that the Plan had
previously approved, the Plan Administrator shatitify the claimant of the Plan’s benefit
determination within a reasonable period of time.

In the case of a claimant’s request to extend these of treatment previously approved by the
Plan, the Plan Administrator shall notify the claimh of the Plan’s benefit determination within a
reasonable period of time. In no event shall théogdeof time exceed twenty-four (24) hours after
receipt of the claim.

NOTIFICATION OF INITIAL ADVERSE BENEFIT DETERMINATI  ON:
A notice of benefit determination will be sent teetclaimant in written or electronic format in a

manner considered to be understood by the claiagmattlined below.
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The notification to the claimant shall include:

The specific reason or reasons for the adversendietation;
Reference to the specific Plan provisions on whiehdetermination is based; and

A description of any additional material or infortioa necessary for the claimant to perfect
the claim and an explanation of why such matenahfmrmation is necessary; and

A description of the Plan's review procedures ahé time limits applicable to such
procedures; and

If an internal rule, guideline, protocol, or otremilar criterion was relied upon in making the
adverse determination; a copy of such rule, guigeliprotocol, or other criterion will be
provided to the claimant at no charge, upon writeuest; and

If the adverse benefit determination is based odicaé necessity, experimental treatment or
similar exclusion or limitation, then either an &gmtion of the scientific or clinical judgment

relied upon for the determination, applying tharterof the Plan to the claimant’s medical
circumstances, or a statement that such explanailbbe provided at no charge, upon written
request; and

If a medical or vocational expert is consulted by Plan, the identity of that person or persons
must be provided, even if their advice was noecklipon in making the decision.

NOTIFICATION APPLICABLE TO CLAIMS INVOLVING URGENT  CARE:

The Plan Administrator shall be entitled to infotime claimant orally within the time frame
prescribed within this Plan, provided that a wrntter electronic notification is furnished to the
claimant within three (3) days after the oral rioéfion.

The notification to the claimant shall include:

1.

2.

The specific reason or reasons for the adverserdieigtion;
Reference to the specific Plan provisions on whiehdetermination is based; and

A description of any additional material or infortiom necessary for the claimant to perfect
the claim and an explanation of why such matenahfmrmation is necessary; and

A description of the Plan's review procedures ahé time limits applicable to such
procedures, including a statement of the claimanyst to bring a civil action following an
adverse benefit determination; and

If an internal rule, guideline, protocol, or otremilar criterion was relied upon in making the
adverse determination; a copy of such rule, guiéeliprotocol, or other criterion will be
provided to the claimant at no charge, upon writesgquest; and

If the adverse benefit determination is based odicaé necessity, experimental treatment or
similar exclusion or limitation, either an explapat of the scientific or clinical judgment
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7.

relied upon for the determination, applying tharterof the Plan to the claimant's medical
circumstances, or a statement that such explanailbbe provided at no charge, upon written
request; and

A description of the review process applicableuohsclaims will be sent to the claimant.

TIMING TO APPEAL AN ADVERSE BENEFIT DETERMINATION:

The claimants who wish to appeal an adverse beetiErmination shall:

1.

2.

Receive full and fair review of the claim and thppaal of the adverse benefit determination;

The request for an appeal of an adverse benefrmetation must be in writing, and filed
with the third party administrator who shall reaeithe request on behalf of the Plan
Administrator who is the named fiduciary of therRlAddress your appeal request to:

Plan Administrator — Appeals
c/o WEYCO, INC.
2370 Science Parkway
Okemos, MI 48864

Claimants shall have one hundred-eighty (180) dayide an appeal following receipt of an
adverse benefit determination.

Any and/or all additional information must be sutied to WEYCO, INC. before the final
decision has been made by the Plan Administratar. additional information will be
considered after that final decision.

PROCESS FOR APPEAL OF ADVERSE DETERMINATIONS:

An appeal of an adverse determination shall:

1.

Provide for a review that does not afford deferetacthe initial adverse benefit determination
and that is conducted by an appropriate named iidgof the Plan who is neither the
individual who made the adverse benefit determomatinat is the subject to the appeal, nor the
subordinate of such individual,

Provide that, in deciding an appeal of any advbesefit determination that is based in whole
or in part on a medical judgment, including deteramions with regard to whether a particular
treatment, drug, or other item is experimentalgstigational, or not medically necessary or
appropriate, the appropriate named fiduciary statisult with a health care professional who
has appropriate training and experience in thel figl medicine involved in the medical
judgment;

Provide for the identification of medical or voaatal experts whose advice was obtained on
behalf of the Plan in connection with a claimaradverse benefit determination, without
regard to whether the advice was relied upon iningathe benefit determination;

Provide that the health care professional engageg@urposes of a consultation shall be an
individual who is neither an individual who was safted in connection with the adverse
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5.

benefit determination that is the subject of theemh, nor the subordinate of any such
individual; and

Provide, in the case of a claim involving urgenecdor an expedited review process.

CLAIMANT’S RIGHT TO BRING CIVIL SUIT:

1.

The claimant has the right to bring a civil actfofiowing an adverse benefit determination on
review; and

Other voluntary alternative dispute resolutions rbayavailable. The claimant should contact
the local office of the DOL or the state insuramegulatory agency as indicated within the
Plan Document. Copies of the documents, recordotret information relevant to the denied
claim shall be made available to the claimant atlmerge, upon written request.

TIMING OF NOTIFICATION OF BENEFIT DETERMINATION OF A CLAIM REVIEW:

1.

Urgent Care Determinations. The Plan Administratoall notify the claimant of the benefit
determination concerning the urgent care claim iwieventy-two (72) hours after receipt of
claimant’s request.

Pre-Service Determinations. The Plan Administratoall notify the claimant of the benefit
determination concerning a pre-service claim withinty (30) days after receipt of claimant’s
request.

Post-Service Determinations. The Plan Administrataall notify the claimant of the benefit
determination within sixty (60) days after recedptlaimant’s request.

Concurrent Care Determinations. The Plan Administrghall notify the claimant of the
Plan’s benefit determination within a reasonablegokeof time not to exceed seventy-two (72)
hours, thirty (30) days or sixty (60) days as aggllie in the case of a reduction or termination
of an ongoing course of treatment that the Plangnadiously approved.

NOTE: For applicable time lines see Examples A & B atehd of this section.

CONTENT OF THE NOTIFICATION OF A BENEFIT REVIEW:

A notice of benefit determination of the claim wlié sent to the claimant in written or electronic
format in a manner calculated to be understoodhgy daimant containing the information as
specified below.

The notification to the claimant shall include:

1.

2.

The specific reason or reasons for the adverserdigigtion; and
Reference to the specific Plan provisions on whhehbenefit determination is based; and

A statement that the claimant is entitled to reeeit no charge and upon written request,
reasonable access to, and copies of, all docummetizids, and other information relevant to
the claimant’s claim for benefits; and
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If an internal rule, guideline, protocol, or ottemilar criterion was relied upon in making the
adverse determination; a copy of such rule, guéelprotocol, or other criterion will be
provided to the claimant at no charge and uponesgand

If the adverse benefit determination is based odicaé necessity, experimental treatment or
similar exclusion or limitation, then either an &qmtion of the scientific or clinical judgment

relied upon for the determination, applying tharterof the Plan to the claimant's medical
circumstances, or a statement that such explanatibrie provided at no charge and upon
written request; and

You and your Plan may have other voluntary altéveatlispute resolution options, such as
mediation. One way to find out what may be avadablto contact your local U.S. Department
of Labor Office and your State Insurance Regulafgggncy.
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EXAMPLE A

HEALTH PLANS*

TIME PERIODS FOR FILING AND REVIEWING CLAIMS FOR GROUP

Notice of Notice of Initial Time Allowed Extensions on | Time to Seek | Time for Extensions for
Improperly | Insufficient |Determination | Claimant to Initial Review of |Decision on  Decision on
Filed Claim | Information Provide Determination | Denied Claim | Review Review
Additional
Information

Urgent 24 hours 24 hours| 72 hours froAt least 48 hours N/A No specifia 72 hours| No extension
Care time claim time period allowed
Claims filed, or earlie provided, but

of 48 hours up to 180 days

after info allowed
provided or
time to do so
ends**
Pre-service 5 days Within 15 15 days Upto 45 days One extensionUpto 180 | 30 days No extension
Claims days of 15 days, if days allowed
needed

Post- N/A Within 30 30 days Upto 45days One extensionUpto 180 | 60 days No extension
service days of 15 days, if days allowed
Claims needed
Concurrent N/A N/A 24 hours, if N/A N/A N/A 72 hours, | No extension
Care urgent care; 30 days or allowed
Claims otherwise, 60 days, as

enough time applicable

before cut-off

to appeal

*All time is measured in calendar days from date claim igeceived, even if incomplete. Where additional informationis
requested, no time is counted until information is received.

** Adverse determination may be given orally, if written or electronic notice is provided within 3 days.
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EXAMPLE B

D.O.L. TIME PERIODS FOR FILING AND REVIEWING CLAIMS

Urgent Care Claims

e Notice of Improperly Filed Claim
* Notice of Insufficient Information
* Initial Determination

 Time Allowed Claimant to Provide Additional Info
» Extensions on Initial Determination

Pre-Service Claims

* Notice of Improperly Filed Claim

* Notice of Insufficient Information

* Initial Determination

* Time Allowed Claimant to Provide Additional Info
» Extensions on Initial Determination

Post-Service Claims

e Notice of Improperly Filed Claim

* Notice of Insufficient Information

e Initial Determination

* Time Allowed Claimant to Provide Additional Info
» Extensions on Initial Determination

Concurrent Care Claims
* Notice of Improperly Filed Claim
* Notice of Insufficient Information
e Initial Determination

* Time Allowed Claimant to Provide Additional Info
« Extensions on Initial Determination

Time Frames
24 hours
24 hours
72 hours from time filed, or earlierd® hours
after info provided or time to do so ends
At leas Hours
N/A

5 days
Within 15 days
15 days
Up to days
One extension of 15déyeeded

N/A
Within 30 days
30 days
Not lebsn 45 days
One extension of 15déiyneeded

N/A
N/A
24 hours if urgent care; otherwisgough time before
cut-off to appeal
N/A
N/A

APPEALS

Urgent Care Claims

* Time to Seek Review of Denied Claim
* Time for Decision on Review

» Extensions for Decisions on Review

Pre-Service Claims

* Time to Seek Review of Denied Claim
e Time for Decision on Review

» Extensions for Decisions on Review

Post Service Claims

* Time to Seek Review of Denied Claim
e Time for Decision on Review

» Extensions for Decisions on Review

Concurrent Care Claims

* Time to Seek Review of Denied Claim
* Time for Decision on Review

o Extensions for Decisions on Review
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Time Frames

No specific time periavipled, up to 180 days allowed
72 hours

No extension allowed

Up to 180 days
30 days
No extension allowed

Up to 180 days
60 days
No extension allowed

N/A
72 hours, 30 days or 60 dagppkcable
No extension allowed



CLAIM FILING PROCEDURE

WEYCO, INC. of Lansing, Michigan will process yotlaims.

PLEASE FOLLOW THESE INSTRUCTIONS CAREFULLY. THIS WI LL ASSURE
PROMPT PAYMENT OF YOUR CLAIMS.

A.

VISION EXPENSES

Have the provider of service send the itemizedtbiNWVEYCO, INC. If the bill is sent to your
home, submit the itemized bill to WEYCO, INC.:

WEYCO, INC.
P.O. Box 30132
Lansing, Michigan 48909-7632

ORIGINAL BILLS

Submit only the original bills. Keep copies for yoacords or your spouse’s insurance. Copies
will be accepted only if the Plymouth-Canton Comitywischools Employee Benefit Plan is
secondary in coordination.

ITEMIZED BILLS

Your Plan requires that all bills be itemized. WEYANC. will process only itemized bills.
The bill must include:

1. Patient’s name

2. Date of service

Services rendered

W

Amount charged for each service performed

5. Provider’s name, address and federal tax identifinanumber

AUTOMATIC ASSIGNMENT OF BENEFITS

1. Unpaid bills - Payment of all unpaid bills wikkbnade payable to the provider of service
and mailed to the provider.

2. Paid bills - Payment of all paid bills will be depayable to the employee and mailed to
the employee. If you have paid the bill, be suradpis indicated on the bill.
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EXPLANATION OF BENEFITS

Each time WEYCO, INC. processes a claim for yolaanember of your family, they will
respond with an Explanation of Benefits informihg fatient what the charges were, how the
charges were paid, and to whom the payments wede.ma

DEADLINE FOR FILING CLAIMS

You and your covered dependents must file any nisi@aim in accordance with the above
procedure within 15 months of the date of servicerder for such claim to be considered an
allowable expense under this Plan.

COORDINATION OF BENEFITS

If you are covered by two (2) plans (this Plan godr spouse’s plan), both plans may pay.
However, the combination of payment from both pleasnot exceed 100%.

This Plan will pay the remaining balance within Ré&gliidelines, not to exceed Plan
maximums. Those employees covered as employeedepahdents (or a dependent covered
by 2 employees) are eligible for benefits as botipleyees and dependents up to the Plan
maximum.

File your claims in the following manner:
1. Employees of Plymouth-Canton Community Schools

Submit your original bills to WEYCO, INC. Keep cegi of the bills. When you receive
the explanation of benefits, send a copy of thEshiand a copy of the explanation of
benefits to your spouse’s insurance company.

2. Your spouse if covered by another employer’s plan

Your spouse should send his/her bills to his/hsuiance company first and WEYCO,
INC. second. Send WEYCO, INC. a copy of the expianaof benefits from his/her
insurance company and a copy of the bill(s).

3. Children

If children are covered by both parents’ plans, glen of the parent with the birth date
earliest in the calendar year will pay first. THarpof the parent with the later birth date
will pay second.

4. Divorce

The plan of the parent with custody of the childwfi pay first and the plan without
custody will pay second unless the divorce decraedates otherwise.
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Motor Vehicle Accidents

This Plan will pay for eligible expenses in conm&ct with motor vehicle-related
accidents/injuries only after any benefits avadgatobm automobile insurance have been
paid.

COBRA

A plan that covers the individual as an active aypé or dependent of an active
employee will be considered to pay its benefitoleh plan that covers the individual as
a COBRA participant.
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GENERAL PLAN INFORMATION

PLAN NAME

Plymouth-Canton Community Schools Employee Berdéin
TYPE OF PLAN

Welfare Plan providing vision benefits.

PLAN BENEFITS PROVIDED BY

Plymouth-Canton Community Schools

PLAN ADMINISTRATOR AND SPONSOR

Plymouth-Canton Community Schools
454 S. Harvey

Plymouth, Michigan 48170
734-416-4834

BENEFIT ADMINISTRATOR — VISION

WEYCO, INC.
2370 Science Parkway
Okemos, Michigan 48864

AGENT FOR SERVICE OF LEGAL PROCESS

Plymouth-Canton Community Schools
454 S. Harvey
Plymouth, Michigan 48170

PLAN NUMBER

WEYCO, INC.: 929

IRS: 501

EMPLOYER IDENTIFICATION NUMBER
38-6004186

PLAN YEAR ENDS

August 31

BENEFIT YEAR

January 1 through December 31
25



INSTITUTION HOLDING PLAN FUNDS
Bank One
PLAN COSTS

All contributions for participation in this Plan rfa full-time employee shall be made by the
employer. All contributions for participation inishPlan for a part-time employee shall be shared by
the employer and part-time employee.

FUNDING AND PAYMENT OF CLAIMS

The benefits described herein are self-funded byethployer and are not insured by an insurance
company. WEYCO, INC. is a Benefit Administrator wpoocesses claims and does not insure
benefits described in this Plan. If for any reasom Plan Administrator does not ultimately pay
expenses under this Plan, the individuals coveydtid Plan will be liable for those expenses.

PLAN ASSET DISTRIBUTION AFTER TERMINATION OF THE PL AN

Information concerning asset distribution aftemteration of the Plan shall be made available by
the Plan Administrator at no cost upon written esju

GOVERNING LAW

This Agreement shall be governed by and construmei@ithe laws of the State of Michigan to the
extent not preempted by Federal law.

RIGHTS RESERVED

The right is reserved in the Plan for the Plan Sporto terminate, suspend, withdraw, amend or
modify the Plan and any or all benefits providedlemthe Plan, covering any active employee or
current or future retiree or dependent in wholeirorpart at any time. Any such change or
termination in benefits will be based solely on deeision of the Plan Sponsor and may apply to all
eligible active and nonactive employees and dep#sdes either separate groups or as one group,
regardless of status. For the Union employees, Rfas is maintained pursuant to a collective
bargaining agreement.

When changes are made to Plymouth-Canton Comm8ghgols benefit plan(s), they are made in
the form of amendments and/or summaries of materaalification. The procedure for amending a
plan is as follows:

a. The proposed amendment request by the Plan Spasssent to the Benefit
Administrator of the plan.

b. The Benefit Administrator develops an amendment/@ summary of material
modification in accordance with the amendment regiiieom the Plan Sponsor. The
Supervisor of Employee Benefits of Plymouth-Can@ommunity Schools will then
approve and sign the amendment and/or summary tefrimlamodification.
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c. The approved amendment and/or summary of mataodification becomes part of the
plan document and summary plan description andasadle to the Department of Labor
upon request. Adoption of an amendment and/or sugnofamaterial modification shall
be effective immediately upon approval by the Pl&ponsor. Alternatively, the
amendment and/or summary of material modificatiballsbe retroactively effective (to
the extent permitted by law) if the amendment andiommary of material modification
so states. The Plan Sponsor will notify plan paéints of the amendment and/or
summary of material modification, in writing.

NAMED FIDUCIARY

Plymouth-Canton Community Schools
454 S. Harvey

Plymouth, Michigan 48170
734-416-4834

The Plan has granted the Plan Fiduciary final dismnary authority in determining eligibility for
benefits or to interpret the terms of the Planclaims purposes.

EMPLOYEE BENEFITS SECURITY ADMINISTRATION

For additional information on the Health InsurariRertability and Accountability Act of 1996
(HIPAA), please contact the following:

Michigan residents

Employee Benefits Security Administration
211 W. Fort Street, Suite 1310

Detroit, Michigan 48226-3211

(313) 226-7450

Non-Michigan residents

Employee Benefits Security Administration
200 Constitution Avenue, NW

Room N56226

Washington, D.C. 20210

(202) 219-8776
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COORDINATION OF BENEFITS

NOTE: This Plan is intended to comply with the NationalsAciation of Insurance Commissioners
(NAIC) Model Coordination of Benefits Rules.

The Coordination of Benefits provision applies wtka employee or any person in his family is
covered by this Plan and is covered by any otheumplan(s). This Plan will always pay either its
benefits in full or a reduced amount which, whedeatlto the benefits payable by the other plan or
plans, will not exceed 100% of allowable expenses.

If two (2) employees are married and either or @thcovered under the other’s plan, this Plan will
coordinate benefit payments within this contradtisTshall also apply to any eligible dependent
children covered under both parents’ plan. Thisvigion shall apply to any eligible dependent

children of two (2) unmarried employees who arehlmmivered under this Plan. This Plan will pay

the remaining balance within the fee schedule anoéxceed Plan maximums. Those employees
covered as employees and dependents (or a deperwl@ned by two (2) employees) are eligible

for benefits as both employees and dependents tiye t8lan maximum.

In no event will this Plan coordinate benefits #xpenses that are not considered “allowable
expenses” under the terms and conditions of thas.PlAllowable expense” shall be deemed to
mean any necessary, reasonable and customary iterpense for services, supplies, or treatment
which is covered under this Plan. “Plan” shall lee=mied to mean any plan providing benefits or
services by group insurance coverage or any otlrangement of coverage for individuals in a
group, whether on an insured or an uninsured bemikiding any governmental program (except
Medicaid) or coverage required or provided by $&atu

ORDER OF PAYMENT

According to the following section outlining theder of payment, one (1) plan will be designated
as the “primary plan” and succeeding plans wildesignated as “secondary plans.”

The “primary plan” will pay expenses based on thgrpent obligations it has established under its
Schedule of Benefits, and all “secondary plans? thién adjust their expense payments so that the
total benefits available to the covered person wil exceed the benefit allowable under the
Coordination of Benefits Provisions of the Plan.isTRlan will never pay more than it would
without this coordination provision.

When a person is covered under two (2) or morespldne rules below will apply to decide which
plan’s benefits are payable first:

1. A plan with no provision for coordination of bertefiwill be considered to pay its benefits
before a plan that contains such a provision.

2. A plan that covers an individual as other than pedeéent (e.g., as an employee, member,
subscriber, retiree) is primary and the plan tloaecs the person as a dependent is secondary.

3. The Plan that covers a person as an employee wheitiser laid off or retired (or as that
employee’s dependent) is primary. If the other mlaes not have this rule, and if, as a result,
the plans do not agree on the order of benefiis,rthe is ignored. Coverage provided to an

28



individual as a retired worker, and as a dependérdn actively at work spouse will be
determined under Rule #2.

If two (2) plans cover a dependent child, the Riarthe person whose birthday anniversary
occurs earlier in the calendar year shall be pynifar

a. The parents are married; or
b. The parents are not separated (whether or notitéves ever been married); or

c. A court decree awards joint custody without spewcdythat one parent has the
responsibility to provide health care coverage.

If both parents have the same birthday, the Planttas covered either of the parents longer is
primary.

If the specific terms of a court decree state timat of the parents is responsible for the child’s
health care expenses or health care coverage arglah of that parent has actual knowledge
of those terms, that plan is primary.

If the parent with financial responsibility has caverage for the child’s health care services or
expenses, but that parent’s spouse does, the sp@lee is primary. This subparagraph shall
not apply with respect to any claim determinaticgrigd or plan year during which the
benefits are paid or provided before the entity deasial knowledge. (If it is determined that
another plan is primary due to the terms of the@wie decree after the secondary plan has paid
as primary, the secondary plan will not retroadyiveeek refunds of the overpayments it
previously issued as the primary plan.)

If the parents are not married or are separate@ttvein or not they were ever married) or are
divorced, and there is no court decree allocategponsibility for the child’s health care
services or expenses, the order of benefit detatioimamong the plans of the parents and the
parent’s spouse (if any) is:

a. The plan of the custodial parent

b. The plan of the spouse of the custodial parent

c. The plan of the non-custodial parent

d. The plan of the spouse of the non-custodial parent

If a person whose coverage is provided under a glcontinuation pursuant to state or
federal law (e.g., COBRA) is also covered undertlagoplan, the plan covering the person as
an employee, member, subscriber, or retiree (dhatsperson’s dependent) is primary and the
continuation coverage is secondary. If the othan ploes not have this rule and if, as a result,
the plans do not agree on the order of benefiis rtie is ignored.
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8. If the preceding rules do not determine the orddremefits, the plan that covered the person
for the longer period of time is primary.

a. To determine the length of time a person has begared under a plan, two plans shall
be treated as one if the covered person was digibtler the second within twenty-four
(24) hours after the first ended.

b. The start of a new plan does not include:
* Achange in the amount of scope of a plan’s besjedit
* Achange in the entity that pays, provides, or aisters the plan’s benefits; or

 Achange from one type of plan to another (sucfraa a single employer plan to
that of a multiple employer plan).

c. Aperson’s length of time covered under a planésasured from the person’s first date of
coverage under that plan. If that date is not igadiailable for a group plan, the date the
person first became a member of the group shalidesl as the date from which to
determine the length of time the person’s covenagger the present plan has been in
force.

9. If another plan contains a provision whereby sulen gonsiders their plan to be excess of
other available benefits or considers their plabgésecondary only in normal coordination of
benefits situations, this plan will coordinate tmsider benefits payable on a 50%/50% basis,
between this plan and the other plan.

10. If none of these preceding rules determines thaany plan, the allowable expenses shall be
determined equally between the plans.

The total maximum benefit limits under this Pladlwhly be reduced by the charges actually paid
by this Plan. Any benefits coordinated and paidobyer coverage providers will not be charged
against the benefit limits of this Plan.

AUTOMOBILE INSURANCE, INCLUDING NO-FAULT INSURANCE

This Plan will pay for eligible expenses in conmattwith motor vehicle-related accidents/injuries
only after any benefits available from automohilsurance have been paid.

MEDICARE

This Plan is intended to comply with Federal Retiotes as they apply to plans with respect to
Medicare coverage and coordination of benefits.

In determining Medicare benefits, it will be assaimbat the covered person has full medical

coverage (that is, both Part A and Part B) whetinerot the covered person has enrolled for the full
coverage.
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In the case of services and supplies for which er@ makes direct reimbursement to the health
care provider, this Plan will coordinate its betseebased on the amount approved by Medicare and
not the amount of the charge.

COORDINATION WITH MEDICAID

Notwithstanding any other provisions of this Planthe contrary, this Plan shall not take into
account that a covered person or covered persensficiary qualifies for medical assistance under
a State Medicaid plan when determining eligibilior Plan enrollment or the payment of Plan
benefits.
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THE CONSOLIDATED OMNIBUS BUDGET RECONCILIATION
ACT OF 1985, AS AMENDED (COBRA) :

YOUR CONTINUATION COVERAGE RIGHTS

NOTE: COBRA administration, in accordance with federay,laemains the sole responsibility of
the Plan Administrator as fiduciary of the Planeewhen COBRA administration functions are
contracted to a third party (“agent”). WEYCO, ING. the ministerial agent and the benefits
administrator for the Plan Administrator and tharP|

If you, your spouse, or your dependent childrencaneered under the Plan and coverage under the
Plan terminates due to certain events describedwbécommonly referred to as "qualifying
events"), you may elect to continue such coveramgeuthe federal law enacted as part of the
Consolidated Omnibus Budget Reconciliation Act 883, as amended, known as "COBRA."
Qualified beneficiaries entitled to COBRA coverag®gy include you, your spouse, or your
dependent children depending on the type of quatifievent. Qualified beneficiaries also may
include children born to or placed for adoptionhnibhe “covered employee” during a period of
COBRA continuation coverage.

QUALIFYING EVENTS

IF YOU ARE AN EMPLOYEE

You have a right to COBRA coverage if ylmse your Plan coveragdjecause of any of the following
qualifying events:

¢ Areduction in your hours of employment with thepoyer; or

¢ The termination of your employment with the emplofge reasons other than gross misconduct gn
your part.

*The 1999 Final COBRA Regulations state “to loseetage” means to cease to be covered under|the
same terms and conditions as in effect immedidiefgpre the event. The Final Regulation clarifiest th
a loss of coverage includes an increase in an gm@elpremium or contribution resulting from one ¢f
the events described above.

IF YOU ARE THE SPOUSE OF AN EMPLOYEE

You have the right to COBRA coverage if yéomse your Plan coveragebecause of any of the
following qualifying events:

¢ The death of your employee-spouse;

¢ A termination of your employee-spouse's employnwith the employer (for reasons other thgn
gross misconduct) or reduction in your employeedspts hours of employment with the employe

=

¢ Your employee-spouse becomes entitled to Medicanefits (under Part A, Part B, or both); or

(continued on next page)
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IF YOU ARE THE SPOUSE OF AN EMPLOYEE
+ Divorce or legal separation from your employee-ggou

=

NOTE: If your spouse (the employee) reduces or elimingtas coverage in anticipation of &
divorce or legal separation, and a divorce or legglaration later occurs, then the divorce or legal
separation may be considered a qualifying evenydoreven though your coverage was reduced or
eliminated before the actual event. There is ndgabbn to offer coverage during the perio
between your termination from the Plan and the o

[®N

*The 1999 Final COBRA Regulations state “to los#arage” means to cease to be covered under|the
same terms and conditions as in effect immedidiefgre the event. The Final Regulation clarifiest th
a loss of coverage includes an increase in an gm@elpremium or contribution resulting from one ¢f
the events described above.

IF YOU ARE A DEPENDENT CHILD OF AN EMPLOYEE

You have the right to COBRA coverage if ytase your Plan coveragebecause of any of the
following qualifying events:

¢ The death of your parent-employee;

¢ A termination of your parent-employee's employmeith the employer (for reasons other thgn
gross misconduct) or reduction in your parent-elygds hours of employment with the employer

¢ Your parent-employee's divorce or legal separation;

¢ You no longer qualify as an eligible dependentctchihder the Plan; or

¢ Your parent-employee becomes entitled to Medicareehts (Part A, Part B, or both).
*The 1999 Final COBRA Regulations state “to loseetage” means to cease to be covered under|the
same terms and conditions as in effect immedidiefgre the event. The Final Regulation clarifiest th

a loss of coverage includes an increase in an gm@elpremium or contribution resulting from one ¢f
the events described above.

ELECTING COBRAAFTER FMLA

If you take FMLA leave and do not return to worktla¢ end of the leave, you (and your covered
spouse and dependent children) will be entitleeléoct COBRA if:

1. they were covered under the Plan on the day befweFMLA leave began (or became
covered during the FMLA leave); and

2. they will lose Plan coverage within 18 months baeaaf your failure to return to work at the
end of the leave. (This means that some individonalg be entitled to elect COBRA at the end
of an FMLA leave even if they were not covered urttle Plan during the leave.)
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COBRA coverage elected in these circumstancedegin on the last day of the FMLA leave, with
the same 18-month maximum coverage period (sulpeextension or early termination) generally
applicable to the COBRA qualifying events of teration of employment and reduction of hours.
(See the section below entitled, “Duration of COBR#éverage.”)

SPECIAL SECOND ELECTION PERIOD

Special COBRA rights apply to certain employees &mther employees who are eligible for
federal trade adjustment assistance (TAA) or adtiera trade adjustment assistance (ATAA). These
individuals are entitled to a second opportunityekect COBRA for themselves and certain family
members (if they did not already elect COBRA) dgrim special second election period. This
special second election period lasts for 60 dayess. It is the 60-day period beginning on thst fir
day of the month in which an eligible employee @mier employee becomes eligible for TAA or
ATAA, but only if the election is made within the rGonths immediately after the individual’s
group health plan coverage ended. If you are aname or former employee and you qualify or
may qualify for TAA or ATAA, contact the Plan Admstrator using the Plan contact information
provided belowContact the Plan Administrator promptly after qualng for TAA or ATAA or you
will lose the right to elect COBRA during a spe@atond election period.

COBRA COVERAGE

COBRA coverage is coverage that, as of the timeeame is being provided, is identical to the
coverage provided under the Plan to similarly sgédamployees or dependents. In most cases, this
means you will have the same coverage under COB&4oa did before the qualifying event.
Contact the Plan Administrator for more details.

You do not have to show evidence of good healtbléeat COBRA coverage. However, COBRA
coverage is provided subject to your eligibility hat coverage; the Plan Administrator reserves
the right to terminate your COBRA coverage retrivaty if you are determined to be ineligible.
This cancellation right applies even if the Plannfaistrator previously accepted one or more of
your COBRA premium payments.

Alternative coverage is coverage provided to aitjedlbeneficiary after a qualifying event that is
not COBRA coverage. Regardless of whether alteraatoverage is available, COBRA coverage
must also be made available.

ENROLLMENT OF NEWBORN OR ADOPTED CHILDREN

A newborn child, adopted child, or child placed &atoption with a covered employee during a
period of COBRA coverage is considered to be a ifigl beneficiary. The child's COBRA
coverage begins when the child is enrolled in tlzen Rvhether through special enroliment or open
enrollment, and it lasts for as long as COBRA cagerlasts for other qualified beneficiaries. To be
enrolled in the Plan, the child must satisfy thkeowise applicable Plan eligibility requirements
(e.g., limiting ages).
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ELECTING COBRA COVERAGE

In order to obtain COBRA coverage you, your quatifbeneficiaries and the employer must satisfy
certain notification requirements.

NOTICE REQUIRED TO BE GIVEN BY QUALIFIED BENEFICIAR Y

You and your qualified beneficiaries have the resguality to inform the Plan Administrator of g
qualifying event that is:

¢ Adivorce;
¢ Alegal separation; or
¢ A child losing dependent status under the Plan.

A COBRA election will be available to you only ifoy notify the Plan Administrator in writing
within 60 days after the later of:

+ the date of the qualifying event; or
+ the date on which your Plan coverage ends (or wentt) because of the event.

Additionally, to extend COBRA coverage, you mustifiyahe Plan Administrator of any secondary
qualifying events or of a determination of disapilin the case of a disability, you also must fyoti
the Plan Administrator when you are no longer desb (See the sections below entitled
“Disability,” “Secondary Qualifying Event,” and “Elg Termination of COBRA Coverage”).

Any notice that you provide to your plan administramust be in writing. Oral notice, including
notice by telephone, is not acceptable. If mailgmyr notice must be postmarked no later than the
last day of the required notice period. Any notigeu provide must contain the following
information:

¢ the name of the Plan;

¢ the name and address of the employee covered threl@tan;
¢ the name(s) and address(es) of the qualified beagés; and
+ the qualifying event and the date it occurred.

If the qualifying event is a divorce or legal segigom, your notice must include a copy of the doeor
decree or the legal separation agreement. If tladifging event is a child losing dependent statlis
under the Plan, then your notice must state the tte child is no longer eligible and the child/s
address.

Individuals who can provide this notice include ttevered employee or qualified beneficiary with
respect to the qualified event, or any represergtadicting on behalf of the covered employee |or
qgualified beneficiary. The provision of notice bypeoindividual shall satisfy any responsibility t
provide notice on behalf of all related qualifieghleficiaries with respect to the qualifying event.

=)

(continued on next page)
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NOTICE REQUIRED TO BE GIVEN BY QUALIFIED BENEFICIAR Y

Mail or hand-deliver the written notice of qualifig event to:

Employee Benefits Department
Plymouth-Canton Community Schools
454 S. Harvey
Plymouth, Michigan 48170

If you or your dependents do not notify the Plamédstrator in writing of the qualifying event
within the required time period, the right to el&@®BRA coverage will end.

NOTICE REQUIRED TO BE GIVEN BY THE EMPLOYER

The employer has the responsibility to notify th@PAdministrator of a qualifying event that is:
¢ The employee's death;

¢ The employee's termination (other than by reasarads misconduct);

¢ The employee's reduction in hours of employment;

¢ The employee's Medicare entitlement (Part A, PardrBoth); or

¢ The Employer’s bankruptcy under Chapter 11 of teddfal Bankruptcy Code, with reference fp

retirees and their dependents.
This notice must be provided within 30 days after:
¢ the date of the qualifying event; or

¢ the date of the loss of coverage in cases wherincation coverage shall commence on the
date of loss of coverage.

NOTICE REQUIRED TO BE GIVEN BY PLAN ADMINISTRATOR

When the Plan Administrator is notified that a dfyalg event has happened, the PI3
Administrator, or its agent, will in turn notify woand your dependents of the right to elect COBH
coverage. This notice must be provided within lyisda

HOW TO ELECT COBRA

To elect COBRA, you must complete the Election Fahnat is part of the Plan’'s COBRA Notice
and submit it to the Plan Administrator. A COBRA tide will be provided to qualified

beneficiaries at the time of a qualifying event.uvimay also obtain a copy of the COBRA Notice
from the Plan Administrator.
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Under federal law, you have 60 days to elect COBiRA the later of:
» the date you would lose coverage because of otteeafualifying events described above; or
» the date the Plan Administrator informs you of yQ@BRA election rights.

If you do not submit the completed Election Formthig date, you will lose your right to elect
COBRA coverage.

Mail or hand-deliver the completed Election Form to

Employee Benefits Department
Plymouth-Canton Community Schools
454 S. Harvey
Plymouth, Michigan 48170

Deadline for COBRA Election

If mailed, your Election Form must be postmarkead(& hand-delivered, your Election Form must
be received by the individual at the address sjgecdbove) no later than 60 days after the date of
the COBRA Notice provided to you at the time of yqualifying eventlf you do not submit a
completed Election Form by this due date, youladle your right to elect COBRA coverage.

If you reject COBRA before the due date, you magingfe your mind as long as you furnish a
completed Election Form before the due date.

You do not have to send any payment with your Eedform when you elect COBRA. Important
additional information about payment for COBRA cmage is included below.

I ndependent Election Rights

Each qualified beneficiary will have an independdght to elect COBRA. For example, your
spouse may elect COBRA even if you do not. COBRA ima elected for only one, several or for
all dependent children who are qualified benefiemr Covered employees and spouses (if the
spouse is a qualified beneficiary) may elect COB&Abehalf of all of the qualified beneficiaries,
and parents or legal guardians may elect COBRA emaldb of a minor child.Any qualified
beneficiary for whom COBRA is not elected withie 80-day election period specified in the
Plan’s COBRA election notice will lose his/her righ elect COBRA coverage.

Notification of Medicare Entitlement

When you complete the election form, you must gdtie Plan Administrator, or its agent, if any
gualified beneficiary has become entitled to Mediogd@art A, Part B or both) and, if so, the date of
Medicare entitlement. If you become entitled to Macde (or first learn that you are entitled to
Medicare) after submitting the election form, imnagely notify the Plan Administrator, or its
agent, of the date of your Medicare entitlementhataddress specified above for delivery of the
election form.
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COBRA Coverage and Other Coverage or Medicare

Qualified beneficiaries who are entitled to ele@QERA may do so even if they have other group
health plan coverage or are entitled to Medicareefies on or before the date on which COBRA is
elected. However, as discussed in more detail hetogualified beneficiary’'s COBRA coverage
will terminate automatically if, after electing C®8, he or she becomes entitled to Medicare
benefits or becomes covered under other grouptpkh coverage (but only after any applicable
pre-existing condition exclusions of that othermplaave been exhausted or satisfied). See the
section below entitled, “Termination of COBRA Bedahe Maximum Coverage Period.”

DURATION OF COBRA COVERAGE

COBRA coverage is measured from the date of yoss lof coverage. The duration of your
COBRA coverage depends on the reason coveragesias |

QUALIFYING EVENT MONTHS OF COBRA
(RESULTING IN LOSS OF COVERAGE) COVERAGE
Termination of employment 18
Reduction in Hours 18
Divorce or legal separation 36
Death 36
Loss of Dependent Child Status 36
Medicare Entitlement 36

COBRA coverage is a temporary continuation of cager The COBRA coverage periods
described above are maximum coverage periods anddiual duration could vary depending on
your actual facts and circumstances. COBRA coverageend before the end of the maximum
coverage period for several reasons, which arerithescin the section below entitled “Termination
of COBRA Before the Maximum Coverage Period.”

Special Rules Regarding the Duration of COBRA

If you are an employee and become entitled to Medigvithin the 18-month periquteceding your
termination of employment or reduction in hquittee COBRA continuation period will be extended
for all other qualified beneficiaries (e.g., yourvered spouse and dependents) to a maximum
period of 36 months from the date of your Medicargitlement. For example, if you become
entitled to Medicare and then terminate employmeith the employer 6 months later, your
qualified beneficiaries would be entitled to el€®BRA coverage for a period of 30 months from
the date of your termination.

Additionally, the duration of COBRA coverage resut from termination of employment or
reduction in hours may be extended in the caseSyaal Security disability determination and in
the case of multiple qualifying eventdowever, in no event will COBRA coverage last bdy@®
months from the date of the original qualifying mvilnat made the qualified beneficiary eligible to
elect COBRA coverage.
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DISABILITY

If a qualified beneficiary (e.g., the employeelwe employee’s covered spouse or dependent child

determined by the Social Security Administration be disabled and you notify the Plan

Administrator, or its agent, in writing in a timefgshion, all of the qualified beneficiaries in you
family may be entitled to receive up to an add#iohl months of COBRA coverage, for a tot
maximum of 29 months. This extension is availabidy ofor qualified beneficiaries who are
receiving COBRA coverage because of a qualifyingnévthat was the covered employee
termination of employment or reduction of hours.eTdlisability must have started at some tin
before the 6% day after the covered employee’s termination opleyment or reduction of hours
and must last at least until the end of the pesio@OBRA coverage that would be available witho
the disability extension (generally 18 months, escdibed above).

The disability extension is available only if yoatify the Plan Administrator, or its agent, in Wi
of the Social Security Administration’s determiiatiof disability before the end of the first 1
months of continuation coverage and within 60 d#fyer the later of:

¢ the date of the Social Security Administration’satiility determination;
+ the date of the covered employee’s terminatiomgbleyment or reduction of hours; or

¢ the date on which the qualified beneficiary loswswould lose) coverage under the terms of t
Plan as a result of the covered employee’s terioinatf employment or reduction of hours.

Mail or hand-deliver the notice of determinationdigability ("SSA Award Letter") to:

Employee Benefits Department
Plymouth-Canton Community Schools
454 S. Harvey
Plymouth, Michigan 48170

If this notice is not provided, the right to extesaverage from 18 months to 29 months will be lost.

Any notice that you provide to your plan adminigtramust be in writing. Oral notice, including

) is
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notice by telephone, is not acceptable. If mailgyr notice must be postmarked no later than the

last day of the required notice period. Additiopalany notice you provide must contain th
following information:

e the name of the Plan;

» the name and address of the employee or formeroge@icovered under the Plan;
» the name and address of the disabled qualifiedficéarg;

» the date the Social Security Administration madeldtermination of disability;

» the date the qualified beneficiary becomes disabled

» the name(s) and address(es) of all qualified belages who are receiving COBRA at the tim
of this notice; and

» the initial qualifying event and the date it ocadtr

Individuals who can provide this notice include ttevered employee or qualified beneficiary with

respect to the qualified event, or any represergadicting on behalf of the covered employee
gualified beneficiary. The provision of notice bpeoindividual shall satisfy any responsibility t

e

or
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provide notice on behalf of all related qualifieghieficiaries.
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SECOND QUALIFYING EVENTS

If you are a qualified beneficiary who is a spoaselependent child, the 18-month period (or, in t
case of a disability extension, the 29-month pgrindy be extended to 36 months from the date

the employee's termination of employment or reducth hours if a second qualifying event occurs.

A second qualifying event is one of the followitgt occurs during the original 18-month period:

¢ Death of the employee;

¢ The employee's divorce or legal separation;

¢ Achild's loss of dependent status under the Rian;

¢ The employee’s entitlement to Medicare (Part At Baor both).

These events can be a second qualifying event ibnilgey would have caused the qualifie
beneficiary to lose coverage under the Plan ifiitise qualifying event had not occurred.

You or your qualified beneficiary must provide vigit notification to the Plan Administrator (or it
agent) of the second qualifying event within 60glafter the later of:

¢ the date of the second qualifying event; or

¢ the date on which the qualified beneficiary wouldd coverage under the terms of the Plan
as a result of the second qualifying event (ifatlfoccurred while the qualified beneficiary
was still covered under the Plan).

Mail or hand-deliver the written notice of secanailifying event to:

Employee Benefits Department
Plymouth-Canton Community Schools
454 S. Harvey
Plymouth, Michigan 48170

If this notice is not provided, the right to extesalerage from 18 months to 36 months will be lost.

Any notice that you provide to your plan adminigiramust be in writing. Oral notice, including

of
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notice by telephone, is not acceptable. If mailgyr notice must be postmarked no later than the

last day of the required notice period. Any notigeu provide must contain the following
information:

¢ the name of the Plan;
¢ the name and address of the employee or formerogeplcovered under the Plan;

+ the name(s) and address(es) of the qualified b@agés who are receiving COBRA at the tim
of this notice; and

¢ the initial and secondary qualifying events anddhages they occurred.

If the second qualifying event is a divorce or leggparation, your notice must include a copy ef t
divorce decree or the legal separation agreementel second qualifying event is a child losin
dependent status under the Plan, then your notict state the date the child is no longer eligik
and the child's address.

Individuals who can provide this notice include ttevered employee or qualified beneficiary with

respect to the qualified event, or any represergadicting on behalf of the covered employee
gualified beneficiary. The provision of notice bpeoindividual shall satisfy any responsibility t
provide notice on behalf of all related qualifieghleficiaries with respect to the qualifying event.

-
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COST OF CONTINUATION COVERAGE

Under COBRA, you may have to pay all or part of pnemium for your continuation coverage. In
addition, the employer may charge you a 2% adnmnatisn fee during the 18 or 36 month COBRA
continuation period. If you and your dependentsesntétled to 29 months of continuation coverage
on account of disability, the employer may charge0& administration fee during the additional
11-month coverage period. The amount of your COBR&mium may change from time to time
during your period of COBRA coverage and will mdigely increase over time. You will be
notified of COBRA premium changes.

COBRA Premium Due Date

Your first payment and all monthly payments for (&8 coverage must be mailed or hand-
delivered to:

Employee Benefits Department
Plymouth-Canton Community Schools
454 S. Harvey
Plymouth, Michigan 48170
734-416-4834

If mailed, your payment is considered to have beade on the date that it is postmarked. If hand-
delivered, your payment is considered to have lmeade when it is received by the individual at
the address specified above. You will not be carsid to have made any payment by mailing or
hand-delivering a check if your check is returdeeé to insufficient funds or otherwise.

Generally your premiums are due on the first of tienth. COBRA premiums must be paid by
personal check, cash, or certified check. Howawere is a 30-day grace period for payment of the
regularly scheduled premium. To qualify for theagggeriod, your premium must be postmarked or
received by the Plan Administrator no later thard@9s after the original premium due date. Also,
your first COBRA premium is not due until 45 dayternyou elect COBRA coverage. This means
that your premium must be postmarked or receivethbyPlan Administrator no later than 45 days
after the date your election of COBRA coverage wGstmarked or received by the Plan
Administrator. In addition, your initial premium msiucover the entire period from the date of the
loss of coverage. For example, if you elect COBR#erage on the last day of the 60-day COBRA
election period, your initial premium payment woudd for the first 2 months of your COBRA
coverage.

You have 30 days after a notice of an insignifiaamderpayment to make up that payment.

When a health care provider inquires as to a dedlibeneficiary’s coverage status, the Plan is
responsible to convey all details regarding thelifigad beneficiary’s right to coverage during the
election period and applicable grace periods.

If you do not make your first payment for COBRAecage in full within 45 days after the date of
your election or you fail to make a monthly paymieeftore the end of the grace period for that
month, you will lose all rights to COBRA coverageler the Plan.
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TERMINATION OF COBRA BEFORE THE MAXIMUM COVERAGE PE RIOD

EARLY TERMINATION OF COBRA COVERAGE
Your COBRA coverage will automatically terminatddre the end of the maximum period if:

¢ The premium for your COBRA coverage is not paiduilhon time;
¢ The employer no longer provides group health cayeta any of its employees;

¢ You become covered, after electing COBRA, undertl@mrogroup health plan that does ngt
contain any exclusion or limitation with respectaioy pre-existing condition you may have or
any such pre-existing condition clause does notlyapp you under the rules concerning
creditable coverage;

¢ You become entitled to Medicare (under Part A, Baot both) after electing COBRA,; or

=

¢ During a disability extension period, you are deili@ed by the Social Security Administratio
to be no longer disabled. For more information akibe disability extension period, see the
section above entitled “Special Rules Regardingiheation of COBRA.”

COBRA coverage may also be terminated for any redise Plan would terminate coverage of|a
participant or beneficiary not receiving COBRA coage (such as fraud).

Medicare Entitlement and Coverage Under Another Group Health Plan

You must notify the Plan Administrator, or its agein writing within 30 daysif, after electing
COBRA, a qualified beneficiary becomes entitledvtedicare (Part A, Part B or both) or becomes
covered under another group health plan (but oftgr any pre-existing condition exclusion perig
of the other plan is exhausted or satisfied).

o

COBRA coverage will terminate (retroactively if dippble) as of the date of Medicare entitlemeht
or as of the beginning date of the other grouptheadverage (after exhaustion or satisfaction of jan
applicable pre-existing condition exclusion perio@ymouth-Canton Community Schools wil|
require repayment to the Plan of all benefits @didr the termination date, regardless of whethen o
when you provide notice of Medicare entitlemenbtirer group health plan coverage.

Cessation of Disability
If a disabled qualified beneficiary is determingdtbe Social Security Administration to no longe

be disabled, you must notify the Plan Administratarits agentin writing within 30 daysafter the
Social Security Administration’s determination thia¢ qualified beneficiary is no longer disabled.

-

(continued on next page)
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EARLY TERMINATION OF COBRA COVERAGE

If the Social Security Administration’s determiraati that the qualified beneficiary is no longe
disabled occurs during a disability extension pEridOBRA coverage for all qualified beneficiarig
will terminate (retroactively if applicable) as thie later of:

¢ the first day of the month that is more than 30sdafter the Social Security Administration’
determination; or

+ the end of the maximum coverage period that appdiebe qualified beneficiary without regar
to the disability extension.

Plymouth-Canton Community Schools will require napant to the Plan of all benefits paid after

the termination date, regardless of whether or wjman provide notice that the disabled qualifig
beneficiary is no longer disabled. For more infatioraabout the disability extension period, see t
section above entitled “Special Rules Regardingtheation of COBRA.”

Notice Procedures

Mail the written notice of Medicare entitlement,veoage under another group health plan
determination that the qualified beneficiary islonger disabled to:

Employee Benefits Department
Plymouth-Canton Community Schools
454 S. Harvey
Plymouth, Michigan 48170

Any notice that you provide to your plan adminigiramust be in writing. Oral notice, including
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notice by telephone, is not acceptable. If mailgayr notice must be postmarked no later than the

last day of the required notice period. Any notigeu provide must contain the following
information:

¢ the name of the Plan;
¢ the name and address of the employee or formeroge@icovered under the Plan;
¢ the name(s) and address(es) of the qualified betagés; and

¢ the initial qualifying event and the subsequentnéterminating coverage and the dates they
occurred.

Individuals who can provide this notice include twered employee or qualified beneficiary,
any representative acting on behalf of the coveragloyee or qualified beneficiary. The provisig
of notice by one individual shall satisfy any resgibility to provide notice on behalf of all reldte
qualified beneficiaries.

>
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QUESTIONS AND ADDITIONAL INFORMATION

In order to protect your family’s rights, you shdWeep the Plan Administrator informed of any
changes in the addresses of family members. Youldlaso keep a copy, for your records, of any
notices or correspondence you send to the Plan iigtrator, or its agent.

Questions concerning your Plan or your COBRA rigélt®uld be addressed to the contact or
contacts identified below.

For more information about your rights, includin@BRA, the Health Insurance Portability and
Accountability Act (HIPAA), and other laws affecgingroup health plans, contact the nearest
Regional or District Office of the U.S. Departmeot Labor's Employee Benefits Security
Administration (EBSA) in your area or visit the EBSvebsite at www.dol.gov/ebsa. (Addresses
and phone numbers of Regional and District EBSAd®H are available through EBSA’s website.)

You may obtain information about the Plan and COBR#erage on request from:

COBRA Representative
Plymouth-Canton Community Schools
454 S. Harvey
Plymouth, Michigan 48170
734-416-4834

The contact information for the Plan may changenftane to time. The most recent information
will be included in the Plan’s most recent Plan Dment and Summary Plan Description (if you
are not sure whether this is the Plan’s most reB&art Document and Summary Plan Description,
you may request the most recent copy from the Rtiministrator).
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GENERAL PROVISIONS

RIGHT TO RECEIVE AND RELEASE NECESSARY INFORMATION

For purposes of determining the applicability oflamplementing the terms of this provision or any
similar provision of any other Plan, the Benefitmidistrator may, without the consent of or notice
to any person, release to or obtain from any othsurance company or other organization or
person, any information with respect to any peradtom the Plan Administrator deems to be
necessary for such purposes. Any person claimingftie under this Plan must furnish the Benefit
Administrator such information as may be necessamnplement this provision.

FACILITY OF PAYMENT

Whenever payments that should have been made timdd?lan in accordance with its provisions
have been made under any other plans, the empdtnadirhave the right, exercisable alone and in
its full discretion, to pay over to any organizasamaking such other payments any amounts it shall
deem to be warranted in order to satisfy the inbénihis provision, and any amount so paid shall be
deemed to be benefits paid under this Plan anketextent of such payments, the employer shall be
fully discharged from liability under this Plan.

RIGHT OF RECOVERY

Whenever payments have been made by the Benefitimdstrator with respect to allowable
expenses in an amount that is, at any time, ingxoéthe maximum amount of payment necessary
to satisfy the intent of this provision, the Behé&dministrator will have the right to recover such
payments, to the extent of such excess, from amaegr more of the following: any persons to or
for or with respect to whom such payments were madg other insurance companies, including
but not limited to Worker's Compensation carriensgd any other organizations.

If an overpayment is made in the opinion of thenPAdministrator, this Plan has the right to
recover the overpayment. If a covered person id pare than allowed by this Plan, the covered
person must refund that overpayment. A requestefiumd will be made in writing by this Plan. If
an overpayment is made by the Plan on behalf octdwered person to a hospital, physician, or
other covered provider, this Plan may request ancebf the overpayment from either the covered
person or the covered provider. If the refund is neceived from either the covered person or the
covered provider, the overpayment will be dedudtech any future Plan benefits available to the
covered person or collected through legal process.

STATE RECOVERY OF MEDICAID PAYMENTS

Notwithstanding any other provisions of the Plantie contrary, if this Plan provides benefit
payments on behalf of a covered person who is @sered by a State’s Medicaid program, the
Plan shall be subject to the State’s right to reimbment for benefits the State has paid on behalf
of the covered person, provided that the Stateahagssignment of rights made by or on behalf of
the covered person, or the covered person’s beasfias may be required by the State Medical
Assistance Plan.
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SUBROGATION, REIMBURSEMENT AND THIRD PARTY RECOVERY PROVISION

If you, your spouse, one of your dependents, oroaeywho receives benefits under this Plan
becomes ill or is injured and entitled to receiveney from any source, including but not limited to
any party’s liability insurance or uninsured/undstred motorist proceeds, then the benefits
provided or to be provided by the Plan are secgnaent primary, and will be paid only if you fully
cooperate with the terms and conditions of the Plan

As a condition of receiving benefits under thisrPlthe employee or covered person agrees that
acceptance of benefits is constructive notice isf phovision in its entirety and agrees to reimburs
the Plan 100% of benefits provided without reductior attorney’s fees, costs, comparative
negligence, limits of collectability or responsityij or otherwise. The person receiving benefits
further agrees that any funds received by saidopeasd/or their attorney, if any, from any source
for any purpose shall be held in trust until suatetas the obligation under this provision is fully
satisfied. If the employee or covered person rstan attorney, then the employee or covered
person agrees to only retain one who will not dagber Common Fund or Made-Whole Doctrines.
Reimbursement shall be made immediately upon daleof any sum(s) recovered regardless of
its legal, financial or other sufficiency. If thejured person is a minor, any amount recovered by
the minor, the minor’s trustee, guardian, parentpthier representative, shall be subject to this
provision regardless of State law and/or whethemtimor’s representative has access or control of
any recovery funds.

The employee or covered person agrees to sign @yments requested by the Plan including but
not limited to reimbursement and/or subrogatioreagrents as the Plan or its agent(s) may request.
Also, the employee or covered person agrees tasfuiamy other information as may be requested
by the Plan or its agent(s). Failure or refusaxecute such agreements or furnish information does
not preclude the Plan from exercising its righstrogation or obtaining full reimbursement. Any
settlement or recovery received shall first be d=rior reimbursement of medical expenses paid
by the Plan. Any excess after 100% reimbursemernh®fPlan may be divided up between the
employee or covered person and their attorney pliegble. If any provision is made for future
medical expenses in the settlement or recoverydewtrelated claims made after satisfaction of
this obligation shall be paid by the employee orered person and not the plan.

The employee or covered person agrees to taketiom dlgat in any way prejudices the rights of the

Plan. If it becomes necessary for the Plan to eefthis provision by initiating any action against

the employee or covered person, then the employem\ered person agrees to pay the Plan’s
attorney’s fees and costs associated with theraotigardless of the action’s outcome.

The Plan Administrator has sole discretion to imter the terms of this provision in its entiretydan
reserves the right to make changes as it deemssage

If the employee or covered person takes no actioretover money from any source, then the
employee or covered person agrees to allow the Rjaimitiate its own direct action for
reimbursement.

HONOR OF STATE SUBROGATION RIGHTS

Notwithstanding any other provision of this Plan ttee contrary, the Plan will honor any
subrogation rights that a State may have gained &dedicare eligible beneficiary covered by the
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Plan by virtue of the State’s having paid Medichenefits, provided that the Plan has a legal
liability for coverage.

PRIVACY

In administering your Plan benefits, the Benefitnfidistrator will comply with all applicable
privacy and access statutes, rules and regulations.
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DEFINITIONS FOR THE PURPOSE OF THIS PLAN

ADVERSE BENEFIT DETERMINATION : The appeals procedures are triggered by an agvers
benefit determination. According to the new regala the term “adverse benefit determination”
means a denial, reduction or termination of, caikufe to provide, or make payment (in whole or in
part) for a benefit. Requests for determinationglafibility under the Plan are not required to be
treated as claims for benefits for purposes ofdlaén procedure. However, where a claim for
benefits is made and the claim is denied becaueseléfimant is not eligible for benefits under the
terms of the Plan, the claimant shall be affordedright to appeal that determination in accordance
with the claims procedures outlined in the Plan.

AGENT FOR SERVICE OF LEGAL PROCESS: Legal process may be served on the Plan
Administrator at the address indicated on the Gari&lan Information page.

AMENDMENT : A formal document that changes the provisiorhef Plan that is adopted through
a formal resolution by the employer through its going body or authorized executive.

The employer may amend this Plan at any time ardprovide written notice to participants.
Summary of Material Modifications (SMM) must be tdisuted within sixty (60) days after a
material reduction in benefits has been adoptemh Rimendments can be made retroactive to the
extent permitted by law.

ASSIGNMENT OF BENEFITS: Assignment of Benefits occurs when you file aimlaand
authorize the Plan to pay your doctor or hospiitaadly.

AUTHORIZED REPRESENTATIVE : A claimant may act through an authorized repregmse.
The Department of Labor (DOL) has clarified, thaisireasonable to require written authorization
signed by the Plan participant or beneficiary, oforan specified by the Plan for an authorized
representative to act on behalf of the Plan paditi or beneficiary in connection with non-urgent
and post-service claims. However, if an urgent cdaém is involved, a health care professional
evidencing knowledge of a claimant’'s medical caoditwill have to be accepted as sufficient to
establish authorized representative status. Acegrth the DOL, a medical service provider does
not become an authorized representative withinntlieaning of the regulations as a result of an
assignment of benefits by a plan participant oefierary.

The claimant has the right to revoke the assignmkah authorized representative at any time.

BENEFIT ADMINISTRATOR : The firm providing administrative services to tamployer in
connection with the operation of the Plan and periiog certain functions, including underwriting,
enrollment applications, maintaining current Platag billing, processing and payment of claims
and providing the employer with any other informatideemed necessary by the Third Party
Administrator.

BUSINESS ASSOCIATE (BA) A person or organization that performs a functoractivity on
behalf of a covered entity, but is not part of theered entity’s workforce. A business associate ca
also be a covered entity in its own right.
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CALENDAR YEAR : For purposes of this Plan, a length of time beigig January 1 and ending
December 31.

CHILD : Your unmarried:

* natural child

» adopted child

» child placed for adoption

» stepchild

» child for whom you are the legal guardian and wégides with you

» or a child under age nineteen (19) that residels you and for whom you provide the principal
support

An “adopted child” or a “child placed for adoptiois’ any person under the age of eighteen (18) as
of the date of adoption or placement for adopti®taced for adoption” means, in connection with
adoption proceedings, the assumption and retebyianhealth plan participant or beneficiary of the
legal duty for the total or partial support of dldho be adopted. The child’s placement with such
person terminates upon the termination of such lelgjaggation.

This Plan is intended to comply with the Omnibugiget Reconciliation Act of 1993 with respect
to dependent child eligibility and Qualified Medi¢zhild Support Orders.

CLAIM : A claim is any request for a plan benefit or b#ése made by a claimant or by a
representative of a claimant that complies withlanB reasonable procedure for making benefit
claims. A request for benefits includes a requasstbverage determination, for pre-authorization or
approval of a plan benefit, or for a utilizatiorvieawv determination in accordance with the terms of
the Plan.

Requests for determinations of eligibility undee fhlan are not required to be treated as claims for
benefits for purposes of the claim procedure. H@rewhere a claim for benefits is made and the
claim is denied because the claimant is not ekgfok benefits under the terms of the Plan, the
claimant shall be afforded the right to appeal tiietermination in accordance with the claims

procedures outlined in the Plan.

Under the terms of this Plan, a claim is not deemetb be a claim when there is a casual
inquiry about benefits. For this Plan to consider aequest for benefits as a claim, it is required
that a claim for pre-service care, post-service carand concurrent care benefits must be filed
in writing or submitted electronically and must include applicable codes. Less stringent
guidelines may apply in the case of an urgent caxdaim.

CONCURRENT CARE CLAIM : A concurrent care decision is one where the REsapproved
an ongoing course of treatment, and then the Rdnces or terminates coverage for that course of
treatment (other than by amendment or plan termonpbefore the end of the pre-approved course
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of treatment. This is an adverse benefit deternunathat can be appealed as a concurrent care
claim.

Reduction or termination of benefits: In the caka ceduction or termination of an ongoing course
of treatment which the Plan had previously approwbe Plan Administrator shall notify the
claimant of the Plan’s benefit determination witeineasonable period of time.

Request to extend benefits: In the case of a réqiiesclaimant to extend the course of treatment
which the Plan had previously approved, the Plamiddstrator shall notify the claimant of the
Plan’s benefit determination within a reasonableqgeof time but in no event greater than twenty-
four (24) hours after receipt of the claim by tHarP?

CONSENT: Permitted disclosures allow a covered entityiszldse Protected Health Information
(PHI) to the individual whose PHI is being discldsend with consent of the individual for the
purposes of treatment, payment or health care tpesa Covered entities may use or disclose PHI
with written authorization from plan participantEhe claimant has the authority to revoke an
authorized consent at any time.

COORDINATION OF BENEFITS : If an individual is covered by another benefiupl this Plan
will coordinate its payment of benefits with thehet plan to allow as complete claim
reimbursement as possible, within the coveragedimithout providing duplicate payments.

COVERED ENTITY (CE) : Under HIPAA, this is a health plan, a health caearinghouse, or a
health care provider who transmits any individuadlgntifiable health information in any form or
medium in connection with a HIPAA transaction.

COVERED PERSON: The term “covered person” shall mean any eligidheployee or eligible
dependent(s) as defined in the section entitledGRILITY PROVISIONS.”

DAY: The term used in the regulations means calendgs, dhot business days. 65 Fed. Reg.
70248,n.9 (Nov. 21, 2000).

DISCLOSURE, ACCOUNTING OF: Under HIPAA this is a list of any entities thave received
personally identifiable health care information fses unrelated to treatment and payment.

DISCLOSURE OF PROTECTED HEALTH INFORMATION (PHI) (to include minimum
necessary scope): Release or divulgence of infesmdtty an entity to persons or organizations
outside of that entity.

ELECTRONIC DATA INTERCHANGE (EDI) : This usually means X12 and similar variable-
length formats for the electronic exchange of stmed data. It is sometimes used more broadly to
mean any electronic exchange of formatted data.

ELECTRONIC PROTECTED HEALTH INFORMATION (EPHI) : Protected health
information, as defined by the Security Rule, tlsafi) transmitted by electronic media; or (ii)
maintained in electronic media.

EMPLOYEE : The word “employee” as used herein, shall meap parson employed and
compensated for services by the employer as definethe section entitled “ELIGIBILITY
PROVISIONS.”
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ENROLLMENT DATE : The first day of coverage or, if there is a waitpgyiod, the first day of
the waiting period.

EXPERIMENTAL OR INVESTIGATIONAL SERVICES

1. Care, procedure, treatment or technology whichigajot widely accepted as safe, effective
and appropriate for the injury or illness throughdloe recognized medical profession or
established medical societies in the United Stafles;is experimental, in the research or
investigational stage, or conducted for researdiroilar purposes.

2. Drugs and tests which: (a) the Federal Food andyd@ministration has not approved for
general use; (b) are considered experimental;)aréfor investigational use. Drugs and tests
approved for a specific medical condition but whaate used for another condition will be
considered experimental.

In determining any of the above, reliance will baced on recognized medical sources such as, but
not limited to, the American Medical AssociatiohetNational Institutes of Health, the U.S. Food
and Drug Administration and other broadly acceptedical authorities and sources.

FULL AND FAIR REVIEW : A full and fair review of the appeal of an adwerbenefit
determination must be made by the fiduciary ofRken, the Plan Administrator, who is neither the
party who made the initial adverse determinatiaor, the subordinate of such person. The review
may not defer to the initial adverse benefit deteation. The review must take into account all
comments, documents, records and other informatidmmitted by the claimant without regard to
whether such information was previously submittedetied upon in the initial determination.

FUNDING : Funds for payment of claims are paid into an Exyeé Benefit Account or Trust from
which claims are paid. All funds received by theamt or trust shall be applied toward payment of
claims and reasonable expenses of administratitmed®lan.

HEALTH AND HUMAN SERVICES (HHS) : The federal government department that has
primary responsibility for implementing HIPAA.

HEALTH CARE CLEARINGHOUSE : Under HIPAA, this is an entity that processes or
facilitates the processing of information receifesin another entity in a nonstandard format or
containing nonstandard data content into standatd elements or a standard transaction, or that
receives a standard transaction from another emtityprocesses or facilitates the processing of tha
information into nonstandard format or nonstandath content for a receiving entity.

IMMEDIATE FAMILY MEMBER : A person who is related to the claimant as a spqesent,
child, brother or sister, whether the relationgkipy blood or exists in law.

INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION (IIHI) . Is information that is a
subset of health information, including demographformation collected from an individual, and:

1. Is created or received by a health care provideslth plan, employer, or health care
clearinghouse; and
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2. Relates to the past, present, or future physicah@mtal health or condition of an individual;
the provision of health care to an individual; be tpast, present, or future payment for the
provision of health care to an individual; and

a. That identifies the individual; or

b. With respect to which there is a reasonable badielieve the information can be used to
identify the individual.

INJURY AND ILLNESS : The term “injury” shall mean accidental or selflicted bodily injury.
All injuries sustained by a covered person in catina with any one incident shall be considered
one injury.

The term “iliness” shall include illness, mentahaional, or nervous disorders, and pregnancy and
complications thereof.

No benefits will be payable for expenses arisingadwccupational injuries and illnesses which are
compensable under a Worker's Compensation insurnamggam.

LATE ENROLLEE : An individual whose enrollment in a plan is a lateollment.

LATE ENROLLMENT : Enrollment under a group health plan other tharth@ earliest date on
which coverage can become effective under the tefntise plan, or a special enroliment date for
the individual.

LIFETIME : For purposes of this Plan, lifetime shall meanlevkovered under this self-funded
Plan.

MEDICALLY NECESSARY : Health care services, supplies or treatment whiclhe judgment
of the attending physician, are appropriate andsistent with the diagnosis and which, in
accordance with generally accepted medical stasdarduld not have been omitted without
adversely affecting the patient’s condition or tjuality of medical care rendered.

MEDICARE : The programs established by Title 1 of Public L&%97 (79 Statutes 291) as
amended, and entitled Health Insurance for the Agedand which includes Part A and Part B.

MINIMUM NECESSARY REQUIREMENT : Whenever using or disclosing PHI reasonable
efforts to limit the PHI used or disclosed to theimum necessary to accomplish the intended
purpose of the use or disclosure must be maintained

MOTOR VEHICLE : A vehicle, including a trailer, operated or desd for operation upon a
public highway by power other than muscular whiets Imore than two (2) wheels. Motor vehicle
does not include a motorcycle or a moped, as detoyethe State of Michigan. Motor vehicle does
not include a farm tractor or other implement olandry that is not subject to the registration
requirements of the Michigan Vehicle Code.

NAMED FIDUCIARY : The employer is the named fiduciary of the Plahe employer shall
exercise all discretionary authority and controthaiespect to management of the Plan that is not
specifically granted to the Benefit Administrataramy fiduciary.
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The employer may delegate certain of its fiduciegponsibilities under the Plan to persons who
are not named fiduciaries of the Plan. If the emptodelegates its fiduciary responsibilities to
another person, the delegation shall be made itingriby the employer, and a copy of the
delegation will be kept with the records of therPla

Each fiduciary is solely responsible for its owrtsaor omissions. No fiduciary has the duty to
guestion whether any other fiduciary is fulfillirzdl of the responsibilities imposed upon the other
fiduciary by law. No fiduciary shall have any lidtyi for a breach of fiduciary responsibility by
another fiduciary with respect to the Plan unlesgarticipates knowingly in such breach,
knowingly undertakes to conceal such breach, hasbknowledge of such breach, fails to take
responsible remedial action to remedy such breacthiugh its negligence in performing its own
specific fiduciary responsibilities which give rige its status as a fiduciary, it enables suchrothe
fiduciary to commit a breach of the latter’s fidaigi responsibility.

No fiduciary is liable for a breach of fiduciary tgucommitted before it became a fiduciary and
nothing in the Plan shall relieve any person frahility for his or her own misconduct or fraud.

NO-FAULT MOTOR VEHICLE PLAN : A compulsory motor vehicle plan that may provide
payments for medical, dental care, or wage los<hviare payable, in whole or in part, without
regard to fault.

OPTICIAN : A person licensed to translate, fill, and adgmttbalmic prescriptions, products, and
accessories.

OPTOMETRIST : A person licensed to measure the powers of viaiwth adapt lenses or prisms
for the aid thereof, utilizing any means other thamgs.

PHYSICIAN OR OTHER LICENSED OR CERTIFIED PROVIDERS : Means a duly licensed
doctor of medicine (M.D.), osteopath (D.O.), podst(D.P.M.), chiropractor (D.C.), fully licensed
psychologist (Ph.D.) or psychiatrist, or any othevider rendering a covered service, acting within
the scope of his license who is required to begezed as such by an applicable State code.

PLAN: Your Health and Welfare benefits. This documenydur Plan Document and Summary
Plan Description.

PLAN ADMINISTRATOR, AND PLAN ADMINISTRATION : The employer is the Plan
Administrator of the Plan. As Plan Administratdretcompany must supply you with this document
and other information and file various reports deduments with government agencies. In its role
of administering the Plan, the Plan Administratétsoamay make rulings, interpret the Plan,
prescribe procedures, gather needed informationeive and review financial information
regarding the Plan, employ or appoint individualsassist in any administrative function, and
generally do all other things needed to administerPlan.

The Plan Administrator has all powers and authorégded to enable it to carry out its duties under
the Plan, including by way of illustration and nlmitation (a) the power and authority
contemplated with respect to the Plan, and (b)pthwer and authority to make regulations with
respect to the Plan and to determine, consistetht thhose regulations all the status and rights of
participants, beneficiaries and other persons.
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Failure by the Plan or Plan Administrator to insippn compliance with any provisions of the plan

at any time or under any set of circumstances siwlbperate to waive or modify the provision or

in any manner render it unenforceable as to angrdiime or as to any other occurrence, whether
the circumstances are or are not the same. No waheny term or condition of the Plan shall be

valid unless contained in a written memorandum esging the waiver and signed by a person
authorized by the Plan Administrator to sign thewea

The Plan Administrator shall interpret the Planemigederal law.
PLAN DOCUMENT : The legal document according to which the Plaadiministered.

PLAN MODIFICATION : The Plan may be modified or amended by the engplénpm time to
time. Modifications that affect covered participamtill be communicated to the Plan participants.

PLAN SPONSOR (i) the employer in the case of an employee ben@én established or
maintained by a single employer, (ii) the emplogeganization in the case of a plan established or
maintained by an employee organization, or (iiithie case of a plan established or maintained by
two (2) or more employers or jointly by one (1)more employers and one (1) or more employee
organizations, the association, committee, joinartdoof trustee, or other similar group of
representatives of the parties who establish ontai@ the plan. The right is reserved in the Ptan f
the Plan Sponsor to terminate, suspend, withdravena or modify the Plan and any or all benefits
provided under the Plan, covering any active eng#ogr current or future retiree or dependent in
whole or in part at any time. Any such change onieation in benefits will be based solely on the
decision of the Plan Sponsor and may apply to laibde active and nonactive employees and
dependents as either separate groups or as ong gegardless of status.

PLAN YEAR: A period commencing with the effective date astRlan or a Plan anniversary and
terminating the day before the next succeeding &temiversary date.

POST-SERVICE CLAIM : A post-service care claim is one that may belfaed approvedfter
the service is rendered.

In the case of post-service claims, the Plan Adstiaior shall notify the claimant of the Plan’s
benefit determination within thirty (30) days aftexceipt of the claim by the Plan, unless the
claimant fails to provide sufficient information tietermine whether, or to what extent, benefits are
covered or payable under the Plan. This period beagxtended for fifteen (15) additional days, if
the Plan administrator determines that such annekie is necessary due to matters beyond the
control of the Plan.

If the claimant fails to provide the Plan Admingtr with sufficient information to make a
determination, the Plan Administrator shall nottie claimant of the specific information necessary
to complete the claim. The claimant shall be afordorty-five (45) days to provide the specified
information.

PRE-SERVICE NON-URGENT CARE CLAIM : A pre-service non-urgent care claim is one
where the receipt of the benefit is conditionedapprovalbefore the service is rendered.

In the case of pre-service determinations, the Rldministrator shall notify the claimant of the
Plan’s benefit determination within fifteen (15)ydaafter receipt of the claim by the Plan, unless
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the claimant fails to provide sufficient informatito determine whether, or to what extent, benefits
are covered or payable under the Plan. This peniayl be extended for fifteen (15) additional days,
if the Plan Administrator determines that such =em®sion is necessary due to matters beyond the
control of the Plan.

If the claimant fails to provide the Plan Admingtr with sufficient information to make a
determination, the Plan Administrator shall notifg claimant of the specific information necessary
to complete the claim. The claimant shall be aktordorty-five (45) days to provide the specified
information.

PROTECTED HEALTH INFORMATION (PHI) : Individually Identifiable Health Information
1. Except as provided in paragraph (2) of this dabnitthat is:

a. Transmitted by electronic media;

b. Maintained in any medium described in the defimitad electronic media; or

c. Transmitted or maintained in an other form or mediu
2. Protected Health Information excludes Individudtlgntifiable Health Information in:

a. Education records covered by the Family EducatioRglht and Privacy Act, as
amended, 20 U.S.C. 1232g; and

b. Records described at 20 U.S.C. 1232g(a)(4)(B)(iv).

QUALIFIED MEDICAL CHILD SUPPORT ORDER (*QMCSOQ”) : The Plan Administrator
shall adhere to the terms of any medical child supprder that satisfies the requirements of this
Section. A medical child support order is any jueémty decree, or order (including a court
approved property settlement agreement) issued bgua of competent jurisdiction which (a)
Relates to the provision of child support with mspto the child of a participant under a group
health plan (including this Plan) or provides faalth benefit coverage to such a child, is made
pursuant to a state domestic relations law (incdgdh community property law), and related to
medical benefits under the Plan, or (b) Enforcsnarelating to medical child support described in
Section 1908 of the Social Security Act (as addgdSkction 13623 of the Omnibus Budget
Reconciliation Act of 1993) with respect to therRland which creates or recognizes the existence
of an alternate recipient’s right to, or assignsatoalternate recipient the right to receive bagefi
payable with respect to a participant or benefyciander the Plan. For purposes of this Section, an
“alternate recipient” shall mean any child of atggpant who is recognized by a medical child
support order as having a right to enrollment urtklisrPlan with respect to the Participant.

A Qualified Medical Child Support Order must clgadpecify: (a) The name and last known
mailing address of the Participant and the name raating address of each alternate recipient
covered by the order; (b) A reasonable descriptiotie type of coverage to be provided under the
Plan to each such alternate recipient, or the nrammeavhich such type of coverage is to be
determined; (c) The period to which such order i@gpland (d) Each plan to which such order
applies.
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Any Qualified Medical Child Support Order shall meguire the Plan to provide any type or form
of benefit, or any option, not otherwise providewer the Plan, except to the extent necessary to
meet the requirements of a law relating to meditald support described in Section 1908 of the
Social Security Act (as added by Section 13623ef@mnibus Reconciliation Act of 1993).

The Plan Administrator shall promptly notify therfR@pant and each alternate recipient of the
receipt of a medical child support order by thenPdad the Plan’s procedures for determining the
“qualified” status of medical child support ordetise Plan Administrator shall determine whether
the order is a Qualified Medical Child Support Qréad shall notify the Participant and each
alternate recipient of this determination. If thartiRipant or any affected alternate recipient
disagrees with the determinations of the Plan Adstrator, the disagreeing party shall be treated as
a claimant and the claims procedure of the Plati bleafollowed. The Plan Administrator may
bring an action for a declaratory judgment in art@i competent jurisdiction to determine the
proper recipient of the benefits to be paid byRban.

Alternate recipients of a Qualified Medical Childigport Order shall be treated as beneficiaries
under the Plan.

Payments under this plan pursuant to a Qualifiedlité Child Support Order in reimbursement
for expenses paid by the alternate recipient ordlernate recipient’s custodial parent or legal
guardian shall be made to the alternate recipietiie@alternate recipient’s custodial parent oaleg

guardian.

REASONABLE AND CUSTOMARY CHARGE : A reasonable and customary (“R&C”) charge

shall be the usual charge made by a physician mpligu of services, medicines, or supplies and
shall not exceed the general level of charges rogdathers rendering or furnishing such services,
medicines, or supplies within the area in which¢harge is incurred for the illness or injury being

treated. The term “area” as it would apply to amytipular service, medicine, or supply means a
county or such greater areas as is necessary amabtrepresentative cross section of the level of
charges.

SECURITY RULE : The HIPAA regulations that are codified at 45 & F§ 160 and 45 C.F.R. §
164, as amended from time to time.

SOUND, NATURAL TOOTH: A tooth that is whole or properly restored andwghout
impairment, periodontal or other conditions andalihis not in need of treatment for any reason
other than an accidental injury.

SPOUSE The person who is legally married to you whileuyare covered under this Plan.
Specifically excluded from this definition is a sig@ by reason of common law marriage, whether
or not permitted in your State.

SUMMARY HEALTH INFORMATION : Information, that may be Individually Identifiabl
Health Information, and:

1. That summarizes the claims history, claims expeneestype of claims experienced by

individuals for whom a plan sponsor has providedlthebenefits under a group health plan;
and
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2. From which the information described at §164.51@)) has been deleted except that the
geographic information described in 8164.514(b)J@B] need only be aggregated to the level
of a five digit zip code.

TOTAL DISABILITY : An employee is considered totally disabled ifytlaee unable to perform

each and every duty of their regular job for theiquk of disability as defined by this Plan. An
employee is no longer considered totally disabfeithey are or become qualified for any gainful
occupation by education, training or experience.

A dependent child is considered totally disableithdy are not able to perform the normal activities
of a person of like age and sex in good health.epetident child is no longer considered totally
disabled if the child is able to perform the norradalivities of a person of like age and sex in good
health.

TPO (TREATMENT — PAYMENT - HEALTH CARE OPERATIONS) :

TREATMENT - Means the provision, coordination or managenwnhealth care and related
services by one or more health care providersudiel the coordination and management of health
care by a provider and a third party, consultabetween health care providers relating to a patient
or the referral of a patient for health care frone @rovider to another.

PAYMENT - Means activities undertaken by a health plankain premiums or to determine or
fulfill its responsibility for coverage and provisis of benefits including but not limited to:
determination of eligibility or coverage; adjudicet or subrogation of health benefit claims;
billing; claims management; collection activitiaglated health care data processing; review of
health care services with respect to medical négessverage under the Plan, appropriateness of
care, justification of charges; utilization revieactivities, including pre-certification, pre-
authorization, concurrent and retrospective review.

Health Car®OPERATIONS cover a wide range of activities including:

1. Quality assessments and improvement activitie® nsnagement, protocol development, and
contacting providers about alternative treatmemis eelated functions that do not include
treatment.

2. Reviewing competence or qualification of healthecarofessionals, evaluating provider or
health plans performance, certification, licensimiggredentialing activities.

3. Underwriting, premium rating and other activitieslating to the creation, renewal or
placement of health insurance or health benefit®ding, securing or placing a contract of
reinsurance or stop-loss insurance; providing tha health plan receives PHI for such
purposes and the insurance is not placed, thebhpllh may not use or disclose the PHI
received for any other purpose, except as maydngresl by law.

4. Conducting or arranging for medical review, legatvgces or auditing function including fraud
and abuse.

5. Business planning or development such as cost mamag, development or improvement in
payment methods or policy coverages.
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6. Business management and general administrativeitadi of the covered entity including
customer service, resolution of internal grievandeg diligence in connection with a business
transaction if the potential successor is or waeicbme a covered entity.

TRICARE : The Civilian Health and Medical Program of theifdrmed Services formerly known
as CHAMPUS.

URGENT CARE CLAIM : An urgent care claim is any claim for which thgpkcation of the
standard time periods for determining claims a pnidayperson would consider, or the patient’s
physician determines, could seriously jeopardizelifie or health of the claimant or the ability of
the claimant to regain maximum function, or for aefhidelayed treatment would cause the patient
severe pain.

In the case of a determination involving urgentecahe Plan Administrator shall notify the

claimant of the Plan’s benefit determination witsgventy-two (72) hours after receipt of the claim
by the Plan, unless the claimant fails to provid#ic@ent information to determine whether, or to

what extent, benefits are covered or payable utidePlan.

If the claimant fails to provide the Plan Admingtr with sufficient information to make a
determination, the Plan Administrator shall notife claimant within twenty-four (24) hours after
receipt of the claim by the Plan, of the specifitormation necessary to complete the claim. The
claimant shall be afforded forty-eight (48) howsptovide the specified information.

WORKER’S COMPENSATION : A fund to which an employer contributes, whichoyides
coverage regarding job-related injuries and illesss

YOU: The eligible covered employee.
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