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This document constitutes both the formal Plan Document and also constitutes the Summany Plan Description
tor the Group Medscal, ADEY and |Hospital Plan for Employees of PCC Adrdoils LLC (referred to as the "Plan”
m this document) The benefit plans and programs provided under the Plan are provided for employees of
PCC Aurfoils, LLC (refermed to herein as the "Emplover” or "Company” in this booklety and its controlled
group members and or afliliawes as defined and stated in this document. The Plans and Programs ol health and
welfare benelits oftered hereunder. are offered on an insured and or self-insured basis, as stated herein and in
Exhibu A Centain plans and programs may be voluntary. All plans may be sulyect to required employee
contributions. Eligibility and coverage and the specific plans and programs included in this Plan, which are
incorporated as part of this Plan by reference. as stated in this Plan, are siated and referenced in detail, n
Fxhibn A

The intent of this document 1s 1o sausty the Emplovee Retirement Income Secunity Act ol 1974 (ERISA)
requirement for both a Plan Document under ERISA Section 402iai 1) and the requirements of a Summan
Plan Descniption ("SPD"), pursuant o ERISA Sccuon 102, This emtire documens, including the specific
insurance certificates ol coverape, benefit booklets, and other information, as referenced in Exhibit A, are
mncorporated as part of this Plan, and all are subject 1o the discreuon and wterpretation of the Plan
Administrator, except as specifically reserved for any insurer. All matiers pertaining 1o rights and obligations
with respect to the Plan, arc subject to the Plan Administrator, except as may otherwise be specifically
reserved or determined by an insurer under the contragts and certificates referenced in Exhibit A

Although the Company’s present intent 1s 1o continue this Plan indefinitely, please be advised and aware that
the Company retains the absolute night 10 substitute other coverage, initiate and change employee contribution
amounts as permitted by law, and amend, change, modify, and'or completely terminaic some or ali of the
benefits, plans, programs and insurance coverage under this Plan, at any ttme. Neither this document nor any
other wniting regarding the Plan will grant or confer any svested or other righis to any employee, former
employee or any other persen for future benefits beyvond amounts pavable for periods ol time while the Plan is
1 effect and that are not speaifically provided forin the Plan tenns

The effective date of this restatement of the Plan is the Effective Date stated in Section 2.
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SECTION 1: PLAN INTRODUCTION

I'he Company has adopled and established this Group Medical. ADD and llospital Plan for Emplovees of PCC
Auwrfoils LLC (which we will refer to as the “Plan”) for the purpese of providing health and welfare benefits to elipble
emplovees under a number of different benefit programs and amangements that we refer to as the Constituent Benelil

Programs.

This document, along with the Constituent Benefit Program documents that are incorporated into this document,
establish the Plan for the Company and this Plan 1s intended to satisfy the Employee Retirement Income Security Act
of 1974 (ERISA) requirements for both a Plan Document under ERISA Section 402 and a Summary Plan Description

("SPD"). pursuant to ERISA Section 102

SECTION 2: BASIC INFORMATION

escription

Plan Information

Employer and Plan
Sponsor:

PCC Airfoils, LLC

Address:

3401 Enterprise Parkway, Suite 200, Beachwood. OH 44122

Telephone Number:

216-831-3590

Plan Administrator:

PCC Airfoils, LLC at Address Stated Above

Other Participating
Employers, if any:

See Exhibit B

Plan Name: Group Medical, ADD and Hospital Plan for Employees of PCC Airfoils
LLC

Plan Type and The Plan Components are Funded by Insurance or Self-Funding including

Funding: Employer and Employee Contributions as stated in Exhibit A,

Benefit Offering Constituent Benefit Programs as Described in Section 3.1 and as Shown on
Exhibit A

Plan Number: 501

Agent for Service of
Legal Process:

PCC Airfoils, L1.C at Address Stated Above

Administration:

Employer 34-0821246
Identification Number:
Type of See Section 3.2

Agent for Service of
Process:

The Employer Listed Above, at the Address Above

Effective Date:

January 1, 2025

Ptan Year:

Twelve Month Period Beginning: January |

"Eligible Employce™

See Exhibit A

Spouse Restrictions in
Group Health Plan:

Any Spousal Restrictions that applies to any Constituent Benefit Program is
listed in Exhibit A
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SECTION 3: ADMINISTRATION AND RELATED INFORMATION
31 Plan Funding and Constituent Bencefit Programs

Funding. The Plan 1s funded primanly through the purchase of insurance. unless all or portions of the Plan arc sclf:
funded v the Compamy as stated in Exhitit A Eniplovees may be required to pay for 2 pontion of the premium tor
coverage. as detenmined from time-to-time by the Employer Continued eligibility is conditional upon the Employee
authonzing and paving the required Fmplovee contribution amount cither from the Emplovee’s pay or otherwise The
E:mployer wifl proside reasonable notice of the Employee contribution amounts, which can be at the e of benefits
chgibility. 1f any rebates, credits. refunds or other amounts are paid back, or made avalable from insurers,
adimimstrators. of others, such amounts are paid to the Emploser 1o offset the Emploser’s cost to provide and or
administer benefits under the Plan.

“Constituent Benelit Programs " The pohies and contracts of insurance are refermed to as "Constituent Benefit
Programs.” The Constituent Benetit Programs are referenced and stated in Exhibit A to this Plan document. and each
of the Programs 15 incorporated into this Plan and SPD by reference, The Constituent Benefit Programs that are in the
fonn of insurance certificales of coverage or insurance contracts, supersede this Plan and SPD with respect to
eligibility, coverage and the payment of benefits, unless this Plan states otherwise speaifically. If there 1s any conthict
between the terms of the Constituent Benefit Programs and this Plan and SPD, the Plan Administrator will reconcile
siich inconsistency and has full rights 10 do so, as further provided under this Plan and SPD. See also Section 4.1

3.2 Type of Administration and Discretionary Authority

‘The Plan 1s administered by the Claims Administrators and the Plan Administrator in accordance with the provisions of
the Plan and the Constituent Benefit Programs, as histed and provided for in Exhibit A or the relevant Constituent
Benefit Program wnder the Plan

When a Constituent Benefit Program is insured, the insurance provider is the Claims Admimsstrator and 15 direetly
responsible as the fiduciary tor claims and claim determinations under each such insured Constituent Benelit Prograin
under the Plan When a Constituent Benefit Program is self-insured, the third-party administrater is the Claims
Administrator and 1s directly responsible as the fiduciary for claims and claim determinations under each such self-
nsured Constingent Benefit Program, unless specified otherwise. When a claim detemination is delegated to or is the
responsibility of the Claims Administrator under the Plan, the Plan Administrator is not the responsible fiduciary.
When a determination on a claim. or eligibility, or other lerm, or of fact, law or interpretation under the Plan is not
specifically reserved 1o an insurer or third-party administrator. it is the fiduciary responsibility of the Plan
Administrator for such determination under the Plan. When the Plan Administrator 15 the responsible fiduciary, or there
15 a third-party fiduciary, the Plan Administrator and such third-party, as the case may be, have full discretionary
authonity with respect to all determinations under this Plan, including the determination of the identity of the
responsible fiduciary, the facts, the wterpretation of the Plan or its 1erms and all decisions and determinations under
this Plan, This discretionary authority is to be interpreted in the broadest sense permitted under law

The Plan Admimstrator may delegate doties and responsibilines to others s absolute discreton, weluding swithout
limue, third-party administrators, gonsultants, accountants, legal counsel, and or Commiltees, or others

3.3 Plan Amendment and Termination

Amendment. The Emplover may amend or alter the provisions of the Plan, or any of the Constituent Benefit Programs,
at any time, by any action of the Company taken in the normal course of 1ts business. This includes, wathout limitation,
any action by an officer or emiployee of the Emplover or any mdividual designated i writing by such an officer as
authorized 10 lake such action. Amy such amendment will be effectinve at the time designated in the amendment

Temmination. The Company may disconnnue or terminate the Plan. in whole or in part, at any time whatsoever, by am
action in the pormal course of business, including without limitation, by written action of the Company in accordance
with its operating documents and or applicable state Jaw. Any such tenmination will be effective at the nme designated
in such documentation.

i
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34 Claims Administrator

Clmms Admnistrators arc the insurers under the separate Constituent Benefit Programs under the Plan, as incorporated
in [xhibit A @ this Plan. See Section 3 2.

SECTION 4: PROGRAMS OF BENEFITS
4.1 Constituent Benefit Programs - Exbibit A

The benelits, ights and responsibilities are provided for under the vanous welfare benefit programs called "Constituent
Benclit Programs * The Constituent Benelit Programs are mcorporated in thiz Plan by reference and are stated m
lixhibit A, The specific werms and conditions of cach of the Constituent Benefit Programs are descnibed in the
documents hsted in Exhibit A and together, along with this Plan Document and Summary Plan Descnipiton, form the
Plan.

Each of the Consuituent Benefit Programs is represented by a wnting, including any insurance contract, benefit booklet,
certificate and'or other documents referenced in Exhibit A, and each of them is incorporated as part of this Plan by
reference and are part of this Plan.

4.2 Wellness Programs

1f a Constituent Benefit Program under the Plan, as listed on Exhibit A, is a wellness program or includes a wellness
program, it will be reasonably designed to promote health and prevent disease: The wellness program may involve a
reward or surcharge that applies to the amount that the Eligible Employee will have 1o pay for coverage under the Plan
When a wellness program involves a reward or surcharge that relates 1o any "health factor” as that term 1s used under
ERISA ("Wellness Reward Program™), certain rules apply:

*  The Employer and'or Plan Administralor may establish and administer the Wellness Reward Program
directly, or with the use of a third party provider or consultant as they may determine.

e The Ehgible Employec's patticipation in the Wellness Reward Progmm will provide for an annual
opportursty to qualify for the reward (or to avoid a surcharge as applicable), and the amount of such reward
or surcharge will not exceed thiny percent (30%) {fifty percent (50%) n the case of atobacco related
Program) of the cost of emplayee only coverage (or employee and dependent coverage if the dependent is
included in the Program) provided under the Plan.

s The reward or surcharge shall apply to all covered individuals in the Plan on an equivalent basis

*  The Wellness Reward Program will speaifically provide for the avarlability of a reasonable altemative
standard, including the possibility of a waiver of the othenwise applicable standard, in writing, In the event
that any Wellness Reward Program matcrials do notl so provide a reasonable alternative, this SPD s
considered notice to each Eligible Employee and Dependent as apphicable that a reasonable altermative will
be provided to cach such affected Eligible Employec {and Dependent as applicable) covered by the Plan,
and such covered persons may contact the Plan Adminisimtor for a specific reasonable alternative that
applics, or that shall apply to such covered person 1o reasonably accommodate their specific circumstances
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SECTION §: ELIGIBILITY AND EFFECTIVE DATE
51 Who Is Eligible for Coverage

In General. The coverage described 1n this Plan s provided 10 the Emplovees of the Employer as detailed o the
attached Exhibit A, along with their designated Spouses and their Dependents, as may be applicable. Existing
emplovees may be subject to certan open enrollment penods for chgibility or changes in coverages, as deternmined by
the Empleyer. Other eligibility periods mav apply as required by law Centan Employecs are not eligible under the
Plan, Fmplovees are not eligble for all or cenain of the Constituent Benefit Programs under the Plan, if they are not
desipnated as Eligible Emplovees by the Einplover i Exhibit A Emplovees subsect to collective bargaimng are only
Elgrble if the semns of such burgarming sercesient provides for their inclusion i this Plan. Leaeed cmplovecs are not
corered by this Plan. unless the Employ er specifically grants coverage for leased cmployees through its agreement with
any emplosee leasing compiny Indeperdent contractors are not Employ ces eligible under this Plan

Requiements. Employees may be required to satisfy certam requareiments for ehigibility under the Plan. Eligibility for
Emplovees are specified in Exhibil A. In addition, as a condition for coverage to apply, Emplovees are required to pay
the I:mployee contribution amounts that may be required by the Employer, from time to time, with respect Lo each of
the Constituent Benclit Programs, and must authonze such payments o be made, Also, coverage 1s conditional upon
the Employes providing any required information of completing any required forms. For certain dates and times pnor
1o the eifecuve date of this Plan, Employecs and former Employees may be subject 1o entry dates and cligibility terms
that are different and that apply to such pror penods of employment

health plan that as detenmined by the Plan Administraior 15 subject to the eligibility nutes and regulations for group
health plans, the Company will reasonably comply with such rules. When the Company cannot determime that a newly
hired variable howr, part-time, seasonal or temporary Employee (a ~Vanable Hour Emplovee™). who 1s in an eligible
class of employees, will satisfy the working full-time eligibility requirements under the group health plan, as stated in
the relevam Exhibit A, the Plan Admimstrator will apply reasonable detennination periods 10 determine if the Variable
Hour Employee is eligible. The Company will establish a measurement period, not to exceed 12 months, applicable to
such Vanable Hour Employee or class of such employees and will undertake a measurement of the employee’s hours
during that measurement period. [F the employee meets or exceeds the hours requirement, then the Company will ofter
coverage 10 the Variable Hour Employee during a stability period that follows, which will comply with the applicable
regulations. Once the Company detenmines that such Vanable Hour Employee has met the hours requirement, the
Employee will be eligible under rules estabhished by the Company that follows the applicable regulations, which
generally is no later than the first day of the month coincident with, or that immediately follows the measurement
penod, with such eligibility date being no Tater than 13 months from the first day of the month following start of the
period. The Company has discretion to determine the mwasurement and stabiliy periods and entry dates consistent
with the apphcable regulanons

Chher Benefit Programs. With respect 1o nsured and sel(~funded benelits that are not group health plans, the Company
will reasonably detenmine, consistent with the apphicable terms of the Constituent Beneflit Program, whether an
Employes meets the relevant eligibilig: requirements, including any consultation wath the insurer or admimistrator as
decmed necessan y

“$pousal Exelusion * 17 the Spousal Exclusion is indicated in Lxhibit A, special les apply to Spousal coverage under
this Plan as stated in this section. When the Spousal Exclusion applics, the Plan generally excludes Spouses off
Employees altogether, or excludes Spouses who have coverage available to them from some other source If the
Spousal Exclusion applics to a Constituent Benefit Program under the Plan, 11 will be so indicated in that Program or in
Exhibit A If indicated and your $Spouse has Other Coverage (as defined below). your Spouse must be enrolled in those
plans and they cannot participate in the Constituent Benefit Programs as indicated m that Program, or in Exhibit A

Available Other Coverage Tor the Spouse may be determined and confimmed by means of a wrilten statement in a form
determined by (he Plan Administrator

If your Spouse coverage eligibility or participation status changes, you must notify: the Plan Administrator, in writing,
of this change as soon as possible, but not later than 5 business days after its occurrence.
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“Spousal |imitation." 1f the Spousal Limitateon 1s indicated in Exhibit A, special rules apply to Spousal coverage under
this Plan, as stated in this section. When a Spousal Limitation applies, the apphcable Constitucnt Benefit Program
gencrally limits coverage of the Spouse of any Emplovee, or limits coverage when the Spouse has coverapge available 1o
them trom some other source. [Fthe Spousal Limitation applies to a Constituent Benefit Program under the Plan, it will
be so indicated in that Program and’or in Extubit A. If your Spouse has "Other Coverape” (as defined below), vour
Spouse must be carolled n such Other Coverage and they cannot be covered by the Constituent Benefil Programs wrth
such Limilation, unless you pay a Covered Spouse Premium. The Covered Spouse Premium amount is an additional
premium or requined Employee contribution amount that applies (o Spouses who have Other Caverage. Such Covered
Spouse Premium amount is periedically determined by the Emplover Such Spousal Covernge may alse only be
secondary coverage, 1f this 15 indicated in Exhibat A.

IMhe Emplovees Spouse has ne Other Coverage available, then the Spouse 15 ehmble under the Constituent Benefit
Programs where the Covered Spouse Limilation applics. Avadable coverage for the Spowse will be detenmined and
confirmed by means of a written statement in a form determined by the Plan Admimstrator

If your Spouse coverage eligbility or participation status changes, you must notify the Plan Administrator, in wniling.
of this change as soon as possible, but no later than 5 business days afler its occurrence

Other Definitions. As used herein, the following terms are defined as stated below

“Dependem”™ Defined: Except as otherwise specified in Exhibit A, or the applicable Constituent Benefit
Program, the "Eligible Dependents” under the Plan include each (i) Spouse of a Participant, (a1} Eligible Chuld
of a Participant, () other Dependent of a Participant within the meaning of Section 152 of the Intemal
Revenue Code who is eligible for coverage under a Constituent Benefit Program, and {1v} any other individual
who is eligible for coverage under a particular Constituent Benefit Program, See Exhibit A

"Spowse” Definved: Except as otherwise specified in Exhibit A or the applicable Constituent Benefit Program,
a "Spouse” is the legal Spouse of an Eligible Employee as defined by applicable state Faw, except that such
term docs not include (i) a common law spouse unless any and all documentation or registration of the
commen faw marmage required by the Plan Administrator, in its discretion, has been filed with the Plan
Admimisirator or (i) a Spouse who is an Employee. In the event thal the Spouse i1s an Employee, the
Employer will detemmine a policy 10 determine how coverage will apply with respect to each Constituent
Benefit Program.

“Child" Defined: Excepl as otherwise specified in Exhibit A or the applicable Constituent Benefit Program, a
"Child" is defined as the legally recognized offspring of a Participant, as recognized by the state law where the
Employee or other covered person resides. A "child” includes those recogmized through a legal adoption
process. A "Child™ under the Plan docs not include a Child who is an Employee. The final determination of a
child is subject 1o the discretion of the Plan Administrator.

“Chher Coverage” Defined: "Other Coverape™ is coverage that is available to the Spouse from some other
source, such as the Spouse's employer, 2 retiree henefit program, certuin zovernmental benefits, velerans
benefits, or othenvise

5.2 F.ffective Date of Coverage

Your coverage will become eftective as provided wi this Plan and under cach of the Plan's Conslituent Benefit
Programs, as provided in this Plan. No benefits are payable unless you arc an Eligible Employee and have met the
requirement 1o be elimble and covered under a Constituent Program under the Plan. Eligible Entry date also applies 1o
changes in status. Please note thal you must have submitted any required enrollment form, or any other required
documentation in order to obtain coverage under a Constituent Benefit Program
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SECTION 6: WHEN YOUR COVERAGE WILL END

Subject to continuation of coverage nghts under COBRA (see below for full explanation of COBRA nights, it it applics
to the Emplover and w the tpe of health or welfare Constituent Benefit Programi, your coverage under the Plan wili
end on the last dav of coverage, as provided under the Constitueni Benefit Programs. Some coverage may end on the
fast day of the month following your tenmnation ol emploviment or retrement, if such termination is provided for
under the particular Constituent Benefit Program. Other coverage will end on your last day of employment If the
Constituent Benefit Program does not so provide terms for the end of coverage. then your coverage wall end on

s your last diny of active work (with coverage provided through the end of your last day of active work )

*  vour last day of active work immedhately preceding the day vou are considered as laid oft from the
Fmplosver,

»  vour last dav of active work immediately preceding the day you are considered as retired from the Employer:

»  the day vou have a change 1in employment status that results in vour ceasing to meet the then apphicable
ehgibility requirements of one or more of the Constituent Benefit Programs, unless specific terms of leave
provided by the Emplover otherwise provide for continued cligibility;

o your last day of active work immediately preceding your transfer to an tnehipible status,

e any day upon which you fail to autherize or make any employee contribution or other payments required for
covenage.

e (he day of your death; or
s the day the Plan termnates.
Except as provided in Exhibit A otherwise, there 1s no severance or rehiree coverage under the Plan, whatsoever

Nostwew of Comversion Rigins, Cenain of the Constituent Benefit Programs that are insured, may be subject to certain
conversion nghts This means that you may have the right to convent your nghts under the group insurance policy to an
individual policy. These rights vary from policy to pohcy and may also vary frotn state to state You are notified of such
nghts with respect to each such Constisent Bencfit Program on behall of the Employer and you should take action
accordingly if you wish to exercise such rights

Suspensiewt of Benefits, The Plan Admimistrator and any Claims Administrator, or delegate. may suspend benefits,
ehgibility, or payments in the event that the Plan Administrator, Claims Administrator or delegate determines, i their
sole and absolute discretion, that entitlement to benefits 15 in debt

SECTION 7: CLAIMS FOR BENEFITS, BENEFIT DETERMINATION AND CLAIM
APPEALS

71 Claims for Benefits and Benefit Detorminations

Each Participant or beneficiary clanming a benelit under the Plan must follow the claim and appeal provisions in the
Constituent Benefit Program under which a benefit is claimed. Claims for benefits are to be filed and'or submitied as
provided for under the terms of the applicable Consutuent Benefit Program but no later than ) vear from the date the
clam 15 incurred. Appeals of any denial of benetits are also filed under the terms of the Constituent Benefit Program
that applies. However, in the event that any of the Constituent Benetit Programs do not include a claim and appeal
procedure, or include a procedure that 15 determined by the Plan Administrator in its sole discretion to be incomplete or
not in compliance with curvent law, or there are any questions or inconsistencies that exist i any of the Constituent
Benefit Programs, then this claims procedure and procedure tor appeals - or a "Review on Decision” will apply.
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When the Constituent Benefit Program includes a claims procedure that 1s not determined by the Plan Admimistrator to
he incomplete or not in comphance with cument law, the Claims Administrator, not the Plan Administrator, will
process and decide such a claim. Only when these claums procedures are deemed (o apply, as stated herein, dous the
Plan Administrater or its designee, make these determinations

Certain provisions that relate to disability benefit clarms ane amended 10 be eftective for claims Tor disability benefits
filed under a Constituent Benefit program that provides disability benefits afler April 1, 2018. Such provisions ane
indicated in this procedure and are subject to the determination by the Plan Administrator regarding application of such
prov isions as stated above. The phrase “disability benefit clams afrer Apif 1, 2018 means for all claims for disabilin
benefit filed after April 1, 2018 under a Constituent Benefit Program that provides for disability benefis

7.2 Important Terms

Adverse Benefit Determinatuat. An "Adverse Benefit Determination” is 2 deneal, reduction, or temmination of, or a
failure to provide or make payment (in whole or in part) for, a benefit, including any such demal, reduction,
termination, or failure to provide or make payment that is based on a determinatien of a participant's or beneficiary’s
cligibility to participate in a plan, and including, with respect to group health plans, a demial, reduction, or lermination
of, or a failure 10 provide or make payment (in whole or in part) for. a benefit resuling from the application ofany
utilization review, as well as a failure to cover an 1tem or service for which benefits are otherwase provided because it
ts determined to be experimental or investigational or not medically necessary or appropriate; and im the case of a plan
providing disability benefits, the term "Adverse Benefit Determunanon” alse means any rescission of disability
coverage with respect to a panticipant or beneficiary (whether or not, in connection with the rescission, there is an
adverse effect on any particular benefit at that time). For this purpose, the term “rescission™ means a cancellation ora
denial, reduction, or termination of; or a fatlure to provide or make payment for (in whole or in part), a benefit

Effective for disability benefit claims afier April 1. 2078, an ~Adverse Benefit Determination,™ in the case of a plan
providing disability benefits, also means any rescission of disability coverage with respect 10 a participant or
bene ficiary ( whether or not, in connection with the rescission, there is an adverse effect on any particular benefit at that
time), The term “rescission” means a cancellation or discontinuancs of coverage that has retroacuive effect, except to
the extent it is attributable to a failure to timely pay required premiums or contnbutions towards the cost of coverage

Claim. A "Claim” under the Plan is a request for benefits under a Constituent Benefit Program made by a Claimant in
accordance with the procedure for filing benefit claims. All Claims must be filed as specified in this Plan. Claim
appeals on Adverse Benefit Determinations must be in wriling

Claimnr. A "Claimant” is the Plan participant filing a Claim. A personal representative may be authorized 10 act on

behalf of a Claimant, This authonzation must be in writing and signed by the Claimant.

Clumm Fife. A "Claim File" means the file or other compilation of “Relevant™ information, which includes iformation
that: 1) was relied upon in making the benefit determination; 2) was submitted, considered, or generated in the course
of making the benefit determination, without regard to whether such document, record, or other information was relied
upon in making the benefit determination: 3) demonstrates comphiance with the administrative processes and
safeguards as provided n this procedure: or 4) constitutes a statement of policy or guidance with respect to the plan
concerning the denied treatment option or benefit for the Claimant's diagnosis, withowt regard to whether such advice
or stalement was relied upon in making the benefit determination.

Clunns Admunistrator. The "Claims Admiristrator” for the Plan is the party designated in the Claims Appeal section of
cach Constituent Benefit Program's Plan as applicable

Constitpent flenctie Program. A "Constituent Benefit Program® is each separate health or weltare benefit program
described in this Plan, as defined heren.
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Ilan Admaysagior. The “Plan Admimisirator” for the Planis the I'mployer

Pronany Contraces. The “Pomany. Contract” for a Constituent Benefit Program 1s stated n such Constituent Benefin
Program documentation altached and incorporated as part of this Plan Document and SPD

7.3 Claim and Appeal Procedures

In the event that the Clams Procedune stated herain applies, and it applies only when the Plan Administrator
delermines that the Constituent Benelit Program does not include a claims procedure, as provided m Scction 7.1
above, the following clam and appeal process is 1o be followed.

a) Initial Clanm for Beoefits
Flng of Cham A claam Tor benetits under the Plan wall be (iled, 1n wnting with the Fian Administirnor

Nerce of Denied 1T a clamn as for post senvice, or certain concurrent non-urgent service claims for benefits under the
Plan is wholly or panially denied, except as otherwise provided herein, the Plan Adminsstrator will, within 30 days
after receipt of the claim, notify the Claimant of the demial of the claim. Such 30-dayv penod may be extended for no
more than an additional 15 days (f the Plan Administrator determines that an extension of time for processing the claim
is necessary due to matters beyond the control of the Plan, in which case the Plan Admimistrator will notfy the
Claimant of the extension in wniting within the initial 30-day peniod, and such notice of extension will indicate the
circumstances requiring the extension and the date by which the Plan Admunistrator expects to render its decision.

Lirgent Health Claims th fedicad Claims Ondy). Urgent health clmms wall be decided as soon as possible within 72
hours mther than within 30 davs. The 72-hour deadline may not be extended. An urgent health claim is any clavm for
medical care or treatment with respect to which the appheation of the time peniods for making non-urgent care
determinations: () could serously jeopardize the life or health of the Claimant or the ability of the Claimant to regain
maximum function, or {b} in the opinion of a physician with knowledge of the Claimant's medical condition, would
subject the Claimant to severe pain that cannet be adequately managed without the care o treatment that is the subject
of the ctain.

Pre-Service Health Clanms (Medieal Clums Oulvy. Pre-service health clamms will be decided within 15 davs rather
than 30 days. The 15-day deadline may be extended by an additional 15 days. A pre-service health claim is any claim
for a benefit with respect to which Plan terms condition reeeipt of the benefit, in whele or in pan, on approval of the
benefit in advance of obtaining medical care.

Disabitier and Other Claims, Disability and Other claims will be decided within 45 days rather than 30 days. The 45-
day deadline may be extended by an addinenal period of 45 days.

I an extension of 1ime 1s necessary due to a Falure of the Claimant to submit the infenmation necessary to decide the
claim, the notice of extension wall specifically describe the required information, and the Clmmant will be afforded 45
dmys from receipl of the notice within which to provide the speailied information 1t the request for information is
made aiter the imual perod, then the Plan Admimistrator may ol the deadlines stated, until the Claimant submits the
requesied matenal

b} Notice of Denial

A notice of demal will be (a) in wniting (or in electrome form, (b) wnlien in 2 way 10 be understood by the Claimant.
and (¢} contain

»  the specific reason or reasons for denial of the claim:
s references to the spearfic Plan provisions upon which the demial 15 based:

e g descnplion of any additional matenal or information necessary to perfect the claim and an explanation ol
whn such material or information is necessary,

s an explanation of the claim review procedure and the tume hmits applicable w such procedures. in
accordance wath the provisions of this Claim and Appeal Procedure, and
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a statement of the Claimant’s right to bang a evil action under Section 502(a) of ERISA af the claim s
denied upon review

Special Gironp Heafth Plan Rufes In the case of an Adverse Benefit Determination by 2 group health plan. such plan
wH provide free of charge 1o the Clarmant upon request

A copy of any intemal rule, guideline, protocel, or other similar criterion thal was relied upon in making the
Adverse Benefit Detenmination, either the specific nude, guideling, protocol, or other similar criterion. or a
statement that such a rule, puideline, protocel, or other samular criterion was rehied upon in making the
Adverse Benefil Determination.

I the Adverse Benefit Detenmination s based on a medical necessity or experimenial teatment or similar
exclusion or limil, either an explanation of the scientific or clinical judgiment for the determination. applving
the terms of the plan o the Claimant’s medical aircumstances.

In the case of an Adverse Benefit Determination by a group health plan concerming a claim nvolving urgent
care, a description of the expedited review process applicable 1o such claims. All information required to be
provided may be done so orally within the ume frames stated herein, provided that a writien or electronic
notice including the required information is fumished to the Claimant not later than 3 days afier the oral
notification.

Specwd Disahidity Benefie Rules. Fifective for disability benefit claims after Aprid I, 2018, in the case of an Adverse
Benefit Determination with respect to disability benefits, such determination will include a discussion of the decision,
and as appropriate will include an explanation of the basis for disagreeing with or not following:

c)

The views presented by the Claimant to the plan of health care professionals treating the Claimant and
vocationa! professionals who evaluated the Claimant,

The views of medical or vocationat experts whose advice was obiained on behalf of the plan in connection
with a Claimant's Adverse Benefit Detenmination, without regard to whether the advice was relied upon in
making the benefit determination;

A disability determination regarding the Claimant presented by the Claimant to the plan made by the Social
Security Administration,

If the Adverse Benefit Determination is based on a medical necessity or expenimental treatment or similar
exclusion or limit, either an explanation of the scientific or clinical judgment for the determination, applying
the terms of the plan 1o the Claimant's medical circumstances, or a statement that such explanation will be
provided free of charge upon request;

Either the specific iniemal rules, guidelines, protocols, standards or other similar ¢atena of the plan relied
upon in making the Adverse Benefit Determination or, altematively, a statement that such rules, guidelines,
protocols, standards or other similar criteria of the plan do not exist;

A statement that the Claimant is entitled to receive, upon request and free of charge, reasonable access to,
and copies of, all documents, records, and other information Relevant 1o the Claimam'’s ¢laim for benefits.
See Claim File defininon above; and

The notification shall be provided in a culturally and linguistically appropriate manner

Appeal of Decision

Reguest for Beview of Denal The Clarmant may, within 180 days after receiving a written notice of denial of the
claim, file a written request with the Plan Admimisirator that 1t conduct a full and fair review of the denial of the claim
The Plan Administrator will:

@ CIDN:34320



provide the Clamant with the opportunity to submut watien comments, documents, records and other
information relating to the claim:

provide the Claimant, upon request and free of charge. reasonable access to. and copies of, ol documents.
records and other infonnation Relevant to the clain:

elfect a review of the denial that takes inte account all comments, documents, records and other information
submitted by the Claumant rlating 1o the claim, without regard to whether such information was submitted
or consrdered in the initial benefit derenmination;

provide a review that (a} does not afford deference lo the mibal Adverse Benefit Determination, (b is
conducted by a Plan fiducrany (the “reviewang tiducian ™) who did not make the Adverse Benelit
Determination and who 1s not the subordinale of the indnidual who made the Adverse Benefit
Ietermination;

pronide that the reviewing fiducrany wall, before deciding an appeat based in whole or in part on a medical
judgment, consult with a health care professional having appropniate training and expencnes, who was not
im olved with the Adverse Benefit Determination and 1s not the subordinate of any such individual, and

provide for the identification of any medical expert whose advice was obtained on behalt of the Plan in
connection with a Claimant's Adverse Benefit Determination (regardless of whether the advice was relied
upon).

Npecial Disabiity Bencfit Review on Decismn Rules. Effective for disability benetit claims afler Aprif £, 2018, the
Clmmant will be afforded a reasonable opportunity for a full and fair review of a claim and Adverse Benefit
Determination. As part of the detenmiration on review, the Plan Administrator will provide to Claimant, free of charge:

any new or additional evidence considered, relied upon, or generated by the plan, insurer, or other person
making the benefit detenmination (or at the direction of the plan, insurer or such other person) in connection
with the elaim and such evidence will be provided as soon as possible and sufficiently in advance of the date
on which the notice of Adverse Benefit Determination on review is required 1o be provided under this
section and the Claimant will be afforded a reasonable opportunity to respond prior to that date; and

with the mtionale for any Adverse Benefit Determination, and such rationale must be provided as soon as
possible and sufficiently in advance of the date on which the notice of Adverse Benetit Determination on
review is required to be provided under this section to give the Claimant a reasonable opportumity to respond
pror to that date.

Beviston on Appead. The Plan Administrater will deliver to the Clamant a decision in writing (or in clectronic form)
on the appeal within 60 days after the receipt of the Claimant's request for review, unless the claim category and type is
described below

L'rgent healih appeals will be decided wathin 72 hours cather than 60 days and shall be transmitied by an
expedinous method such as telephone or facsimile

Pre-service health appeals wall be decided wathin 30 days rather than 60 days

Disability and other appeals will be decided withan 45 days rather than 60 days

Fxtensions wnd Tolling. The 60-day appeat deadline for non-urgent claims and the 45-day deadline for disability
claims may be extended by an additional 45 days. In the event that infornation ts requested from the Claimant, and if
such a request is made or 15 pending afler the imitial deadline period. then the Plan Adminsstrator may toll the
applicable time perods relative to the claim, while waiting for informatien from the Clatmant. Any extension of time
sought hereunder 1s deemed reasonable under the Plan, but the Plan Administrator will provide a reasonable
explanation to the Claimant as to why the extension of ime 1s sought
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Final Detenmination

The Plan Adminisirator’s written decision wail

be wnitten in a manner calculated 10 be understood by the Claimant.

tnclude the specific reason or reasons for the decision and contain references to the specific Plan provisions
upon which the decision is based.

state that the Claimant 15 entitled to receive, upon reguest and free of charge, reasonable access 1o, and
copics of, all documents, records, and other information relevant to the Claimant's claim for benefits; and

state the Clanmant may have a nght 1o bring a civil aclion under Section 502(a) of LRISA,

include any internal mle, gwdehne, protocot, or other simlar crterion that was rehied upon 1n an Adverse
Benefit Determunation, or a stalement that such rule, guidelne, protocol, or other similar cniterion was relicd
upon 1n making the Adverse Benefit Determination and that a copy of the rule, puidehine, protocol, or other
similar critenion will be provided free of charge to the Claimant upon request.

nclude either an explanation of the scientific or clinical judgment for the detertmination, applying the terms
of the plan to the Claimant’s medical circumstances, o a statement that such explanation will be provided
free of charge upon request when an Adverse Benefit Determination is based on a medical necessity or
expenmental treatment or simifar exclusion or limit: and

include the following statement: “You and your plan may have other volumary altemative dispute resolution
options, such as mediation. One way to find owt what may be available is to contact your local .S
Department of Labor Office and your State insurance regulatory agency ™

Aceetrermed Frvead Determination Rudes for Disabiduy Bengfits. Effective for disability benefit claims ufier April {,
201&, in the case of an Adverse Benefit Determination with respect to disability benefits, such detenmination will
include a discussion of the decision, and as appropriate will include an explanation of the basis for disagreeing with or
not following:

The views presented by the Clamant to the plan of health care professionals treating the Claimant and
vocational professionals who evaluated the Claimant:

The views of medical or vocational experts whose advice was obtained on behalf of the plan in connection
with a Claumant's Adverse Benefit Determination, without regard to whether the advice was rebied upon in
making the benefit determination;

A disability determination regarding the Clamant presented by the Claimant 1o the plan made by the Social
Secunty Administration;

It the Adverse Benefit Detenmination is based on a medical necessity or experitnental treaiment or similar
exclusion or limit, either an explanation of the scientitic or clinical judgment for the determimation, applying
the tenms of the plan to the Claimant’s medical circumstances, or a statement that such explanation will be
provided free of charge upon request;

"Erther the specific mtemal rutes, guidelines, protocols; standards or other similar criteria of the plan relied

pon in making the Adverse Benefit Determination or, altematively, a statement that such rules, guidelines,
protocols, standards or other similar critena of the plan do not cx:st,

A statement that the Claimant is entitled 1o receive, upon request and free of charge, reasonable access Lo,
and copies of, all decuments, records, and other information Relevant to the Claimant's claim for benefits.
See Claim File definition above. and

The notification shall be provided in a culluraliy and hingwistically appropriate manner
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Anthorized Represcatatve, The Plan Admimistrator wall permit an authonzed representative of the Claimant to act on
behalt” of the Claimant under this claim and appeal procedure. The Plan Administrator may establish reasonable
procedures for determining, whether an individual who purports to be an authen zed representative of a Claymant has in
fact been authorized to act on behalf ot such Clamiant

Creltarath: amd Lingrestecatly Appropricte Nodnes. Whenesver the phrase: “culturally and linguisuically appropnate™
appears in this claims procedure, the following requirements apply:

s The plan will provide oral language services (such as a tetephone customer assistance hothine) that include
answering guestions in am applicable non-English fanguage and providing assistance with filing ¢laims and
appenls in any apphicable non-English language

o The plan will provade, upon tequest, a notice in any applicable non-Fnglish language

s The plan will include in the Fnghish versions of all notices, a statement prommmently displaved n any
applicable non-English Tanguage clearly indicating how 1o aceess the language senices provided by the plan.

»  For purposes of these rules, with respect 1o an address in any Limited States county to which a notice is senl,
a non-Enghsh language 15 an applicable non-Fnglish language if 1en percent or more of the population
residing in the county is literate only in the same non-English language, as determmed in guidance published
by the Secretary

Admmsirative Processes end Safeguards. The Plan Admimstrator will develop such admimisirative processes and
safepuards as it deems necessary to ensure and venly that claim detenminations are made in accordance with the Plan
and other governing documents, if any, and that where appropriate, the provisions of the Plan have been apphied
consistently with respect to similarly situated Claimants.

7.4 External Review

Voduntary Fxiernad Review. This is a special default language for a procedure that applies only if the Constituent
Benefit Program or Programs that form the group health plan has “non-grandfathered” status, or if they lose
grandfathered status, In such a case, there is a voluntary extemal review process that applies, if the Claimant has
exhausted the two levels of appeal {when required), and the Clarmant 15 still not satisfied with the final determination.
Volumary extemal review applies only to the denial of medical, mental health'substanee abuse, prescription drug.
certain dental, or vision claim denials if the denial is based on one of the following:

1. Clinical reasons based upon medical judgment, including medical necessity, appeopriateness, health care setting,
leve! of care, or effectiveness of a covered benefit;, or if a treatment 15 expenmental or investigational; or

2 Rescission {retroactive termination) of cane.

Extemal review does not apply sith respect to claims based upon the cligibality el an Employee, Spouse or Dependent,
or with respect 1o whether a particular claim imvoly s a covered product or service. If vou have any questions regarding
the Fxternal Review. vou may contact the Plan Admimstrator for more information about whether or not the voluntan
external review program is available to you

Reguest for Fxwernal Review. A request for an external review generally must be made within four months following
the day that you receive notice of the dendal on appeal. Also, you can request an expedited external review as described
n Expedited External Review below

Prefomnary Review, Within fise business days of receiving your request lor external review, the Plan Admenistrator
wilt complete a preliminany review, which determines
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1. f vou were covered under the Plan at the tlime of service;
2. that the neview does not refate to your eligibility to participate in the Plan:
3. that your review meelts the criteria for extemal review stated above, and

4. that you completed the Plan's intemal appeals process 1o the extent required, and that you have provided all
necessary infonmation and forms for processing an external review.

You are net eligible for an Extemal Review if the Claims Admimstrator determines that you have not met all of the
above requirements. Whthin one business day after the initial review of your request, the Plan or Claims Adnimisirator
mis proside you with a notice that includes the reasons vour request does not meet the requirements Tor an Fxternat
Review and contact information for the Emplovee Benefits Security Admimstration of the U'S. Department of Labor
Fhe notice will deseribe information or materials needed o complete your request, if applicable

Your deadline to complete the reguest is the end of the four-month period described above or, if later, 48 hours afier
vou receive the notice that the request was not complete. If your request 15 expedited, the Plan Administrator will
immediately consider the above crilena and nolify you of the determination as described in Expedited External Review
below:

External Review by an fiefepemdent Review Orguanizution (IRO). 1T your request qualifies for extemal review, it will
be assymed to one of the quahfied Independent Reviewer Organizations (IROj with which the Claims or Plan
Administrator has a contract Within five business days afier assigming the request to the 1RO, the Claims or Plan
Admimistrator will provide the [RO with the documents and informaton that wene considered in the denial. [Fthe
Claims or Plan Adrmmistrator does not provide this information, the IRQ may end the external review and reverse the
Claims or Plan Administrator's decision. I this occuss, the IRO will notify you and the Claims or Plan Administrator
within one business day of this action

The IRO will give you wntten notice of the request’s acoeplance for external review. The notice will include a
statement that you have 10 business days to submit additional writien information. The 1RO wall consider this
information in its review. The [RO also may agree to consider additional snformation submitted after 10 business days
Within one business day after receiving additional information from you, the IRQ will forward the information to the
Claims or Plan Administrator, which may reconsider the denial on appeal based on this additional tnformation, IF the
Claims or Plan Administrator decides to reverse the denial on appeal and provide coverage or payment, writen notice
will be provided to you and to the IRO within one business day of the decision, The IRO's external review will end if
this notice is received

If the Claims or Plan Administrator does not provide any notice of reversal of the decision, the IRO will review all
information and documents submitted by the deadline. The IRO must review each claim without being bound by or
subordinate 1o any decisions or conclusions reached during the entire prior claims and appeals process,

In addition to (e documents and information provided by you and the Claims Administrator, the IRQ will consider the
tollewing information or documents il they are available and the 1RO considers them appropriate:

1. Your medical records,

2. Your attending health care professional’s ncommendation, reponts from appropriate health care professionals
and other documents submitted by the Claims Administeator. you or your treating provider. 3

3. Plan terms, unless the tenms are inconsistent with applicable law:,
4. Appropnale practice guidelines, which include applicable evidence-based standards;

5. Any applicable clinical review criteria developed and used by the Admunistrator involved, unless the cntena are
inconsistent with Plan terms or applicable law; and
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6 The opinion ot the IRU's clinical reviewer( s ) after considenng the fonnation deseribed above 1o the exient the
information or documents are svanlable and the climeal resiewer(s§ consider appropriate

The IRO wall provide writien nouice of the decision (o vou and the Admanistrator iy olved within 45 days after the FRO
reccives vour request. This notice may contam, if reber am

1. A general deseniption of the reason for the request and information that identifies the claim such as the date(s)
of senvice, health care provider, and elarm amount (i apphicable .

I~

A statement describing the avandability, upon request. of the diagnosis code andtor treatment code (and their
comesponding meamngs).

3 The reason for the prior demial
4 The date the IR0 receis ed the request and the date of the decision:

5. Relerences to the evidence or documents {including the specific coverage provisions and evidence-based
standards) considered in reaching the decision,

6. A discussion of the principal reason{s} for the decision, including the rationale for the decision and any
evidence-based standards that were relied on in making the deaision:

7. A statement that the IRO's determination 15 binding, unless other remedies are available under state or federal
T,

& A siatement that judicial eview may be available to vou: and

9. The phone number and other current contact mformation for any apphcable office of health insurance consumer
assistance or ombudsmen

If the Plan Administrator receives notice from the IRO that reverses a demal, the Plan Admimstrator wall immediately
provide or authonze coverage for or payment of the claim The IRO will maintain records of all claims and notices
associated with the outside review process for six vears and make these records available for examimation by you, the
Claims Administrator or a state or federal oversight agency upon request (except where disclosure would violate state
or federal privacy laws).

Expedited External Review. An ungent care claim or urgent health appeal 1s determined as such by the attending
provider. In such case, for notification of the Plan’s benefit determination {whether adverse or not) must be completed
as s00n as possible, taking into accoum the medical exigencies, but not later than 72 hours afier the receipt of the
claim.

7.5 Time Limit to Appenl Denial of a Claim Will Be Strictly Enforeed

Regardless of whether the Constituent Benefit Program provides lor time lumits to appeal, this provision apphies, The
Iimits for 2 Claimant 1o file an appeal atter an nitial denial of a Claim for benefits and to file a final appeal will be
sirictly enforced. [t a Claim is imitially denied and the Claimant does not request a review within the ume limit alter
receipt of that detennination, the Claimant wall forfiert his or her right to request a review of this determination

If a Clasmamt does not make an appeal within the time limit afier receipt of the initial denial, the Clamant wall forfeit
his or her right to final appeal

The Plan Admamistrator may at all times, consistent with the applicable regulations. toll the timing of any claim or

appeal, or may extend the deadlines of such claim or appeal process, 1f the Plan Admimistrator determines in its sole
discretion that such w1l or extension 1s teasonable under the circumstances
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113 Claimant does not make a final appeat within the time limit after a determinanon, the Claimam witl lose his or her
nght (o file an action in federal or state count because the Claimant will not have exhausted his or her admimistrmtive
remedics

Effective for disability benefit claims afrer Aprif 1. 201 8, subject 1o the tenns of Correction of e Minimis Process as
stated in Section 7.6, if the plan fails 10 stricth adhere to all of the claim decision and review on decision requirements
stated 1n Section 7, the Claimant 1s deemed to have exhausted the administrative remedies and the Claimant s entitled
lo pursue remedies under ERISA Section 502(a) on that basis and in such case, the claim or appeal is deermed denied
on review without the exercise of discretion by an appropriate fiduciary

7.6 Exhaustion, Process and Correction of De Minimis Process Matters

In the event that during the claim or appeal process. either the Plan or the Claimant fails to strictly follow the
requircments of the clmm or appeal procedure, the affected party shall notify the other in wnting and provide fora
reasonable opportunity 1o cure the failure. Any failure of process deemed de minimis, or not, that may be comected so
that there 15 no prejudice or hamm to the Claimant, determined 1o have occurmed by pood cause, or beyond the control of
the Plan or the Claimant where such violation occured in the context of an ongoing pood futh exchange of
information, will be comected and such commection will be deemed a complete cormection of any process defict and not
an exhaustion of remedies.

In the cvent that the Plan or Claimant believes that a defect in process has ocourred, the aftected party shall notify the
other In wnling. A response to such assertion shall be provided in 10 days from the date of receipt and such response
shall include a specific description of its bases, 1F any, for asserting that the violation should not cause the
admimistrative remedies available under the Plan 1o be deemed exhausted, and may include the comective actions
taken.

Effective for disability benefit clams afier Aprit 1, 20018, in the event that any court rejects the Claimant's assertion
that remedies were exhausted, the claim shall be considered as re-filed on appeal upon the plan's receipt of the decision
of the court. Within a rasonable time afier the receipt of the decision, the plan shall provide the claimant with notice
of the resubmission and the Appeal of Decision provisions shall apply and commence with respect to such claim

7.7 One Year Limit to File a Legal Action, Assignment

1F the Plan Administrator denies a Claim on appeal, the Claimant has the night to file suit in federal court under ERISA
Section 502(a). However, ne legal action for recovery of bencfits allegedly due under the Plan may be commenced by
or on behalf of a Claimant against the Plan, the Plan Administrator or any other Plan fiduciary, Claims Admuinistator or
other Third Party Administrator unless it is filed within one year after the date of the final determimation by the Plan
Administrator under the Claims Appeal Procedure described herein.

No nghts under this Plan may be assigned. unless such assignment is specifically perrmitted under the applicable
Constituent Benefit Program

SECTION 8: RIGHTS OF REIMBURSEMENT AND SUBROGATION

IF the Employer pays benefits under a Program which is the result of an event ja) caused by the act or otmission off
another party, or {b) sustained on the propeny of a third party which has premises liability insurance mvailable, the
Empleyer, or the Claims Administrator on behalf of the Employer {or on its own behalfif the Claims Administrateor is
an insurer), has the night to recover benefit payments made under the Plan. Reimbursement means the Employee must
repay the Employer at the time the Employee makes any necovery. Recovery means all amounts received by the
Employee from any persons, organizations, or insurcrs by way of setilement, judgment, award or otherwise on account
of such mury or illness. The right of subrogation means that the Employer, or the Claims Admimstrater or other third
party acting on behalf of the Employer, may make a claim in the name of the Employee or in the name of the Employer
or Plan Administrator, as applicable, against any persons, orgamzations or insurers on account of such mjury or illness.
The Plan Administrator or Claims Administrater, f applicable, have full remedial nights, including the right to imtiate
actions, declaratory judicial actions, or Lo lake any action deemed appropriate
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I'he nghts of reimbursement and subrogation apply whether or not the Employee has been tully compensated for the
Emplovee's losses or damages by any recovens of paviments. Tn the event the Employee settles a ¢lam agunst a third
party, the Emplovee 15 deemed to have been made whole by such sertlement and the Emplover. or the Clains
Adnunistraor or other third party acting on behalf of the Emplover, will be ennitled 1o immediately coliect the present
value of its subrogation rights as the first prionty clam [rom sard settfement or judiment. The Employer s entitled 10
the first dollars recovered. No attorney's fees will be pavable from any subrogation recovery unless the Employer has
been notified of the attomev's proposed representation 1n advance and the Emplover has agreed i wnting to the
representation of the Emplover's interests by that attomey. Linder centain circumstances, the Emplovee will be nequired
10 hold the Employer harmless against future benefit pavments due to the njury or illness for which a settlement 15
reached.

['ms nght of reimbursement and subrogation applics o any tvpe of recovery [rom any third party, including but not
Timited o recoveries from tortfeasors, underinsured motorist coverage, unnsured motonst coverage. other subsiibute
coverage or any other rizht of recovery, whether based on tort. contract, equity or any other theony of recovers. Any
amounts the Employee teceives from such a recovery must be held in trust for the Employer’s benelil to the extent of
the Employers subrogation claims. Any amounts reeenved in this regard, even if maimained in an atomey’s rust
account, or otherwise, shall be deermed held i trust or in a constructive trust for the benefit of the Plan and the
recovery of benefits hereunder

By filing a Claim for benefits under the Plan. the Employee must cooperate fully in every effort by the Employer, or
the Claims Administrator or other third party acting on behalf of the Employer, 10 enforce the Employer's nghts of
reimbursement and subrogation. The Employee must not do anythang to anterfere with those rights. The Employer will
have the right to discontinue the payment of benefits in the event that the Employee fails to cooperate and to seck
reimbursement from the Employee for the amount of benefits paid due 1o that injury or illness. The Employee agrees
to promplly inform the Clams Admimstrtor in writing of any situation or circumstance which may allow it to invoke
the Employer’s rights under this section

SECTION 9: ACCESS TO RECORDS

By filing a Claim for benefits under the Plan, cach Ehgible Employee, Spouse and Dependent authortzes the
Employer, Claims Adminmistrator, and their representatives {collectively the "Administrators™) te access any records,
health records or mecheal information held by any health care provider and employment information held by any
employer. Authorization applics 1o the Administrators use of health records, medical information and employment
information for: claims evaluanon and processing including, without limitation, claims by the Employer for
reimbursement or subrogation under the Plan, disability claims data evaluation. and evaluation of potential or actual
claims against the Administrators, and any other matter 1n respet of payment of claims under the Plan

Any person filing a claim under the Plan may be asked to complete an authorization under HIPAA for such purpose

and the payment of claims may only be made 1f authorization 1s penmitted. Such authonzation is deemed part of the
claim process. See Section 14.2 below,
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SECTION 10: RECOVERY OF BENEFITS

ITany benefit pavments are made i excess of the amount any Eligible person receives under the Plan, the Plen has o
nght to recover such payments. Such instances of overpayment may include ermoncous payments, any pavments made
for any penods or events for which the Ehmble person fails to satisfy the Plan or Constituent Benefit Program
nequirements, or any payments that are not reduced by amounts as specified tn the applicable Plan or Constituent
Bencfit Program. When any circumstance arises where payments are made under the Plan in excess of the amount that
the Eligtble person is entitled 1o receive, the Emplover and the applicable insurer or Claims Adminsstrator have the
nght 10 reconer all excess pavments of any amounts. from any source, regardless of whether 11 15 related to the
Empleyee. Spouse or Dependent. All excess payments will be recovered directly from the recipient, or if necessary.
from future benelit payments, or from the estate or other asscts of the Ehgrble person who recei ed the o erpay ment,
10 the extent permitted by law [n this regard, the Eligible person whe received an overpaid benefit agrees to cooperate
fully with the collection and retum of any excess bemelil paymenis, and the location where any excess payments were
depostled or hetd is deemed a trust or constructive trust for purpuses of the recovery of overpaid amoums This
includes any bank account, trust account, investment account or otherwise and the Plan has an interest in such amounts
for purposcs of such recovery.

SECTION 11: COBRA
11.1 Introduction, Default Language and Use

The purpose of this Section 11 is to provide default provisions for extended health coverage, to the exicent that the
Consolidated Omnibus Budget Reconciliation Act of 1985, ("COBRA"} applies with respect to the group health plan
sponsored by the Employer, and any Constituent Benelfit Program that is a group health plan imedical plan) lacks
language that 15 sufficient for such purpose, as determined by the Plan Administrator in its sole discretion.

In general, COBRA coverape only applies to extend health coverage for employer sponsered group health plans, when
such Employer generaily employs more than 20 Employees during the relevant testing period. [f the Employer 15 a
smaller company, it may not be subject to COBRA, and this Section 11 only applies if the Employer is legally required
to provide COBRA coverape.
COBRA coverage applies if a "Qualified Beneficiary™ {as defined below) loses his or her coverage under any
Constituent Benefit Program under the Plan that 1s a group health plan, and coverage is lost as a result of a "Qualifying
Event" (as defined below). In such case the Qualified Beneficiary has the opportumity 10 continue health coverape for
up {0 18, 29, or 36 menths {the time limit depends on the reason coverage ended as described below). The benefit
programs undker the Plan that are "group health plans™ for purposes of COBRA coverage are any group health or medical
plans providing inpaticnt and outpatient hospital care, physician care, surgeny and other major medical benefits,
prescription drug coverage, dental and vision care, and would include health savings or health reimbursement accounts
that provide for the reimbursement of such items.

1.2 Qualified Beneficiaries

You and any of yeur Eligible Dependents who are covered by a group health plan on the day before coverage would
otherwise end are known as "Qualified Benefioianes.” A "Qualificd Beneficiary” also includes (1) any child who 15
bomn to or placed for adoplion with you during your COBRA coverage penod and (2) any indwidual who 1s not covered
by the group health plan on the day before coverage would ctherwise end if such individual's lack of coverage is solely
the result of a violation of applicable law.

1.3 Qualifying Events

If your Eligible Dependent is a Qunliﬁc& Benefictary and loses coverage as a result of any of the following events,
those events are considered "Quahifying Events” entitling that Qualified Beneficiary to COBRA coverage:
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s+ Termmnauon of your emplovment {other than by reason of gross misconduct. as detemmned by the
Fmployer), including retirememt,

+  Reduction in your scheduled work hours,
*  Your death while covered under the group health plan;
*  Your divoree or legal separation trom your Spouse while covered under the group health plan:

s Your Ehgible Child's tenmination of "Lhgible Dependent” status under the terans of the group health plan
(because of, for example, anainment of age or loss of student status ) or

. Y our becoming entitled 1 Medicare

COBRA coverage may alse be manlable of the Employer files for bankrupiey and vou and your Eligible Dependents
lose coverage under a retiree medical program maintained by the Emplover In the event of such a "Quahifying Fven,”
the Ptan Administrator will notfy vou of your election nghts.

1.4 Required Notice of Qualifying Event

I the Qualifying Event is divorce, legal separation, or loss of dependent status, you or your Elgible Dependent must
notify the Plan Administrator, in writing, within 60 dayvs of the later of (1) such Qualifying Exent or (2) the resulting
loss of health coverage. If you or your Eligible Dependent fail to notify the Plan Administrator within this 60-day
period, the right to COBRA coverage will be lost

I the Quahifying [-vent is your termination of employment, reduction in hours, death, or entitlement to Medicare, or if
the Plan Admimistrator is notified of a Qualifying Event described m the previous paragraph, the Plan Administralor
will notify each Qualified Beneficiary of the nght to conlinue coverage Your duty to elect COBRA coverage, if you
desire such coverage, does not anse until the Plan Administrator sends such notice.

11.5 Election of COBRA Covernge

Once the Plan Administrator is notified regarding the Qualifying Event, an event notification letter and a COBRA
enrollment form will be sent to the last known address of each Qualified Beneficiary Please nonfy the Plan
Aduninstrator for COBRA Adwinistraser, if uppliceabler of aff address chanpes. [fvou desire COBRA coverape, you
must retum the properly completed enrollment form to the Plan Admimistrator nio later than 60 days from the later of
(1) the date coverage 15 lost due 10 the Qualifying Event or (2} the date you received notification | the “60-day COBRA
Election Period"). Each Qualified Beneficiary has a separate election right and may choose to continue single coverage
for himsett or herself: The Plan Admimstrator will not be responsible for the receipt of COBRA forms sent by regular
US mail. If you do not elect COBRA coverage within this 60-day period. your right to elect COBRA covernge
will be lost

1.6 Rights and Obligations of COBRA-Covered Qualified Bencficiaries
A Qualitied Beneficiary who clects COBRA coverage has the same nghts amd ebligations under the terms ol the Plan

as those provided to paricipants, including the nght to enroll family members whe would qualify as Elgible
Dependents
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.7 Cost of COBRA Coverage

You will be charged a COBRA premium equal to the full cost (as determined by (he Plan Adnmimistrator) of your
COI3RA coverage, plus a 2% administration fee. Since coverage is retroactive 10 the date of the Qualifying Fvent. vou
will be required to pay for coverage that is retroactive to the date of the Qualifing Event This premium must be paid
within 45 days after your COBRA enrollment form is received. Additionatly, i accordance with normal insurance
billing procedures, you will be required to pay the next month's premium. This mitial pavment and all subsequent
monthly premium payments must be paid in a timely manner. If any COBRA premiums are not paid within the
requrired time periods, coverage will be terminated. Once terminated. COBRA coverage cannvt be reinstated

1.8 Maximum Leagth of COBRA Coverage

IF the Chealilying Fvent is termination of vour emplovment or reduction in your scheduled work hours, the maximum
length of COBRA coverage for you and your Dependem Qualified Beneticiaries is 18 months

If the Qualifying Event is your death, divorce from your Spouse, termination of an Fligible Child's Eligible Dependent
stalus, or your becoming entitled to Medicare, the maximum length of COBRA coverage for your Dependent Qualified
Beneficianes is 36 months.

If you become entitied to Medicare before your termination of employment or reduction of hours, and vou elect
Medicare coverage. your Eligible Dependents who are Qualified Beneficianes, of any, may elect to continue coverape
for the greater of 36 months from the daie you become entitled to Medicare or 18 months from the date of your
temination of reduction in hours.

Specwt Length of Coverage Rule for Disabled Qualificd Beneficiaries

The maximum period of COBRA coverage available at temmination of employment or reduction of work hours s
increased from 18 months to 29 months with respect 1o individuals who are disabled at the time of such a Qualifying
Event. The extended coverage period is available if the disabled Qualified Beneliciary:

s Is determined to have been disabled under Title 11 or XV1 of the Social Secunty Act, for Social Secunty
purposes, at any time during the first 60 days of COBRA coverage; and

¢ Gives the Plan Administrator notice of such determination, in writing, no later than 60 days after the date of
the notice by Social Security of its determination of disability and before the end of the |8-menth COBRA
continuation period.

Family members who are Qualified Beneficiaries and are not disabled during the first 60 days of COBRA coverage, but
who elect COBRA coverage along with the disabled Qualified Beneficiary, may also extend their periods of coverage
from 18 months to 29 months.

Fxtensintt of Pertod of Coverage for Secondary (wedifving Events

If your Ehgible Dependent is covered under COBRA due to your tenmination of empld§ ment or reduction in hours and
a second Qualifying Event occurs that is a death, divorce or legal separation, loss of dependent status, or entitlement to
Medicare, that Eligible Dependent may recerve up to an additonal 18 months of coverage (for a total of 36 months)

You or your Eligible Dependent must notify the Plan Administrator swithin 60 days of the second event. If yout or your

Eligible Dependent fail to notify the Plan Administrater within this 60-day period, the right 1o extend coverage
Sor an additional 18 months will be tost

1.9 Termination of COBRA Coverage

The COBRA coverage period ends when the first of the following events occurs
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. I'he last din of the 18-, 29-. or 36-month maximum period {desenbed abovel, as applicable:

. I'he Employer and its controlled group members, as defined by applicable law. ceass 1o masntain any group
health plan;

o The Quahfied Benefician's COBRA premium 1s not paid in a timely manner {and note that COBRA
coverage ends the last day of the month for which a imely payment 1s made):

s Afler electing COBRA coverage, the Qualified Beneficiary becomes covered under another group health
plan, which does not contain an exclusion or limitation for any pre<cxisting condition that aflects the
Qualified Beneficiary or his or her Dependent after taking into account any creditable coverage of the
Cualified Beneficnry

. Fhe Quatified Beneficiary bevones entitled to Medicare benefits alier clecting COBRA coverage, or

e If coverage was extended due to disability, a determination that the disabled Qualified Bencficiany 1s no
longer disabled (such disabled Quahfied Beneficiary must notify the Plan Admimstrator within 30 days of
such detennination. and COBRA coverage ends as of the later of (1) the month that begins mone than 30
days afier a final determination 15 made, or {2} the end of the onginal 18-month COBRA coverage penod).

As soon as admimisteatively practicable afler a Qualified Benefician’s COBRA coverage teminates, the Plan
Admimsteator will provide such Qualificd Beneficiary with notice of such termination and the effective date thereof.

SECTION 12: QUALIFIED MEDICAL CHILD SUPPORT ORDERS (QMCSO)

I you must provide health care coverage to a Dependent child under a QMCS0 from a court, then you must request
coerage for the child in writing wathin 31 days of the date of the order. Other coun orders may be covered by this Plan
as well The Plan Administrator has sole and absolute discretion 1o determing whether any QMCSO s vahd and
binding upon the Plan and how such QMCSO applies to benetits under the Plan. Ifany eligible person has questions,
they should contact the Plan Admanisteator

SECTION 13: NOTICE INFORMATION
13.1 General Notices

Newborn and Methers' Care. Any Constituent Benelit Program that provides group health or medical coverage under
this Plan generally does not. consistent with applicable federal law, restrict benefits for any hospital length of stay in
connection with childbitth for the mether or newborn child 1o less than 43 hours Tollowing a vaginal delivery, orless
than 96 hours following a cesarean section, However, consistent wath that same federal law, this Plan generally docs
not prohibit the mother's or newbor's attending provider, aller consulting with the mother, from discharging the
mother or her newbom earlier than 48 hours {or 96 hours as apphcable). In any case, this Plan docs not, in accordance
with foderal law, require that a provider obtain authorization (rom the Plan or the insurance 1ssuer for prescribing a
length of siay' not in excess of 48 hours (or 96 hours)

Women's Health and Cancer Rights Act of 1998 (WHCR A). As required by the Women's Health and Cancer Rights
Act of 1998 ("WHCRA™), notwithstanding anything herein to the contrary, any Constituent Benefit Program that
provides group health or medical coverage under this Plan, provides coverage for: 1) all stages of reconstruction of the
breast on which the mastectomy has been perfonmed; 2) surgery and reconstruction of the other breast 10 produce a
svmmetrical appearance; and 31 prostheses and physical complications of mastectomy, including lymphedemas, ina
manner detemuned in consultation wath the atiending physician and the patient, Such coverage may be subject to
anmual deductibles and coinsurance provisions as may be deemed appropriate and are consistent wath these established
for other benefits under the Plan or coverage. Writlen notice ol the availability of such coverape shall be delivered 1o
the participam upon enrollment and annually thereatter. Contact the Plan Administrator for more information.
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Medicaid and Children's Health Insurance Program - ("CHIP") (Free or Low-Cost Health Coverage for Children
and Famuhes that may apply). For Eligible Emplovees who are Participants and are eligible for health coverage under
any Constituent Benefit Program under the Plan, but are unable 1o afford the Employee portion of the total cost
{sometimes reterred to as the emplovee premium), some states have premium assistance programs that Participants
may aceess (0 help pay for coverage Certain states use funds from their Medicaid or CHIP programs to help people
wha are eligible for health coverage provided by employers, but need assistance in paying their health premiums.

For those Employees who are already enrolled in Medicawd or CHIP, or have Dependents so enrolled. they can contact
the applicable State Medicaid or CHIP office 1o find out if premium assistance is available, 1f covered Dependents are
not currently earolted in Medicaid or CHIP, they can contact the State Medicaid or CHIP office, or dial 1-877- KIDS-
NOW, or go to www msurckidsnow. gov 1o {ind om how w apply for thes premum asmistance. 11 one qualifies, the
program in the state where the individual resides will provide information as to whether it has a program that might
help pay the premiums toward the Employee portion payable for coverage under the Plan. Once it is determined that
the Eligible Employee or Dependent is eligible for premium assistance under Medicaid or CHIP, this Plan wall permut
such Ehgible Employee or Dependent to enrell, as long as such persons are eligible, and not already enrolled This s a
speeial enrollment penod for such individuals. Such individuals must request coverage within 60 days ofbeing
determined eligible for premium assistance.

Additional Netices. There are a number of related and additional notices that apply to the Plan, and in parucular any
Constituent Benefit Program that provides for group health or medical coverage. Such notices are contained in the
Plan’s Notices and Information Packet. Thesc notices are incorporated by reference hergin. [F you do not have access to
the Packet that was distnbuted, see the Plan Administrator, or Human Resources representative for a copy

SECTION 14: GENERAL COMPLIANCE AND OTHER INFORMATION
14.1 No Vesting

Benefits Are Not Subject to Vesting and Are Not Vested. As stated above, the Plan may be amended or terminated at
any time. Any amendment may at the determination of the Employer, change, reduce, eliminate or otherwise affect
benefits provided for under this Plan and no Eligible Spouse, Dependent or beneficiary has any vested nght,
whatsoever, to benefits under the Plan or any Constituent Benefit Program.

4.2 HIPAA Rules, Policies and Procedures
Health Insurance Portability and Accountability Act.

It 1s intended that this Plan comply with the Health Insurance Portability and Accountability Act of 1996, as amended
("HIPAA") and the Health Information Technology for Economic and Clinical Health ("HITECH™) Act of 2009, Title
X1l of drvision A and Tule [V of division B of the American Recovery and Reinvestment Act ("ARRA"), and the
regulations issued under HHPAA, HITECH and ARRA (together we refer to HIPAA, HITECH and ARRA as
"HIPAA™)L Amy Rules and’or Policy adopted by the Emplover that addresses HIPAA are automatically incorporated in
thws Plan b nzference and become part of the Plan,

HIPAA requires centain entities called "Covered Entities,” which include the Plan, to safeguard and protect the privacy
of individuals’ health information, 1o himi how individuals’ health information may be used and disclosed, to grant
certawn rights 1o individuals with respect 1o their health information, and to maintain certamn admimstrative processes
that address these rules. '
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Fhe Plan and Plan Adnimistrater wall not generally hase regular access to amy Protected Health information ("PHI™), as
that werm 1s described under HIPAA In the event that amy PHI 18 provided 1o the Plan Adnumistrator, i will be
disclosed or oblamed with the required consent in order 10 assist you i your aceess to benefits, or some other function
under the Plan. Any such infonnation obtained will be pretected from dissemination and will be used only for purposes
under the Plan. All HIPAA protections within the Censtituent Benefit Programs that are health plans shall apply and
the msurance providers in such Constituent Benefit Programs will provide 1o all Elgible Employves, Spouses and
Dependents the required Notices and Information

143 U SERRA Leave

Leave Under the Uniformed Services Fmployment and Re-employuient Rights Act ("USERR-A"). 10 you leave
vour job o perfonn militany service, vou have the nght 1o elect 1o continue any existing group health plan coveraye for
up to 4 months while in the military. Covernge is @ vour cost and warks like the COBRA con erage stated above

Fren i you don't elect to continue coventee during your malitary senvice, vou have the nght to be reinstated in your
employer's health plan when you are reemploved, gencrally without any waling periods or exclusions (¢ g, pre-
existing condition exclusions) except for service-connected illnesses or injuries.

14.4 FMLA Leave

Family and Medical Leave Act {("FMLA"). The FMLA entilles eligible employees to take up to 12 weeks of
unpaid, job protected leave cach year for speaified family and medical reasons. For a medical leave, any penod for
which you are pard short-term disabnlity or workers' compensation benefits will count against any period of available
FMLA leave, See your Human Resources Department for additional information on the FMLA. The Employer's leave
policies apply.

14.5 No Employment Rights

Neo Right of Employment. This Plan does not confer upon anyone a right or contract of emploviment in any way and 1s
nol 10 be construcd as constiluting a contract or other arrangement between any emplovee and the Company 1o the
effect that an emplosee is, or will be employed for any speoific penod of tne, or otherwise

14.6 Fraud or Concealment

Fraud or Concealment. By paticipating in this Plan and any of the Constiluent Benefiy Programs, you agree to
provide accurate and truthful information concerning any of your benefits or any subject matter for which you need to
provide information in conncction with your participation in the Plan. This applics to your Spouse, Dependets and
beneficiaries as well, In the event of any fraud, or concealment or any untruthtul information provided by any person
related 1o any benefit under this Plan, any of the rights and remedics under law and the applicable Constituent Beneiit
Programs shall apply and the Plan Administrator and the Imployer may undertake any act or remedy available to it in
this regard.

147 Compromise of {'laims

Compromise of Cinims. The Employer and any of the surers of any Constituent Benelit Program mav compromise
any claim filed under the Plan, in accordance with the terms of the Constituent Benefit Programs, or otherwse, as long
as they satisty obligations to the Eligible Emplovees and their Eligible Spouses. Dependents and benelicianes

148, References and Inconsistencies

References and Inconsistencies. Any references 10 the Plan include cach of the Constiuent Benefit Programs, anless
the context specifically suggests othermise. In the event that any tenm, provision or statement tna Constiluent Benetit
Program conflicts with or creates ambiguity with this Plan Document and Summary Plan Description. this document
shall control and the Plan Admimsstrator has full and complete discretionary authority to interpret the terms, detennine
facts and reconcile any inconsistency, or determine the meaning of any provision
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14.9 Applicable Law

Applicable Law. This Plan is subject 1o ERISA, which pre-empts state lw To the extent thai federal law does not
apphy' for any reasen. any claim brought with respeet to the Plan must be brought in the counts swhere the Plan Spoasor
is headquanered.

SECTION 15: STATEMENT OF ERISA RIGHTS

As a Participant in the Plan you are entited 1o certain nights and protections under the Employes Retirement Income
Sccurity Act of 1974 (FRISA|. ERISA provides that all Plan Participant § shall be entitled to

Receive Information About Your Plan and Benefits

Examine, without charge, at the Plan Administrator's office and at other specified locations. such as worksites and
union halls, all documents governing the Plan, including insurance contracts and collective bargaining agreements,
and a copy of the latest annual repont (Form 5500 Senes) filed by the Plan with the LS Department of Labor and
available at the Public Disclosure Room of the Employee Benefits Secunty Administration

Obiain, upon written request 1o the Plan Administrator, copies of documents goverming the operation of the Plan.
including insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form
5500 Series) and updated summary Plan description. The administrator may make a reasonable charge for the
copies.

Receive a summary of the Plan's annual financial repon. The Plan Admimisteator 15 required by law to fumish each
Participant with a copy of this summary annuat report

Continue Group Health Plan Coverage

Continue health care coverage for yourself, spouse or dependents if there 1s a loss of coverage under the Plan as a
result of a qualifying event. You or your dependents may have to pay for such coverage. Review this summary plan
description and the documents governing the Plan on the rules governing your COBRA continuation coverage

rights.
Prudent Actions by Plan Fiduciaries

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

Enforce Your Righis

If your claim for a wellare benefit 15 demied or igmored, in whole or in part. you have a rightto know why this was
done, to obtain copics of documents relating to the decisien without charge, and to appeal any denal, all within
certain ime schedules.

Under ERISA, there are steps you can 1ake to enforce the above nights. For istance, if you request a copy of plan
documents or the latest annual repont from the Plan and do not receive them wathin 30 days, vou may file suit ina
Federal court. [n such a case, the court may require the Plan Administrator to provide the materials and pay vou up
w0 $ 110 a day until you receive the matenals, unless the materials sere not sent because of reasens beyond the
control of the administrator. I you have a claim for benefits which is demied or 1gnored, in whole or in part, you
may file suit in a state or Federal count In addition, if you disagree with the Plan's decision or lack thereof
concerning the qualified status of a domestic relations order or a medical child support order, you may file suit in
Federal court. If it should happen that Plan fiductanes nususe the Plan's money, or if you are discriminated against
for asserting your nights, you may scek assistance from the LS. Department of Labor, or you may file suit ina
Federal court. The court will decide who should pay court costs and legal fees. 1f you are suocessful the court may
order the person you have sued 10 pay these costs and fees. 1f you lose, the count may order you 1o pay these costs
and fees, for example, if it finds vour claim is frivolous

23 CIDN 34320



Assistance with Your Questions

If you have am questions 2boul vour Plan, you should contact the Plan Admimistrator. 11 you have any questions
about this statement or about your nghts under ERISA, or of you need assisiance in obtaining documents trom the
Plan Ademmsirator, vou should contact the nearest office of the Emplovee Benelits Secunty Adminisiration, U.S
[Department of Eabor, listed in your telephone directory or the Iivision of Technical Assistance and {nquines,
Emplovee Benclits Securty  Admimstration, LS. Department of Labor, 200 Constitution Avenue N'W,
Washington, D.C 20210 You mav alse obtain certain publications about your nights and responsibiliies under
ERISA by calling the publications hothine of'the Emplovee Benefits Secunty Admimistration

SECTION 16: PLAN INTERPRETATION

The Plan Admimstrtor has discretonans authority o determmne ehigibilinn for benefits and to constrge any and all
tenms of the Plan, mcluding, but not limited to, am disputed or doubiful terms, to the extent that this nght i1s not
specilically reserved to any insurer or other adiministrator. or the Clmms Admimisirator under any Constituent Benelit
Program. The Plan Admmisirator alsa has the power and discretion to determine all questions of fact and law ansing in
connection with the administration, interpretation and application of the Plan, unless such nght is speeifically resen ed
(o any insurer or other admimistrator, or Clams Adnamistrator under a Constituent Benefit Programs. Any and alt
detenminations by the Plan Administrator with respect to any aspect of the Plan, not otherwise reserved to the insurer,
administrator or Claims Administrator under the Constituent Benefit Programs, 1z and will be conclusive and binding
on all persons with respect 1o this Plan

SECTION 17: ADOPTION
This Plan is hereby adopted by the Employer, effective as of the dawe indicated heren, as a formal wrap plan document

for this Plan, and alse the Summary Plan Descnption for the Plan, mcorporating by reference the applicable
Constituent Benefit Programs in Exhibit A

This Plan is hereby adopted and approved by the Emplover and is effective as stated herein,

PCC Airfails, LLC
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Exhibit A - Constituent Benefit Programs

Plan or Program Insurer;

Medical Mutual of Ohio

Description of the Plan or Program:

PPO-MMO-500

Policy or Group Number: C42733
Type(s) of Benefit(s) Provided: Medical
Grandfathered Status for Group Health Plan | No
Contract Year Begins: January 1st

Insured or Self-Insured:

Selt-Insured

Eligible Fmployees:

Employees regularly scheduled to work thirty (30}
hours or more enter the plan on their date of hire, but
do not beconk eligible until the first day of the month
following their date of hire.

Eligible Entry:

First of the month following date of hire.

Who Pays for the Coverage:

Combination of Employer and Employee contributions

Any Restrictions or other Rule on
Spouse Participation?

None

Is Spousal Coverage Subject to N/A
a Limitation Secondary

Coverage Only?

Does this Plan Have a Health No
Savings Account ("HSA") Option?

Does this Plan include Yes

Wellness Component?
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Exhibit A - Constituent Benelit Programs

Plan or Program Insurer:

Medical Mutual of Ohio

Beseription of the Plan or Prograny;

PPO-MMO-1000

Policy or Group Number: C42753
Typeis) of Benefit(s) Provided: Medical
CGrandfathered Status for Group lealth Plan | No
Contract Year Begins: January 1st

Insured or Self-Insured:

Seli-Insurcd

Iligible Fmployees

Emplosecs regularly scheduled to work thirty (30)
hours or more enter the plan on their date of hire, but
do not become eligible until the 1irst day of the month
following their date of hire.

Eligible Entry:

First o1 the month lollowing date ol hire.

Who Pays for the Coverage:

Combination of Employer and Employee contributions

Any Restrictions or other Rule on
Spouse Participation?

None

Is Spousal Coverage Subject to N/A
a Limitation Sccondary

Coverage Only?

Does this Plan Have a Health No
Savings Account ("HSA") Option?

Does this Plan include Yes

a Wellness Component?
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Exhibit A - Constituent Benefit Programs

Plan or Program Insurer:

Medical Mutual of Ohio

Description of the Plan or Program; HDHHI* 3300
Policy or Group Number: C42753
Type(s) of Benefit(s) Provided: Medical
Grandfathered Status for Group Heahh Plan | No

Contract Year Begins: January st
Insured or Seli-Insured: Self-Insured

Fligible Fmployees,

Employees regularly scheduled to work thirty (30)
hours or more enter the plan on their date of hire, but
do not become cligible until the first day of the montlh
following their date of hire.

Eligible Entry:

First of the month following date of hire.

Who Pays for the Coverage:

Combination of Employer and Employee contributions

Any Restrictions or other Rule on
Spouse Participation?

None

{s Spousal Coverage Subject to N/A
a Limitation Secondary

Coverage Only?

Does this Plan Have a Health Yes
Savings Account ("HSA") Option?

Does this Plan include Yes

a Wellness Component?
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Exhibit A - Constituent Benefit Programs

Plan or Program Insurer: Delta Dental of Ohio
Description of the Plan or Program: | Delta Dental
Policy or Group Number: 1560-

0001.0002.0004.0005.0006.0007.0008.0009.010.0301.0302.0304.0305.0306.0307.0308.0309.03 10

Tyvpels) of Benefit(s} Provided:

Dental

Contract Ycar Begins:

January 1st

[nsured or Self-Insured:

Selt-Insured

Eligible Employvees:

Al employees regularly scheduled to work thirty (30) hours or more enter the plan on their date ol
hire. but de not become cligible until the ficst day ot the month following date of hire.

Eligible Lntry:

First of the month tollowing date of hire,

Who Pays for the Coverage:

Combination of Employer and Employee contributions

Any Restrictions or olher Rule on None
Spouse Participation? n |
Is Spousal Coverage Subject Lo NiA

a Limitation Secondary
Coverage Only?

% CIN:34520



Exhibit A - Constituent Benefit Programs

Plan or Program Insurer; EyeMed

Deseription of the Plan or Progrant | EveMed Vision Plan
Policy or Group Number: 9802869

Type(s) of Benefit(s) Provided: Vision

Contract Year Begins: January Lst

Insured or Self-Insured; Insured

Lligible Employees:

Employees regularly scheduled to work thirty (30) hours or
more enter the plan on their date of hire. but do nol become
eligible until the first day of the month following date of hire

Eligible Entry:

First of the month tollowing date of hire.

Who Pays for the Coverage:

Combination of Fmployer and Employee contribitions

Any Restrictions or other Rule on
Spouse Participation?

None

Is Spousal Coverage Subject to
a Limitation Secondary
Coverage Only?

N/A

9 TIN5 M




Exhibit A - Constituent Benefit Programs

Plan or Program Insurer:

MedMutual Life

Description of the Plan or Progran

Basic Life and AD&D

Policy or Group Number;

641982

Type(s) of Benefit{s) Provided:

Lile Insurance

Contract Year Begins:

January 1st

Insured or Sclf-Insured;

Insured

Class:

Class 1

Fiployees Eluzible For Class.

Al eligible Employees of Beachwood. Douglas. Santord,
Mentor, Ceramics. SMP, Crooksville, Mold Master and
Salaricd Employees of Minerva.

Eligibility Requircments For Class:

Employees regularly scheduled to work thirty (30) hours or
more enter the plan on their date of hire. but do not become
cligible until the {irst day of the month following date of hire,

Eligible Entry Dates For Class:

First of the month following date of hire.

Who Pays for the Coverage:

Paid 100% by the Employer

i CIDN- MM




Exhibit A - Constituent Benefit Programs

Plan or Program Insurer:

MedMutual Life

Description of the Plan or Program:

Supplemental Employee Life and AD&D, Spouse/Child 1afe
and AD&D

Policy or Group Number: 641982
Type(s) of Benefit(s) Provided: Life Insurange
Comract Year Begins: January st
Insured or Self-lasured: Insured

Class: Class |

Emptoyees Eligible For Class:

All eligible Employees of Beachwood. Douglas. Sanford.
Mentor, Ceramics. SMP, Crooksville, Mold Master and
Salaried Employecs of Minerva.

Eligibility Requirements For Class:

Employees regularly scheduled to work thinty {30) hours or
more enter the plan on their date of hire, but do not become
eligible until the first day of the month following date of hire.

Eligible Entry Dates For Class:

First of the month following date of hire.

Who Pays for the Coverage:

100% Voluntary, Paid by the Employee Only

3 ClIDNI0




Exhibit A - Constitucnt Benelit Progrums

Plan or Program Insurer:

Moedical Muwual of Ohio

Description of the Plan or Progran:

Accidental Death and Distnemberment

Policy or Group Number: 641682

Type(s) of Benefit(s) Provided: Accidental Death and Dismemberment
Contract Year Begins: January [st

Insured or Self-Insured: Insured

Class: Class |

Emplosees Eligible For Class:

Al eligible Employees of Beachwood. Douglas. Sanford.
Mentor. Ceramics. SMP. Crooksville. Mold Master and
Sataried Employees of Minerva.

Eligibility Requiremens For Class:

Employees regularly scheduled to work thirty ¢ 30) hours or
more enter the plan on their date of hire. but do not beconw
eligible until the first day of the month following their date of
hire.

Eligible Enmry Dates For Class:

First of the month following date of hire.

Who Pays tor the Coverage:

Paid 100% by the Employer
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Exhibit A - Constituent Benefit Programs

Plan or Program Insurer;

Mcdical Mutual of Ohic

Deseription of the Plan or Program:

Supplemental Employee. Child and Spouse Accidental [Death
and Dismemberment

Policy or Group Number: 641982

Typeis) of Benefit(s) Provided: Accidental Death and Dismemberment
Contract Year Begins: January 15t

Insured or Self-Insured: Insured

Class: Class 1

Employees Eligible For Class:

All eligible Employees of Beachwood. Douglas. Sanford,
Mentor, Ceramics. SMP, Crooksville, Mold Master and
Salaricd Employees of Minerva.

Eligibility Requirennts For Class:

Employees regularly scheduled to work thirty {30) hours or
more enter the plan on their date of hire, but de not become
eligible until the first day of the month following their date of
hire.

Eligible Fntry Dates For Class:

First of the month following date of hire.

Who Pays for the Coverage:

100% Voluniary, Paid by the Employee Only

i (IO 3430




Exhibit A - Constituent Benefit Programs

Plan or Program [nsurer:

MedMutual Lite

Descripion of the Plan or Program:

Short Term Disabilty (Beaclwood. Mentor, Sanford. SMP,
Ceramics Group. Renaissance Park. Mold Masters)

Policy or Group Number:

641982

Type(s) of Benefit(s) Provided:

Short Term Disability

Contract Year Begins: January 1st
Insured or Self-Insured: Selt-lnsured
Class Class 1

Employees Eligible For Class:

Hourly IEmployees Only

LEhgibility Requirements For Class;

limplovees regular scheduled to work 30 hours or more enter
the plan on their date ot hirc. but do not become cligible until
the first day of the month following date of hire.

Eligible Lntry Dates For Class:

First of the month following date of hirc.

Who Pays for the Coverage:

Paid 100% by the Employer

14 U0 343




Exhibit A - Constituent Benefit Programs

Plan or Program Insurer;

MedMutual Life

Description of the Plar or Program:

Short Term Disability {Crooksvitle)

Policy or Group Number: 641982

Type(s) of Benefit(s) Provided: Short Term Disability
Contract Year Begins: January lst

[nsured or Sclf-Insured: SelEInsured

Class. Class 1

tmployees Eligible For Class:

Hourly Employces only

Eligibility Requirements For Class:

Employecs regular scheduled to work 30 hours or more enter
the plan on their date of hire, but do not become eligible until
the first day of the month following date of hire

Eligible Entry Dates For Class:

First of the month following date of hire.

Who Pays for the Coverage

Paid 100% by the Employer

13 CIDN 3430




Exhibit A - Constituent Benefit Programs

Plan or Program [nsurer:

MedMutual Life

Description of the Plan or Program;

Short Term Disability (Douglas)

Policy or Group Number:

641982

Type(s) of Benefit(s) Provided:

Short Term Disability

Contract Year Begins: January 1st
Insured or Self-Insured: Self=Insured
Class: Class |
Imploy ees Eligible For Class: Elourly

Eligibility Requirements For Class:

Employees regular scheduled to work 30 hours or more enter
the plan on their date of hire, but do not become cligible until

the first day of the month following date of hire.

Eligible Entry Dates For Class:

First of the month following date of hire.

Who Pays for the Coverage:

100% Voluntary, Paid by the Employee Only

Clie 3430




Exhibit A - Constituent Benefit Programs

Plan or Program [nsurcr:

MedMutual Life

Description of the Plan or Program;

Long Term Disability

Policy or Group Number: 641982

Type(s) of Benefit(s) Provided: L.ong Term Disability
Contract Year Begins: January |st

Insured or Seclf-Insured: Insured

Class: Class 1

Employees Eligible For Class:

Executives

Eligibility Requirements For Class:

All full time Executives working 37 hours per week but not
temporary or seasonal employees enter the plan on their date of
hire, but do not become eligible until the first day of the month
following date of hire.

Eligible Entry Dates For Class:

First of the month following date of hire.

Who Pays for the Coverage:

Paid 100% by the Employer

3T CIDN- 3433



Exhibit A - Constituent Benefit Programs

Plan or Program Insurcr;

MedMutual Life

Description of the Plan or Program:

Long Term Disabilily

Policy or Group Number: 641982

Type(s) of Benefils) Provided. Long Term Disability
Contract Ycar Begins: January st

Imsured or Self-Insured: Insured

Class: Class 2

Employees Lligible For Class:

All Full-Fink Mentor Salaried. Minerva Salaried. Ceramics
(SRILED) Hourly & Salaried. SMP Hourly & Salaried,
Beachwood lHourly & Salaried. Douglas | lourly & Salaried,
Sanford Hourly & Salaried. Crouksville Salaried. Mold
Masters Sataried Employees.

Lligibility Requirements For Class:

All Full-Time Mentor Salaricd, Mincrva Salaried. Ceramics
(SRIZLED) Hourly & Salaried, SMPP Hourly & Salaried,
Beachwood Hourly & Salaried. Douglas Hourly & Salaried.
Sanford Hourly & Salaried, Crooksville Salaried, Mold
Masters Salaried Employees working 37 hours per week but
not temporary or scasonal employees enter the plan on their
date of hire, but do not become ¢ligible until the first day of
the month following date of hire.

Eligible Entry Dates For Class:

First of the month fotlowing date of hire.

Who Pays for the Coverage:

Paid 100% by the Employer

] CIDN34320



Exhibit A - Constituent Benefit Programs

Plan: PCC Airfoils. LI1.C Cafeteria Plan

Type(s) of Benefit(s) Provided. Cafeteria Plan

I:ligible Employecs: Employees who become eligible for any Constituent Benefit
Program that requires an Emplovee Contribution

Lligible Entry Dates: When the Employee becomes eligible for any Constituent
Benefit Program that requires an Employee Contribution

Does the Cateteria Plan Offer Yes FSA Limit is stated in Cafeteria Plan

A Tlexible Speading Account

{("FSA")?

)oes the Cafeteria Plan Ofter No

A Dependent Care Assistance
Program ("IDCAP")?

Does the Cafeteria Plan Ofter Yes. Voluntary benefit limit is stated in the Cafeteria Plan
Voluntary Benefits to be paid
on a pre-tax basis?

Does the Cafeteria Plan Offer A No
Health Savings Account ("HSA")?
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Exhibit A - Constituent Benelit Programs

Plan;

PCC Airtoils. LLC Emplovee Assistance Plan ("EAP")

Contract Number (11 Any):

N/A

Typeis) of Benefit(s) Provided:

Employee Assistance Plan

Ensured or Seli-Insured:

Employer Funded

Lligible Employees
and Lntry Date

Pursuant to terms of existing EAP arrangement

TS FAE20



Exhibit A - Constituent Benefit Programs

Plan or Program Insurcr:

PCC Airfoils L1.C

Description of the Plan or Program:

Severance Benefits Plan

Policy or Group Number: N/A
Type(s) of Benefit{s} Provided. Other
Contract Year Begins: January 1st

Insured or Self-Insured:

Scit-Insured

Eligible Employees:

Pleasc reference Summary Plan Description for cligibility

I‘ligible fntry:

Please reference Sumnary Plan Description for eligibility

Who Pays for the Coverage:

Paid 100% by the Employer

Any Resirictions or other Rule on
Spouse Participation®

Benefit applics 1o employee only

Is Spousal Coverage Subject to
a Limitation Secondary
Coverage Only?

No
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Exhibit B
The following are Participating Implosers i the Plan

No other companies participate

43 CI0N 34120



Exhibit ¢ - Addendums / Amendments

Addendum or
Amendment Name:

PCC Airfoils, LLC Wellness Plan I:higibility Exelusion

I-fiective Date:

January 1. 2021

Addendum:

Retirees are excluded from Participation in Wellness Program oftered under the

Plan.

43
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Exhibit C - Addendums / Amendments

Addendum or PCC Airfoils, LUC Flealth and Welfare Plan

Amendment Name:

Eflective Date: 01/01/2022

Addendun: This Group Medical. ADD and Hospital Plan for Employees of PCC Airtoils
[.L.C. Plan was formerly known as The PCC Airtoils Health and Welfare Plan.

o+ ClDN 320



