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2022 Benefit Summari and Rates

Deductible

Maximum Benefit
Vision Exam
Lens and Frame

Copayment
Vision Exam
Lens and Frame

Frequency of Benefit
Vision Exam
Lens and Frame

None

100% up to $100
100% up to $200

$15.00
$15.00

Every 12 months
Every 24 months

To receive coverage, an eligible employee and/or family dependent must enroll within 31 days after
becoming eligible. If you do not enroll yourself and/or your dependents when first eligible for coverage
under this Plan, you may only do so at the Employer's next Annual Open Enrollment period in

December.

Payroll Cycle (per paycheck)

Rates Effective
(1/1/2022 — 12/31/2022) Semi-
Weekly Bi-Weekly Monthly Monthly
Employee $3.01 $6.02 $6.53 $13.05
Employee & Spouse/Domestic Partner $4.89 $9.78 $10.60 $21.19
Employee and Family $8.00 $15.99 $17.33 $34.65
Employee and Child(ren) $4.89 $9.78 $10.60 $21.20

Note: Periodic deduction amounts may change when Cardinal has to do a retro-deduction due to missed payroll, or when

coverage comes into effect after January 2022.

Eligibility Requirement & Waiting Period Information:

. New Hires — 1% of the month following 60 days from the date of hire with the Employer of Record

. Part time to Full time status: Waiting period - Starts from full time status

. Temporary & Seasonal Employees are not eligible

. If the last day of the waiting period falls on the first calendar day of a month, coverage begins on that day

Minimum hours: 30 hours per week

Returning to Work after a Layoff: If an Employee is laid off for 31 days or more and then rehired, the Employee will be considered
a new hire and will have to re-satisfy all eligibility requirements. An enrollment form must be submitted to the Plan Administrator

within 30 days of becoming eligible for coverage.

WORKPLACE SOLUTIONS
www.cardinal-services.com




Cardinal Services, INC.
Employee Dental and Vision Benefit Plan
Amendment
Effective January 15, 2022

As of the effective date of this amendment, the following will apply:
2) Annual Enrollment Period:

There will be an Annual Enrollment period for one month each year beginning
December 1% and ending December 31, for eligible employees and their
dependents. Late or deferred enrollment limitations may apply. Coverage will
become effective on January 1% following the annual enrollment period.

IN WITNESS WHEREOF, the Company has executed, and the Plan Supervisor has
acknowledged, the amendment to the Plan Document as of the Amendment Effective Date

shown herein.

PLAN SPONSOR PLAN ADMINISTRATOR

Cardinal Services, INC. ARM, Ltd.

Date Date



CARDINAL SERVICES, INC.

VISION PLAN

Plan Document and Summary Plan Description

As Amended and Restated Effective January 1, 2022



PLAN DOCUMENT ACCEPTANCE

BY THIS AGREEMENT, the Cardinal Services, Inc. Employee Vision Plan document as
Amended and Restated effective January 1, 2022 is hereby accepted and adopted as stated herein.

IN WITNESS WHEREOF, this instrument is hereby executed for the Cardinal Services, Inc.
Vision Plan:

IN WITNESS WHEREOF, the Company has executed, and the Plan Supervisor has acknowledged, the
amendment to the Plan Document as of the Amendment Effective Date shown herein.

PLAN SPONSOR - PLAN ADMINISTRATOR

Cardinal Services, INC. . ARM, Ltd.

Date .. Date



INTRODUCTION

This document is a description of the Cardinal Services, Inc. Employee Vision Plan. This Plan was
established for the benefit of the eligible Employees and their eligible Dependents. The purpose of this
Plan is to provide routine vision care coverage for eligible Employees and their Dependents.

Coverage under the Plan will take effect for an eligible Employee and designated Dependents when the
Employee and such Dependents satisfy the waiting period and all the eligibility requirements ofthe Plan.

Cardinal Services, Inc fully intends to maintain this Plan indefinitely. However, future conditions cannot
be foreseen and Cardinal Services, Inc. reserves the right to amend, modify, suspend, or terminate the
Plan at any time and for any reasons.

The Plan will pay benefits only for the expenses incurred while coverage under the Plan is in force. No
benefits are payable for expenses incurred before coverage began or after coverage terminates. An
expense for a service or supply is incurred on the date the service or supply is furnished.

The Plan Administrator shall have full power and authority to control and manage the operation and
administration ofthe Plan and to construe and apply all of'its provisions including the specific power and
authority to interpret the Plan and to remedy and resolve ambiguities, inconsistencies or omissions.

Any questions regarding eligibility, claims status, or benefits should be directed to the Claims
Administrator:

Alternative Risk Management
814 W Northwest Highway
Arlington Heights IL
60004

Telephone Number: 847-394-1700
Toll-Free: 800-392-1770
Fax: 847-394-6328
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Schedule of Routine Vision Benefits

SECTION 1
SCHEDULE OF ROUTINE VISION CARE BENEFITS

Plan Limits: The amounts listed below are the maximum benefits available for all vision
exams, lenses and frames.

Annual Deductible: None

THIS PLAN DOES NOT UTILIZE A NETWORK OF PREFERRE D VISION PROVIDERS. You
may use the services of'the licensed ophthalmologist, optometrist, or optician of your choice.

BENEFITS AMOUNT PLAN COVERS
¢ Complete visual exam, including refraction and 100% after a $15 Copayment
tonometry Maximum Benefit of $100

(Limited to one exam every 12 months)

* Lenses: Single vision, bifocal, trifocal, lenticular and 100% after a $15 Copayment
Contact lenses

o  Frames 100% after a $15 Copayment
L

The maximum amount this Plan will pay for Lenses and Frames every 24 months is $200

Please refer to the Routine Vision Bendfits Section of this document for a detailed listing of covered
Routine vision services and limitations and exclusions of certain services and treatments.

Page |



' Eligibility, Enrollment & Effective Date of Coverage

SECTION 2
ELIGIBILITY, ENROLLMENT & EFFECTIVE DATE OF COVERAGE

ELIGIBILITY

Only those employees of the Employer and the members of their families as defined in the definitions
under "Eligible Employee" and "Eligible Dependents," shall be eligible for benefits under this Plan.

ENROLLMENT

Enrollment hereunder shall be made in writing on Enrollment Forms provided by the Employer. On the
effective date of the Plan, all eligible employees and eligible dependents whose applications have been
accepted by the Plan Administrator, will become participants under the Plan. Employees hired after the
original effective date of'this Plan must complete an enrollment form within 31 days ofbecoming eligible
for coverage.

EFFECTIVE DATE OF COVERAGE

Employee Effective Date of Coverage
An employee will be covered as of the first day of the calendar month following 60 days of continuous
employment ifthe employee satisfies all of the following:

1. Meets the definition of'an "Eligible Employee" (see Defined Terms Section of this document).
2. Completes the required enrollment form.

Dependent Effective Date of Coverage
Dependents will be covered simultaneously with the employee if'the following conditions are met:

1. The required enrollment form has been completed.

2. The dependent(s) to be covered meet the definition of an eligible dependent.

ENROLLING NEWLY ACQUIRED DEPENDENTS

Newly. acquired Dependents will become effective on the first day of the calendar month following the
month they become eligible Dependents. A new enrollment form must be filed -with the
Plan Administrator. Claims submitted for a person not listed on the enrollment form will be denied

Qualified Medical Child Support Order. A Qualified Medical Child Support Order (QMCSO) is a
court judgment, decree, or order, or a state administrative order that has the force and effect of law, that is
typically issued as part of a divorce or as part of a state child support order proceeding, and that requires
health plan coverage for an "alternate recipient", the child of a participa_ht. Federal law requires a group
health plan to pay benefits in accordance with such an order, if it is "qualified. The Enrollment and
Benefit provisions of this Plan will apply to the "alternate recipient” of a, QMCSO the same as they do to
any other eligible Dependent.
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Eligibility, Enrollment & Effective Date of Coverage

The effective date of coverage for a child added to this Plan due to a QMCSO is the date of the court
order or the date that is specified in the court order.

Coverage Status Change. If two Employees (husband and wife) are covered under the Plan .and the
Employee who is covering the Dependent children terminates coverage, the Dependent coverage may be
continued by the other covered Employee with no waiting period as long as coverage has been
continuous.

Any changes in coverage status do not interrupt participation in the Plan and do not change a Covered
Person's effective date of coverage for purposes of'the Preexisting Condition definitions.

If a person covered under this Plan changes status from Employee to Dependent or Dependent to
Employee, and the person is covered continuously under this Plan before, during and after the change in
sta-tus, credit will be given for deductibles, Out-of-Pocket limits and all amounts applied to Plan maxImums.

If both husband and wife are covered under this Plan as Employees, thelr Dependent children may be
covered as Dependents of the husband or wife, but not by both.

ENROLLING DURING THE INITIAL ENROLLMENT PERIOD

The "Initial Enrollment Period" is the 31 day period beginning on the date a person is first eligible for
enrollment in this Plan. Each person who becomes eligible for coverage under this Plan has an initial
enrollment period. '

To enroll in this Plan the eligible Employee must complete and sign an enrollment application and submit
the application to the Plan Administrator within the initial enrollment period. The enrollment form must
include complete information on the Employee and any ehglble Dependents who are to be enrolled in the
Plan.

Enrollment of Newborn Children. A Plan Participant's newborn baby is automatically covered under
this plan during the 31-day initial enrollment period after birth. To add the child to coverage under- this
Plan beyond that date, an- enrollment apphcatlon must be submitted listing the child as an eligible
dependent.- a5 ;

l.  Ifapremium is required, then the baby's eligibility for coverage will end 31 days after birth if'the
Plan Administrator has not received an enrollment application and the required premium to cover
the baby. : ;

2. If noadditional premium is required, then the baby s ehglblhty continues as long as the
- Employee is covered. ;

3. The newborn child cannot be enrolled in this Plan, and benefits cannot be paid until the Plan
; Administrator receives the enrollment application listing the child as an eligible dependent. If the
child is not enrolled within 31 days ofbirth, the enrollment will be considered a Late Enrollment.

Enrollment of Adopted Children. When a child is placed for adoption, the child is automatically

covered-under this Plan during the- 31-day initial enrollment period after placement. "Placement" means
the Plan Participant has assumed financial responsibility for the support and care of the child in
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Eligibility, Enrollment & Effective Date of Coverage

anticipation of adoption. To add the child to coverage under this Plan beyond the first 31 days, an
enrollment form must be submitted to the Plan Administrator listing the child as an eligible dependent.

1. Ifapremium is required, then the child's eligibility for coverage will end 31 days after placement
if the Plan Administrator has not received an enrollment application and the required premium to
cover the child.

2. If no additional premium is required, then the child's eligibility continues as long as the
Employee is covered.

3. The child placed for adoption cannot be enrolled in this Plan, and benefits cannot be paid until
the Plan Administrator receives the enrollment application listing the child as an eligible dependent.
If the child is not enrolled within 31 days of placement for adoption, the enrollment will be
considered a Late Enrollment.

Enrolling Family Members Acquired by Marriage. A Plan Participant who marries may add a new
Spouse and any eligible dependent children to coverage under this Plan during the 31-day initial
enrollment period after the date of the marriage. The Plan Administrator must receive an enrollment form
and the additional premium required, if any, during the initial enrollment period. Coverage for the new
family members will become effective on the first day of the month after the date of the marriage.

Court Ordered Coverage. If a Court orders coverage for a Spouse or a child, they may enroll in this
Plan during the 31-day initial enrollment period. In this case, the initial enrollment period begins on the
date of the court order. Coverage will become effective on the first day of the month after the Plan
Administrator receives the enrollment form.

ENROLLING AFTER THE INITIAL ENROLLMENT PERIOD

Late or Deferred Enrollment. An enrollment is "late" or "deferred" if’it is not made on a "timely basis"
which is the 31-day initial enrollment period. This Plan does not have provisions for any late enrollment.
Eligible Employees and or eligible Dependents who do not enroll within the initial 31-day enrollment
period may not enroll in this Plan until the next Open Enrollment period unless the eligible Employee
and/or eligible Dependent qualities for Special Enrollment.

Returning to Work after a Layoff 1f an Employee is laid off for 31 days or more and then rehired, the
Employee will be considered a new hire and will have to re-satisfy all eligibility requirements. An
enrollment form must be submitted to the Plan Administrator within 30 days of becoming eligible for
coverage.

Special Enrollment Periods. If an eligible Employee declines enrollment for himself or his Dependents
(including his Spouse) because of other health insurance coverage, he may in the future be able to enroll
himself or his Dependents in this plan, if he requests enrollment on or before 31 days after the other
coverage ends. In addition, if the Employee has a new Dependent because of marriage, birth, adoption,
or placement for adoption, he may be able to enroll him_sélf and his Dependents, provided that the
Employee requests enrollment within the specific period after the marriage, birth, adoption, or
placement for adoption.
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Eligibility, Enrollment & Effective Date of Coverage

The enrollment date for anyone who enrolls under the Special Enrollment Period is the first date of
coverage. Thus, the time between the date a special enrollee first becomes eligible for enrollment under
the Plan and the first day of coverage is not treated as a waiting period.

l. Individuals losing their coverage. An Employee or Dependent who is eligible, but not enrolled in
this Plan, may enroll if each ofthe following conditions is met:

a)

b)

d)

The Employee or Dependent was covered under a group health plan or had health
insurance coverage at the time coverage under this Plan was previously offered to the
1nd1v1dua1

If required by the Plan Administrator, the Employee stated in writing at the time that

coverage was offered that the other health coverage was the reason for declining

enrollment.

The coverage of the Employee or Dependent(s) who has lost the coverage was under
COBRA and the COBRA coverage was exhausted or was not under COBRA and either
the coverage was terminated as a result of loss of e11g1b111ty for the coverage (including as
a result of legal separation, divorce, death, termination of employment, or reduction in
the number of hours of ernployrnent) or employer contributions toward the coverage were
termmated

The Employee requests enrollment in this Plan not later than 31 days after the date of
exhaustion of COBRA coverage or the termination of coverage or employer
contributions, described above.

If the Employee or Dependent lost the other coverage as a result of the individual's
failure to pay premiums or for cause (such as making a fraudulent claim), that individual
does not have a special enrollrnent r1ght

2. Dependent beneficiaries. If

a)

b)

The Employee is a participant under this Plan (or has met the waiting period applicable to
becoming a participant under this Plan and is eligible to be enrolled under this Plan but
for a failure to enroll during a previous enrollment period), and

A person becomes a Dependent of the Employee through marriage, birth, adoption or
placement for adoption

then the Dependent (and ifnot otherwise enrolled, the Employee) may be enrolled under this Plan
as a covered Dependent of the covered Employee. In the case of the birth or adoption of a child,
the Spouse of the covered Employee may be enrolled as a Dependent of'the covered Employee 1f
the Spouse is otherw1se ehglble for coverage.

The Dependent Special Enrollment period is a period of 31 days and begins on the date of the
marriage, birth, adoptlon or placement for adoption.

The coverage ofthe Dependents enrolled in the Special Enrollment Period will become effective:




Eligibility, Enrollment & Effective Date of Coverage

. In the case of'a marriage, not later than the first day ofthe first month beginning after the date the
completed request for enrollment is received by the Plan Administrator;

2. In the case ofthe Dependent's birth, as of'the date of birth; or

3. In the case of a Dependent's adoption or placement for adoption, the date of the adoption or
placement. for adoption.

LEAVE OF ABSENCE

If you are granted a leave of'absence under the Family and Medical Leave Act of 1993, the Employer will
continue to provide coverage without condition during the leave and upon return from the leave, on the
same basis as was provided during active employment.
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Termination of Coverage

SECTION 3
TERMINATION OF COVERAGE

Coverage under this plan shall terminate on the earliest of'the following dates:
When Employee Coverage Terminates. Employee coverage will terminate on the earliest of'these dates
1. The date the Plan is terminated.

2, The last day of the month in which the covered Employee ceases to be in one of the Eligible
Classes. This includes death and/or termination of employment ofthe covered Employee.

3. The end ofthe period for which the required contribution has been paid if'the charge for the next
period is not paid when due.

A covered Employee may be eligible for COBRA continuation coverage. For a complete explanation of
when COBRA continuation coverage is available, what conditions apply and how to select it, please refer
to the COBRA Continuation Coverage Section of this document.

Continuation of coverage during Family and Medical Leave. This Plan shall always comply-with the
Family -and Medical Leave Act of 1993 as promulgated in regulations issued by the Department .of
Labor.,

During any leave taken under the Family and Medical Leave Act, the Employer will maintain coverage
under this Plan on the same conditions as coverage would have been provided if'the covered Employee
had been continuously employed during the entire leave period.

If Plan coverage terminates during the FMLA leave, coverage will be reinstated for the Employee and his
or her covered Dependents if'the Employee returns to work in accordance with the terms of the FMLA
leave. Coverage will be reinstated only if the person(s) had coverage under this Plan when the FMLA
leave started, and will be reinstated to the same extent that it was in force when that coverage terminated.

If a new Dependent is acquired while the Employee is covered under the FMLA provisions, the
Dependent will be eligible for coverage under this Plan on the same provisions as those stated for Active
Employees.

Employees on Military Leave. Employees going into or returning from military service may elect to
continue Plan coverage as mandated by the Uniformed Services Employment and Reemployment Rights
Act (USERRA) under the following circumstances. These rights apply only to Employees and their
Dependents covered under the Plan immediately before leaving for military service:

. The maximum period of coverage of a person under such an election shall be the lesser of:

a.  The 24-month period beginning on the date on which the person's absence begins; or

b. The day after the date on which the person was required to apply for or return to a
position of employment and fails to do so.
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Termination of Coverage

2. A person who elects to continue health plan coverage must pay up to 102% of the full
contribution under the Plan, except a person on active duty for 30 days or less cannot be required
to pay more than the Employee's share if any, for coverage.

3. An exclusion or Waiting Period may not be imposed in connection with the reinstatement of
coverage upon reemployment if one would not have been imposed had coverage not been
terminated because of service. However, an exclusion or Waiting Period may be imposed for
coverage of an Illness or Injury determined by the Secretary of Veterans Affairs to have been
incurred in, or aggravated during, the performance of uniformed service.

When Dependent Coverage Terminates. A Dependent's coverage will terminate on the earliest of these
dates:

1. The date the Plan is terminated.

2. The last day of the month in which the Employee's coverage under the Plan terminates for any
reason including death.

3. On the last day of the month in which he or she ceases to be a Dependent as defined by the Plan.

4. The end of the period for which the required contribution has been paid if the charge for the next
period is not paid when due.

A covered Dependent may be eligible for COBRA continuation coverage. For a complete explanation of
when COBRA continuation coverage is available, what conditions apply and how to select it, please refer
to the COBRA Continuation Coverage Section ofthis document.
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Routine Vision Care Benefits

SECTION 4
ROUTINE VISION CARE BENEFITS

Routine Vision Care services are available for routine vision exams and vision aids to correct. visual
acuity. Routine Vision Care services are not provided for the treatment of medical diseases of the
eye, or for injuries to the eye.

THIS PLAN DOES NOT UTILIZE A NETWORK OF PREFERRED VISION PROVIDERS.

You may use the services ofthe licensed ophthalmologist, optometrist, or optician of your choice.
COVERED VISION EXPENSES

Vision Care benefits will be provided for the following services up to the Plan Limits and
amounts specified in the Schedule of Benefits Section.

1. VISION EXAMS

Complete visual exam, including refraction and tonometry.

2. PRESCRIPTION LENSES

Single, bifocal, trifocal and 1enticuiar lenses.

3. CONTACT LENSES

Coverage will be provided for contact lenses or other sub normal vision aids.

4. FRAMES

Covered when necessary for prescribed lenses.

Covered expenses are those listed above proVided that:
I.  Services are incurred while coverage under this plan is in force; and
2. Charges are usual and customary in the area where they are incurred; and

3. Services are rendered by a legally qualified and licensed physicia.n, optometrist, or opticia.n.

BENEFIT PAYMENT

This Plan will pay the percentage stated in the Schedule of Benefits Section. No benefits will be paid in
excess of the Plan limits as stated in the Schedule of Benefits Section.
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Vision Plan Exclusions

SECTION 5
ROUTINE VISION CARE PLAN EXCLUSIONS

NO BENEFITS ARE AVAILABLE UNDER THE ROUTINE VISION CARE BENEFITS OF
THIS PLAN FOR THE FOLLOWING:

1.

11.

Excess Charges. Charges that exceed the Usual, Customary & Reasonable rate.

No charge. Any expense that a Covered Person does not have to pay.

Non-prescription glasses and sunglasses.

Orthoptics. Charges for orthoptics (eye muscle exercises).

Procedures that alter the refractive chéracter of the eye including, but not limited to-radial
keratotomy, myotic keratomileusis  and other surgical procedures of the refractive keratotomy type,
the purpose of which is to cure or reduce myopia or astigmatism. Additionally, reversals or revisions
of surgical procedures that alter the refractive character of the eye and complications of all these
procedures are excluded.

Subnormal vision aids.

Services or products not specifically listed as covered Vision benefits.

Tinted lenses except tints number | and number 2.

Training. Charges for vision training or subnormal vision aids.

Charges for any vision care services or supplies, which are for the treatment of medical diseases of
the eye, or for injuries to the eye.

Untimely Claims. Services for which a claim is not filed with this Plan within 180 days of the date
the service was incurred unless it was reasonably impossible for the claim to be filed within 180 days.

12. Visual Field charfing.
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Defined Terms

SECTION 6
DEFINED TERMS

The following definitions shall apply to the terms listed below. The masculine includes the feminine and
the singular includes the plural.

ACTIVE EMPLOYEE is an Employee who is on the regular payroll ofthe Employer and who has begun
to perform the duties ofhis or her job with the Employer on a full-time basis.

AMENDMENT - Shall mean any Amendment attached hereto and made a part of the Plan which operates
to change and supersede any of the terms or conditions set forth in the printed Plan.

APPLICATION FOR ENROLLMENT shall mean an Enrollment Form which shall be completed by the
employee, giving the legal name, legal relationship, birth date, sex and medical history, if required, of
every family member for whom coverage is to be provided. Enrollment Forms shall be signed and dated
by the employee.

CALENDAR YEAR is the period beginning with the covered individual's most recent date of enrollment
and ending December 31 ofthat year. - Each succeeding 12 month period will constitute a new Calendar
Year beginning January |, and ending each succeeding December 31.

COVERED SERVICES - Only those benefits or services listed in- this document and not excluded by the
terms of'the Plan.

ELIGIBLE DEPENDENT is any one of'the following persons:
1. The employee's legal spouse;
2. Anunmarried child ofthe employee under 19 years of'age, living with the employee; or

An unmarried child of'the employee, who is less than 23 years of age, and is attending an accredited
educational institution or accredited trade school as a full time student and who resides with the
insured. The child must also be claimed on the employee's U.S. Individual Income Tax Return.

There are three exceptions to the residency requirement. One is when the child is attending school
and the second is when the employee is required by court order to provide health insurance coverage.
The third is when the employee divorces the other parent. Then, the child may be covered by both
parents, if the child meets the dependency requirements of at least one of'the parents.

The terms "child" or "children" include: A natural child of the employee; a stepchild living in the
employee's home; a grandchild or an adopted child (a child who has been legally adopted by the
employee).

Also, with approval ofthe Plan Administrator, a future employee may enroll a child over age 19, who
is not eligible but who has been continuously incapable of self-sustaining employment prior to
reaching age 19, because of mental retardation or physical handicap.

ELIGIBLE EMPLOYEE is a regular employee scheduled to work 30 hours, or more, per week, and who
is "actively at work" on the date coverage is to begin.
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Defined Terms

INCUR means an eligible expense you or your family member becomes obligated to pay. The expense of
a service is incurred on the day the service is rendered. The expense of a supply is incurred on the day the
supply is delivered to you or your covered family member.

PROFESSIONAL PROVIDERS - This Plan will provide benefits for covered services provided by the
following categories of providers when practicing within the scope of their license, and subject to the
limitations and provisions of'this Plan:

1. A Licensed ophthalmologist
2. A licensed optometrist; and
3. A licensed optician.

USUAL CUSTOMARY AND REASONABLE CHARGE (UCR) is a charge which is not higher than the
usual charge made by the provider of the care or supply and does not exceed the usual charge made by
most providers of like service in the same area.

Page 12



Claims Procedures

SECTION 7
CLAIMS PROCEDURES

HOW TO FILE A CLAIM

Most vision care providers will direct bill the Claims/Contract Administrator for their services. If a
provider does not direct bill the Contract/Claims Administrator, obtain an itemized billing for the services
(balance forward statements are not acceptable). All claims submitted for payment must include:

1. The name of'the Covered Employee;

2. Member ID number ofthe Covered Employee;

3. Full name and date of birth of the patient;

4. Description of the Service;

5. Date of Service; and

6. Charge(s) for the service.

Send the above information to the Contract/Claims Administrator at this address:

ARM, Ltd.
814 W Northwest Hwy
Arlington Hts IL 60004

WHEN CLAIMS SHOULD BE FILED

Written notice and proof of loss must be given to the Plan Administrator or his designated
Contract/Claims Administrator within 180 days after the occurrence or commencement of any loss
covered by this Plan. Benefits are based on the Plan's provisions at the time the charges were incurred.
Charges are considered incurred when a treatment or care is given, or a procedure performed. Failure to
give such notice and proof within 180 days will neither invalidate nor reduce any claim if’it is shown that:

. It waé not reasonably possible for the claimant to give written notice ahd proofwithin 180 days; and

2. Written notice and proof are given as soon as reasonably possible, but in no case later than one year
after the loss occurs or commences, unless the claimant is legally incapacitated.

Upon termination of the Plan, final claims must be received within 60 days of the date ofthe termination
of'the Plan.

CLAIMS PROCESSING PROCEDURES
The Contract/Claims . Administrator Will determine if enough information has been submitted to enable
proper consideration of the claim. If not, more information may be requested from the claimant. The

Plan reserves the right to have a Plan Participant seek a second medical opinion.

All claims submitted to the Plan will be subject to a full and fair review.
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Claims Procedures

If a claim is wholly or partially denied, the Contract/Claims Administrator will furnish the Plan
Participant with a written notice of'this denial. This written notice will be provided within 60 days. after
receipt of the claim. The written notice will contain the following information:

1. The specific reason or reasons for the denial including reference to the Plan provisions upon which
the denial is based,

2. A description of any additional information or material necessary to correct the claim and an
explanation of why such material or information is necessary; and

3. Appropriate information as to the steps to be taken if'a Plan Participant wishes to submit the claim for
review.

A Plan Participant will be notified within 60 days ofreceipt of the claim as to the acceptance or denial of’
a claim.

If special circumstances require an extension of time for processing the claim, the ' Contract/Claims
Administrator shall send written notice of'the extension to the Plan Participant. The extension notice will
indicate the special circumstances requiring the extension of time and the date by which the Plan expects
to render the final decision on the claim. In no event will the extension exceed a period of 60 days from
the end of'the initial 60-day period.

HOW TO APPEAL A CLAIM DENIAL

In cases where a claim for benefits payment is denied in whole or in part, the Plan Participant may appeal
the denial. The Plan Participant must file the request. for review in writing, stating in clear and concise
terms the reason or reasons for this disagreement with the handling of the claim. Such request must
include the name of'the Employee, his or her Social Security number, and the name of'the patient.

The request for review must be directed to the Plan Administrator or the Contract/Claims Administrator
within 60 days after the claim payment date or the date of'the notification of denial of benefits.

A review of the denial will be made by the Plan Administrator and the Plan Administrator will provide
the Plan Participant with a written response within 60 days of'the date the Plan Administrator receives the
Plan Participant's written request for review. If because of extenuating circumstances, the Plan
Administrator is unable to complete ‘the review process within 60 days, the Plan Administrator shall
notify the Plan Participant of'the delay within the 60-day period and shall provide a final written response
to the request for review within 120 days of'the date the Plan Administrator received the Plan Participant's
written request for review.

The Plan Administrator's written response to the Plan Participant shall cite the specific Plan provision(s)
upon which the denial is based.

LEGAL PROCEEDINGS
A Plan Participant must exhaust the claims appeal procedure before filing a suit for benefits. No action at

law or in equity shall be brought to recover benefits under the Plan prior to the expiration of 60 days after
proof of loss has been filed in accordance with the Claims Procedures provision ofthis Plan.
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RIGHTS OF RECOVERY

In the event of any overpayment of benefits by this Plan, this Plan will have the right to recover the
overpayment. If a Covered Person is paid a benefit greater than allowed in accordance with the
provisions of this Plan, the Covered Person will be requested to refund the overpayment. If the refund is
not received from the Covered Person, the amount of the overpayment will be deducted from future
benefits. Similarly, if payment is made on the behalf of a Covered Person to a Hospital, Physician or
other health care provider, and that payment is found to be an overpayment, the Plan will request a refund
of'the overpayment from the provider.
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SECTION 8
COBRA CONTINUATION COVERAGE

CONTINUATION. COVERAGE RIGHTS UNDER COBRA

Under federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), certain
Employees and their families covered under this Plan will be entitled to the opportunity to elect a
temporary extension of health coverage (called "COBRA continuation coverage") where coverage under
the Plan would otherwise end. This notice is intended to inform Plan Participants and beneficiaries, in
summary fashion, of their rights and obligations under the continuation coverage provisions of COBRA,
as amended and reflected in final and proposed regulations published by the Department ofthe Treasury.
This notice is intended to reflect the law and does not grant or take away any rights under the law.

The Plan Administrator is Cardinal Services, Inc. The Plan Administrator is responsible for administering
COBRA continuation coverage. Complete instructions on COBRA, as well as election forms and other
information, will be provided by the Plan Administrator or its designee to Plan Participants who become
Qualified Beneficiaries under COBRA.

What is COBRA continuation coverage? COBRA continuation coverage is the temporary extension of’
group health plan coverage that must be offered to certain Plan Participants and their eligible family
members (called "Qualified Beneficiaries") at group rates. The right to COBRA continuation coverage is
triggered by the occurrence of a life event that results in the loss of coverage under the terms of'the Plan
(the "Qualifying Event"). The coverage must be identical to the Plan coverage that the Qualified
Beneficiary had immediately before the Qualifying Event, or if the coverage has been changed, the
coverage must be identical to the coverage provided to similarly situated active employees who have not
experienced a Qualifying Event (in other words, similarly situated non-COBRA beneficiaries).

Who can become a Qualified Beneficiary? In general, a Qualified Beneficiary can be:

l.  Any individual who, on the day before a Qualifying Event, is covered under a Plan by virtue of
being on that day either a covered Employee, the Spouse of a covered Employee, or a Dependent
child of a covered Employee. If however, an individual who otherwise qualifies as a Qualified
Beneficiary is denied or not offered coverage under the Plan under circumstances in which the
denial or failure to offer constitutes a violation of applicable law, then the individual will be
considered to have had the Plan coverage and will be considered a Qualified Beneficiary if that
individual experiences a Qualifying Event.

2. Any child who is born to or placed for adoption with a covered Employee during a period of
COBRA continuation coverage, and any individual who is covered by the Plan as an alternate
recipient under a qualified medical support. order. If however, an individual who otherwise
qualifies as a Qualified Beneficiary is denied or not offered coverage under- the Plan under
circumstances in which the denial or failure to offer constitutes a violation of applicable law, then
the individual will be considered to have had the Plan coverage and will be considered a
Qualified Beneficiary ifthat individual experiences a Qualifying Event.

The term "covered Employee" includes not only common-law employees (whether part-time or full-time)
but also any individual who is provided coverage under the Plan due to his. or her performance of services
for the employer sponsoring the Plan (e.g., self-employed individuals, independent contractor, or
corporate director). However, this provision does not establish eligibility of these individuals. Eligibility
for Plan Coverage shall be determined in accordance with Plan Eligibility provisions.

Page 16



COBRA Continuation. Coverage

An individual is not a Qualified Beneficiary if the individual's status as a covered Employee is
attributable to a period in which the individual was a nonresident alien who received from the individual's
Employer no earned income that constituted income from sources within the United States. If,; on account
of'the preceding reason, an individual is not a Qualified Beneficiary, then a Spouse or Dependent child of
the individual will also not be considered a Qualified Beneficiary by virtue of the relationship to the
individual. A domestic partner is not a Qualified Beneficiary.

Each Qualified Beneficiary (including a child who is born to or placed for adoption with a covered
Employee during a period of COBRA continuation coverage) must be offered the opportunity to make an
independent election to receive COBRA continuation coverage.

What is a Qualifying Event? A Qualifying Event is any of the following if the Plan provided that the
Plan participant would lose coverage (i.e.: cease to be covered under the same terms and conditions as in
effect immediately before the Qualifying Event) in the absence of COBRA continuation coverage:

1. The death of a covered Employee.

2. The termination (other than by reason of the Employee's gross misconduct), or reduction of
hours, of'a covered Employee's employment.

3. The divorce or legal separation of a covered Employee from the Employee's Spouse. If the
Employee reduces or eliminates the Employee's Spouse's Plan coverage in anticipation of a
divorce or legal separation, and a divorce or legal separation later occurs, then the divorce or legal
separation may be considered a Qualifying Event even though the Spouse's coverage was reduced
or eliminated before the divorce or legal separation.

4. A covered Employee's enrollment in any part of the Medicare program.

5. A Dependent child's ceasing to satisfy the Plan's requirements for a Dependent child (for
example, attainment of the maximum age for dependency under the Plan).

If the Qualifying Event causes the covered Employee, or the covered Spouse or a Dependent child of the
covered Employee, to cease to be covered under the Plan under the same terms and conditions as in effect
immediately before the Qualifying Event, the persons losing such coverage become Qualified
Beneficiaries under COBRA if all the other conditions .of COBRA are also met. For example, any
increase in contribution that must be paid by a covered Employee, or the Spouse, or a Dependent child of
the covered Employee, for coverage under the Plan that results from the occurrence of one of the events
listed above is a loss of coverage.

The taking of leave under the Family and Medical Leave Act of 1993 ("FMLA") does not constitute a
Qualifying Event. A Qualifying Event will occur, however, if an Employee does not return to
employment at the end of the FMLA leave and all other COBRA continuation coverage conditions are
present. If a Qualifying Event occurs, it occurs on the last day of FMLA leave and the applicable
maximum coverage period is measured from this date (unless coverage is lost at a later date and the Plan
provides for the extension of the required periods, in which case the maximum coverage date is measured
from the date when the coverage is lost.) Note that the covered Employee and family members will be entitled
to- COBRA continuation -coverage even .if they failed to pay the employee portion of premiums for
coverage under the Plan during the FMLA leave.
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What factors should be considered when determining to elect COBRA continuation coverage? You
should take into account that a failure to continue your group health coverage will affect your rights under
federal law. First, you can lose the right to avoid having pre-existing condition exclusions applied by
othet group health plans if there is more than a 63-day gap in health coverage and election of COBRA
continuation coverage may help you avoid such a gap. Second, if you do not elect COBRA continuation
coverage and pay the appropriate premiums for the maximum time available to you, you will lose the
right to convert to an individual health insurance policy, which does not impose such pre-existing
condition exclusions. Finally, you should take into account that you have special enrollment rights under
federal law (HIPAA). You have the right to request special enrollment in another group health plan for
which you are otherwise eligible (such as a plan sponsored by your Spouse's employer) within 30 days
after Plan coverage ends due to a Qualifying Event listed above. You will also have the:same special right
at the end of COBRA continuation coverage if you get COBRA continuation coverage for the maximum
time available to you.

What is the procedure for obtaining COBRA continuation coverage? The Plan has conditioned the
availability of COBRA continuation coverage upon the timely election of such coverage. An election is
timely if'it is made during the election period.

What is the election period and how long must it last? The election period is the time period within
which the ‘Qualified Beneficiary must elect COBRA continuation coverage under the Plan. The election
period must begin not later than the date the Qualified Beneficiary would lose coverage on account of the
Qualifying Event and must not end before the date that is 60 days after the later of'the date the Qualified
Beneficiary would lose coverage on account of the Qualifying Event or the date notice is provided to the
Qualified Beneficiary ofher or his right to elect COBRA continuation coverage.

Note: If a covered employee who has been terminated or experienced a reduction of hours qualifies for a
trade readjustment allowance or alternative trade adjustment assistance under a federal law called the
Trade Act of 2002, and the employee and his or her covered dependents have not elected COBRA
coverage within the normal election period, a second opportunity to elect COBRA coverage will be made
available for themselves and certain family members, but only within a limited period of 60 days or less
and only during the six months immediately after their group health plan coverage ended. Any person
who qualifies or thinks that he and/or his family members may qualify for assistance under this special
provision should contact the Plan Administrator for further information.

The Trade Act 0£2002 also created a new tax credit for certain TAA-eligible individuals and for certain
retired employees who are receiving pension payments from the Pension Benefit Guaranty Corporation
(PBGC) (eligible individuals). Under the new tax provisions, eligible individuals can either take a tax
credit or get advance payment of 65% of premiums paid for qualified health insurance, including
continuation coverage. If you have questions about these new tax provisions, you may call the Health
Coverage Tax Credit Consumer Contact Center toll-free at 1-866-628-4282. TTD/TTY callers may call toll-
free at 1-866-626-4282. More information about the Trade Act is also available at www.doleta.gov/tradeact.

Is a covered Employee or Qualified Beneficiary responsible for informing the Plan Administrator
of the occurrence of a Qualifying Event? This Plan will offer COBRA continuation coverage to
Qualified Beneficiaries only after the Plan Administrator or its designee has been timely notified that a
Qualifying Event has occurred. The employer (if the employer is not the Plan Administrator) will notify
the Plan Administrator of the Qualifying Event within 30-days following the date coverage ends when the
Qualifying Event is: - : _
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1. the end of employment or reduction ofhours of employment,
2. death ofthe employee,
3. commencement of a proceeding in bankruptcy with respect to the employer, or
4. enrollment ofthe employee in any part of Medicare.
IMPORTANT:

For the other Qualifying Events (divorce or legal separation of the employee and spouse or a
dependent child's losing eligibility for coverage as a dependent child), you or someone on your
behalf must notify the Plan Administrator or its designee in writing within 60 days after the
Qualifying Event occurs, using the procedures specified below. If these procedures are not followed,
or if the notice is not provided in writing to the Plan Administrator or its designee during the 60-
day notice period, any spouse or dependent child who loses coverage will not be offered the option
to elect continuation coverage. You must send this notice to the Plan Sponsor.

NOTICE PROCEDURES:

Any notice that you provide must be in writing. Oral notice, including notice by telephone, is not
acceptable. You must mail, fax or hand-deliver your notice to the Human Resources department or firm
listed below, at the following address:

Cardinal Services, Inc.
110 Ackerman
Coos Bay, OR 97420

If mailed, your notice must be postmarked no later than the last day of the required notice period. Any
notice you provide must state:

* the name ofthe plan or plans under which you lost or are losing coverage,
* the name and address ofthe employee covered under the plan,

* the name(s) and address(es) of'the Qualified Beneficiary(ies), and

* the Qualifying Event and the date it happened.

If the Qualifying Event is a divorce or legal separation, your notice must include a copy of the divorce
decree or the legal separation agreement.

Be aware that there are other notice requirements in other contexts, for example, to qualify for a disability
extension, ;

Once the Plan Administrator- or its designee receives fimely notice that a Qualifying Event has. occurred,
COBRA continuation coverage will be offered to cach of the qualified beneficiaries. Each Qualified
Beneficiary will have an independent right to elect COBRA continuation coverage. Covered employees
may elect COBRA continuation coverage for their spouses, and parents may elect COBRA continuation
coverage on behalf of their children. For each Qualified Beneficiary who elects COBRA continuation
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coverage, COBRA continuation coverage will begin on the date that plan coverage would otherwise have
been lost. If you or your spouse or dependent children do not elect continuation coverage within the 60
day election period described above, the right to elect continuation coverage will be lost.

Is a waiver before the end of the election period effective to end a Qualified Beneficiary's election
rights? If, during the election period, a Qualified Beneficiary waives' COBRA continuation coverage, the
waiver can be revoked at any time before the end of the election period. Revocation of the waiver is an
election of COBRA continuation coverage. However, if'a waiver is later revoked, coverage need not be
provided retroactively (that is, from the date ofthe loss of coverage until the waiver is revoked). Waivers
and revocations of waivers are considered made on the date they are sent to the Plan Administrator or its
designee, as applicable.

Is COBRA coverage available if a Qualified Beneficiary has other group health plan coverage or
Medicare? Qualified beneficiaries who are entitled to elect COBRA continuation coverage may do:so
even if they are covered under another group health plan or are entitled to Medicare benefits on or before
the date on ‘which 'COBRA is elected. However, a Qualified Beneficiary’'s COBRA coverage will
terminate automatically if; after electing COBRA, he or she becomes entitled to Medicare or becomes
covered under other group health plan coverage (but only after any applicable preexisting condition
exclusions of that other plan have been exhausted or satisfied).

When may a Qualified Beneficiary's COBRA continuation coverage be terminated? During the
election period, a Qualified Beneficiary may waive COBRA continuation coverage. Except for an
interruption of coverage in connection with a waiver, COBRA continuation coverage that has been
elected for a Qualified Beneficiary must extend for at least the period beginning on the date of the
Qualifying Event and ending not before the earliest of the following dates:

. The last day ofthe applicable maximum coverage period.

2. The first day for which Timely Payment is not made to the Plan with respect to the Qualified
Beneficiary:.

3. The date upon which the Employer ceases to provide any group health plan (including a
successor plan) to any employee.

4. The date, after the date of'the election, that the Qualified Beneficiary first becomes covered under
any other Plan that does not contain any exclusion or limitation with respect to any pre-existing
condition, other than such an exclusion or limitation that does not apply to, or is satisfied by, the
Qualified Beneficiary.

5. The date, after the date of the election, that-the Qualified Beneficiary first enrolls in the Medicare
program (either part A or part B, whichever occurs earlier).

6. In the case ofa Qualified Beneficiary entitled to a disability extension, the later of:

(a) (1) 29 months after the date of the Qualifying Event, or (ii) the first day of the - month
that is more than 30 days after the date of a final determination under Title IT or XVI
of the Social Security Act that the disabled Qualified Beneficiary whose disability
resulted in the Qualified Beneficiary's entitlement to the disability extension is no
longer disabled, whichever is earlier; or
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(b) the end of the maximum coverage period that applies to the Qualified Beneficiary
without regard to the disability extension.

The Plan can terminate for cause the coverage of a Qualified Beneficiary on the same basis that the Plan
terminates for cause the coverage of similarly situated non-COBRA beneficiaries, for example, for the
submission of'a fraudulent claim.

In the case of an individual who is not a Qualified Beneficiary and who is receiving coverage under the
Plan solely because of'the individual's relationship to a Qualified Beneficiary, if'the Plan's ‘obligation to
make COBRA continuation coverage available to the 'Qualified Beneficiary ceases, the Plan is not
obligated to make coverage available to the individual who is not a Qualified Beneficiary.

What are the maximum coverage periods for COBRA continuation coverage? The maximum
coverage periods are based on the type of the Qualifying Event and the status of the Qualified
Beneficiary, as shown below:

. In the case of a Qualifying Event that is a termination of employment or reduction of hours of
employment, the maximum coverage period ends 18 months after the Qualifying Event if'there is
not a disability extension and 29 months after the Qualifying Event if there is a disability
extension.

2. In the case of a covered Employee's enrollment in the Medicare program before experiencing a
Qualifying Event that is a termination of employment or reduction of hours of employment, the
maximum coverage period for Qualified Beneficiaries other than the covered Employee ends on
the later of:

a. 36 months after the date the covered Employee becomes enrolled m the Medicare
program; or

b. 18 months (or 29 months, if there is a disability extension) after the date of the covered
Employee's termination of employment or reduction ofhours of employment.

3. In the case of'a Qualified Beneficiary who is a child born to or placed for adoption with a covered
Employee during a period .of COBRA continuation coverage, the maximum coverage period is
the maximum coverage period applicable to the Qualifying Event giving rise to the period of
COBRA continuation coverage during which the child was born or placed for adoption.

4. In the case of any other Qualifying Event than that described above, the maximum coverage
period ends 36 months after the Qualifying Event.

Under what circumstances can the maximum coverage period be expanded? If a Qualifying Event
that gives rise to an 18-month or 29-month maximum coverage period is followed, within that 18- or 29-
month period, by a second Qualifying Event that gives rise to a 36-months maximum coverage period, the
original period is expanded to 36 months, but only for individuals who are Qualified Beneficiaries at the
time of and with respect to both Qualifying Events. In no circumstance can the COBRA maximum
coverage period be expanded to more than 36 months after the date of the first Qualifying Event. The
Plan Administrator must be notified of the second Qualifying Event within 60 days of the second
Qualifying Event. This notice must be sent to the Plan Sponsor in accordance with the procedures above.
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How does a Qualified Beneficiary become entitled to a disability extension? A disability extension
will be granted if an individual (whether or not the covered Employee) who is a Qualified Beneficiary in
connection with the Qualifying Event that is a termination or reduction of hours of a'covered Employee's
employment, is determined under Title II or XVI of the Social Security Act to have been disabled at any
time during the first 60 days of COBRA continuation coverage. To qualify for the disability extension,
the Qualified Beneficiary must also provide the Plan Administrator with notice of the disability
determination on a date that is both within 60 days after the date of the determination and before the end
of the original 18-month maximum coverage. This notice should be sent to the Plan Sponsor in
accordance with the procedures above.

Does the Plan require payment for COBRA continuation coverage? For any period of COBRA
continuation coverage under the Plan, qualified beneficiaries who elect COBRA continuation coverage
must pay for COBRA continuation coverage. Qualified beneficiaries will pay up to 102% of the
applicable premium and up to 150% of the applicable premium for any expanded period of COBRA
continuation coverage covering a disabled ‘Qualified Beneficiary due to a disability extension. The Plan
will terminate a Qualified Beneficiary's COBRA continuation coverage as of the first day of any period
for which timely payment is not made.

Must the Plan allow payment for COBRA continuation coverage to be made in monthly
installments? Yes. The Plan is also permitted to allow for payment at other intervals.

What is Timely Payment for payment for COBRA continuation coverage? Timely Payment means a
payment made no later than 30 days after the first day of the coverage period. Payment that is made to the
Plan by a later date is also considered Timely Payment if either under the terms of the Plan, covered
employees or Qualified Beneficiaries are allowed until that later date to pay for their coverage for the period
or under the terms of an arrangement between the Employer and the entity that provides Plan benefits on
the Employer's behalf] the Employer is allowed until that later date to pay for coverage of similarly situated
non-COBRA beneficiaries for the period.

Notwithstanding the above paragraph, the Plan does not require payment for any period of COBRA
continuation coverage for a Qualified Beneficiary earlier than 45 days after the date on which the election
of COBRA continuation coverage is made for that Qualified Beneficiary. Payment is considered made on
the date on which it is postmarked to the Plan.

If Timely Payment is made to the Plan in an amount that is not significantly less than the amount the Plan
requires to be paid for a period of coverage, then the amount paid will be deemed to satisfy the Plan's
requirement for the amount to be paid, unless the Plan notifies the Qualified Beneficiary ofthe amount of
the deficiency and grants a reasonable period of time for payment of the deficiency to be made. A
"reasonable period of'time" is 30 days after the notice is provided. A shortfall in a Timely Payment is not
significant if'it is no greater than the lesser of $50 or 10% of'the required amount.

Must a qualified beneficiary be given the right to enroll in a conversion health plan at the end of the
maximum coverage period for COBRA continuation coverage? If a Qualified Beneficiary's COBRA
continuation coverage under a group health plan ends as a result of the expiration of the applicable
maximum coverage period, the Plan will, during the 180-day period that ends on that expiration date, provide
the Qualified Beneficiary with the option of enrolling under a conversion health plan if such an option is
otherwise generally available to similarly situated non-COBRA beneficiaries under the Plan. If such a
conversion option, is not otherwise generally available, it need not be made available to Qualified
Beneficiaries.
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IF YOU HAVE QUESTIONS

If you have questions about your COBRA continuation coverage, you should contact the Plan Sponsor.
For more information about your rights under ERISA, including COBRA, the Health Insurance
Portability and Accountability Act (HIPAA), and other laws affecting group health plans, contact the
nearest Regional or District Office of the U.S. Department of Labor's Employee Benefits Security
Administration (EBSA). Addresses and phone numbers of Regional and District EBSA Offices are
available through EBSA's website at www.dol.gov/ebsa.

KEEP YOUR PLAN ADMINISTRATOR INFORMED OF ADDRESS CHANGES

In order to protect your family's rights, you should keep the Plan Administrator informed of any changes
in the addresses of family members. You should also keep a copy, for your records, of any notices you
send to the Plan Administrator.
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SECTION 9
COORDINATION OF BENEFITS

Coordination of the benefit plans. Coordination of Benefits sets out rules for the order of payment of
covered charges when two or more plans are paying. When a Covered Person is covered by this Plan and
another plan, or the Covered Person's spouse is covered by this Plan and by another plan or the couple's
covered children are covered under two.or more plans, the plans will coordinate benefits when a claim is
received.

When an individual is covered under more than one plan, one plan normally pays its benefits in full and
the other plan or plans pay a reduced amount. This Plan will always pay its benefits in full or a reduced
amount, if any, that when added to the benefits payable by the other plan or plans will not exceed 100%
of the allowable expenses. Only the amount paid by this Plan will be charged against-the Plan Benefit
Maximums of'this Plan.

Benefit plan. This Coordination of Benefits provision will coordinate the health and dental benefits of a

benefit plan. The term benefit plan means this Plan or any one of the following plans, without

limitations;

1. Group insurance or any other arrangement for coverage for covered persons in a group whether on an
insured or uninsured basis, including but not limited to hospital indemnity benefits and hospital
reimbursement type plans;

2. Hospital or medical service organizations on a group basis, group practice and other group pree
payment plans;

3. Hospital or medical service organizations on an individual basis having a provision similar in effect-to
this provision;

4. A licensed Health Maintenance Organization (HMO);

5. Any coverage for students which is sponsored by, or provided through, a school or other educational
institution;

6. Any coverage under a Government program, and any coverage required or provided by any statute;
7. Group automobile insurance;

8. Individual automobile insurance coverage on an automobile leased or owned by the Company;

9. Individual automobile insurance coverage based upon the principles of "no-fault" coverage;

10. Any plans or policies funded in whole or in part by an employer or deductions made by an employer
from a person's compensation benefits; or

11. Labor/management trusteed, union welfare, employer organization or Employee benefit organization.
Coordination of Benefit Procedures., When this Plan is determined to be a secondary plan as to. one or

more other plans, the benefits of this Plan may be reduced. The benefits of this Plan will be reduced
when the sum of:
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2.

The benefits that would be payable for the allowable expenses under this Plan in the absence of this
Coordination of Benefits provisions; and

The benefits that would be payable for the allowable expenses under the other plan or plans in the
absence of provisions with a purpose like that of this Coordination of Benefits provision, whether or
not a claim is made;

exceeds those allowable expenses in a claim determination period. In that case, the benefits of this Plan
will be reduced so that they and the benefits payable under the other plan or plans do not total more than
those allowable expenses. When the benefits of this Plan are reduced, each benefit is reduced in
proportion. It is then charged against any applicable benefit limit of'this Plan.

Benefit Plan Payment Order. When two or more plans provide benefits for the same allowable charge,
the following rules will apply, if Medicare is not involved:

1.

Plans that do not have a Coordination of Benefits provision, or state that its . coverage is primary, will
pay first;

Plans with a Coordination of Benefits provision will pay their benefits by the following rules:

a)

b)

d)

The benefits of the plan which covers the person directly (that is, as an Employee, member or
subscriber) is primary and will pay its benefits first;

The benefits of a benefit plan which covers a person as an Employee who is neither laid off nor
retired are determined before those of a benefit plan that covers that person as a laid-off or
Retired Employee. The benefits of a benefit plan which covers a person as a Dependent of an
Employee who is neither laid-off nor retired are determined before those of a benefit plan which
covers a person as a Dependent of a laid off or Retired Employee. If the other benefit plan does
not have this rule, and if; as a result, the plans do not agree on the order of benefits, this rule does

not apply:.

The benefits of a benefit plan which covers a person as an Employee who is neither laid off nor
retired or a Dependent of an Employee, who is neither laid off nor retired are determined before
those of'a plan which covers the person as a COBRA beneficiary.

When a child is covered as a Dependent and the parents are not separated or divorced, these rules
will apply:

1) The benefits of the benefit plan .of the parent whose birthday falls earlier in a year are
determined before those of the benefit plan of the parent whose birthday falls later in that

year.

ii) If both parents have the same birthday, the benefits of the parent's plan that has covered the
child for the longer time will be considered the child's primary coverage.

When a child's parents are divorced or legally separated, these rules will apply:
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i) This rule applies when the parent with custody of the child has not remarried. The benefit
plan of the parent with custody will be considered before the benefit plan of the parent
without custody:.

ii) This rule applies when the parent with custody ofthe child has remarried. The benefit plan of
the parent with custody will be considered first. The benefit plan of the stepparent that
covers the child as a Dependent will be considered next. The benefit plan of the parent
without custody will be considered last.

iii) A court decree may state which parent is financially responsible for medical and dental
benefits of the child. In this case, the benefit plan of that parent will be considered before
other plans that cover the child as a Dependent.

iv) If the specific terms ofthe court decree state that the parents shall share joint custody, without
stating that one of the parents is responsible for the health care expenses of the child, the
plans covering the child shall follow the order of benefit determination rules outlined above
when a child is covered as a Dependent and the parents are not separated or divorced.

v) |If there is still a conflict after these rules have been. applied, the benefit plan which has
covered the child for the longer time will be considered first.

Coordination with Medicare. Medicare will pay primary, secondary or last to the extent stated in
federal law. When Medicare is to be the primary payer, this Plan will base its payment upon benefits that
would have been paid by Medicare under Parts A and B, regardless of whether or not the person was
enrolled under both ofthese parts.

Right to Receive or Release Necessary Information, To make this provision work, this Plan may give
or obtain needed information from another insurer. or any other organization or person. This information
may be given or obtained without the consent of or notice to any other person. A Covered Person will
give this Plan the information it asks for about other plans and their payment of allowable charges.

Facility of Payment. This Plan may repay other plans for benefits paid that the Plan Administrator
determines it should have paid. That repayment will count as a valid payment under this Plan.

Right of Recovery. This Plan may pay benefits that should be paid by another benefit plan. In this case
this Plan may recover the amount paid from the other benefit plan or the Covered Person. That repayment
will count as a valid payment under the other benefit plan.

Further, this Plan may pay benefits that are later found to be greater than the allowable charge. In this
case, this Plan may recover the amount of'the overpayment from the source to which it was paid.

EMPLOYEE OR FAMILY MEMBER COVERED IN ERROR

Any employee or family member who is covered in error under the Plan or who is covered in violation of
any of the terms and conditions of the Plan ;shall not be entitled to any benefits hereunder. The Plan, shall
have the right to recover from any employee or member . of his or her family the cost of any benefits
furnished while such employee or family member was covered hereunder in error.
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SECTION 10
STATEMENT OF ERISA RIGHTS

Plan Participants in this Plan are entitled to certain rights and protections under the Employee Retirement
Income Security Act of 1974 (ERISA) as amended. ERISA specifies that all Plan Participants shall be
entitled to:

1. Examine, without charge, at the Plan Administrator's office, all Plan documents and copies of all
documents filed by the Plan with the U.S. Department. of Labor, such as detailed annual reports and
Plan descriptions.

2. Obtain copies of all Plan documents and other Plan information upon written request to the Plan
Administrator. The Plan Administrator may make a reasonable charge for the copies.

3. To receive a summary ofthe Plan's annual financial report which the Plan Administrator furnishes to
each participant.

4. To continue health care coverage for yourself spouse or dependents if there is a loss of coverage
under the plan as a result of a qualifying event.

5. A reduction or elimination ‘of exclusionary periods of coverage for preexisting conditions under your
group health plan, if you have creditable coverage from another plan. You should be provided with a
certificate of creditable coverage, free of charge, from your group health plan or health insurance
issuer when you lose coverage under the plan, when you become entitled to elect COBRA
continuation coverage, when your COBRA .continuation coverage ceases, if you request it before
losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of
creditable coverage, you may be subject to preexisting condition exclusion for 12 months: (18 months
for late enrollees) after your enrollment date in your coverage.

6. To file suit in a Federal court ifany materials requested are not received within thirty (30) days of'the
request unless notified that the materials were not sent because of matters beyond the control of the
Plan Administrator.

In addition to creating rights for Plan Participants, ERISA imposes duties upon the people who are
responsible  for the operation of the Plan (the Fiduciaries). Fiduciaries have a duty to operate the Plan
prudently and in the interest ofthe Plan Participants and their beneficiaries.

No one, including the Employer or any other person, may fire a Plan Participant or otherwise discriminate
against a Plan Participant in any way to prevent the Plan Participant from obtaining a welfare benefit or
exercising rights under ERISA.

If a Participant is improperly denied a welfare benefit in whole or part, he has the right to file suit in a
Federal or State court. If Plan fiduciaries are misusing the Plan's money, he shall have the right to file
suit in a Federal court or request assistance from the U.S. Department of Labor. If successful in such
lawsuit, the court may, if it so decides, require ‘the other party to pay his legal costs, including attorney's
fees.

If the Plan Participant has any questions about this statement or his or her rights under ERISA, that Plan
Participant should contact either the nearest area office of the U.S. Pension and Welfare Benefits
Administration, Department of Labor listed in the telephone directory or the Division of Technical
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Assistance and Inquiries, Pension and Welfare Benefits Administration, U.S. Department of Labor, 200
Constitution Avenue, NW Washington, DC 20210. Telephone number (202) 219-8776.

Page 28



HIPAA Privacy Provisions

SECTION 11
HIPAA PRIVACY PROVISIONS

This section describes how medical information about you may be used and disclosed and how you
can obtain access to this information. Please review it carefully.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its implementing
regulations restrict the Plan Sponsor's ability to use and disclose "Protected Health Information”. The
following HIPAA definitions apply to the provisions of this Plan:

* Protected health information (or "PHI") is individually identifiable health information,
including demographic information, collected from you or created .or received by a health care
provider, a health plan, your employer (when functioning on behalf of'the group health plan), or a
health care clearinghouse and that relates to: (i) your past, present, or future physical or mental
health or condition; (ii) the provision of health care to you; or (iii) the past, present, or future
payment for the provision of health .care ‘to you Protected health information includes
information of persons living or deceased.

»  Plan Sponsor means the Employer as defined in this document.

e Plan (also referred to as "GHP) means the Group Health Plan for the Employees of the
Employer as defined in this document.

* Plan Documents means the GHP's governing documents and instruments such as documents
under which the GHP was established and is maintained.

This Plan is required by law to maintain the privacy .of protected medical information and to provide
covered individuals with notice of'its legal duties and privacy practices with respect to protected medical
information. However, the Plan is permitted to use and disclose this information under the circumstances
described below.

This Plan is required to abide by the terms of this information until it is amended. This Plan reserves the
right to change the terms of its privacy practices and to make new notice provisions effective for all
protected health information that it maintains. All individuals covered under this Plan will receive a notice
within 60 days of a material revision to this information.

In order for this Plan to pay for your covered medical expenses, this Plan and those administering the Plan
must create or receive certain medical information about you. This information may involve:

* Payment activities such as billing and collection activities, eligibility determinations,
adjudication of claims, precertification and utilization review, and coordination of benefits, or

» Health care operation activities such as quality assessment, case management, subrogation or
business management and general administrative activities, or

* Treatment activities by your health care provider, such as providing information about other
treatments you have received.

By enrolling in this plan, you have agreed to allow this Plan and its administrators to create or use your
medical information in order to perform these duties without your express authorization. This Plan may
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also disclose medical information about you without your authorization to business associates of'the plan,
such as actuaries who price the cost of coverage, the Claims Administrator who pays the claims or other
professionals who perform services on behalf of the Plan. All disclosures made by this Plan of medical
information for purposes ofpayment or health care operation activities shall be the minimum necessary to
accomplish the intended purpose of the disclosure, and any business associate who receives the
information must agree to keep it confidential.

This Plan may be required to make available to the Department of Health and Human Services all books
and records regarding the health information of Covered Persons if'this information is requested for audit
purposes. You will not have to authorize this disclosure.

This Plan may disclose information about your medical records to a medical professional treating you.
No authorization is necessary for this disclosure.

The law requires this Plan to make certain disclosures. These include disclosures:
* As necessary to comply with workers compensation ‘or other similar programs.

* As necessary for courts and law enforcement agencies. Disclosures to a law enforcement agency
may occur ifrequired by law (such as the occurrence of certain types of wounds) or ifrequired by
a court order or other legal process. The Plan may also disclose medical information: for the
purpose of identifying or locating a suspect, witness, fugitive or missing person; about a crime
victim, if'the victim agrees or emergency circumstances require disclosure without consent; about
a person who has died if the nature of the death suggests that it may be the result: of criminal
conduct; or ifthere is evidence to suggest that a crime occurred on the premises.

* As necessary for public health research and disclosure, including reporting of communicable
diseases to the applicable authorities (who may contact exposed individuals) and workforce
medical investigations.

* As necessary to a health oversight agency for oversight activities authorized by law. However,
this will generally not include an investigation of a particular individual unless it involves receipt
ofhealth care, public health benefits or public benefits contingent on the individual's health.

»  As necessary if'disclosure is required by another law.

This Plan may also be permitted ‘or required to disclose medical information without your authorization
under the following circumstances:

» If authorized by law, to the proper authorities for purposes ofreporting child abuse or domestic
violence. Subject to certain restrictions, the Plan may also report this information to social
services, but must generally inform the victim ofthe abuse that it is making the disclosure.

» To people working for or with the Food and Drug Administration. These disclosures may be
necessary. to report adverse events with respect to food or dietary . supplements, product defects
(including use or labeling defects), or biological product deviations; for product tracking; to
enable product recalls, repairs or replacements; or to conduct post marketing surveillance.
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e Upon your death, to a coroner, funeral director or to tissue or organ services, as necessary to
permit them to perform their functions.

»  Under certain circumstances, for research purposes.
* To prevent or lessen a serious threat to the health or safety of a person or the public.

« If authorized by law, in connection with military matters or matters of national security and
intelligence.

In addition, this Plan may disclose medical information to the Plan Sponsor under the following
conditions:

e The Plan Sponsor may not use any such information for employment-related decisions.
*  The Plan Sponsor may receive such information as the Plan documents allow.
* You have the right to inspect the Plan documents allowing disclosures.

Other uses and disclosures of your medical information will be made only with your written authorization
and you may revoke the authorization at any time, upon request.

You have the right:

* To request restrictions on certain uses and disclosures of’your medical information. The Plan does
not have to agree with a requested restriction, but if'the Plan does agree, then the Plan will abide
by that restriction.

* To receive your own confidential health information by  alternative means or at alternative
locations, if receipt of the information in the usual manner could endanger you, contact the
Employers Privacy Officer to request the alternative delivery. You must include a statement that
disclosure of'the information in the usual manner could endanger you.

o To inspect and copy your own health information, but exceptions apply to certain types of
information. If you request to see or copy your own health information from the Plan
Administrator and one of’these exceptions apply, you will be given more information at that time,
including the circumstances under which you may challenge the exception.

e To amend your own health information when that information is incorrect.

* To obtain an accounting of any disclosure of your confidential health information, other than
disclosures for purposes of payment, health care operations or treatment, -or disclosures made in
accordance with your written authorization.

In each case, you must make your request to the Plan Sponsor, in writing. Depending upon the nature of
the request, you will be given more information at that time, including any exceptions to the rules: that
may apply to your case.
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Individuals may complain to the Plan Sponsor and/or to the Secretary of Health and Human Services if
they believe their privacy rights have been violated. If you wish to file such. a complaint, please contact
the Plan Sponsors Privacy ‘Officer and you will be given information on how to proceed. You will not be
retaliated against by the Plan or Plan Administrator for the complaint. The Department of Health and
Human Services may be contacted in Washington, DC or listings may be found in local telephone

directories.
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SECTION 12
GENERAL PLAN INFORMATION

Name of Plan:
Cardinal Services, Inc. Employee Vision Plan

Plan Number:
503

Type of Plan:
Group Vision Employee Welfare Plan

Employer/Plan_Sponsor:
Cardinal Services, Inc.
110 Ackerman

Coos Bay, OR 97420
Telephone 541-888-9799

Plan Administrator/Named Fiduciary:
Cardinal Services, Inc.

110 Ackerman

Coos Bay, OR 97420

Telephone :541-888-9799

Agent of Legal Service:
Cardinal Services, Inc.
110 Ackerman

Coos Bay, OR 97420

Administration:
Self-Administered by the Employer - The Employer has appointed a Claims Administrator to handle the
day-to-day operation ofthe Plan.

Claims/Contract Administrator

ARM, Ltd

814 W Northwest Hwy

Arlington Hts IL 60004

Phone: 847-394-1700 Toll Free: 800-392-1770

Employer Identification Number
93-0920470
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