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ARTICLE I

PROFESSIONAL NEGOTIATIONS

A.

Recognition

The Ashland County-West Holmes J.V.S.D. Board of Education (the “Board or the
District”) recognizes the Ashland Vocational Teachers Association, an
OEA/NEA - LOCAL (the “Association”), as the sole and exclusive bargaining
representative for the purpose of and as defined in Chapter 4117 Ohio Revised Code
for all certified instructional and support staff. Recognition is for all professional
non-supervisory personnel, educational support staff both full or part-time, whether
under contract, either verbal or written, on leave, or on a per diem or class rate basis
employed or to be employed by the Board performing or to perform any work
currently being performed by certified instructional or educational support staff
(“members”). Members shall be, but not limited to, teachers, guidance
counselors, librarians, media specialists, attendance/library secretary,
secretary/fees, guidance secretary, principal's secretary, early childhood aide,
culinary aide, cafeteria aide, cleaning assistant/aide, maintenance, technology
coordinator, account clerk, in-school suspension, and custodian. The Association
recognizes that the Superintendent, principals, treasurer, treasurer's
secretary/cashier, assistant to maintenance supervisor, payroll clerk, all adult
education personnel both certified and classified and other administrative personnel
as defined in Chapter 4117 Ohio Revised Code are excluded from the bargaining
unit. The employer recognizes that Association representation will include any
newly created position unless employment into the position is governed by Section
3319.02 of the Ohio Revised Code.

Principles

The members have the right to join or not join the Association, but membership
shall not be a prerequisite for employment or continuation of employment of any
employee.

“Good faith” negotiations require that the Association and the Board be willing to
react to each other’s proposals. If a proposal is unacceptable to one of the parties,
that party is obligated to give its reasons. “Good faith” requires both parties to
recognize negotiations as a shared process.

Negotiation Subjects

Negotiable matters shall be all matters with respect to wages, hours, terms and
conditions of employment and the continuation, modification or deletion of an
existing provision of a collective bargaining agreement (hereinafter the
“Agreement”).



D.

Negotiation Procedures

1.

Representation

The Board, or designated representative(s), will meet with the Association
for the purpose of discussion and reaching mutually satisfactory
agreements. All negotiations shall be conducted exclusively between said
teams. The parties may call upon professional and lay consultants to assist
provided that such consultants shall attend only as observers. The expense
of such consultants shall be borne by the party requesting them.

Initiation of Negotiations and Timeline for the Bargaining Process

a. The Association or the Board may begin the collective bargaining
process by giving written notice to the Association President, or the
Superintendent. The process shall commence no more than one
hundred eighty (180) nor less than one hundred twenty (120) days
prior to the expiration date of the existing Agreement and shall be at
a mutually acceptable time within seven (7) days of the date the
notice was served.

b. The parties shall continue in full force and effect all the terms and
conditions of the existing Agreement, without resort to strike or
lock-out, for a period of sixty (60) days after the date the parties
exchange proposal lists or until the expiration date of the
Agreement, whichever occurs later. Negotiations can be extended
if mutually agreed upon by both parties.

c. If the parties are not able to reach a successor agreement by the
expiration date of this agreement, the parties agree to submit all
unresolved issues to mediation utilizing the assistance of the Federal
Mediation and Conciliation Service (“FMCS”). Any costs for
facilities incurred will be divided equally.

Mediation constitutes the parties” mutually agreed upon, final and
exclusive dispute settlement procedure and shall operate in lieu of
the settlement procedures set forth in O.R.C. 4117.14.

If there has been no settlement by the expiration date of the
Agreement, the employees shall have the right to strike as outlined
in O.R.C. 4117.14(D)(2).

The negotiations procedure set forth in this Article supersedes and
takes precedent over any inconsistent time limits or procedures set
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forth in O.R.C. 4117.14, which statutory time limits and procedures
are hereby mutually waived.

d. Nothing in this section shall be construed to prohibit the parties, at
any time, from voluntarily agreeing to submit any or all of the issues
in dispute to any other alternative dispute settlement procedure. An
agreement or statutory requirement to arbitrate or to settle a dispute
pursuant to a final offer settlement procedure and the award issued
in accordance with the agreement or statutory requirement is
enforceable in the same manner as specified in Division (B) of
Section 4117.09 of the Ohio Revised Code.

Meetings

At the first scheduled negotiations meeting, the parties’ official
representatives shall meet for the sole purpose of submitting all subject
items to be considered for negotiation. Once the agenda is approved, no
new items may be introduced for consideration without mutual consent.
The meetings shall be called at times mutually agreed and shall be held at a
time other than during regular school hours.

Designated representative(s) of the Board shall meet at mutually agreed
upon places and times with representatives of the Association for the
purpose of affecting a free exchange of facts, opinions, and proposals in an
effort to reach mutual understanding and agreement. Negotiating teams will
consist of no more than four (4) members on each team as well as their
designated representatives with one (1) member of each team acting as
spokesperson.

Good Faith Negotiations

Both parties agree to conduct negotiations in good faith and to deal openly
and fairly with each other on all matters. “Good faith” requires that each
team come to the table with the intention of reaching mutual agreement.
This involves reacting to proposals and counter-proposals with good and
sufficient reasons based upon the best information available.

Caucuses

During a negotiations session, either team may call caucuses not to exceed
thirty (30) minutes each, unless mutually agreed to extend the time. Either
team may declare a recess when it appears meaningful progress cannot be
obtained. A recess shall be for no more than forty-eight (48) hours.



6. News Releases

While negotiations are in process statements to the media may be issued as
needed by either party. A copy of any media release shall be furnished to
the other party at the same time and by the same method. Progress reports
may be made to the represented bodies by either team at the discretion of
that team.

7. Information

Upon request by the Association and in compliance with Ohio Revised
Code 149.43, the Board shall supply, within one (1) day when available
from the auditor, all public financial information relative to the operation of
the General Fund of the District and all public information pertinent to items
to be negotiated by the Association.

Reaching Agreement

As tentative agreement is reached on each item, it shall be reduced to writing,
initialed by the official spokesperson of each team.

When the tentative agreement is reached on all items, the proposed agreement shall
be submitted first to the Association for ratification and then to the Board for final
approval. Board action shall occur within five (5) days of the receipt of the
notification of ratification by the Association.

When approved by both parties, the Agreement shall constitute the contract and
shall be binding on both parties.

If agreement is not reached within sixty (60) calendar days, unless extended by
mutual consent of either party shall have the right to declare an impasse. The

unresolved issue(s) shall be submitted to the impasse procedure.

Impasse Procedure

The dispute (impasse) resolution procedures shall be in accordance with Ohio
Revised Code 4117 and the provisions of this Agreement.

In the event the Board and the Association are unable to reach agreement ten (10)
days prior to the expiration of the existing Agreement, then the Association shall
have the right to proceed in accordance with Section 4117.14D (2) and Section
4117.18(C) of the Ohio Revised Code, such right being modified by future changes,
if any, to the Ohio Revised Code.
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Implementation and Amendment

This Agreement may be amended or the provision(s) altered only by the mutual
consent of the parties. Such amendment and/or altering may be 1) at the request of
either the Board or the Association or 2) by the Superintendent as representative of
the Board and by the President of the Association as representative of the
Association, or 3) as may be required by Ohio Revised Code 4117. In any case,
the finalization of such amendment(s) or altering shall be in accordance with the
provisions of Article I, Parts D and E.

No Reprisals

No reprisals of any kind shall be taken by either side for participating in any part
of the negotiation process, including preparation and research of proposals and/or
membership on the negotiating team.

Any questions or disagreements with regard to the inclusions or exclusions of the
bargaining unit shall be submitted to the State Employment Relations Board
(SERB) for determination. Such submissions to SERB would normally be
preceded by an effort to clearly identify and resolve the problem in accordance with
the provisions of Ohio Revised Code 4117.

Recognition shall continue until such time that a new member representative is
selected in accordance with Ohio Revised Code 4117.
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II.

ARTICLE II

GRIEVANCE PROCEDURE
A. Definitions

1. A grievance shall be defined as a complaint involving an alleged violation,
misinterpretation, or misapplication of a provision(s) of the Agreement.

2. A grievant shall mean a member, a group of members, or the Association
alleging that a violation, misinterpretation, or misapplication of the contract
has occurred.

3. A group class action grievance shall have as its basis similar circumstances
with regard to each member of the group.

4. A party of interest is the grievant(s) and any other individual(s) who may
be required to take action against or against whom action might be taken in
order to resolve the claim.

5. A day is defined as a calendar day regardless of a holiday or calamity day

for teachers and educational support staff.

Time Limits

1. Grievances shall be processed rapidly. The number of days indicated at
each step shall be maximums unless extended by mutual consent of the
parties involved at each step.

2. If the grievant fails to meet time maximums at any step of the procedure,
the grievance shall be considered waived. If the Board or its agents fail to
meet time requirements, the relief sought shall be implemented.

Communications

1. All requests, grievances, relief sought and grievance dispositions shall be

sent to the receiving party on approved forms (see Appendix A) by certified
letter or personal service at each step of the procedure. If service is by
personal service, the individual performing such service shall indicate the
time and date of service and affix his signature thereto.

Rights of Grievant and the Association

1.

The grievant has the right to Association representation at all meetings and
hearings involving the grievance.
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2. The Association has the exclusive right to file grievances and to be present
for the adjustment of grievances.

3. Grievance forms shall be exhibited in the appendix of this Agreement and
it shall be the exclusive right of the Association to issue forms to grievants.

4. The Association shall have the exclusive right to determine whether to
proceed to arbitration.

5. The Association and the grievant(s) shall receive copies of all
communications in the processing of grievances.

Informal Level

1. The grievant shall first discuss the grievance with the Principal or in
the case of Educational Support Staff, the Immediate Supervisor. If the
grievance cannot be resolved informally to the satisfaction of the
grievant/Association, the grievant/Association shall have the right to
initiate a formal grievance at Level One.

Formal Procedure

Level One

If the grievance cannot be resolved at the informal level, the grievant shall file the
grievance and the relief sought in writing to the Superintendent. If the written
grievance is not lodged within sixty-five (65) days following the act or knowledge
of the act or omission upon which the grievance is based, the grievance is waived
and shall no longer exist.

Within seven (7) days after the filing of the written grievance at Level One, the
Superintendent shall meet with the grievant. Within ten (10) days after the meeting,
the Superintendent shall give to the grievant his disposition and his rationale for
such disposition in writing.

Level Two

If the grievant is not satisfied with the disposition of the grievance at Level One or
if no disposition has been made within the time limit provided, the grievant may
within an additional ten (10) days, file the grievance and relief sought in writing to
the Treasurer. Within ten (10) days, the Board shall hold a hearing with the
grievant. Within ten (10) days following the hearing, the Board shall give to the
grievant its disposition and rationale for such disposition of the grievance in
writing.
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Level Three

If the grievant and the Association are not satisfied with the disposition of the
grievance by the Board, and the Association Executive Committee has investigated
the grievance and has determined that it has merit, the grievant and the Association
may, within ten (10) days of receipt of such written response, give written or email
notice to the President of the Board of its intent to submit the grievance to an
arbitrator.

The arbitrator shall be selected from a list of seven (7) names supplied by the
American Arbitration Association. Selection of the arbitrator shall be determined
by the Voluntary Labor Arbitration Rules of the American Arbitration Association.
Such rules shall also govern the arbitration hearing and proceedings.

The arbitrator shall not have the authority to add to, subtract from, modify, change
or alter any of the provisions of this Agreement in arriving at a determination of
any issue presented. The arbitrator shall expressly confine himself to the precise
issue(s) submitted for arbitration and shall have no authority to determine any other
issue(s) not so submitted or to submit observations or declarations of opinion which
are not directly essential in reaching the determination. The decision of the
arbitrator shall be final and binding on the Board, the grievant, and the Association.

The costs for the arbitrator and the hearing room shall be shared equally by the
Board and the Association.

Miscellaneous
1. All communications, regarding grievances, shall be reduced to writing and
hand-delivered or mailed by certified mail, return receipt requested. The

Board shall provide the Association with copies of all communications.

2. Constructive receipt by the Board shall be construed to be the delivery date
to the appropriate supervisor’s office.

3. Constructive receipt by the grievant/Association shall be construed to be the
delivery date to the Association President.

4. Meetings and hearings held under this procedure shall be conducted at a
time and place which will afford a fair and reasonable opportunity for all

persons entitled to be present to attend.

5. All parties at interest shall be permitted to attend a grievance meeting or
arbitration hearing with no loss of pay or benefits.
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No reprisals or recriminations shall be taken against any grievant, the
Association, or a party of interest that would be related to the filing and/or
processing of the grievance.

A grievance may be withdrawn by the Association at any time without
prejudice.

The Association President shall receive notification of date, time, and place
of hearings and the Association shall be entitled to representation at such
hearings.  Such representation shall be determined solely by the
Association. The adjustment of a grievance(s) shall not, under any
circumstances, be inconsistent with the terms of this Agreement.

If, in the judgment of the Association Executive Committee, a grievance
affects a group or class of members, the Committee may submit such
grievance in writing to the Superintendent directly and the processing of
such grievance shall begin at Level One.
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II1.

ARTICLE III

EMPLOYMENT

A.

Discrimination in Education Programs and Hiring Practices

The Board and the Association agree that neither party shall discriminate against
each other or against any employee and/or applicant on the basis of race, color,
creed, sex, religion, marital status, age, political affiliation, or disability.

The Compliance Officer shall handle all grievances of this nature.
School personnel will take whatever steps necessary for self-study to identify any
discriminatory policies or practices and take whatever remedial action is needed.

Records shall be maintained of what procedures are followed.

Teacher’s Function and Responsibility

The services of the teacher exist to carry on the actual work of instructing pupils,
which is the essential service of the Ashland County - West Holmes Career Center.
The teaching function is best discharged when the concept of instructing pupils is
broad enough to include not only the teaching of certain subject matter, but also the
supervision of other worthwhile activities which further the attainment in pupils of
the function of public education.

Such activities as counseling, supervising health and safety, sponsoring school
activities and organizations, working on curriculum committees and other approved
projects, and making such reports and records as may be useful, may be considered
as examples. The duties and responsibilities of all teachers must be considered in
the light of such a broad concept.

The classroom teacher shall be directly responsible to the Principal of the school.
Professional problems shall be taken directly to him or the respective supervisor.

The classroom teacher shall have channels through which ideas can be heard on all
policies, administrative and instructional. Through the Principal, opportunities to
study, discuss, and make recommendations on all policies that affect the entire
school system shall be provided.

Recruitment and Appointment of Teachers

The Board recognizes that the strength of the educational program is based on a
strong teaching staff. It is necessary to maintain a strong recruitment program and
at the same time retain those capable teachers already employed. It shall be the
duty of the Superintendent to see that persons nominated for employment shall meet
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all qualifications established by law and by the Board for the type of position for
which nomination is made.

Notification of Employment

Contract and salary notices will be given to the regular teaching staff following the
May meeting of the Board of Education and shall be received no later than June 1
of each year. Contract and Salary notices for educational support staff shall
be received no later than June 1% of each year.

Tenure and Sequence of Limited Contracts for Teachers

1.

Continuing service status shall be granted in the District in accordance with
State law. It is the sole responsibility of the bargaining unit member to
notify the administration of their eligibility for a continuing contract.

If a teacher should become eligible for a continuing contract during the term
of a limited contract, the Board shall, at its next regularly scheduled May
meeting, upgrade the individual contract to the continuing contract status.

Limited contracts shall be approved by the Board on the recommendation
of the Superintendent as follows:

a. A one-year limited probationary contract will be granted for the
initial two (2) years of employment. If reemployed for a third year
of employment, a one-year limited contract will be issued.

b. Two-year limited contracts will be granted after three (3) years of
continuous employment and the member is recommended for
reemployment.

c. Three-year limited contracts will be granted after five (5) years of
continuous employment and the member is recommended for
reemployment.

d. Five-year limited contracts will be granted after eight (8) years of
continuous employment and the member is recommended for
reemployment.

Extended Limited Teaching Contracts

In the event the Superintendent believes an extended limited teaching
contract (not to exceed two [2] years) is warranted for a teacher who is
otherwise eligible for a continuing contract, the teacher will receive written
notice at least five (5) working days prior to any Board action along with
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reasons directed towards professional improvement. The Board must act
on an extended limited contract and the reasons directed toward
professional improvement must be given to the teacher on or before June
1%, The parties agree the Board may bypass the procedures under Section
3319.11 (C) of the Ohio Revised Code and issue an extended limited
teaching contract upon the Superintendent’s recommendation without first
entertaining a recommendation for a continuing contract. Upon subsequent
reemployment of the teacher after the expiration of the extended limited
contract, only a continuing contract may be entered into. If the Board does
not give the teacher written notice of its affirmative action on or before June
1%, the teacher is deemed reemployed under a continuing contract at the
same salary plus any increment provided by the salary schedule. The
teacher is presumed to have accepted employment under such continuing
contract unless such teacher notified the Board in writing to the contrary on
or before June 15%, and a continuing contract shall be executed accordingly.

F. Contracts for Educational Support Personnel

1. Newly hired regular educational support bargaining unit members shall be
given a contract for not more than one (1) year.

2. If such employees are rehired, the subsequent contract shall be for a period
of two (2) years.

3. After the completion of the two-year contract if the contract of an
educational support bargaining unit member is renewed, the educational
support staff member shall be on a continuing contract. The salary provided
in the last contract shall be matched or increased but may not be reduced
unless such reduction is part of a uniform plan affecting all educational
support staff of the District.

G. Evaluation and Probation of Teaching Staff
1. Definitions
a. Comparable Evaluations - Meeting the requirements as set forth in

O.R.C., seniority may not be the basis for teacher retention or other
employment decisions, except when deciding between teachers who
have comparable evaluations, this refers to teachers within the

categories of '"Ineffective," "Developing," "Skilled," and
"Accomplished.
b. Core Subject Area — means reading and English language arts,

mathematics, science, foreign language, government, economics,
fine arts, history and geography.
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Credentialed Evaluator - For purposes of this process, each teacher
subject to evaluation will be evaluated by a person who:

. Meets the eligibility requirements under R.C. 3319.111 (D);
and

. Holds a credential established by the Ohio Department of
Education for teacher evaluation; and

. Has completed State-Sponsored evaluation training and has
passed an online credentialing assessment.

. For the 2014-2015 school year only, evaluation of an
employee shall be conducted by the teacher’s immediate
supervisor. In the event a teacher performs work under the
supervision of more than one supervisor, the Principal will
designate the teacher’s evaluator. The evaluator shall not be
a bargaining unit member. The supervisor must be
employed under a contract pursuant to Ohio Revised Code
Section 3319.01 or 3319.02 and must hold at least one (1)
certificate named under Division (E). (H), (I), (J), (K), or (L)
of Ohio Revised Code Section 3319.22.

The Board shall authorize the Superintendent/designee to approve
and maintain a list of credentialed evaluators as necessary.
Members of AVTA shall be notified of their credentialed evaluator
by the end of week one (1) of the start of school.

Evaluation Cycle - The period of time for the completion of the
evaluation procedure. The evaluation cycle is completed when
student growth measures resulting from assessments that were
administered in the previous school year are combined with the
teacher performance ratings resulting from performance
assessments that are conducted for the current school year to assign
an evaluation rating.

Evaluation Rating - The final summative evaluation level that is
assigned to a teacher based on evaluations that are conducted
pursuant to the terms of this agreement. The evaluation rating is
assigned at the conclusion of the evaluation cycle when the teacher
performance rating is combined with the results of student growth
measures where fifty percent (50%) of the evaluation rating is based
on student growth measures as provided for in this agreement and
fifty percent (50%) of the evaluation rating is based on a teacher
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performance rating as provided for in this agreement. Each
completed evaluation will result in the assignment of one of the
following evaluation ratings to the teacher: Accomplished, Skilled,
Developing, or Ineffective.

OTES - stands for the Ohio Teacher Evaluation System as adopted
by the Ohio State Board of Education in 2011, or as otherwise
modified by the State Board of Education.

Promotion as used in this context is of limited utility given the fact
that teachers covered by this Agreement are not currently employed
in any discernible hierarchy. Nevertheless, when making decisions
relative to such matters as determining department or grade level
chairpersons, selections to curricular or strategic planning bodies, or
teaching assignments, the Board will consider teacher performance
as indicated by evaluations.

Remediation Plan - A written plan which shall be collaboratively
put into place with the teacher and the assigned credentialed
evaluator, in order to directly address any deficiencies cited in the
evidence that is gathered during walkthroughs and formal
observations.

Retention for purposes of this process refers to employment
decisions on the question of whether or not to suspend a contract
pursuant to a reduction in force, non-renew a limited or extended
limited contract, or terminate employment for good and just cause.
In the case of a reduction in force, seniority will not be considered
when making decisions on contract suspensions, except in the
instance of comparable evaluations. The decision to non-renew or
terminate the contract of a poorly performing teacher may be
informed by the teacher’s evaluation(s) conducted under this
process. However, decisions to non-renew or terminate a teaching
contract are not limited by the existence of this process.

Shared Attribution - The practice of assigning student(s) growth
results to a group of appropriately licensed educators who
consistently meet to collaboratively plan and provide instruction
and/or intervention for a student or defined group of students on a
specific topic and/or grade level and which may or may not be
reported in the teacher-student data linkage system.

Shared Attribution Measures — student growth measures that can be
attributed to a group.
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Student Growth — for the purpose of the District’s evaluation
process, student growth is defined as the change in student
achievement for an individual student between two (2) or more
points in time.

Student Growth Measure (SGM) - A unit of academic growth
projected for a student over specified period of time, and which has
been established according to a set of procedures defined either by
the value-added data system provider employed by the State of Ohio
or by the school district for approved vendor assessments or locally
developed student learning objectives (SLOs).

Student Learning Objective (SLO) - A measurable academic growth
target that a teacher sets at the beginning of the course/term for all
students or for subgroups of students to be achieved by completion
of an established interval based upon baseline data gathered at the
beginning of the course.

Teacher — For purposes of the parties’ evaluation process, "teacher"
means licensed instructors who spend at least fifty percent (50%) of
his/her time providing content-related student instruction and who
is working under one of the following:

. A license issued under R.C. 3319.22, 3319.26, 3319.222 or
3319.226; or

. A permanent certificate issued under R.C. 3319.222 as it
existed prior to September, 2003; or

. A permanent certificate issued under R.C. 3319.222 as it
existed prior to September, 2006; or

. A permit issued under R.C. 3319.301.

Substitute teachers and teachers not meeting this definition are not
subject to evaluation under this process. Certified non-teaching
personnel will be evaluated utilizing the non-teaching evaluation

procedures of the collective bargaining agreement in effect between
the Board and AVTA (Appendix B, C and D)

Teacher of Record - A teacher who is responsible for assigning the
grade to the student, and is required to have the proper credentials
to teach the particular subject/grade level for which he/she has been
designated “teacher(s) of record”, and is responsible for a minimum
of fifty percent (50%) of a student’s scheduled instructional time
within a given subject or course.
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q. Teacher Performance - The assessment of a teacher’s performance,
resulting in a performance rating. As an evaluation factor, the
teacher performance dimension is based on direct observations of a
teacher’s practice (including materials and other instructional
artifacts) and walkthroughs that are performed by a credentialed
evaluator. Teacher performance results are reported as a teacher
performance rating that may be coded as “1” indicating lowest
performance to “4” indicating highest performance.

r. Teacher-Student Data Linkage (TSDL) - The process of connecting
the teacher(s) of record (based upon above definition) to a student
and/or defined group of students’ achievement scores for the
purpose of attributing student growth to that teacher.

S. Value-Added — refers to the EVAAS Value-Added methodology
provided by SAS, Inc., which provides a measure of student
progress at the District and school level based on each student’s
scores on State issued standardized assessments.

t. Vendor Assessment — student assessments approved by the Ohio
Department of Education that measure mastery of the course content
for the appropriate grade level, which may include nationally
normed standardized assessments, industry certification exams, or
end-of-course examinations for grade level and subjects for which
the Value-Added measure does not apply.

2. The purposes of teacher evaluation are:

a. To serve as a tool to advance the professional learning and practice
of teachers individually and collectively in a school district.

b. To inform instruction.
c. To assist teachers and administrators in identifying and developing
best educational practices in order to provide the greatest

opportunity for student learning and achievement.

3. Standards Based Teacher Evaluation

a. Teacher evaluations will utilize multiple factors, with the intent of
providing meaningful feedback to each teacher and assigning an
effectiveness rating based in equal part upon teacher performance
and student growth.
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b. Each teacher evaluation will result in an effectiveness rating of:

. Accomplished;
. Skilled;

. Developing; or
. Ineffective

The specific standards and criteria for distinguishing between these
ratings/levels of performance shall be the same as those developed by the
State Board of Education, which are incorporated herein by reference.

The Superintendent shall annually cause to be filed a report to the
Department of Education the number of teachers for whom an evaluation
was conducted as well as the number of teachers assigned each rating as set
forth above, aggregated by teacher preparation programs from which and
the years in which the teachers graduated.

Fifty percent (50%) of each evaluation will be based upon teacher
performance and fifty percent (50%) on multiple measures of student

growth.

Assessment of Teacher Performance

Teacher performance will be evaluated during formal observations and
periodic informal observations also known as "classroom walkthroughs."
Such performance, which will comprise fifty-percent (50%) of a teacher’s
effectiveness rating, will be assessed through a holistic process by trained
and credentialed evaluators based upon the following Ohio Standards for
the Teaching Profession:

a. understanding student learning and development and respecting the
diversity of the students they teach;

b. understanding the content area for which they have instructional
responsibility;
c. understanding and using varied assessment to inform instruction,

evaluate and ensure student learning;

d. planning and delivering effective instruction that advances
individual student learning;

e. creating learning environments that promote high levels of learning
and student achievement;
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f. collaborating and communicating with students, parents, other
educators, District administrators and the community to support
student learning; and

g. assuming responsibility for professional growth, performance and
involvement.

Formal Observation and Classroom Walkthrough Sequence

a. All instructors who meet the definition of "teacher" under R.C.
3319.111 and this process shall be evaluated based on at least two
(2) formal observation cycles and periodic classroom walkthroughs
each school year.

b. Teachers on a limited contract who are under consideration for
renewal/nonrenewal shall receive at least three (3) formal
observation cycles in addition to periodic classroom walkthroughs.

c. Pursuant to this process and Board resolution, the Board shall
approve a list of projects recommended by the
Superintendent/designee that demonstrate a teacher’s continued
growth and practice at the accomplished level for accomplished
teachers who wish to complete a project in lieu of one (1) formal
observation.

Evaluations will be completed on or before May 1% and each teacher will

be provided a written report of the results of his/her evaluation on or before

May 10", Written notice of nonrenewal will be provided by June 1%,

In evaluating teacher performance in these areas, the Board shall utilize the
measures set forth by the Ohio Department of Education’s OTES "Teacher
Performance Evaluation Rubric" for instructional planning, instruction and
assessment, and professionalism, set forth herein in the Appendix BB.

Each teacher evaluated under this process shall annually complete a "Self-
Assessment," utilizing the Self-Assessment Summary Tool (Appendix E).
The teacher self-assessment tool shall be completed on or before September
15" of each year.
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6. Formal Observation Procedure

a. A Formal Observation Cycle is comprised of:

. A minimum of two Walkthroughs that shall occur with a
maximum of ten (10) with feedback provided within three
(3) school days.

. One Pre-conference between the evaluator and employee
preceding the formal observation in order for the employee
to explain plans and objectives for the classroom situation to
be observed. There will be at least one full workday notice
given prior to the observation.

. One Observation of at least thirty (30) minutes.

. One Post-Conference within five (5) days following the
observation unless mutually agreed upon by both the
evaluator and the teacher.

. Teachers shall not receive a formal observation on a day
before, during or after the following: the administration of
standardized testing; a holiday or any break from scheduled
school days (excluding weekends); or any approved leave of
absence of three (3) or more days.

b. Observation Cycle One is to be completed prior to the start of Winter
Recess

c. Observation Cycle Two is to be completed prior to May 1% but at
least fifteen (15) scheduled school days after the completion of
Cycle One

d. Observation Cycle Three (if required by contract type or

deficiencies noted) shall be completed by May 1* but with at least
ten (10) scheduled school days between Cycle Two and subsequent
Cycles.

7. Walkthroughs

a. A walkthrough is a formative assessment process that focuses on the
following components:

. evidence of planning; (learning goals are clear).
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. lesson delivery; (the classroom environment is conducive to

learning).
. differentiation; (all students are engaged in learning).
. resources; (teachers know the content they teach).
. classroom environment;(teachers differentiate instruction to

support the learning needs of all students).

. student engagement; (teachers use resources effectively to
enhance student learning).

. assessment; or (the teacher designs or uses assessments that
match the learning objective).

. (instructional Practice).

. (instructional Strategies).

. (lesson Closure).

. or any other component of the standards and rubrics

approved for teacher evaluation.

The walkthrough shall consist of at least five (5) consecutive
minutes, but not more than fifteen (15) consecutive minutes in
duration.

The teacher shall be provided a copy of the walkthrough form no
later than three (3) work days following the walkthrough.

At the request of the teacher or evaluator, a formal debriefing may
occur no later than three (3) work days after the walkthrough to

discuss observation.

No more than ten (10) walkthroughs shall be conducted in each
evaluation cycle.

Walkthroughs shall not disrupt and/or interrupt the learning
environment in the classroom.

Data gathered from the walkthrough must be placed on the form
designated as the Informal Observation Form. (Appendix H).
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h. Walkthroughs may commence beginning with the sixth student day
of attendance. Walkthroughs for the purposes of evaluation may
occur through May 1* of each school year. This does not preclude
administrative presence in any classroom and/or lab throughout the
school year.

Assessment of Student Growth

In determining student growth measures, the Board adopts the Ohio
Department of Education’s Ohio Teacher Evaluation System (OTES),
which calculates student growth by assessing achievement for an individual
student occurring between two (2) points in time. It is important to note
that a student who has forty-five (45) or more absences from a school day
or from a specific teaching period for the school year will not be included
in the determination of student academic growth unless mutually agreed by
the teacher and evaluator.

In general, the Board will utilize the following categories to determine this
aspect of a teacher’s evaluation, depending upon the instructor involved:

Al.  Teachers instructing in value-added subjects exclusively';

A2.  Teachers instructing in value-added courses, but not
exclusively?;

OR

B. Teachers instructing in areas with Ohio Department of
Education approved vendor assessments with teacher-level
data available; or

C. Where value-added methodologies exist for A1 and A2
teachers, the Board will utilize them in the evaluation
process, to the extent set forth in the "District Student
Growth Measurement Index” (Appendix J).

1 After July 1, 2014, the entire student academic growth factor of the evaluation (i.e. fifty percent (50%) shall be based
on the value-added progress dimension.

2 For these teachers, value added will be used for the student academic growth factor in proportion to the part of a
teacher’s schedule of courses or subjects for which the value-added progress dimension is applicable. Teachers with
multiple subjects that have value-added data will be issued reports for a composite of reading and math; for other
assessments (approved vendor and local measures), the assessment data measures should be representative of the

teacher’s schedule.
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Teachers instructing in value-added courses, but not exclusively, will utilize
teacher value-added and locally determined measures proportionate to the
teacher’s schedule.

When an approved Ohio Department of Education vendor assessment is
utilized in the measurement of student growth, it will be included in the
evaluation process for B teachers to the extent set forth in the "District
Student Growth Measurement Index” (Appendix J).

When neither teacher-level value-added data nor Ohio Department of
Education-approved assessments are available, the District shall use
locally-determined Student Growth Measures for C teachers as set forth in
the "District Student Growth Measurement Index” (Appendix J). Student
Growth Measures may be comprised of SLOs, shared attribution®, and/or
non-Value-Added vendor data.

An SLO must be based upon the following criteria: Baseline and Trend
Data, Student Population, Interval of Instruction, Standards and Content,
Assessment(s), Growth Targets, and Rationale for Growth Targets. When
new SLO’s are developed or revised, the process will include consultation
with teachers employed by the Board.

a. Student Learning Objective plans will be due by October 1% to be
submitted to the SLO committee for approval. Other due dates will
be determined by the SLO committee.

b. SLO’s will be returned to the teacher by October 15" with approval
or for revision.

c. A template and checklist for SLO’s shall be provided.

d. Student growth data shall be provided to the evaluator/designee via
the SLO scoring template on or before May 1°.

e. Documentation of student growth (the Pre- & Post-test, etc.) shall
be maintained by the teacher for a period of one (1) year after the
student leaves the Ashland County-West Holmes Career Center or
as mandated by state law.

3 If used, only one (1) "shared attribution" measure can be utilized per instructor.
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Data from these approved measures of student growth will be scored on five
(5) levels in accordance with the Ohio Department of Education/OTES
guidance and converted to a score in one of five (5) levels of student growth:

. Most Effective
. Above Average
. Average
. Approaching Average
. Least Effective
0. Final Evaluation Procedures
Final evaluation is based upon ODE 600 point system and will be combined
with the assessment of student growth measures to produce the summative
evaluation rating, based upon the following "Evaluation Matrix"
Teacher Performance
4 3 2 1
Most Effective . . . )
&Above Average Accomplished | Accomplished Skilled | Developing
Student Average &
Growth Approaching Skilled Skilled Developing | Developing
Measures Average
Least Effective Developing Developing | Ineffective | Ineffective
The evaluator shall provide that each evaluation is submitted to the teacher
for his/her acknowledgement by written receipt. The evaluation report
should then be signed by the teacher upon receipt to verify notification to
the teacher that the evaluation will be placed on file, but the teacher’s
signature should not be construed as evidence that the teacher agrees with
the contents of the evaluation report.
The “Final Summative Rating of Teacher Effectiveness” (Appendix I) shall
be provided to each teacher on or before May 10,
10.  Finalization of Evaluation

a. Written Report - Before the evaluation cycle is final, and not later
than May 10", a copy of the formal written evaluation report shall
be given to the teacher and a conference shall be held between the
teacher and the evaluator.
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Completion of Evaluation Cycle

The summative evaluation of a teacher shall be based upon
student growth measures resulting from assessments that
were administered in the previous school year and
performance that is assessed through evidence gathered
during the walkthroughs and formal observations that are
conducted for the current school year.

The evaluation shall acknowledge, through the evidence
gathered, the performance strengths of the teacher evaluated
as well as performance deficiencies, if any.

The evaluator shall note evidence of all the data used to
support the conclusions reached in the formal evaluation
report.

The evaluation report shall be signed by the evaluator; and
the evaluation report shall be signed by the teacher to verify
notification to the teacher that the evaluation will be placed
on file. The teacher's signature shall not be construed as
evidence that the teacher agrees with the contents of the
evaluation report.

The evaluation report shall be completed by May 10%,
signed by both parties, and filed with the superintendent.

Once every three years the board may evaluate each teacher
assigned an evaluation rating of accomplished on the
teacher’s most recent evaluation conducted under this article
who have received “Average” or “Above Average” growth.
On non-evaluative years, one formal observation shall occur
of at least thirty (30) minutes and the teacher shall receive a
written report of the results of the evaluation by the tenth
(10™) day of May of that school year.

The Board shall only evaluate each teacher assigned an
evaluation rating of “Skilled” once every two years. On non-
evaluative years, one formal observation shall occur of at
least thirty (30) minutes and the teacher shall receive a
written report of the results of the evaluation by the tenth
(10" day of May of that school year.

Final Summative Rating of Teacher Effectiveness
(Effectiveness Rating) — The Superintendent shall annually
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1.

12.

file a report to the Department of Education including only
the following information: the number of teachers for whom
an evaluation was conducted as well as the number of
teachers assigned each rating (Accomplished, Skilled,
Developing or Ineffective) aggregated by teacher
preparation programs and the years in which the teachers
graduated. All other information and documents obtained
through the evaluation process shall be stored and
maintained by district.

. A teacher shall be given by the district one (1) copy of all
information and documents obtained through the evaluation
process.

. The District shall submit the final summative rating of
teacher effectiveness to the Ohio Department of Education
by May 30,

C. Response to Evaluation

The teacher shall have the right to make a written response to the
evaluation and to have it attached to the evaluation report to be
placed in the teacher's personnel file. A copy, signed by both
parties, shall be provided to the teacher.

Due Process
At the teachers request, a teacher shall be entitled to association
representation at any conference held during this procedure in which the

teacher will be advised of an impending adverse personnel action-

Personnel Action -Requirements

a. High stakes employment decisions will not be materially informed
by consideration of student/growth portion of the teachers
evaluation unless or until there has been a minimum of three
consecutive years of SGM data from the same grade level, subject
matter, and/or age level i.e. 2015-2016.

b. The first year of collected data for the evaluation procedure shall be
derived from value-added and other student growth measure scores
from assessments taken in the school year following the effective
date of this agreement. The first evaluation cycle shall be completed
by first day of May of the second school year following the effective
date of this agreement. An evaluation cycle shall not be completed
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13.

14.

until all teachers have been provided with a written report of the
results of the evaluation.

c. The evaluation procedure shall not be used for any decision
concerning the assignment, re-assignment, or transfer of any
teacher.

Professional Growth Plans (Appendix F) and Professional Improvement
Plans (Appendix G)

a. Based upon the results of the annual teacher evaluation as converted
to the "Evaluation Matrix" above, each teacher must develop either
a professional growth plan or professional improvement plan as
follows:

b. Teachers whose performance rating indicates above expected levels
of student growth will develop a professional growth plan and may
choose their credentialed evaluator from those available to the
Board for that purpose

c. Teachers whose performance rating indicates expected levels of
student growth will develop a professional growth plan
collaboratively with his/her credentialed evaluator and will have
input on his/her evaluator for the next evaluation cycle.

d. Teachers whose performance rating indicates below expected levels
of student growth will develop a professional improvement plan
with their credentialed evaluator. The administration will assign the
evaluator for the subsequent evaluation cycle and approve the
professional improvement plan.

A Growth or Professional Improvement Plan shall be completed
prior to October 1% of each year beginning with the 2014-2015
school year.

e. All monitoring or observation of the work performance of a teacher
shall be conducted openly and with full knowledge of the teacher.

Improvement/Remediation of Deficiencies Identified During Observations
and Walkthroughs

a. Formal observations and walkthroughs resulting in the identification
of performance deficiencies in relation to the approved standards
and rubrics shall be addressed during the post-observation
conference and/or the formal debriefing following a walkthrough.
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All deficiencies identified by the evaluator shall be compiled and
reported in writing, and a copy of the written report shall be provided
to the teacher at the post-observation conference or formal
debriefing.

The evaluator involved shall make written recommendations at the
post-observation conference or formal debriefing and otherwise
assist the teacher for the purpose of remediation of identified
deficiencies.

The evaluator and teacher shall develop a plan for remediation of
identified deficiencies at the post-observation conference or formal
debriefing and such plan shall be reduced to writing and provided to
the teacher within ten (10) working days following the post-
observation conference or formal debriefing.

The remediation plan, as outlined in this section, shall detail the
following:

. issues within the performance rubric documented as
deficient;

. specific performance rubric expectations;

. sufficient and specific timelines to allow for the remediation

of identified deficiencies.

If a remediation plan is developed prior to March 1%, the identified
deficiencies shall be reevaluated as part of the performance
assessment process for the remainder of the school year. For
deficiencies that are successfully remediated during the remainder
of the school year, those deficiencies shall be deemed remediated.

If a remediation plan is developed after March 1%, the teacher shall
be permitted to continue remediation into the next school year.

Observed deficiencies regarding a teacher's failure to adhere to
reasonable work rules and other documented deficiencies not noted
during the formal observations or walkthroughs shall be put in
writing and provided to the teacher within three (3) work days after
an observed deficiency occurs. The evaluator shall provide to the
teacher a written plan for remediation of said deficiencies with a
clear and reasonable period of time for the teacher to evidence the
required remediation.

33



15.

h. In the event that a teacher and evaluator are unable to agree on the
evaluator’s expectation toward the improvement plan, the teacher
may request a teacher mentor/coach or another mutually-agreed
teacher of the district to facilitate further discussion between the
teacher and the evaluator toward development of the improvement
plan.

Student Growth Measures

a. When utilizing vendor assessments to construct SGMs, all related
materials shall be purchased, and all affected staff shall be trained
on utilization and other considerations prior to the students first day
if available.

b. When utilizing SLOs to construct SGMs, the teacher shall submit
the completed SLO template for approval of the SLO no later than
October 1%,

. The SGM committee shall review and approve all submitted
SLOs by October 15 *

*Consideration should be made for approval of SLOs.

. Any SLO that is rejected by the SGM committee shall be
returned to the teacher/group with specific designation of
deficiencies by October 15" with a timeline ten (10) days for
the resubmittal of the corrected SLO.

C. Teachers shall administer the final assessment to determine student
growth as defined in the approved SGMs.

d. Prior to submitting the SGM results to the designated evaluator, the
teacher may request that the SGM Committee review the results for
the sole purpose of verifying accuracy.

€. Teachers shall submit all SGM results to his/her evaluator within ten
(10) workdays after the end of third (3™) nine (9) weeks.

f. Evaluators shall conduct a final meeting with individual teachers to
discuss SGM scores within twenty (20) workdays after the end of
the third (3') nine (9) weeks.
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16.

17.

18.

Professional Development

The board shall meet the requirements of ORC 3319.112(A)(8)(9) to
provide professional development. Annually, the board shall provide
training on the teacher evaluation procedure for all credentialed evaluators
and teachers prior to the implementation of the evaluation procedure,
rubrics, tools, processes, and methodology, including the use of student
growth data.

Funding for Orientation, Professional Development and Training

In accordance with the Ohio State Board of Education’s statewide
evaluation framework, the Board has adopted a specific plan for the
allocation of financial resources to support the professional development of
teachers covered by this policy. The plan will be reviewed annually.

SGM/SLO Committee

The SLO Committee shall be comprised of a minimum of three (3) teachers
and one (1) administrator who have received training in the SLO process
and shall annually meet no later than the end of October. The term of office
and the selection of the teachers on the committee shall be determined by
the Association President. The committee shall be responsible for
reviewing, recommending for approval, and/or returning SLO’s to the
instructor for revision. Effort will be made to use release time during the
regularly scheduled work day for the activities of the committee members.

a. Committee Operation

Members of the committee will receive training on the writing of
student learning objectives (SLOs), value-added (including, but not
limited to, ODE SGM trainings, teacher of record, shared attribution
and teacher-student data linkage) prior to beginning their work, and
any other training that may become necessary for the committee.
(For example: when the district approves a new vendor assessment,
all committee members and the bargaining unit will be trained on
the new system and SGM application).

The committee shall establish by mutual agreement a meeting
calendar, tasks for the committee to complete, and timelines for the
completion of specific tasks.

One task of the committee shall be to determine those conditions
that likely would impact SGMs, other than those attributed to
teacher performance responsibility, such as a threshold number of
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authorized teacher absences, the acceptance and mentoring of
student teachers, changes in teacher assignments, implementation of
the new standards and/or curriculum, etc.

All decisions of the committee shall be evidence-based and achieved
by general consensus.

Members of the committee shall receive release time or
compensation for work outside the contractual work day for
committee work and training at the rate of twenty-five dollars
($25.00) per hour.

The committee shall be authorized to utilize consultant(s) (examples
are, but not limited to, educational consultants, software consultants,
SGM trainers, etc.) as deemed appropriate. The cost, if any, shall
be borne by the board.

Committee Authority

The SGM committee shall recommend the policies and procedures
for the student growth portion of the evaluation procedures to the
association and the board.

The SGM committee shall not have the authority to negotiate wages,
hours, or terms and conditions of employment.

The association and the board shall bargain as required in
accordance with Ohio Revised Code 4117.

The SGM committee shall define the five (5) levels that count
towards the final summative rating of teacher effectiveness:

SLO Scoring Matrix Descriptive rating Numerical
Percentage of students rating
that met or exceeded
growth target

90-100 Most Effective 5
80-89 Above Average 4
70-79 Average 3
60-69 Approaching Average 2
59 or less Least Effective 1
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19.

20.

Retention and Promotion Decisions/Removal of Poorly Performing
Teachers

The evaluations produced will serve to inform the Board on employment
decisions, i.e., retention, promotion of teachers, renewal of teaching
contracts, and the removal/nonrenewal of poorly performing teachers.

Removal of poorly performing teachers will be in accordance with the
nonrenewal and termination statutes of the Ohio revised code and the
Collective Bargaining Agreement.

ORC 3319.17(c)

"In making any such reduction, any city, exempted village, local, or joint
vocational school board shall proceed to suspend contracts in accordance
with the recommendation of the superintendent of schools who shall, within
each teaching field affected, give preference to teachers on continuing
contracts. The board shall not give preference to any teacher based on
seniority, except when making a decision between teachers who have
comparable evaluations."

Nothing in this procedure will be deemed to prevent the Board from
exercising its rights to non-renew, terminate, or suspend a teaching contract
as provided by law and terms of the collective bargaining agreement. The
evaluation system and procedures set forth herein shall no create an
expectation of continued employment for teachers on a limited contract that
are evaluated under this policy. The Board reserves the right to non-renew
a teacher under this policy in accordance with R.C. 3319.11
notwithstanding the teacher’s summative rating.

Joint Evaluation Procedure Review Committee

For the express purpose of recommending necessary changes to the Board
for the appropriate revision of the Board’s Standards-Based Teacher
Evaluation Policy, an ongoing Joint Evaluation Review Committee shall be
formed.

The Committee shall be comprised by an equal number of Association and
Board representatives not to exceed a total of three (3) from each side. The
term of office and the selection of the Association’s members on the
committee shall be determined by the Association President. The term of
office and the selection of the Board’s representative on the committee shall
be determined by the Superintendent.
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21.

The Committee will review procedures and evaluation forms and
recommend changes and/or revisions to the Administration as required by
law.

a. Members of the committee shall receive training in all aspects of
OTES, the state adopted evaluation framework, the standards for the
teaching profession, teacher of record, shared attribution, and
teacher-student data linkage prior to service on the committee.

b. The committee shall establish by mutual agreement a meeting
calendar, tasks for the committee to complete, and timelines for the
completion of specific tasks.

C. All decisions of the committee shall be achieved by general
consensus.
d. Members of the committee shall receive release time for committee

work and training as may be granted by the Superintendent.

e. The committee shall be authorized to utilize a consultant(s)
(examples include, but are not limited to, educational consultants,
software consultants, credentialing trainers, etc.) as it deems
appropriate. The cost, if any, shall be borne by the board.

Committee Authority

a. The committee shall be responsible for jointly recommending
changes and revisions to the policy, procedures, and processes,
including the evaluation instrument, for teacher evaluation.

b. The committee shall not have the authority to negotiate wages,
hours, or terms and conditions of employment.
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Ashland County-West Holmes Career Center
Teacher Evaluation Chart

Type of Current Contract

Evaluation
Components

Reference Forms

One-Year Limited Contract

Three (3) Observation
Cycles Annually

Teacher Self-Assessment
Professional Growth Plan Teacher
Evaluation Rubric

Multi-Year Limited Contract

Two (2) Observation
Cycles Annually

Teacher Self-Assessment
Professional Growth Plan Teacher
Evaluation Rubric

Final year of Multi-Year or
being considered for Non-
Renewal

Three (3) Observation
Cycles

Teacher Self-Assessment
Professional Growth Plan Teacher
Evaluation Rubric

Continuing Contract

Two (2) Observation
Cycles

Teacher Self-Assessment
Professional Growth Plan Teacher
Evaluation Rubric

* A teacher who received a summative rating of Accomplished on the teacher's most recent
evaluation may complete an approved project in lieu of one (1) Observation Cycle.

An Observation Cycle shall consist of:

A minimum of two (2) walk-throughs

and

At least one (1) formal observation

Information observations may be required to gather missing data.
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Non-Renewal of Teaching Staff

The Board and the Association agree that in the case of a non-renewal of a limited
contract, the following requirements as specified in Ohio Revised Code 3319.11
that require the Board to provide the circumstances of a non-renewal, the
requirement that the Board, upon request, hold a hearing on an intended non-
renewal, and the right of a non-renewed teacher to appeal the Board's decision to
non-renew to the appropriate common pleas court or the provision of the negotiated
agreement shall be followed.

Educational Support Personnel Evaluation

1.

Purpose

The purpose of the evaluation is to:
a. Assess the employee's work performance;

b. To help the employee achieve greater effectiveness in the
performance of their work assignment;

c. To constitute the basis for personnel decisions including
promotions, reassignments, continuation of employment or
termination.

Evaluator

Evaluation of an educational support staff employee shall be conducted by
the employee's appropriate supervisor. In the event an employee performs
work under the supervision of more than one supervisor, the Superintendent
will designate the employee's evaluator. The evaluator shall not be a
bargaining unit member nor shall the supervisor be a bargaining unit member.

Frequency of Evaluation

The frequency of evaluation of the educational support staff is as follows:

a. An Employee shall be evaluated twice during the first full or partial
year of employment (one-year contract).

b. An employee shall be evaluated once during the second year of

employment and twice during the third year of employment (Two-
year contract).
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An employee shall be evaluated once every year during the fourth
year of employment and thereafter (Continuing contract).

Evaluation Timelines

All evaluations for educational support employees shall be completed and
forwarded to the Superintendent according to the following timelines:

a.

One vear limited contract

1)

2)

The first evaluation shall be forwarded to the Superintendent
no later than the first Friday of February.

The second evaluation shall be forwarded to the
Superintendent no later than the Friday prior to the April
Regular Board of Education Meeting.

Two-vear limited contracts

1)

2)

During the first year of a two (2) year contract, one
evaluation shall be forwarded to the Superintendent no later
than the first Friday of May.

During the second year of a two (2) year contract, the first
evaluation shall be forwarded to the Superintendent no later
than the first Friday of February. The second evaluation
shall be forwarded to the Superintendent no later than the
Friday prior to the April Regular Board of Education
Meeting.

Continuing Contract

One evaluation shall be forwarded to the Superintendent no later
than the first Friday of May.

Method of Evaluation

The formal evaluation of educational support staff shall be
accomplished by a written self-evaluation prepared by the employee
and a written evaluation of the employee prepared by the employee's
supervisor.

The Educational Support Personnel Evaluation Form, Appendix U,
shall be utilized for both the self-evaluation and the supervisor's
evaluation.

41



c. Upon the completion of both written evaluations, the employee and
supervisor shall meet to verbally discuss both written evaluations.

d. At the conclusion of this discussion, the supervisor shall finalize and
sign the evaluation which will be presented to the employee for their
signature.

e. The completed and signed evaluation form shall be forwarded to the

Superintendent for review then included in the employee's
permanent personnel file.

6. Miscellaneous

a. Nothing herein shall be construed to prohibit the normal supervisory
functions of commending, questioning, suggesting, directing,
reminding and correcting an employee in the performance of his/her
duties.

b. An educational support member shall be entitled to Association
representation at any conference held during this procedure in which
the member will be advised of an impending adverse personnel
action.

c. Within ten (10) days of receipt (a day when the employee is
scheduled to work) the educational support member shall have the
right to make a written response to the evaluation and to have it
attached to the evaluation report to be placed in the member's
personnel file. Failure to respond within the allotted time shall result
in the member waiving his/her right to respond. A copy signed by
both parties shall be retained by the member.

Non-Renewal of Educational Support Staff

The limited contracts of educational support staff may be non-renewed upon
expiration of the contract by providing written notice to the affected employee
before June 1*. A non-renewed educational support staff has the right to appeal the
Board's decision to the appropriate Common Pleas court.

Just Cause

A member(s) shall not be disciplined, non-renewed, or otherwise deprived of any
professional advantage without “just cause” and compliance with applicable
provisions of this Agreement. Just cause, as it is used for nonrenewal, will not be
applicable until the employee has completed a two (2) year contract in the Ashland
County-West Holmes Joint Vocational School District.
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N.

Program Elimination

1.

The Board agrees that provision should be made to give a teacher whose
contract was terminated or suspended because of a program elimination an
opportunity to be reemployed. As a result, the Board will agree to the
following statement: “When a program is eliminated and a teacher is
notified and dismissed because of this program elimination, then that
teacher must be offered the opportunity to resume his or her position if that
program or a similar program for which he or she is qualified and certified
is later reinstated or begun. The reinstated teacher shall be placed on the
existing salary schedule commensurate with training and teacher experience
within legal limits of the law. A one-time refusal by the affected teacher
will void future contact. The requirement to offer a teacher a contract under
the above described circumstances ceases after two (2) years from date that
respective teacher’s contract is terminated or suspended.”

In the event the reason for the elimination of a program is under enrollment,
that teaching staff will be notified no later than March 1* for those programs
which are under-enrolled at that time. Following this notice, the Board shall
provide the Association President with the information/data on which their
decision was based. Additionally, the teaching staff will be kept informed
on enrollment changes and will be notified as early as possible of any
program termination.

Any and all contract termination(s) or suspension(s) shall be in accordance
with Ohio Revised Code 3319.16 and 3319.161, or 3319.17.

Release From Contract

A member may apply at any time for a release from contract. After July 10™,
however, the Board may choose not to grant such a release based on inability to
secure a satisfactory replacement.

Seniority

1.

Seniority as used in this Agreement shall mean the length of continuous
employment in a bargaining unit position as follows:

a. Seniority shall begin to accrue from the first day worked in a
bargaining unit position including responsibilities under a
supplemental or extended time contract.

b. Seniority shall accrue for all time a member is on active pay status
or is receiving worker’s compensation benefits.
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c. Time spent on inactive pay status (unpaid leave or layoff) shall not
contribute to the accrual of seniority but shall not constitute a break
in seniority.

d. Full-time members shall accrue one (1) year of seniority for each
year worked (120 or more days, 6 hours or more per day).

e. Part-time members shall accrue seniority prorated against the
minimal full-time standard as defined above.

f. No member shall accrue more than one (1) year of seniority in any
work year.

Equal Seniority

a. A tie in seniority shall occur when two (2) or more members have
the same amount of seniority credit as determined by the seniority
list.

b. Ties in seniority shall be broken by the following method to

determine the most senior member:
1) The member with the first day worked; then

2) The member with the earliest date of employment (date of
hire as determined by date of Board’s resolution); then

3) By lottery, with the most senior member being the one
whose name is drawn first, etc. This procedure shall be

implemented in the presence of a designated Association
representative.

Superseniority

For layoff purposes only, members employed under continuing contract
shall have greater seniority than members employed under limited contract.

Loss of Seniority

Seniority shall be lost when a member retires or resigns; is employed in a
full-time non-bargaining unit position; is discharged for cause; or otherwise
leaves the employment of the Board.
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Posting of Seniority List

A seniority list for teaching bargaining unit members and a seniority list for
educational support staff bargaining unit members shall be posted twice
annually, by October 1% and February 2™ of each work year. The Board shall
prepare and post on the designated bulletin board in each building/work site a
seniority list indicating, if applicable, by area of certification, license, or entry-level
requirement, the first day worked, the date of Board resolution to hire, and the
contract status (limited or continuing) of each member. Said list shall be
provided to the Association President on or before the date of posting.

The names of members on the seniority list shall appear in seniority rank order
within areas of certification, license, or entry-level requirement, with the name of
the most senior member appearing at the top of the listing and the name of the least
senior member appearing at the bottom of the listing,

The names of teachers who are certified, licensed, or otherwise minimally
qualified in more than one (1) area shall be included on the listing for all areas

of certification, license, or entry-level requirement.

The names of part-time members shall appear on the seniority list but shall be listed
separately from the names of full-time members.

Correction of Inaccuracies

Each member shall have a period of fifteen (15) days after posting of the
seniority list in which to advise the Board or its agents in writing of any
inaccuracies which affect his/her seniority. The Board or its agents shall
investigate all reported inaccuracies and make such adjustments as may be
in order and post the updated list immediately. No protest shall be
considered after fifteen (15) days of the posting of the seniority list and the
list shall be considered as final until the next posting.

0. Reduction in Force (RIF) of Teachers

1.

When, for any of the following reasons, the Board decides that it will be
necessary to reduce the number of teachers it employs, it may make a
reasonable reduction in accordance with the provisions of this section and
Ohio Revised Code 3319.17:

(1) Return to duty of regular teachers after leaves of absence;

(2) Suspension of schools;

3) Territorial changes affecting the District;
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4) Financial reasons; or
(5) Decreased enrollment of pupils in the district.

In making any such reduction, the board shall proceed to suspend contracts
in accordance with the recommendation of the Superintendent who shall,
within each teaching field affected, give preference to teachers on
continuing contracts. The Board shall not give preference to any teacher
based on seniority, except when making a decision between teachers who
have comparable evaluations.

On a case-by-case basis, in lieu of suspending a contract in whole, the Board
may suspend a contract in part, so that an individual is required to work a
percentage of the time the employee otherwise is required to work under the
contract and receives a commensurate percentage of the full compensation
the employee otherwise would receive under the Contract.

Teachers whose continuing contracts are suspended by the Board pursuant
to this section shall have the right of restoration to continuing service status
if and when teaching positions become vacant or are created for which any
of such teachers are or become qualified. No teacher whose continuing
contract has been suspended shall lose that right of restoration to continuing
service status by reason of having declined recall to a position that is less
than full-time or, if the teacher was not employed full-time just prior to
suspension of the teacher’s continuing contract, to a position requiring a
lesser percentage of full-time employment than the position the teacher last
held while employed in the district. Seniority shall not be the basis for
rehiring a teacher, except when making a decision between teachers who
have comparable evaluations.

Suspended contract shall mean employed but on an inactive status without
pay and/or fringes; however, the teacher would be entitled to benefits as
described in Section 7 below.

The procedure for a reduction is as follows:

a. The Association President shall be notified of the Board's intent to
consider a RIF program prior to July 1*.

b. A meeting(s) shall be held between the representatives of

the Association and representatives of the Board to discuss the
need for a RIF program.
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C. A formalized RIF list shall be prepared indicating the specific
number of positions to be abolished within each area of
certification. The certification area(s) of teacher(s) who will be
returning from approved leaves of absence will be separately
indicated as a part of the formalized list. In addition, the number
of teacher(s) who will be returning, within an area of certification,
will be indicated.

d. This list shall be provided at least thirty (30) days prior to a RIF.
The Association President shall receive two (2) copies of said list.

e. A teacher(s) whose contract(s) is/are suspended by the Board as a
result of a RIF program shall be given written notification by
registered mail immediately following the Board's regular meeting
at which the action to RIF was taken. This notification shall
indicate the date that the Board acted to suspend this
teacher’s contract and the effective date of the RIF.

f. The Board shall handle staff reductions through normal attrition
(early retirement, resignations, etc.)

Vacancies

a. When a vacancy occurs for which the Board determines, a teacher
notification will be made by registered mail and work email. It is the
responsibility of the involved teacher(s) to advise the Board of the
address where they can be reached.

b. A teacher who is offered a contract under the provisions of this
policy must respond within ten (10) days of the receipt of said offer.
If a teacher does not accept a contract or fails to respond in the time
stated, the teacher will be removed from the recall list.

c. Upon reemployment, all rights related to salary, fringe benefits,
and seniority shall be fully restored.

d. Teachers not employed as a result of the RIF program will be given
first consideration as casual day-to-day or long-term substitute
teachers as the need occurs if they submit their name for the
substitute list.

e. RIFed teachers shall have the right to pay the total premium for
hospital, surgical major medical, dental, vision, and prescription
drug insurance for a period not to exceed eighteen (18) months.
During the aforesaid eighteen (18) month time period, teachers
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whose contracts have been suspended and who have not been
recalled shall have the same contractual status as members who are
on an approved unpaid leave of absence.

Recall List

All employees shall remain on the recall list for a period of twenty-four (24)
months.

Reduction in Force of Educational Support Personnel

I.

When by reason of decreased enrollment of pupils, return to duty
of regular educational support staff after leave of absence, or by reason
of suspension of schools or territorial changes affecting the
district or for financial reasons, a reasonable reduction shall be made
by suspending educational support member(s) of the bargaining unit
contract(s), by the Board, in accordance with the provision of this section
and Ohio Revised Code 3319.172.

In recommending the suspension of contract, the Superintendent
shall give preference first to educational support employees under
continuing contracts and then to educational support employees on
the basis of seniority.

On a case-by-case basis, in lieu of suspending a contract in whole, the
Board may suspend a contract in part, so that an individual is required
to work a percentage of time the employee otherwise is required to
work under the contract and receives a commensurate percentage of the
full compensation of the employee otherwise would receive under the
contract.

Any educational support employee whose continuing contract is
suspended shall have the right to restoration to continuing service
status by the Board in order of seniority in the District, if and when
an Educational Support Personnel position for which the employee is
qualified becomes vacant or is created.

No educational support employee whose continuing contract has
been suspended shall lose the right of restoration to continuing
service status by the Board in order of seniority of service status by
reasons of having declined recall to a position requiring fewer regularly
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scheduled hours of work than required by the position the employee last
held while employed in the District.

Q. Employment Practices

1.

The patterns, practices, and procedures as set forth in this contract shall be
applied uniformly to all members except as may be otherwise required by
statute or by this Agreement.

Regular teaching assignments will only be made in areas for which the
member is or agrees to become properly certified.

A copy of Board policies and administrative rules and regulations will be
available online

R. Right to Fair Share Fee

1.

Payroll Deduction of Fair Share Fee

The Board of Education shall deduct from the pay of members of the
bargaining unit who elect not to become or to remain members of the
Ashland Vocational Teachers Association, a fair share fee for the
Association’s representation of such non-members during the term of this
contract.

Notification

Notice of the name(s) of annual fair share fee payors (which shall not be
more than 100% of the unfiled dues of the Association) shall be transmitted
by the Association to the Treasurer on or about September 15" of each year
during the term of this Agreement for the purpose of determining amounts
to be payroll deducted, and the Board agrees to promptly transmit all
amounts to the Ohio Education Association.

Schedule of Fair Share Fee Deductions

a. All Fair Share Fee Pays

Payroll deduction of annual fair share fees shall commence on the
first pay date which occurs on or after January 15" annually. In the
case of bargaining unit employees newly hired after the beginning
of the school year, the payroll deduction shall commence on the first
pay date on or after the latter of:
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1) sixty (60) days employment in a bargaining unit position,
or

2) January 15%,
b. Upon Termination of Membership During the Membership Year

The Treasurer shall, upon notification from the Association that a
member has terminated membership, commence the deduction of
the fair share fee with respect to the former member (amount of fee
yet to be deducted shall be the annual fair share fee less the amount
previously paid through payroll deduction). The deduction of said
amount shall commence on the first date occurring on or after forty-
five (45) days from the termination of membership.

Transmittal of Deductions

The Board further agrees to accompany each transmittal with a list of names
of the bargaining unit members for whom all fair share fee deductions were
made, the period covered, and the amounts deducted for each.

Indemnification

The Association on behalf of itself and the OEA and NEA shall indemnify
and hold the Board harmless against any cost or liability that may arise out
of, or by reason of, any action taken by the Board for the purpose of
complying with the provisions of this Fair Share Fee provision. In the event
that the Board is held to be responsible for the repayment of monies paid to
the Association, the Association shall reimburse to the Board, or designated
employee, the amount of monies actually received by the Association from
the Board and/or designated employees involved.

Internal Rebate Procedure

The Association represents to the Board that an internal rebate procedure
has been established in accordance with Section 4117.09(C) of the Ohio
Revised Code, and that a procedure for challenging the amount of the
representation fee has been established and will be given to each member
of the bargaining unit who does not join the Association, and that such
procedure and notice shall be in compliance with all applicable state and
federal laws and the Constitutions of the United States and the State of Ohio.
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7. Exemption for Religious Beliefs/Political Beliefs

Any person who objects to paying the Fair Share Fee because of religious
and/or political beliefs may apply for either a rebate or an exemption as
provided for in the Ohio Collective Bargaining Law.

Notification of Intent to Retire

Retiring members, excluding members who have previously retired
through a state retirement system, who meet the STRS/SERS
requirements for retirement shall receive a lump sum payment of $1,000 if they
submit a letter of resignation for retirement purposes to the Superintendent and
Treasurer in writing by December 1. The retirement resignation will be effective
at the end of the current school year and shall specify the anticipated last date of
employment. The retiring member must also complete the current contract in order
to qualify for the payment. This may require possible adjustments for make-up of
calamity days. The retirement resignation shall become irrevocable upon
submission and shall be considered binding on the member and the Board of
Education.

If a retiring member submits the letter of resignation as specified above for
retirement purposes in their first year of retirement eligibility, in accordance with
STRS/SERS guidelines, the member shall receive an additional ten (10) days of
severance, paid in addition to Article VIIL K.

Resident Educator Program

1. Definitions

a. REP - stands for the Resident Educator Program as adopted by the
Ohio State Board of Education and the Ohio revised Code, or as
otherwise modified by the State Board of Education.

b. Resident Educator — For purposes of this policy, "Resident
Educator" means licensed teacher/instructors needing to pas
Resident Educator Program.

c. Lead Mentor — A bargaining unit member designated by the
Superintendent with input from the Association, who is responsible
for managing the District’s Resident Educator Program. The final
selection of the Lead Mentor rests with the Superintendent and/or
his designee. Must be Resident Educator Trained
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d. Mentor Teacher — A consulting teacher who will provide formative
assistance to a Resident Educator. Must be Resident Educator
Trained.

2. A mentoring program for all teachers needing to complete the Resident
Educator Program shall be jointly provided in accordance with the Ohio
Department of Education (ODE) Resident Educators Program Guidelines,
the Ashland County-West Holmes Joint Vocational School District Board
of Education and the Ashland Vocational Teachers Association (AVTA).
An Resident Educator shall be defined as:

a. An educator holding a 4-year Resident Educator License effective
July 1, 2010 or later that is employed full time (120 days) in his/her
area of licensure.

b. Any teacher who needs to pass the Resident Educator State
Assessment.
c. Failure to complete Resident Educator yearly requirements may

result in disciplinary actions including termination.

3. The Lead Mentor is a bargaining unit member designated by the
Superintendent with input from the Association, who is responsible for
managing the District’s Resident Educator Program. The final selection of
the Lead Mentor rests with the Superintendent and/or his designee. Must be
Resident Educator Trained. The lead Mentors stipend will be paid $1,300
each year. The Lead Mentor stipend will be based upon the following
requirements:

a. A mentor teacher who will ensure that the Resident Educator
Program requirements are met and who will facilitate the support
provided to the Resident Educators and mentors.

b. Conduct at least monthly meetings with mentors and resident
educators
4. The Mentor Teacher is a consulting teacher who will provide formative

assistance to a Resident Educator. Must be Resident Educator Trained. The
Mentor teacher stipend of $700.00 will be based upon the completion of the
following requirements:

a. A mentor teacher who will ensure that the Resident Educator

Program requirements are met and who will facilitate the support
provided to the Resident Educators
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b. Attendance at an orientation session with their assigned entry-year
teacher

c. Completion of the Mentor Log/time sheet by both the mentor and
Resident Educator teacher. Forms must be submitted to the lead
mentor by the end of the first (1) semester and May 1%,

d. Completion of two (2) formal observations.

e. All mentors should participate in Tri-County entry-year training
sessions. These hours count towards annual in-service
requirements.

f. All mentors must attend, at a minimum, one monthly meeting

directed by the lead mentor.

All bargaining unit members that have completed five (5) years of
successful full-time classroom experience in the AC-WH JVS District shall
be eligible to apply and fill a mentor-teacher position after completing
Resident Educator Training.

The selection of bargaining unit members who will act as mentor teachers
shall be considered based on those bargaining unit members who have
submitted letters of intent. Potential mentors must meet all selection
criteria:

a. Completion of Five (5) or more years of successful teaching at the
Ashland County-West Holmes Career Center

b. Completion of the Resident Educator Training

A letter of intent to serve, as a mentor, must be submitted to the mentorship
committee. The Superintendent or Superintendent’s designees shall make
the final selection from the list of those who have properly submitted an
intent letter.

Should a position remain unfilled after all intentions have been assigned,
the Superintendent or Superintendent’s designees shall meet with the
Association President, or the association’s President’s designee, to
determine the method of filling the vacant position.

The Board shall provide release time of two (2) days per year for Mentor

Teachers (and for the Lead Mentor) who are completing mentoring
observations including pre- and post-observation conferences. Two (2) half
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10.

(2) days of release time per year will also be provided to Resident
Educators to conference with their Mentor Teacher.

The Board shall provide an additional two (2) extended days per year for
the Lead Mentor and Mentors to meet and plan the Resident Educator
Program one (1) before start of school and one (1) at the end of school.

Six (6) weeks after the beginning of the school year, the Resident Educator
Teacher may request, in writing, to the mentorship committee the
reassignment of mentors. The mentorship committee will investigate the
situation and will reassign, if appropriate. In the case of reassignment of an
entry-year teacher from one mentor teacher to another for whatever reason,
the stipend will be prorated between the mentor teachers mentoring the
entry-year teacher. Mentors may also request reassignment to a different
Resident Educator Teacher six (6) weeks after the beginning of the school
year. The mentorship committee will investigate the situation and will
reassign the Resident Educator Teacher, if appropriate.

Resident Educator are required to:

a. Attend an orientation session on Resident Educator
b. Work collaboratively with the assigned mentor
c. Attend professional development meetings, designed to prepare

participants for Resident Educator Program, at the Tri-County
training sight.

d. Be observed by the mentor a minimum of once per semester.

e. Participate in the pre-observation and post-observation conferences
for each observation

f. Reflect on the descriptive feedback provided by the mentor from
each observation

g. Attend, at a minimum, one monthly meeting directed by the lead
mentor
h. Failure to complete Resident Educator yearly requirements may

result in disciplinary actions including termination.
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11. Joint Evaluation Procedure Review Committee

a. The Committee shall be comprised by an equal number of
Association and Board representatives not to exceed a total of three
(3) from each side.

b. The Committee will review procedures and evaluation forms and
recommend changes and/or revisions to the Administration as
required by law.

c. Members of the Committee shall be compensated with release time

or (after the workday) at the contractual hourly rate (teaching
conditions; Article IV, Section C 2 of the current AVTA contract).
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IV.

ARTICLE IV

TEACHING CONDITIONS

A.

Assignment and Transfer of Teachers

1.

Assignment

All members are subject to annual assignment by the Superintendent.
Recommendations from the Principal will be considered in making
assignments. All members shall receive, in writing prior to the end of their
last contractual work day each year, their tentative assignment for the
ensuing school year relative to subjects, period, grade level, and/or extra
duties. These assignments or extra duties could include but are not limited
to tutoring, commons duty, and/or additional classes. Voluntarily working
on High Schools that Work (HSTW) and/or Resident Educator License
could exempt a staff member from assignment or extra duty as listed above.
However, a member working in Year 1 and Year 3 of their Resident
Educator License will exempt them from morning duties.

No change of assignment will be made after the end of the contract year
except when an emergency situation arises and shall be in accordance with
transfer procedures.

Posting

All position openings for members, regardless of position or whether the
opening implies a promotion, shall be posted on the District’s website and
emailed to all employees. Such notices will be indelibly dated at the time
of posting.

Such notices shall clearly set forth the required certification for the position,
a description of the duties to be performed, salary, and procedures for
application.

If no applications are received within fourteen (14) calendar days of posting
the notice via email to all employees the position may be filled outside the
system.

A member hired to fill a position must possess the posted certification
requirements for the position. Any member having proper certification may
apply for the posted position and shall be granted an interview. When more
than one (1) current bargaining unit member applies, requirements as set
forth in O.R.C. (3311.79), seniority may not be the basis for teacher
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retention or other employment decisions, except when deciding between
teachers who have comparable evaluations.

Transfer Procedures

a. Voluntary Transfer - members may request a change of assignment.

1) Transfer requests may be initiated by members using the
following guidelines:

a) A transfer request shall be emailed to the
Superintendent by April 15" prior to the school year
in which the transfer would occur.

b) Transfers will be considered if an opening exists or
becomes available.

c) Members applying for a transfer will be interviewed
for the open position. Positions shall be filled in
accordance with the provisions of this article.

Involuntary Transfer - Every effort shall be made to avoid involuntary
transfers by fully utilizing the voluntary transfer procedure. If the
Superintendent directs an involuntary transfer in the department/division,
subject or grade level, notification thereof shall be given to the involved
teacher(s) by July 1% preceding the effective day of said involuntary
transfer. No member shall be involuntarily transferred without just cause.

When involuntary transfers are necessary due to a staffing need, a teacher's
area(s) of certification, his/her teaching experience, and length of
continuous service in the district will be used as the criteria in determining
if a member is to be transferred, (least service-first transferred).

Teachers being involuntarily transferred will be assigned only to a position
for which they are fully and properly certified. In discussing an involuntary
transfer, there will be a meeting (within five (5) days of a written request)
of the teacher(s) involved and the Superintendent or his/her designee to
explain the circumstances of the transfer. The involved teacher(s) may
request representation of his/her choosing for the meeting. The involved
teacher(s) shall be given the reasons for the transfer, in writing, prior to the
aforementioned meeting.
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Job Descriptions

Job descriptions shall be developed for the variety of positions included in the
professional staff and educational support staff, and shall become a part of the rules
and regulations of the District. The affected employee will be given a ten (10) day
notice of any changes in their job description.

Substitute Teachers

1. Casual Day-to-Day Substitutes

Certificated substitute teachers may be employed when it is necessary for
the regular teacher to be away from their duties.

2. Teacher Substitution
Teachers may be asked to substitute during the teacher’s school day. A
teacher who volunteers to substitute for another teacher will be paid twenty

dollars ($20.00) per class period.

Non-School Employment During the School Year

Teachers or other staff members may not be gainfully employed by other than the
Board of Education during the school year if such employment in any way
interferes with regular duties.

Class Size

The administration will follow State standards on the issue of class size.

School Calendar

1. The Association Calendar Committee shall develop proposals for the school
calendar and shall provide them to the Board by January 1% of each year.

2. The calendar that is adopted by the Board shall be in accordance with
requirements as set forth in O.R.C. (3313.48) and the following:

a. The JVS calendar needs to reflect senior students completing
required attendance prior to the earliest home school graduation.

b. The contract year for teacher shall be one hundred eighty-three (183)

days of which no more than one hundred eighty (180) days shall
include students in attendance.
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c. Include at least the following holiday periods:

1) Labor Day.

2) Thanksgiving Day and the following Friday.

3) December recess to include at least ten (10) consecutive days
which shall include for teachers December 24™ and January
1%,

4) Spring recess - At least nine (9) calendar days aligning with
the majority of our home school student population on break
unless agreed by the association to make-up hours.

5) Good Friday.

6) Memorial Day.

School Booth

Only staff members volunteering their time will be involved in supervising the
general school display booth at county and street fairs.

Student Handbook

Teaching staff will be given the opportunity to offer suggestions for revision and
additions to the student handbook. When committees are formed to work on
changes, teacher representation to the committee will be secured through the
Association President.

Work Day

Except for those teachers who are assigned to teach at satellite locations and whose
work day is separately established by the satellite school, teacher work day,
including teachers who agree to teach a class beginning earlier than the start of the
normal school day, shall not exceed seven (7) hours for any day that such teacher
is scheduled to work in accordance with part F above. Said work day shall include
no less than fifteen (15) consecutive minutes of non-student contact time within the
first thirty (30) minutes of the day. Teachers who agree to teach a class beginning
earlier than the normal school day will be exempt from the fifteen (15) minutes of
non-student contact time at the start of the day

All teachers shall be entitled to thirty (30) minutes for a duty-free lunch period, and
at least one (1) full class period of planning/preparation time which shall consist of
consecutive minutes. The number of minutes in a period may fluctuate due to the
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length of school day. The seven (7) hour teacher work day may be extended 1) by
one (1) hour on one (1) occasion per month for nine (9) hours for the purpose of
monthly in-service meetings; 2) for one (1) open house program per year; and 3)
for one (1) parent/new student orientation which will occur the evening of the first
contracted day. Teachers participating in the parent/new student orientation may
be excused from two (2) hours of in-service except for those in-services that are
mandated by State or Federal Law.

Teachers who agree to teach a class beginning earlier than the start of the normal
school day shall be released prior to the end of the normal school day by the number
of minutes that they teach prior to the start of the normal school day (flex-time).
All flex-time assignments shall be based upon seniority by area of certification each
school year.

Class Scheduling

Beginning no later than March of each year, each teacher shall receive, at least
monthly, reports on the progress that is/has been made regarding registration of
students for the ensuing school year. The administration will cooperate with and
encourage each member who, at his/her option, is interested in participating and
helping with the recruitment process. Teachers will make all reasonable effort in
helping with student recruitment and retention.

Miscellaneous Conditions of Employment of Teachers

The following conditions of employment shall be adhered to:
1. Parent conferences shall be scheduled by teachers or shall be scheduled only
with the agreement and consent at a time that is agreeable to both parent

and member.

2. Teachers shall not be required to make the State mandated telephone call to
the parent(s) of absent students.

Professional Work Center

The professional work center shall be maintained in the building and located in an
accessible area. A functional copy machine, a computer, work table and an
adequate supply of materials will be available for use.

In a private area of the building there shall be a telephone for members’ use.
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Academic Freedom

Each teacher has the right to perform his/her professional responsibilities in the
classroom in a way he/she believes will best encourage a broad and complete
understanding by students of educational subject matter. Such right shall be
exercised within the bounds of professional responsibility and the Board adopted
educational philosophy and curricula.

Maintenance of Standards

All conditions of employment, including but not limited to working hours, extra
compensation for duties outside regular working hours, relief periods, leaves, and
general personnel practices, shall be maintained at not less than the highest
minimum standards in effect at the time this Agreement is signed, provided that
such conditions shall be improved for the benefit of teachers as required by the
express provisions of this Agreement. This Agreement shall not be interpreted or
applied to deprive teachers of advantages heretofore enjoyed unless otherwise
expressly stated herein.

Extended Service/Professional Development

1. An extended service day is intended to be utilized for professional
development purposes or to extend service to non-scheduled school days.
Employees utilizing extended service days will be paid at their per diem
rate, based on the teacher's annual salary for regular teaching duties.
Payment for extended days shall be made following the use of the extended
service days and after submitting proper documentation verifying use of the

day.
2. Extended Service Day Bank
a. An Extended Service Days Bank will be made available for use by
all teachers. The Extended Service Days Bank shall be no less than
one hundred sixty (160) days.
b. Each year, to be eligible for a day of extended time for home visits,

a program instructor must make at least five (5) separate home visits
with students who have been formally accepted to attend the Career
Center. Instructors shall be eligible for one (1) Extended Service
Day for the first five (5) students enrolled in their program for the
following school year and then prorated 1/5 for each additional
student. Up to a total of one- half of the available days in the Bank
will be available for vocational program instructors for home visits
during the summer. Home visits must be made during the summer
prior to the start of the school year and documentation verifying each
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student visit must be provided. If the Extended Service Days
allocated for home visits are not used for home visits, they shall not
be used for other purposes. The remainder of extended days shall
be made available to all instructors who otherwise do not have
extended time for use as recommended by the committee and
approved by the Superintendent.

c. Each teacher who is interested in using an extended day during the
following school year shall make written application to the
Extended Service Days Committee by May 1% of each year. The
application shall specify the number of days being requested, the
purpose for the day(s) and, with the exception of home visits, the
proposed date or dates the day(s) will be utilized.

Abuse or Falsification

Abuse or falsification of extended service/time days including professional
development days may result in discipline including possible termination.

Committee

a. An Extended Service Days Committee composed of two (2)
teachers, selected by AVTA, and one (1) administrator, selected by
the Board, shall make recommendations to the Superintendent
concerning the use of extended service days in the Extended Service

Days Bank.
b. The Committee shall:
1) design and prepare guidelines for the use of these days,
2) develop criteria for the review of requests,
3) meet at mutually agreeable times during the workday,
4) establish the maximum number of days per employee,
5) recommend approval of days to the Superintendent one (1)

week prior to the regular May board meeting.
C. The granting of requested days from the Extended Service Days

Bank shall be approved by the Superintendent with consideration of
the guidelines and criteria developed by the Committee.
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d. In the event the requests for Bank days are less than the allocated
number, the remaining days shall not be carried over and added to
the next year's total.

e. Additional days over the one hundred sixty (160) bank may be
distributed upon request with the approval by the Superintendent.

Transportation of Students

1.

A member shall not be required to use a personal vehicle to transport
students for any school purpose.

In the event that a member uses a personal vehicle to transport a student for
approved school related activities, and with the permission of the Principal,
the Board shall provide non-ownership liability insurance to the member for
bodily injury and property damage coverage up to $1,000,000.00 combined
single limit per the District's property/vehicle insurance policy.

Per the insurance policy, this insurance does not apply to injury caused as a
result of intentional actions or liability assumed under any contract or
agreement.

A copy of the District's automobile insurance policy shall be maintained in
the Treasurer's Office.

Local Professional Development Committee

1.

Purpose

The LPDC shall be maintained with District-level scope to 1) oversee and
review professional development plans for course work, continuing
education units, and/or other equivalent activities, and 2) determine whether
the course work that certificated/licensed personnel proposes to complete
meets the requirements of the educator licensing rules.

Term of Office

The term of office for members serving on the committee shall be two (2)
school years (July 1° through June 30™).

Committee Composition and Selection

a. The committee shall be comprised of five (5) members as follows:
Three (3) teachers employed by the District.
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One (1) Administrator employed by the District.
The Superintendent or his/her designee.

Whenever an administrator's certificate/licensure renewal is being
discussed or voted upon, the Local Professional Development
Committee shall, at the request of one of its administrative members,
cause a majority of the committee to consist of administrative
members.

The three (3) teachers shall be selected by a majority vote of all
teachers in the District and the administrator shall be selected by the
Superintendent.

In the event of a vacancy, the committee member shall be filled by
majority vote of all teachers in the District, unless the vacancy
occurs during the last sixty (60) days of a term in which case it will
be filled by a teacher selected by the Association President. Any
teacher selected or appointed to fill such a vacancy prior to the end
of the expiration of a term for which the predecessor was elected
shall hold office as a member for the remainder of that term.

Chairperson

The Chairperson and other officers shall be elected by majority vote of the

LPDC.

Decision Making

Decisions shall be made by a majority vote of the committee members
present and voting.

Training

a.

The LPDC will study all the issues involved in licensure. Relevant
training is encouraged. In the event relevant training is offered by
the State Department of Education, the committee members shall be
given paid release time to attend such training if the training occurs
during the regular school day.

In the event specific funds for LPDCs are made available from the

State, the committee shall have the discretion as to how best to
utilize those funds.
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c. LPDC members shall be reimbursed for mileage, meals, lodging,
parking and registration at District-approved rates to attend relevant
training offered by the State Department of Education.

Meetings and Compensation

a. The initial meeting shall be called by the Superintendent or his/her
designee by September 10" each year. Additional meetings may be
scheduled as necessary and posted.

b. At the initial meeting, the LPDC shall review this Article and
prepare rules for conducting its meetings.

C. All meetings shall be held before or after regular school hours.

d. Committee members shall receive a five hundred dollar ($500.00)
stipend for serving on the Committee. Said stipend shall be paid at
the last pay of June.

Appeals Process

a. Level One

1)

2)

3)

Any teacher wishing to appeal the decision of the LPDC may
petition the Appeals Committee in writing for review within
seven (7) days of the LPDC's decision.

The Appeals Committee shall render its decision within
fourteen (14) days of receipt of the appeal.

The Appeals Committee shall be comprised of the AVTA
President, a teacher from the same discipline, and the
Superintendent's designee.

b. Level Two

1))

Any teacher wishing to appeal the decision of the Appeals
Committee may petition the Board of Education Appeals
Committee by filing a written appeal with the Treasurer for
review within seven (7) days of the Appeals Committee
decision. The Board of Education Committee shall consist
of three (3) members of the Board of Education appointed
by the Board.
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10.

11.

2) Upon receipt of an appeal from the Appeals Committee the
Board of Education Committee shall render its decision
within fourteen (14) days of receipt of the appeal.

3) The Board of Education's decision shall be final.

The LPDC shall keep and retain records of its meetings, decisions, and
recommendations.

The LPDC shall not have authority to revise, change, delete, or modify any
article/provision of this Collective Bargaining Agreement, except as is
provided for by Ohio Revised Code 4117.10(C) or as provided by a term(s)
of this Agreement.

In the event of legislative action by the Ohio General Assembly that impacts
in any way on this topic matter, the parties to the Master Agreement agree
to reconvene bargaining to make the appropriate adjustments.

Labor Management Committee (LMC)

1.

The Administration and the Association agree to establish a Labor
Management Committee (LMC) that shall meet by the end of September of
each year to discuss and determine agenda items, including training.

The LMC shall consist of no more than four (4) representatives from the
Administration and the Association, which must also include a minimum of
one (1) educational support person. The parties may mutually agree that
additional persons may attend a specified session.

The LMC's main functions shall be: to communicate on all matters of
mutual concern, to keep one another informed of changes and developments
caused by conditions other than those covered by this contract, to maintain
efficiency, and to resolve potential problems. It is recognized that all
concerns should first be addressed at the lowest possible Administrative
level and through the Association.

LMC meetings are intended to be informal. In an effort to maintain an
atmosphere of free exchange of ideas and concerns, formal minutes shall
not be kept; however, any agreements and/or recommendations reached
shall be reduced to writing. Each month, the Administration will provide a
written response to issues raised by the Association the preceding month,
and the Association will provide a written response to issues raised by the
Administration the preceding month.
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5.

There shall be a regularly scheduled monthly meeting of the LMC. Either
party may request that the LMC meet to discuss matters of concern.
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ARTICLE V

EDUCATIONAL SUPPORT PERSONNEL CONDITIONS

The normal workday shall be a maximum of eight (8) hours which shall include a minimum
one-half (%) hour duty-free lunch period. The normal work week shall be a regularly
scheduled five (5) day period.

A.

Overtime Payment

An Educational Support Person who is scheduled by their supervisor(s) to work
beyond the scheduled workday shall be granted compensatory time off or paid
overtime in accordance with the following:

1.

Work in excess of forty (40) hours in a normal work week, as defined above,
shall be paid at one and one-half (1'2) times the employee’s hourly rate.
The forty-hour total does not include vacation, sick leave, personal leave,
holiday, or paid non-work day hours.

Compensatory time off is granted by the educational support person’s
immediate supervisor on a time and one-half basis at a time mutually
convenient to the employee and the supervisor within one hundred eighty
days after the overtime is worked.

Paid Holidays for Educational Support Personnel

1.

All regular educational support personnel employed on a 260 day contract
are entitled to the following holidays for which they shall be paid their
regular rate of pay, provided each such employee accrued earnings on his
next preceding and his next following scheduled work days before and after
such holiday or was properly excused from attendance at work on either or
both of these days:

New Year’s day

Martin Luther King day
Memorial day
Independence day
Labor day
Thanksgiving day
Christmas Eve
Christmas day

All regular full-time educational support personnel employed on a 188, 190,
or 200-day contract are entitled to the following holidays for which they
shall be paid their regular rate of pay provided each such employee accrued
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earnings on his next preceding and his next following scheduled work days
before and after such holiday or was properly excused from attendance at
work on either or both of these days:

New Year’s day

Martin Luther King day
Memorial day

Labor day
Thanksgiving day
Christmas day

All regular full-time educational support personnel employed less than nine
months shall be entitled to a minimum of those holidays enumerated above
which fall during the employee’s time of employment.

Vacation for Educational Support Personnel

1.

Each full-time educational support personnel after service of one (1) year
with the Board shall be entitled, during each year thereafter, while
continuing in the employ of the Board, to vacation leave with full pay for a
minimum of two (2) calendar weeks, excluding legal holidays.

Full-time educational support personnel with less than one (1) year of
service shall be allowed, while continuing in the employ of the Board, to
take vacation time in their first year as long as they have enough vacation
time accrued to meet the request.

Full-time educational support personnel continuing in the employ of the
Board for eight (8) or more years of completed service shall be entitled to
vacation leave with pay for a minimum of three (3) calendar weeks,
excluding legal holidays.

Full-time educational support personnel continuing in the employ of the
Board after fifteen (15) years of service, shall be entitled to an additional
vacation day for each additional year of service each year until they get to
twenty (20) years of service. Twenty (20) days is the maximum vacation
for full-time classified staff.

Upon separation from employment a full-time educational support
personnel shall be entitled to compensation at their current rate of pay for
all lawfully accrued and unused vacation leave to his credit at the time of
separation, not to exceed the vacation leave accrued to his credit for the two
(2) years immediately preceding his separation and the prorated portion of
his earned but unused vacation leave for the current year.
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6. In the case of the death of a full-time educational support personnel, such
accrued and unused vacation leave and prorated portion for the current year
shall be paid in accordance with section 2113.04 of the Revised Code, to
his estate.

7. For purposes of this section, a full-time educational support person is a
person who is in the service for not less than eleven (11) months in each
calendar year.

8. Eligible educational support personnel shall arrange approval for vacations
through their immediate supervisor. Requests for vacation shall be
submitted to the employee's immediate supervisor at least fifteen (15) days
prior to the vacation. However, prior notice may be waived by the
immediate supervisor. The immediate supervisor may deny requests which
specify time off during the peak work period for that department or conflict
with previously scheduled vacation requests. In such cases, the employee
will be asked to arrange vacation at some other time during the year.

0. If an educational support person takes a vacation during a period when a
holiday identified in this Agreement falls on a scheduled work day, that
holiday is not chargeable against the employee's vacation days. Five (5)
work days constitute one (1) weeks’ vacation.

D. Hiring, Vacancies and Transfers of Educational Support Personnel
1. Hiring
a. All hiring of educational support personnel for the District shall be

by the Board upon the recommendation of the Superintendent.

b. Current educational support personnel interested in new or vacant
positions may request consideration for such positions in writing to
the Superintendent within fourteen (14) days of the posting date.

2. Vacancies

a. A vacant position exists when the Board determines it is necessary
to fill a position. A vacancy may occur for any of the following
reasons:
. An employee's leaving employment as a result of a

termination, resignation, retirement, or death.

. An employee's transfer to another position.
. The creation of a new bargaining unit position.
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All vacancies and newly created positions within the classification
of the bargaining unit shall be posted for fourteen (14) days prior to
filling the position. Said postings will be in the form of "Notices of
Vacancy" and be posted on the District’s website and emailed to all
employees.

Notices of vacancy will set forth the classification, performance
expectations, qualifications, conditions of employment, location,
last day to apply and procedure for making application for the new
or vacant position.

Transfers

A transfer shall be defined as a change in position within a specific
classification or a change from one classification to another.

A voluntary transfer shall be defined as an employee initiated
request to transfer. Employees shall have seven (7) days after the
posting date of a vacancy to request a voluntary transfer by
submitting an application for the new or vacant position.

An involuntary transfer shall be defined as a Board initiated transfer.
There will be a meeting of the employee involved and the
Superintendent or his/her designee to explain the circumstances of
the transfer prior to the transfer occurring.

71



ARTICLE VI

VI. LEAVE PROVISION

A.

Sick Leave Policy

A bargaining unit member may be absent from duty for short periods of illness
without requesting leaves of absence. The employee must notify the Principal of
the absence so that substitute service can be properly arranged.

Sick Leave

1.

Each member will receive fifteen (15) days sick leave per year at the rate of
one and one-fourth (1%4) days for each month of service under contract,
twelve (12) months per year. Members who work less than full-time will
receive full sick leave credit at the proportional rate of their employment.

New members and returning members who have exhausted their
accumulated sick leave days shall be advanced (as needed) up to fifteen (15)
days of sick leave. Said advancement will be repaid at the rate of one and
one-fourth (1%) days per month until the advancement has been fully
reimbursed. Should a member leave the employment of the Board prior to
repaying the advancement, a per diem amount will be deducted from the
final pay of said member for the number of days owed.

The Board will continue to pay the premiums for all insurance benefits
called for by this Agreement for any member who has exhausted his/her
sick leave accumulation and advance as agreed to in this section and who
remains under active contract status with the Board.

The cumulative number of days of sick leave a member may accrue shall be
two hundred eighty (280) days.

Member(s) transferring to the employment of the Board from other public
school(s) or public employment in Ohio shall be permitted to transfer
accrued sick leave up to two hundred eighty (280) days.

Members may use sick leave, upon approval of the administration for
absence due to illness, pregnancy, injury, exposure to contagious disease
which could be communicated to other employees, and for illness, injury,
or death in the member’s immediate family.

Regarding illness or injury, the member's immediate family shall include:
spouse, children (including step), parents (including step), siblings
(including step), in-laws (including step), legal guardians and foster
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children. Regarding death, the member’s immediate family shall include:
spouse, children (including step), parents (including step), siblings
(including step), in-laws (including step), aunts, uncles, nieces, nephews,
grandparents, grandchildren regardless of residence, legal guardians and
foster children.

The Board may require a member to furnish a written, signed statement to
justify the use of sick leave.

If medical attention is required, the statement shall list the name and address
of the attending physician and the dates when he/she was consulted.
Nothing in this section shall be construed to waive the physician-patient
privilege provided by Section 2317.02 of the Ohio Revised Code.

A maximum of three (3) unused personal leave days may, at the option of
the member, be used as sick leave days by informing the Superintendent’s
Office by written request, of the desire of the member to do so. The three
(3) days are all unrestricted except before and after holidays and should
remain as such. All other provisions of personal leave will remain as the
same.

C. Sick Leave Transfer Program

1.

The Sick Leave Transfer Program is designed to assist members who
experience a serious accident or major illness for which they do not have
adequate sick leave as provided under Article VI, Section B. A committee
shall be set up of two (2) Board representatives designated by the
Superintendent and two (2) Association representatives designated by the
Association President in order to set up a procedure for the operation of this
donation.

To be eligible a member must have used all available sick leave. The
amount of sick leave awarded per person per year under this program shall
not exceed thirty (30) days or the number of days remaining in that current
school year, whichever is less.

Emergency sick leave shall be approved for all members who have:

a. exhausted all available sick leave;
b. submitted an application to the Treasurer’s Office; (Appendix P)
c. presented a physician’s certificate indicating a single illness or

injury due to an accident of the member or the member’s immediate
family will last, or exceed 20 consecutive days, that the member is
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unable to perform all contractual duties (a second opinion may be
required), and if possible specify the period of time that will be
necessary for recovery. Regarding the Sick Leave Transfer
Program, the member’s immediate family shall be defined as
spouse, children, stepchildren and/or foster children.

4. The sick leave transfer pool is formed from the contribution of up to five
(5) day(s) per year of accumulated sick leave from each member who
wishes to voluntarily participate. The pool will not exceed one-hundred
(100) days at any one time. Unused days in the sick leave pool shall be
carried over to the next school year. Once a day has been transferred to the
pool, it cannot be withdrawn. (Appendix O)

5. Members are not eligible to be granted sick leave transfer days if:
a. it is routine maternity;
b. the specific injury or illness is not 20 consecutive days or more;

c. they are approved for STRS/SERS disability.

Personal Leave

Verbal requests for personal leave, if presented to the Superintendent in the case of
an emergency which prohibits the request to be submitted through kiosk, shall be
granted. Verbal requests for personal leave shall be submitted through kiosk
immediately upon return from the absence.

Three (3) days of personal leave shall be unrestrictive as to reason except as
specified below. The number of educational support personnel on personal leave

at the same time shall be limited to two (2) in the same classification.

Other absences without pay not covered by these rules and regulations may be
authorized by the Superintendent.

Absences not acceptable for paid leave will include:

1. Leave the day before or after a holiday or during examination time.

2. Leave during the last fifteen (15) school days of the school year unless such
leave is requested and approved for one of the following reasons and is

supported by appropriate written documentation:

a. Medical
b. Legal
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E.

Religious

Graduation

Honors convocation

Real estate transaction

Moving

Death of a close friend

Participation in a wedding
Educational requirements

Necessary personal or family business
Emergency

—RTI R O a0

Perfect Attendance Incentive

1.

In each school year, and upon submission of a written request by the
member to the Treasurer no later than June 30™ of each year, the Board will
pay $95.00 for each unused personal leave day

Unused Sick Leave

a. In each school year that a member does not use any sick days, the
member will receive Two Hundred and FEight Five Dollars
($285.00).

b. If only one (1) sick day is used in the school year, then the member

shall receive One Hundred and Ninety Dollars ($190.00).

c. If only two (2) sick days are used in the school year, then the
member shall receive Ninety-Five Dollars ($95.00).

Payments made under this provision shall be included in the second (2"%)
pay in July of each school year, and shall be made upon the member’s
submission of a written request to the Treasurer no later than June 30" of
each year.

Educational Support Personnel who are employed on twelve-month
contracts shall be eligible for the above bonus plus an additional bonus of
$100 if, in addition to perfect attendance during the school year, no personal
days or sick leave days are used during the summer (regular scheduled work
days after the last and before the first student day). Payment of this
additional bonus shall be included in the second (2"%) pay in September.

Professional Leave, Jury Duty and Vacation Leave shall be treated the same
as a “regular day worked” for the Perfect Attendance Incentive only.
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Absence on School Business

Permission may be granted, by the Superintendent, to personnel to visit other
schools or attend to school.

Leave of Absence

1.

Upon written request, a member shall be granted a leave of absence without
pay for illness or other disability and may be granted such leave for
educational, professional, or other purposes. Such leave shall be a
maximum of one (1) year. Upon subsequent request, such leave may be
renewed. At least forty-five (45) days prior to the expiration of the leave
the Superintendent may request the member to indicate their intent by
written notification.

A written letter of application must be made to the Superintendent at least
forty-five (45) days prior to the effective date of the leave. This requirement
will be waived in cases of emergency.

Members of the bargaining unit who take any leave under this section shall
be eligible to continue in Board-provided insurance plans up to a period of
twelve (12) months by paying the regular premiums to the Treasurer prior
to the due date.

At the expiration of the approved leave, the member shall resume the
contract status which he/she held prior to such leave. The returning staff
member shall be granted his/her position held prior to the leave, if the
approved leave did not exceed one (1) year and the position is still in
existence. If the said position has been abolished, the returning staff
member shall be appointed to an equivalent certificated position for which
he/she is certified to teach, or in the event of a bargaining unit educational
support staff personnel, an equivalent position for which he/she is qualified.
This shall be done in accordance with seniority.

Unrequested leaves of absence for reasons of illness or other disability may
be granted and shall be in accordance with Ohio Revised Code 3319.13,
3319.16, and 3319.161.

Sick leave shall not accrue during times of unpaid leave status.
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H.

Maternity/Paternity Leave

1.

Leave Privileges

In addition to the provisions of sick leave provided in Section A, a member
who is pregnant or adopts a child shall, upon request, be granted a leave of
absence without pay for maternity/paternity reasons. Such leave shall begin
at a time between the onset of pregnancy and the delivery of the child, or if
adoption, receipt of custody, and to continue up to one (1) year after the
child is born or custody is received. This leave period may be renewed upon
application for extension.

If the member so elects, a maternity/paternity leave may begin when the
sick leave expires or is terminated, if applicable.

Application for Maternity/Paternity Leave

Applications for maternity/paternity leave shall state in writing:

a. Expected date of birth or custody

b. Date requested leave is to commence

c. Date member expects to return to service
d. Name of physician or adoption official

Time Period for Filing Application

Application for maternity/paternity leave should be made forty-five (45)
days, if possible, but not less than thirty (30) days, prior to the requested
beginning of maternity/paternity leave or extension of same. The
application time period will be waived for adoption and other emergency
situations.

At least forty-five (45) days prior to the expiration of leave, written
notification of the intentions of the member on leave could be requested by
the Superintendent.

Benefits While on Leave

Sick leave shall accrue during maternity/paternity leave if using sick leave.
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Members on maternity/paternity leave may continue to participate in
employee Board-paid group benefits provided they furnish the Treasurer
with the necessary premium payments in advance of when they are due.

Reinstatement

Upon return from approved maternity/paternity leave, at the time specified
in the application, the member shall be entitled to reinstatement to the same
position which he/she held prior to the leave if the leave did not extend
beyond one (1) consecutive school year and the position is still in existence.
If the said position has been abolished, the returning teacher shall be
appointed to an equivalent certificated position for which he/she is certified
to teach or, in the event of educational support staff personnel, an equivalent
position for which he/she is qualified. This shall be done in accordance
with seniority.
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VIL

ARTICLE VII

PROFESSIONAL GROWTH

A.

Professional Growth

The Board recognizes that the impact members have on students can be greatly
increased through member growth opportunities outside the classroom.

The Superintendent shall offer the staff opportunities in areas such as the following:

1. Released time and leaves of absence for travel and study.
2. Visits to other classrooms and schools.

3. Participation in professional conferences.

4. Training in classes and workshops.

5. Further training in colleges and universities.

The administrative staff will be responsible for rules and regulations concerning the
above.

Attendance at Professional Meetings

The Superintendent may recommend employees to attend professional meetings
which, in his judgment, will prove beneficial.

In-Service

The membership will be given the opportunity to offer suggestions to the
administration for programs for in-service days which are a part of the regular
school calendar or other non-scheduled in-service days. When committees are
formed to work on in-service programs, member representation to the committee(s)
will be secured through the Association President.

CDL Bus Endorsements / Commercial Pesticide License

CDL bus endorsement training and commercial pesticide license training will be
supported by the district at 100% of the cost for members who receive prior
approval by the Superintendent, based upon need. Recertification costs will also
be reimbursed at 100% upon completion.
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Tuition Reimbursement For Teachers

1. The Board shall appropriate $15,000 per year for the purpose of tuition
reimbursement.
2. These funds will be distributed to teachers and to teachers on a temporary

license taking courses from an accredited institution in the area of the
teacher’s certification(s) or related area, or for advanced educational
degrees or certificates or for Resident Educator courses. In order to receive
tuition reimbursement, a grade of “B” or higher must be received, or if no
grades are offered, a designation of satisfactory must be received.

3. The monies will be divided among teachers who successfully complete
courses at accredited colleges and universities based on a semester credit
hour prorated amount (1'% quarter hours = 1 semester hour) during the time
period August 1 - July 31% of each year. A teacher who earns college credit
shall be reimbursed to a maximum of one hundred seventy-five dollars
($175.00) per semester hour (tuition only) or a maximum of eighty-three
($83.00) per quarter hour (tuition only). A maximum of twelve (12)
semester hours or eighteen (18) quarter hours will be reimbursed per
teacher. Hours reimbursed must reflect an out-of-pocket expense to the
teacher. An “Application for Reimbursement for College Credit” must be
submitted and approved by the LPDC.

4. In order to receive reimbursement teachers shall submit a grade transcript
or documentation indicating successful completion and written receipts for
appropriate expenditures to the Treasurer by October 1%

5. Teachers will receive no more than costs of such courses taken during the
aforementioned time period which shall include costs for tuition required.
If there is no tuition charge, costs for fees, required books and/or materials
will be prorated on a ratio of $250 per semester hour.

6. Teachers will be reimbursed for their classes on or before October 31% of
each school year.

7. A report of the usage of tuition reimbursement shall be given to the AVTA
President by December 1* of each year.

80



VIIL

ARTICLE VIII

SALARY AND FRINGE BENEFITS

A.

B.

Teacher Salary Schedule

1.

The Board respects the concept of a single salary schedule, whereby equal
training and experience regardless of area or subject taught, or sex of the
teacher.

The salary schedule is wunderstood to represent the appropriate
compensation that each member of the bargaining unit shall be entitled to
for performing responsibilities that are within the scope of that unit
definition. Placement on the schedule shall be in accordance with the Ohio
Revised Code. Said members shall not be required to perform such services
for more than one hundred eighty-three (183) days in any school year and
such days shall be in accordance with the Board adopted school calendar.
Each work day shall not exceed seven hours. Should a member be required
and agree to work more than seven (7) hours in any day and/or, one hundred
eighty-three (183) days in any year and such work is not included in the
supplemental pay schedule, said member will be paid additional
compensation in the amount of the member’s regular salary per day rate
(salary/183) divided by seven (7 hours per day) times the additional hours
worked.

Teacher Salary

The BA Base salary will be as follows:

1.

Effective August 1, 2017 — July 31, 2018, the base salary shall be thirty-
four thousand, nine hundred and sixty-one dollars ($34,961).

Effective August 1, 2018 —July 31, 2019, the base salary shall be thirty-five
thousand, six hundred and twenty-nine dollars ($35,629).

Effective August 1, 2019— July 31, 2020, the base salary shall be thirty-six
thousand and seventy-four dollars ($36,074).

The Base salary (Category I - Step 0) shall be applied to the index agreed
upon in Appendix Q.

Salary Index - See Appendix Q.

Salary Schedule — 2017 - 2018 See Appendices R, S and T.
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7. Salary Schedule — 2018 - 2019 See Appendix S.
8. Salary Schedule 2019 — 2020 See Appendix T.

Payment of Salary - Teachers

The first installment of each teacher’s salary shall begin with the first payroll in
September of each school year.

However, any newly hired teacher, in their first contract year only, shall be given
the option to have their annual salary paid in twenty-five (25) installments. Should
the newly hired teacher select this option in their first year, it is understood that
their first installment of salary would begin with the last pay in August of that year.
It is further understood, in the second contract year and thereafter of any newly
hired teacher that selected this option, the annual salary shall be paid in twenty-four
(24) installments with the first installment to begin in September of that school year.

Index Attached

Index for 2018-2020 is in Appendix Q. This index will remain in effect the length
of the contract.

Supplemental Salaries

1. Any teacher performing at least four (4) activities listed in the supplemental
pay schedule will be compensated according to the Supplemental Salary
Schedule. Contract(s) shall be approved within sixty (60) days of the
beginning of the school year of the effective date of the contract (i.e., in
October 2017 for the 2017-2018 school year).

2. Individual members will be compensated based on completion of
organizational activities. Movement upon the Schedule Steps below will be
based upon individual members completing at least four activities of those
listed or equivalent activity.

3. Between negotiation times, additional activities and their supplemental
salary may be added to this schedule by mutual consent of the Association
and the Board.

4. Teachers shall not be required to accept a supplemental responsibility(ies)

and the execution of an appropriate contract.

5. Period of assignment of additional duty shall appear on the supplemental
contract as well as the compensation and payment plan.
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6. Supplemental Salary Schedule (Index number to be applied to the BA - Step

0 amount).
SUPPLEMENTAL ORGANIZATION
STEP 1 STEP 2 STEP 3
#NUMBER OF ACTIVITIES

ORGANIZATION 4-7 8-11 12 or more
Family Career & Community Leaders 015 .025 .030
Of America
Skills USA* 015 .025 .030
Health Occupation Students of America 015 .025 .030
(HOSA)
FFA 015 .025 .030
Student Leadership (Interact) Advisor 015 .025 .030

PROJECT COORDINATOR SUPPLEMENTALS

Yearbook Coordinator $400.00

*The number of General Skills USA Lead Advisors is limited to no more than
three (3) bargaining unit members.

Summer Camp Certified Instructor $1,000
7. Appendix BB contains a compilation of activities from the various Career
Technical Student Organizations. The member should submit

documentation of activities to his/her Supervisor for qualification of
advancement on the step index. The Documentation Guidelines are found
in Appendix CC. Format for meeting minutes are found in Appendix DD.

Educational Support Personnel Salary Schedules

1. The hourly rate schedule and index for educational support personnel from
August 1, 2017 through July 31, 2020 shall be found in Appendix V thru
Appendix Z.
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Payment of Salary - Educational Support Personnel

The annual salary of educational support personnel shall be paid in twenty-four (24)
installments.

Any newly hired educational support personnel, in their first contracted year only,
shall be given the option to have their annual salary paid in twenty-five (25)
installments. Should the newly hired educational support personnel select this
option in their first year, it is understood that in the second contract year and
thereafter, the annual salary shall be paid in twenty-four (24) installments starting
in August and each year thereafter.

Insurance Program

1.

The Board shall provide medical, prescription drug, dental, and vision
benefits through a carrier licensed by the State of Ohio for each member
and their dependents that enroll. Should the Board select a different benefit
provider, coverage must meet or exceed the specifications outlined in the
Schedule of Comprehensive Major Medical Expense Benefits attached as
an appendix to this contract (Appendix AA). The summary plan document
and contract of the plan is incorporated herein by reference.

a. The Board shall maintain the current insurance plan for all
bargaining unit members that are employed by the District as of June
30, 2018.

b. For new employees hired after June 30, 2018, bargaining unit
members shall have two (2) insurance plans to choose from as
follows:

1. $1,500 Alternative Plan

il. $3,000 H.S.A. Plan

For the 2017-2018 school year, the Board shall pay ninety percent (90%) of
all individual, individual plus one or family benefit premium and the
Employee shall pay ten percent (10%).

For the 2018-2019 and 2019-2020 school years, the Board shall pay eighty-
eight percent (88%) of all individual, individual plus one or family benefit
premium and the Employee shall pay twelve percent (12%).

For the 2018-2019 and 2019-2020 school years, employees shall have the
Wellness Incentive Options that are set forth in Appendix HH which will
allow them to decrease their contributions to a maximum of ten percent
(10%) by earning any combination of the wellness credits (for the $250
Deductible Plan and/or $1,500 Deductible Plan).
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The Board shall implement a Section 125 Premium Only plan.

Underwriting Guidelines

a. Eligibility Window

The enrollment provisions of each member’s plan of benefits must
limit enrollment to occur within 31 days of the initial eligibility date.

In case of birth or adoption, enrollment must occur within 90 days
of the initial eligibility date.

b. Late Entrants

If an Employee or dependent fails to enroll within thirty-one (31)
days of becoming eligible, he will not be eligible for coverage unless
he is a special enrollee under HIPAA requirements, or unless it is
during the open enrollment period. In the event that an Eligible
Employee or Eligible Dependent does not enroll within 31 days of
the date of eligibility, he may complete enrollment during the annual
open enrollment period (which is the month of May of any year) and
coverage will be effective on the next following July 1%

A person is eligible to enroll in the Plan if (1) the employee’s or
dependent’s Medicaid or CHIP coverage is terminated as a result of
loss of eligibility and the employee requests coverage under the plan
within 60 days after the termination, or (2) the employee or
dependent become eligible for a premium assistance subsidy under
Medicaid or CHIP, and the employee requests coverage under the
plan within 60 days. Such coverage will be effective on the day
following the date coverage is lost under Medicaid or CHIP.

C. Change in Family Status

Changes in family status for which a benefit election change may be
permitted include the marriage or divorce of the Eligible Employee;
the death of an Eligible Employee’s spouse or an Eligible
Dependent; the birth or adoption of a child of the Eligible Employee;
the termination of employment (or the commencement of
employment) of the Eligible Employee’s spouse; the switching from
part-time to full-time employment status or from full-time to part-
time status by the Eligible Employee or the Eligible Employee’s
spouse; or the taking of an unpaid leave of absence by the Eligible
Employee or Eligible Employee’s spouse. Election changes are also
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permitted where there has been a significant change in the health
coverage of the Eligible Employee, spouse, or ex-spouse attributable
to the spouse’s or ex-spouse’s employment. Benefit election
changes are consistent with family status changes only if the election
changes are necessary or appropriate as a result of the family status
change.

Plan Maximums

See Schedule of Comprehensive Benefits —Appendix AA.

Participation Requirements

Employees working fewer than 30 hours per week shall not be
eligible for coverage under the plan of benefits.

Term Life Insurance

The Board shall provide each member with a term life insurance policy
providing for 1) a death benefit of fifty thousand dollars ($50,000.00) and
2) an additional benefit of fifty thousand dollars ($50,000.00) based upon
accidental death and dismemberment coverage. Such insurance shall be
purchased through a carrier licensed by the State of Ohio and shall be at no
cost to the member

General Provisions (Copies may be provided electronically through the

Board website.)

a.

Copies of Benefit Contract

The Board shall provide the Association President with one (1) copy
of each signed contract entered into between the Board and
Insurance Company(ies) which provides the benefits(s) specified in
this Agreement. Copies of existing contract(s) shall be provided to
the Association within twenty-four (24) hours of ratification of this
Agreement by both parties. Copies of contracts subsequently
entered into by the Board shall be provided to the Association within
one (1) week after they are received by the Board.

Copies of Benefit Descriptions

Within thirty (30) days of the effective date of this Agreement, the
Board shall provide each member with a written description,
prepared by the carrier, of each insurance plan provided by this
Agreement.
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C. Benefit Description for New Members

A member employed after the effective date of this Agreement shall
be provided, at the time of employment, with a written description
prepared by the carrier, of each insurance plan that provides benefits
specified by this Agreement.

d. Copies of Improvements in Existing Benefits

Within thirty (30) days of the effective date of any improvement(s)
in an insurance plan provided by this Agreement, each member shall
receive a written description prepared by the carrier, of the improved
plan.

Mileage

Mileage will be paid at the maximum allowed by the Internal Revenue Service, in
performance of authorized Board business.

Overnight Assignments

When a member has been assigned by the administration as a part of their regular
teaching duties to take part in an overnight trip as required by the Vocational
Student Organization activities, that member shall receive one hundred dollars
($100) per night in addition to the member’s regular salary. The necessity for the
overnight assignment shall be determined and preapproved by the secondary
principal.

Severance Pay

All members employed by the Board who retire from regular employment shall
receive one (1) severance payment which shall be considered a retirement stipend
and shall be limited to fifty percent (50%) of the members total accumulated sick
leave balance at the time of retirement, to a maximum of sixty-five (65) days.
However, a member may be eligible for additional days in accordance with Article
III. S. The payment shall be calculated based upon the member’s daily rate of pay
during his/her final year of teaching for teachers, or final year of work for
educational support personnel, conditioned upon the member actually making
application and accepting retirement from the State Teachers Retirement System or
the School Employees Retirement System, and receiving benefits therefrom, and
further conditioned upon the fact that the member accepts this stipend in lieu of all
accumulated sick leave benefits of record. Payment will be made within (30) days
of submission of a STRS/SERS Retirement Acceptance Letter and/or a copy of a
retirement check or direct deposit receipt from the retiree.
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L. Payroll Deductions

Payroll deductions available for those who wish to enroll in tax sheltered annuities

(TSAs).

M. STRS/SERS Pick-up

The Board agrees to the “Pick-Up” system (non-pay 10.0% SERS, non-pay 14%
STRS) of contributions to the State Teachers Retirement System or the School
Employees Retirement System, whichever is applicable.

1. The Board shall compute and remit all applicable contributions to
STRS/SERS based upon annual salary and/or earned compensation which
includes the amount of the “pick-up” computed herein.

2. For IRS purposes only, annual compensation listed on the W-2 form shall
be the bargaining unit member’s annual compensation reduced by 10.0 %
and 14% respectively.

N. Teacher Salary Schedule Placement Related to Training

Placement on the salary schedule for training will be as follows:

1.

B.A. Column

Meeting minimum requirements of State Department of
Education for a temporary, provisional or alternative resident
educator vocational certificate/license; or a B.A. degree with a
temporary, provisional or resident educator vocational
certificate/license; or a B.A. degree with resident educator
license.

2.

135 Hrs. (B.A. +10)

No college degree with a professional vocational
certificate/license and completion of at least ten (10) semester
hours of additional training from an accredited college,
university, or other related vocational course work taken at
other than a college or university after initial placement on the
B.A. column; or B.A. degree with at least 135 college level
semester credits from an accredited college or university after
initial placement on the B.A. column.

3.

150 Hrs. (B.A. +25)

No college degree with a professional vocational
certificate/license and completion of at least twenty-five (25)
semester hours from an accredited college, university, or other
related vocational course work taken at other than a college or
university after initial placement on the B.A. column; or B.A.
degree with at least 150 college level semester credits from an
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accredited college or university after initial placement on the
B.A. column.

4. 175 Hrs. (B.A. + 50)

No college degree with a professional vocational
certificate/license and completion of at least fifty (50) semester
hours from an accredited college, university, or other related
vocational course work taken at other than a college or
university after initial placement on the B.A. column; or B.A.
degree with at least 175 college level semester credits from an
accredited college or university after initial placement on the
B.A. column.

5. M.A. Column

M.A. degree; or B.A. degree (if earned after obtaining a
professional vocational license).

6. M.A.+ 10 Column

M.A. degree with at least ten (10) semester hours of additional
training from an accredited college or university after
placement on the M.A. column has been achieved; or B.A.
degree (if earned after obtaining a professional vocational
license) with at least ten (10) semester hours of additional
training from an accredited college, university, or other
approved vocational related courses taken at other than a
college or university after placement on the M.A. column has
been achieved.

7. M.A.+ 20 Column

M.A. degree with at least twenty (20) semester hours of
additional training from an accredited college or university
after placement on the M. A. column has been achieved; or B.A.
degree (if earned after obtaining a professional vocational
license) with at least twenty (20) semester hours of additional
training from an accredited college, university, or other
approved vocational related courses taken at other than a
college or university after placement on the M.A. column has
been achieved.

&, M.A. +30 Column

M.A. degree with at least thirty (30) semester hours of
additional training from an accredited college or university
after placement on the M. A. column has been achieved; or B.A.
degree (if earned after obtaining a professional vocational
license) with at least thirty (30) semester hours of additional
training from an accredited college, university, or other
approved vocational related courses taken at other than a
college or university after placement on the M.A. column has
been achieved.

9. M.A. +40 Column

M.A. degree with at least forty (40) semester hours of
additional training from an accredited college or university
after placement on the M. A. column has been achieved; or B.A.
degree (if earned after obtaining a professional vocational
license) with at least forty (40) semester hours of additional
training from an accredited college, university, or other
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approved vocational related courses taken at other than a
college or university after placement on the M.A. column has
been achieved.

Experience Credit on Salary Schedule (Teachers)

1. Teachers will receive full credit for all teaching experience and military
experience as specified in the Ohio Revised Code, or other employment
experience related to the area for which he/she has been hired to a maximum
of ten (10) years. However, the Superintendent may in his/her discretion
exceed the maximum teaching experience specified in the Ohio Revised
Code.

2. A “year of experience” shall be one hundred twenty (120) or more days of
employment as a teacher within any school year or two hundred (200) or

more days of employment in a work related area within any calendar year.

Salary Reclassification (Teachers)

Salary changes due to graduate or undergraduate credit hours, or other approved
vocational related courses from other than a college or university obtained by each
teacher during the spring and summer shall be made upon the submission of a
transcript and written request to the Treasurer by October 15™ of that year and any
increase in pay shall be retroactive to the first day of the contract of that year.

Salary changes for graduate or undergraduate credit hours, or other approved
vocational related courses from other than a college or university obtained by each
teacher during the fall and winter shall be made upon the submission of a transcript
and a written request to the Treasurer by March 1% of that year. Any increase in
pay shall be retroactive to January 1% of that year.

Representation

Each member of the bargaining unit shall have the right to Association
representation when a meeting or conference is held with management when the
purpose of the meeting or conference is related to a provision of the Agreement,
other terms and conditions of employment, or has disciplinary ramifications.

OX Agreement - Vocational Teachers

Supplemental contracts for assigned instructional time of (300) or more minutes
daily.
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Vocational teachers assigned to teach two full laboratory periods (a.m. and p.m.) of
at least 150 minutes each will receive extra compensation in the first pay in
November.

o The vocational teacher would receive compensation in a supplemental
contract for the following:

Student Numbers Stipend
10-18 $1,500.00
19-20 2,000.00
21-22 2,500.00
23-24 3,000.00
25+ 3,500.00

The stipend shall be based upon the number of students during the first full week
of October. This stipend shall be paid evenly from the first pay in November
through the remaining pays of the contract year.

Vocational teachers with combined labs (juniors and seniors) due to insufficient
enrollment to operate separate labs may request in writing to the Superintendent by
April 1°'to be placed in the separate lab format for the next school year. The written
request from the vocational teacher must specify that enrollment for the next school
year will meet and/or exceed the guidelines stated above by the first day of school
in the next school year.

The guidelines as specified above will be followed for the vocational teacher from
the first day of school until the first full week of October for supplemental contract
compensation consideration.

This supplemental contract/compensation is provided in lieu of the vocational
teacher receiving the full conference period each day.

It 1s the intent of the Board to implement this section through staff attrition and/or
expanded enrollment in vocational programs as they meet the guidelines as stated
above. The Board shall not utilize Reduction in Force (RIF) to implement this
section.
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Enrollment Incentive

Because the recruitment and retention of students is a school wide effort, the
following incentive shall be applied to all bargaining unit member:

Year ACWHCC Oct. | November | ACWHCC Feb | March
Building Payment | Building Payment
Enrollment Enrollment

Certified | 375 $300 375 $300

ESP 375 $150 375 $150

Eligibility for the incentive payment(s) will be determined twice annually based on
student enrollment as of the first Wednesday of October and the first Wednesday
of February of each school year. If the incentive is met in October, each bargaining
unit member will receive one half (V%) the incentive amount. Furthermore, if the
incentive is met in February, each bargaining unit member will receive one half ('2)
the amount.

Incentive payments will be made with the first pay in November and the first pay
in March to those eligible.

Employment of Retirees

While the Board is under no obligation to employ any retired person to fill a
bargaining unit position and the parties agree that there is no expectation of
continued employment or re-employment when a bargaining unit member resigns
for purposes of service retirement from the employment of the Board, the Board
reserves the right to employ individuals in bargaining unit positions who have
retired to STRS or SERS on the following basis:

1. A retiree shall receive a one-year limited contract, which shall expire
automatically at the end of the stated term. No notice of non-renewal or
Board action is required. Continuation of the employment of a retiree
through offering new one-year limited contracts, which automatically
expire, shall be at the election of the Board and upon recommendation of
the Superintendent. The requirements of Article III, Section H and J
regarding limited contracts and non-renewals shall not apply to retiree
limited contracts. Likewise, a retiree is not eligible for a continuing
contract, regardless of years of employment with the Board. The parties
specifically waive all rights for such employees provided under O.R.C.
Sections 3319.081, 3319.083, 3319.11 and 3319.111.

2. Upon re-employment, a retired bargaining unit member shall be placed on
the salary schedule at CAT 4, Step 10 for teachers and Step 10 of the
appropriate salary schedule for the employee’s classification for educational
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support personnel. If such retiree is granted a second one-year limited
contract, he/she shall then be placed on the salary schedule at CAT 4, Step
10 for teachers and the Step 10 of the education support personnel salary
schedule. If such retiree is granted additional one-year limited contracts
after the second such contract, he/she shall continue to be placed (locked-in
without future increases) at this level. This provision and such salary and
individual employment contract with the reemployed bargaining unit
member expressly supersedes O.R.C. Sections 3319.081, 3319.082,
3317.13 and 3317.14, and all other applicable laws.

A retiree shall be entitled to accrue sick leave once re-employed. However,
upon initial employment under this article, retirees shall be credited with
zero (0) days of sick leave accumulation. Further, retirees shall not receive
credit for any previously accumulated sick leave from any public service.
This provision shall specifically supersede O.R.C. Section 3319.141.

A retiree shall not be eligible for severance pay under Article VIII, Section
(K) of the Master Agreement or under Ohio statutory law upon leaving the
employment of the Board.

Further, retirees shall not enjoy any rights under the following Articles of
the Master Agreement- Article III, Sections (O) and (P) - Reduction In
Force, Article IV(A) or Article (V)(D) - Assignments and Transfers, Article
VII- Professional Growth, Article VI(H) Maternity/Paternity Leave. In
addition, retirees covered under this Article are not eligible for participation
in the Sick Leave Transfer Program — Article VI(C).

Retirees shall be eligible to receive any insurance benefits provided for other
bargaining unit members during his/her employment with the Board.

Reemployed bargaining unit members may not accrue additional
STRS/SERS credit as a result of their service following reemployment.
Instead, the Board and the reemployed member shall make contributions to
STRS/SERS that will fund a single life annuity with a reserve based on the
reemployed bargaining unit member’s accumulated contributions during
his/her period of service as a regular teacher following reemployment. For
additional information concerning the annuity see, O.R.C. 3307.35.

Seniority for employees hired in retirement shall always be zero (0);
however, bargaining unit members hired following retirement will be
considered to have greater seniority than individuals hired in retirement
from outside the District. No previous service time shall be used to
determine seniority for purposes of a reduction in force.
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10.

1.

A retiree shall be eligible for appointment to a supplemental contract only
at the discretion of the Superintendent.

The grievance procedure contained in this Agreement may not be applied to
issues in this section for which discretion is granted the Board of Education.

All terms, conditions, rights and responsibilities afforded to members of the
bargaining unit shall apply to all retirees unless expressly stated otherwise
above.

The parties further expressly agree and fully intend this Article to supersede
and take precedent over any inconsistent and/or contrary provisions of the
Ohio Revised Code, the Ohio Administrative Code, and federal laws and
regulations.
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IX.

ARTICLE IX

ASSOCIATION RIGHTS

The Ashland Vocational Teachers' Association, hereinafter “Association” as the exclusive
bargaining representative for teachers and educational support staff, shall have the
following sole and exclusive rights and privileges:

A.

Payroll deduction of professional dues for the members of the Association to the
United Teaching Professional (defined as the National Education Association, Ohio
Education Association, North Central Ohio Education Association, and the
Ashland Vocational Teachers’ Association), shall be paid by the Treasurer and a
receipt given to the AVTA Treasurer. Deductions for local AVTA dues shall be
deducted and paid in the first pay in October. From the second pay in October
through the last pay in June the remaining dues shall be deducted and paid to OEA.

Agendas, minutes, and financial statements, and other official documents or papers
used in the course of the public portion of Board meetings will be made available
to the Association by the Treasurer at least twenty-four (24) hours prior to the
meeting. The President of the Association will be notified of the time and place of
all regular and special Board meetings.

Association officers and/or delegates who request leave to attend Association
business will be granted up to five (5) professional leave days in a school year. No
more than three (3) Association members will be approved to attend the same
meeting. The Association shall provide the substitute(s) necessary to fill the
vacancies.

Use of members' mailboxes in the building to distribute Association literature.
Free building use for Association meetings that do not interfere with previously
scheduled school activities. Notice of such requested use shall be given to the
building administrator as far in advance as possible.

Phone use for Association business.

Office machines use (with adequate training by the secretarial staff so long as such
use does not interfere with school business).

Names and department assignments of all new member staff as soon as available.
Financial and insurance information upon request by the Association President.

Announcements at staff meetings, whether department or district-wide, including
new staff or district-wide orientation meeting(s) at the beginning of the school year.
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K. Informal meetings with the Superintendent at the request of the Superintendent or
the President of the Association.
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ARTICLE X

MANAGEMENT RIGHTS

Board rights, powers, duties, discretions, authority and prerogatives are retained by, and
shall remain exclusively vested in the Board, except as limited by this Agreement. The
Board, in the exercise of these rights, powers, authorities, duties, and responsibilities shall
be consistent with constitutional provisions, Ohio Revised Code Chapter 4117.08c, Article
I, Section 1.05 and Article VIII, Sections 8.01 and 8.02 of this Agreement. The Board
reserves and retains full rights, authority, and discretion to control, supervise, and manage
the operation of the district and to make and enforce policies, rules and regulations not
inconsistent with the terms of this Agreement. The Board, however, cannot reduce,
negotiate or delegate its legal responsibilities.
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XL

ARTICLE XI

DURATION OF AGREEMENT

The terms and conditions of this Agreement shall be effective on August 1, 2017, and shall
continue in full force and effect until twelve o’clock midnight, July 31, 2020, at which time
it shall expire.

The terms and conditions as set forth in this Agreement indicate the understanding that
exists between the parties to this Agreement; however, it is further agreed that nothing
contained in said Agreement should be interpreted to deny the Association or its members
of the bargaining unit of any rights, benefits, privileges, etc., that might be forthcoming as
the result of law of the State of Ohio or interpretation(s), rulings and precedence of such
laws.

In Witness Whereof, the parties executed this Agreement on the day of ,
2018.
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Appendix A

Grievance Report Form
(to be filed in triplicate)

Grievance # Date Filed

Name of Aggrieved

Department Assignment
LEVEL ONE

(submitted to Superintendent)

A. Date cause of grievance occurred

B. 1. Statement of grievance: Include specific provision(s) of Agreement alleged to have
been violated.

2. Relief sought:

Signature of Aggrieved Date

D. Disposition by Superintendent:

Signature of Superintendent Date
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Appendix A
(continued)

LEVEL TWO
(submitted to Board of Education)

A. Position of aggrieved or Association:

Signature of Aggrieved Date

B. Disposition of Board of Education:

Signature of President of Board Date
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Appendix A
(continued)

LEVEL THREE
(submitted to Arbitrator)

Position of aggrieved or Association

Signature of Executive Committee Chairperson  Date

Signature of Aggrieved Date

Disposition of the Arbitrator:

Signature of the Arbitrator Date
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Appendix B
Evaluator/Observer

ASHLAND COUNTY-WEST HOLMES CAREER CENTER

Certified Non-Classroom Personnel Observation Form

Name Date

Assignment

Performance Areas:

L Professional Ability

1 Understands work procedures

2 Establishes priorities

3 Develops plan

4. Completes and follows up on assigned tasks

5. Willing to assume responsibilities

6 Considers all factors in making decisions

7 Accomplishment of primary mission of position

8 Keeps fellow staff members informed
Comments:
IL Communication

1. Communicates effectively with fellow staff members

2. Exhibits good oral communication skills

3. Exhibits good written communication skills
Comments:
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Appendix B

(Continued)
II1. Personal Characteristics
1. Dresses appropriately for activities concerned
2. Demonstrates good problem solving techniques
Comments:

IV.  Additional Comments by Evaluator:

V. Additional Comments by Teacher:

5 Superior (well above expected level)

4. Excellent (above expected level)

3. Satisfactory (meets the expected level)

2 Below expected level (some improvement needed - improvement
plan may be required, and suggestions will be included)

1. Unsatisfactory (improvement plan required)

NA Not applicable

Unmarked  Not Observed

Rating Scale:

The teacher's signature indicates that all phases of the evaluation have been conducted with the
full knowledge of the teacher and does not necessarily indicate agreement with the contents of
the completed form.

Teacher's Signature Date

Evaluator's Signature Date
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Appendix C
Evaluator/Observer

ASHLAND COUNTY-WEST HOLMES CAREER CENTER

Certified Non-Classroom Personnel Evaluation Form

Name Date

Assignment

Performance Areas:

L Professional Ability

1 Understands work procedures

2 Establishes priorities

3 Develops plans

4. Completes and follows up on assigned tasks

5. Willing to assume responsibilities

6 Considers all factors in making decisions

7 Accomplishment of primary mission of position
8 Keeps fellow staff members informed

Comments:
IL Communication
1. Communicates effectively with fellow staff members
2. Exhibits good oral communication skills
3. Exhibits good written communication skills
Comments:
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Appendix C
(Continued)

111. Personal Characteristics

1.

2.

Comments:

Dresses appropriately for activities concerned
Demonstrates good problem solving techniques

IV.  Additional Comments by Evaluator:

V. Additional Comments by Teacher:

Observation dates: First

Second

Rating Scale: 5.
4.
3.
2
1.

NA
Unmarked

Superior (well above expected level)

Excellent (above expected level)

Satisfactory (meets the expected level)

Below expected level (some improvement needed - improvement
plan may be required, and suggestions will be included)
Unsatisfactory (improvement plan required)

Not applicable

Not Observed

The teacher's signature indicates that all phases of the evaluation have been conducted with the
full knowledge of the teacher and does not necessarily indicate agreement with the contents of

the completed form.

Teacher's Signature

Date

Evaluator's Signature

Date
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Name

Evaluator/Observer

ASHLAND COUNTY-WEST HOLMES CAREER CENTER

Professional Performance Evaluation

Date

Appendix D

Assignment

e Al S

—_— e —
S

Exhibits professional growth

Demonstrates intra-staff cooperation
Completes out-of-class assignments and duties
Shows interest in school related activities
Complies with rules and regulations

Fulfills assignments in a timely manner
Communicates effectively with parents

Uses advisory committee effectively

Dresses appropriately for activities concerned
Possesses effective written and oral communication skills
Shows evidence of tact and good judgment
Accepts constructive suggestions

Comments by Evaluator:
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Comments by Teacher:

Appendix D
(Continued)

Rating Scale: 5.
4.
3.
2
1.

NA
Unmarked

Superior (well above expected level)

Excellent (above expected level)

Satisfactory (meets the expected level)

Below expected level (some improvement needed - improvement
plan may be required, and suggestions will be included)
Unsatisfactory (improvement plan required)

Not applicable

Not Observed

The teacher's signature indicates that all phases of the evaluation have been conducted with the
full knowledge of the teacher and does not necessarily indicate agreement with the contents of

the completed form.

Teacher's Signature

Date

Evaluator's Signature

Date
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Appendix E
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Appendix F
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Appendix F
(Continued)
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Appendix G



Appendix G
(continued)
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Appendix G
(continued)
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Appendix G
(continued)
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Appendix G
(continued)
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Appendix G
(continued)

116



Appendix G
(continued)
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Appendix H
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Appendix H
(continued)
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Appendix H
(continued)
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Appendix H
(continued)
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Appendix I
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Appendix I
(continued)
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Appendix I
(continued)
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Appendix I
(continued)
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Appendix J
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Appendix J
(continued)
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Appendix J
(continued)

128



Appendix J
(continued)
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Appendix J
(continued)
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Appendix K
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Appendix K
(continued)
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Appendix K
(continued)
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Appendix K
(continued)
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Appendix K
(continued)
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Appendix L
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Appendix L
(continued)
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Appendix M
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Appendix N
ASHLAND COUNTY-WEST HOLMES CAREER CENTER
Continuous Improvement Plan

Name Date

Assignment

L. Goal(s):

IL. Means to Achieve Goal(s):

II1. Supervisory Assistance:

V. How Will Achievement Be Measured?

V. Was (Were) the Goal(s) Achieved?

Planning Conference Date Follow-up Conference Date
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Appendix N
(Continued)

VI.  Additional Comments by Evaluator

VII. Comments by Teacher

The teacher’s signature indicates that all phases of the evaluation have been conducted with the
full knowledge of the teacher, and does not necessarily indicate agreement with the contents of the
completed form.

Teacher’s Signature Date

Observer’s Signature Date
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Appendix O

Sick Leave Transfer Program
Donation Form

ASHILAND COUNTY-WEST HOLMES CAREER CENTER

SICK LEAVE TRANSFER PROGRAM
(Sick Leave Pool)

DONATION FORM

Submit to Treasurer’s Office

NAME DATE

SOCIAL SECURITY NUMBER

I hereby donate day(s) of my accumulated sick leave (not to exceed five (5) days per
year) to the Sick Leave Transfer Program. I have also read the guidelines of the program and
understand the intent of the program. (Article V, Section C)

Signature of Donor

Date

Posted to Sick Leave Bank: Date:

By:

Sick Leave Balance Reduced: Date:

By:
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Appendix P

Sick Leave Transfer Program
Application Form

ASHLAND COUNTY-WEST HOLMES CAREER CENTER

SICK LEAVE TRANSFER PROGRAM
(Sick Leave Pool)

APPLICATION FORM

Submit to Treasurer’s Office

New Application Renewal Application

Reason(s) for making application:

Expiration date of accrued and/or advanced sick leave:

Name and address of attending physician(s):

Expected date of return to work:

Print Name of Applicant Signature of Applicant

Date
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Appendix Q

TEACHER SALARY INDEX - FY2017-20
ASHLAND COUNTY-WEST HOLMES JOINT VOCATIONAL SCHOOL DISTRICT

CAT1 [ CAT2 [ CAT3 | CAT4 CAT5 CAT6 | CAT7 | CAT8 [ CAT9
BA 135 HRS | 150 HRS | 175 HRS | MASTERS | MA+10 | MA+20 | MA+30 | MA+40
STEPO | 1.0000 | 1.0420 | 1.0450 | 1.0480 | 1.1000 1.1400 | 1.1800 | 1.2200 | 1.2600
STEP1 | 1.0400 | 1.0840 | 1.0910 | 1.0980 | 1.1500 11900 | 1.2300 | 1.2700 | 1.3100
STEP2 | 1.0800 | 1.1260 | 1.1370 | 1.1480 | 1.2000 12400 | 1.2800 | 1.3200 | 1.3600
STEP3 | 1.1200 | 1.1680 | 1.1830 | 1.1980 | 1.2500 12900 | 1.3300 | 1.3700 | 1.4100
STEP4 | 1.1600 | 1.2100 | 1.2290 | 1.2480 | 1.3000 1.3400 | 1.3800 | 1.4200 | 1.4600
STEPS | 12000 | 1.2520 | 1.2750 | 1.2980 | 1.3500 1.3900 | 1.4300 | 1.4700 | 1.5100
STEP6 | 1.2400 | 1.2940 | 1.3210 | 1.3480 | 1.4000 14400 | 1.4800 | 1.5200 | 1.5600
STEP7 | 1.2800 | 1.3360 | 1.3670 | 1.3980 | 1.4500 14900 | 1.5300 | 1.5700 | 1.6100
STEPS | 1.3200 | 1.3780 | 1.4130 | 1.4480 | 1.5000 1.5400 | 1.5800 | 1.6200 | 1.6600
STEP9 | 1.3600 | 1.4200 | 1.4590 | 1.4980 | 1.5500 1.5900 | 1.6300 | 1.6700 | 1.7100
STEP 10 | 1.4000 | 1.4620 | 1.5050 | 1.5480 | 1.6000 1.6400 | 1.6800 | 1.7200 | 1.7600
STEP 11 | 1.4400 | 1.5040 | 1.5510 | 1.5980 | 1.6500 1.6900 | 1.7300 | 1.7700 | 1.8100
STEP 12 | 1.4800 | 1.5460 | 1.5970 | 1.6480 | 1.7000 1.7400 | 1.7800 | 1.8200 | 1.8600
STEP 13 | 1.5200 | 1.5880 | 1.6430 | 1.6980 | 1.7500 17900 | 1.8300 | 1.8700 | 1.9100
STEP 14 | 1.5600 | 1.6300 | 1.6890 | 1.7480 | 1.8000 1.8400 | 1.8800 | 1.9200 | 1.9600
STEP 18 | 1.5900 | 1.6600 | 1.7200 | 1.7800 | 1.8500 1.8900 | 1.9300 | 1.9700 | 2.0100
STEP22 | 1.6200 | 1.6900 | 1.7500 | 1.8100 | 1.9000 1.9400 | 1.9800 | 2.0200 | 2.0600
STEP26 | 1.6500 | 1.7200 | 1.7800 | 1.8400 | 1.9500 19900 | 2.0300 | 2.0700 | 2.1100
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Appendix R

TEACHER SALARY SCHEDULE 2017-18

CAT1 CAT 2 CAT 3 CAT4 CATS CAT E CAT YT CATE CAT3

STEP O 34,930 36,357 35,502 36,607 35,423 39,620 41,218 42,615 44012

EP 1 35,327 37,664 34,108 38,353 40,170 41,567 42,984 44,381 5,759

EP 2 37,725 39,341 39,716 40,100 41,91€ 43,313 44711 46,108 7,505

EP 3 39,122 40,753 41,322 41,845 43,663 45,080 45,437 47854 48,252

EP 4 40,513 42,265 42,925 43,553 45,408 46,807 43,204 49,601 50,998
STEP S 41,918 43,733 44 536 45,339 47,156 48,553 43,950 91,347 52,745
STEP & 43,313 45,200 45,143 47,085 43,902 50,300 51,697 53,084 54491
STEP T 42711 46,667 47,750 45,5832 50,545 52,045 53,443 54,540 56,238
STEP B 45, 1DE 45,134 43 356 50,573 52,385 53,793 55,190 56,567 57,584
STEP 5 47,505 49,601 50,963 52,325 54,142 55,539 55,936 58,333 58,73
STEP 1D 434902 51,068 52,570 54,072 55,566 57,266 58,663 50,060 61477
STEP 11 50,300 52,535 SLATT 55,819 57535 54,032 60,425 61,527 63,224
STEP 12 51,697 54,002 55,764 57.565 549,351 60,773 62,17E 63,573 64,570
STEP 13 53,054 55,469 57,390 549,312 61,126 62,525 63,922 65,320 66,717
STEP 14 52,401 56,935 538,997 51,058 62,874 54,272 65,565 67,065 6B A53
STEP 18 55,539 57,984 E0,0&0 62,176 64,521 56,013 67,415 68,513 70,210
STEP 22 55,587 59,032 B1.126 53,224 65,367 &a7,765 649,162 70,559 71,556
STEP 26 57,5635 0,080 BE2.1TE 54,272 68,114 59,511 70,308 72,306 73,703
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Appendix S

TEACHER SALARY SCHEDULE 3015-19

CAT1 CAT 2 CAT 3 CAT 4 CATS CAT B CATT CATE CATA
EP O 35,620 IT A5 37,232 37,338 39,182 40,617 42042 43 487 44 822
EP 1 37,054 38,622 33,871 358,120 40,972 42,358 43,823 45,243 4EE74
EP 2 33,478 40,118 40,510 40,802 42,755 44 18D 45,605 47,020 4E.455
EP 3 29,904 41,614 42,148 42,683 44 536 45,981 47 38E 48,812 50,237
EP 4 41,328 43,111 43,78E 44 485 45,317 47,743 49 168 50,583 s2.018
EP 5 42,755 44 507 45,427 46,245 43,095 49,524 50,945 52,374 S3.800
EP & 44 180 46,104 47 06E 45,023 49,380 51,308 52,73 54,155 555
EP 7 45,605 47,600 43,705 49,809 51,862 53,087 £4.512 55,937 57,352
EP B 47,030 49,0587 20,344 51,591 23,442 54 BE3 55,294 §7.719 58,144
EP 9 43 458 50,583 21,982 53,372 55,225 56,650 £3.07E 59,500 60,525
EP 1D 49,880 52,089 53,621 55,153 57006 58421 £9,85E 61,282 82,707
EP 11 51,306 53,588 25,260 56,935 £3,78E 60,213 E1,638 63,063 64,488
TEP 12 52,731 55,082 55,899 58,716 60,569 51,984 £3.418 4,844 66,270
EP 13 24,156 56,579 53,538 50,458 E2,350 83,778 E5.201 66,625 BE,051
EP 14 55,581 58,075 ED7T 62,279 £4,132 85,557 £5.982 68,407 E0,833
EP 18 55,650 59,144 E1,282 53,419 BE5.912 7,339 E3.764 70,189 71814
EP 22 57,719 60,213 E2,350 54,483 E7.685 69,120 70,545 71,970 73,3485
EP 26 58,768 61,282 £3.418 65,557 69,476 70,901 72,327 73,732 73,177
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Appendix T

TEACHER SALARY SCHEDULE 3013-20

CAT1 CAT 2 CAT 3 CAT 4 CATS CAT B CATT CATE CATA
BA 135 HRS = 150HRS TS HRS | MASTERS = MA+ID MAFID MATID MaaQ
EP O 35,074 37,589 37,6598 37,608 39,682 41,125 42 56E 44,011 45,453
EP 1 37,517 359,104 39,357 39,609 41,485 42,0928 44,371 45,814 47257
EP 2 33,960 40,620 41,1E 41,413 43,288 44732 45175 47618 48,051
EP 3 40,402 42,135 42 67E 43,217 45,092 46,535 47,978 49,422 S0.B55
EP 4 41,34E 43,650 44 335 45,021 45,39E 48,339 49,782 51,225 52,658
EP 5 43,288 45,165 45,995 46,824 43,700 50,143 51,586 53,029 S4.472
EP & 44732 46,680 47,554 48,623 50,504 51,047 £3,390 54,833 SE.276
EP 7 45,175 48,185 49,312 50,432 52,308 53,781 55,194 56,635 ]
EP B 47 618 49,710 20972 52,235 22111 55,554 55,9497 58,440 50,883
EP 9 49,061 51,225 52,632 54,039 55,915 57,358 £3.801 60,244 61,687
EP 1D 50,504 52,740 54,292 55,843 57,718 59,182 E0.805 62,043 63,491
EP 11 21,947 54,258 25,951 57,647 59,522 &0,9E5 £2.408 63,851 B65.294
TEP 12 53,390 35,711 37,611 59,430 61,326 62,769 B4.212 65,655 67,098
EP 13 54832 57,288 59,270 61,254 E3,13D0 84,573 E5.01E 67,459 68,802
EP 14 55,276 58,801 E0,928 53,058 ££,934 86,377 E7.820 69,262 70,705
EP 18 57,358 59,883 £2,04E 84,212 B5,737 58,180 E9.823 71,0E5 72,508
EP 22 55,440 &0,965 £3,130 65,204 E3.541 59,084 71,427 72,870 743113
EP 26 59,522 62,048 B4,212 66,377 70,345 71,768 7323 74,674 76,117
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Employee:

Evaluator:

Position:

Appendix U

Date:

A-Demonstrates job knowledge

Outstanding

Meets Expectations

Needs Improvement

1-Demonstrates knowledge of all aspects of
position

2-Effectively applies knowledge to enhance
performance

3-Demonstrates proper use and care of
equipment

4-Identifies and uses available resources

5-Collects and tracks appropriate data

B-Demonstrates Job Competencies

Outstanding

Meets Expectations

Needs Improvement

1-Completes assigned tasks accurately

2-Demonstrates ability to perform job
responsibilities

3-Organizes work

C-Demonstrates Job Competencies

Outstanding

Meets Expectations

Needs Improvement

1-Manages time efficiently

2-Meets deadlines for tasks assigned

3-Practices safe work habits

4-Stays on task and is productive

5-Follows Supervisor instructions and
guidelines

6-Maintains confidentiality

7-Independently seeks and assumes
responsibility for tasks

8-Seeks new and/or improved ways to
complete tasks

9-Exhibits appropriate dress and grooming

10-Able to prioritize and identify critical job
responsibilities

11-Maintains a clean, organized, safe work
area

D-Maintains Effective Working
Relationships

Outstanding

Meets Expectations

Needs Improvement

1-Exhibits positive attitude and actions

2-Is flexible/adaptable to change

3-Is respectful and considerate of others

4-Is punctual

5-Maintains regular attendance (not
counting vacation, professional days)

6-Functions effectively as a team member

7-Responds positively to constructive
feedback

8-Demonstrates courtesy, effectiveness and
efficiency in interactions with others

9-Demonstrates good decision-making skills
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Appendix U
(Continued)

E-Professional Growth and Development Outstanding Meets Expectations Needs Improvement

1-Participates in learning opportunities

2-Willingly takes on additional and
appropriate job duties when needed or
requested

3-Recognizes when assistance is needed and
requests it

Outstanding: Consistent exemplary performance, including in demanding situations or circumstances
Meets Expectations: Competent performance in most situations and circumstances
Needs Improvement: Improvement needed in key areas

Supervisor's Comments:

Staff Member's Comments:

SIGNATURE: Your signature on this form shows only that you received a copy of this report and your supervisor
discussed it with you. It does not mean you agree with this evaluation. If you wish, you may submit an explanatory
statement that will be filed with this evaluation. Additional materials must be submitted within ten (10) days.

Employee's Signature Date:

Evaluator's Signature Date:
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Appendix V

ASHLAND COUNTY-WEST HOLMES JOINT VOCATIONAL SCHOOL DISTRICT
1783 State Fowte 60, Ashland OH 44203-8377

SATARY SCHEDULE - SECRETARIAL

STEP 2017-18 201519 2019-20
0 1331 13.58 13.75
1 13.55 13.82 13.99
2 13.78 14.06 14.23
3 13.99 1427 14.45
1 1423 14.51 14.69
5 1445 14.74 14.92
6 1467 14.97 15.16
7 1491 1521 15.40
g 15.12 15.42 15.62
9 1536 15.66 15.86
10 15.58 15.89 16.09
12 15.80 16.12 16.32
14 16.04 16.36 16.56
16 1625 16.57 16.78
18 16.48 16.81 17.02
20 16.71 17.04 17.25
2 16.93 17.27 17.49
24 17.16 17.51 17.73
26 17.39 17.74 17.96

HWOTE: 9.5 & 1) month contract inchudes 6 paid holidavs: Labor Day, Thanksgiving Day
Christmas Diay, Wew Year's Day, Martin Luther King Day, and Memaornal Day

12 month contract add 2 paid holidays: Fourth of July & Christmas Eve
12 month contraet= 260 days

10 month contract= 200 days
9.5 month confract = 190 days
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Appendix W

ASHIAND COUNTY-WEST HOLMES JTWVSD
1783 State Foute 0, Ashland OH 448058377

SALARY SCHEDULE - ESEA* QUALIFIED AIDES

+Flementary and Secondary Education Act
STEP 201718 201819 2019-20

0 12.83 13.09 1325
1 13.04 13.30 13.45
2 13.22 13.48 13.635
3 13.42 13.69 13.86
4 13.60 13.87 1405
5 13.80 14.08 1425
6 13.98 14.26 1444
7 14.19 14.47 1465
g 14.38 14.66 1485
9 14.59 14.88 15.07
10 14.78 15.08 1527
12 14.98 15.28 1547
14 15.17 15.48 15.67
16 1537 15.67 15.87
18 15.56 15.87 16.07
20 15.75 16.06 16.27
2 15.94 16.26 16.46
24 16.13 16.46 16.66
26 16.32 16.65 16.86

License + Bachelors = Additional $0.32 per howr License + Masters = Addihonal 50 .64 per howr

HNOTE: 9 month contract inchades & paid holidays: Labar Day, Thanksgiving
Day. Christmas Day, MNew Year's Day, Martin Luther Eing Day, and

120 day consract does not inchude Memorial Day holiday

ESEA Chuzhified Addes: 190 davs 184 days
155 days 120 days
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Appendix X

ASHLAND COUNTY-WEST HOLMES TWSD
1783 State Foute 60, Ashland, OH $4205-0377

SALARY SCHEDULE - TEACHER AIDES

STEP 2017-18 201818 2019-20
0 11.58 11.81 11.56
1 11.76 11.99 1214
2 1156 1220 1235
3 1214 1238 1254
4 1234 12.59 1275
3 1253 12.78 1254
6 1273 1298 13.14
7 1251 13.17 1333
g 13.11 13.37 1354
g 1329 13.56 13.73
10 13.49 13.76 13.94
12 13.67 13.95 1412
14 13.88 14.15 1433
16 14.06 1434 1452
18 1426 14.54 14.73
20 1445 14.74 1452
e 1484 1454 15.12
24 14.83 15.13 1532
26 15.03 15.33 15.52

MOTE: © and 10 month contract mekndes § paid bolidays: Labor Day,
Thanksgiving Day, Chrsstmas Dy, New Year's Doy, Martin
Luther Eing Day and Memarial Day
12 memnth contract add 2 paid holidays: Fourth of Tuly & Christmas Eve

Clenical Aude Positions: 12 month contract - 260 days
10 month contract - 200 days

[eacher Aide Posifions: 9 month contract - 155 dans
9 month contract - 120 days
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Appendix Y

ASHLAND COUNTY-WEST HOLMES TWSD
1783 State Foute 60, Ashland, OH $4205-0377

SATARY SCHEDULE - CUSTODIAL

STEP 2017-18 2018-19 201%-20
0 13.65 1393 14.10
1 1391 14.19 1436
2 1416 1445 14.63
3 14 40 1469 14.87
4 14.65 14.95 1513
3 1491 1521 1540
& 15.14 1545 1564
7 1540 15.71 1590
8 15.65 1597 16.17
9 1590 1622 1642
10 16.14 16.47 16.67
12 16.35 16.67 16.88
14 16.55 16.88 17.09
16 16.76 1710 1731
18 1695 1729 17.51

i 17.16 17.51 17.73
2 17.37 17.71 1794
24 17.57 1792 18.14
26 1777 18.13 1835
NOTE: 12 month confract includes § paid holidrys: Labor Day, Thenksgiving
Dy, Christmas Eve, Chrismmas Diay, Wew Year's Day, Martin Luther King Diay,
Memarial Day AND Fourth of July

12 month contract - 260 davs
2nd ! 3rd shuft Custodians = $0.10 per hour addifional

Mamtenance - $0.50 per hour additional
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Appendix Z

ASHLAND COUNTY-WEST HOLMES TWSD
1783 State Foute 60, Ashland, OH $4205-0377

SATLARY SCHEDULE
CAFETERIA ATDE / CLEANING ASSISTANT/AIDE

STEP 2017-18 2018-19 2019-20
] 11.13 11.41 11.55
1 1137 11.59 11.74
2 11.57 11.80 1195
3 11.75 11.98 12.13
4 11.95 12.19 1234
3 1213 12.37 1253
& 1233 1258 1274
7 1251 12.76 1292
3 12.72 12.97 13.13
9 1290 13.16 1332
10 13.10 13.36 13.53
12 1323 13.55 13.72
14 1348 13.75 13.92
16 13.66 1554 14.11
18 1387 14.14 14.32
20 14.05 1433 1451
1 14.25 1453 14.72
4 1444 14.73 1491
26 14.63 1452 15.11

NOTE: 0 momth confract includes & pasd bolidays: Labeor Day, Thanksgiving

Day, Christmas Day, New Year's Day, Martin Luther King Day, and
Memorial Day
Cafetena Aide Posthions: 9 month contract - 138 days

Cleaning Assistant/Aade: 10 month contract - 200 days
2nd / 3rd shifts recerve 50.10 per howr addiional
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ASHLAND COUNTY - WEST HOLMES J.V.5.D.
GROUP HEALTH BEMEFIT PLAN
SUMMARY FLAN DESCRIPTION

INTRODUCTION

The purpose of this document is to provide You and Your covered Dependents, if any, with summary
information in English on benefits avalable under this Plan as well as with nformation on a Covered
Person's rights and obligations under the ASHLAND COUNTY - WEST HOLMES J.W.5.0. Health Benefit
Plan {the "Plan"]. Yiou are a valued Employee of ASHLAMD COUNTY - WEST HOLMES JV.5.0D., and
‘four employer is pleased to sponsor this Plan to provide benefits that can help meet Youwr health care
needs. Please read this document carefully and contact Your Human Resources or Personnel office if
‘fiou hawe questions or if You have difficulty translating this document.

ASHLAND COUNTY - WEST HOLMES J.V.5.0. is named the Plan Administrator for this Plan. The Plan
Administrator has retained the services of mdependent Third Party Administrators to process claims and
handle other duties for this self-funded Plan. The Third Party Administrators for this Plan are UMR, Inc.
{hereinafter "UMR") for medical claims, and AdvancePC5iCaremark for phammacy claims. The Third
Party Administrators do not assume liability for benefits payable under this Plan, since they are solely
claims-paying agents for the Plan Administrator.

The employer assumes the sole responsibility for funding the Plan benefits out of general assets;
however. Employees help cover some of the costs of covered benefits through contributions. Deductibles,
out-of-pocket amounts, and Plan Participation amounts as described in the Schedule of Benefits. AR
claim payments and reimbursements are paid out of the general assets of the employer and there is no
separate fund that is used to pay promised benefits. The Plan is ntended to comply with and be
govemed by the Employee Retirement Income Security Act of 1874 (ERISA) and its amendments.

Some of the terms used in this document begin with a capital letter, ewen thowgh such terms nomally
would not be capitalized. These terms have special meaning under the Plan. Most capitalized terms are
listed i the Glossary of Terms, but some are defined within the provisions in which they are used.
Becoming familiar with the terms defined in the Glossary of Terms will help You to better understand the
provisions of this Plan.

Each individual covered under this Plan will be receiving an identfication card that he or she may present

to providers whenever he or she receives services. On the back of this card are phone numbers to call in
case of questions or problems.

This docament summarizes the benefits and limitations of the Plan and will serve as both the Summary
Plan Descrption (SPDY) and Plan document Therefore it will be refemmed o as both the SPD and the Plan
document. It is being fumished to You in accordance with ERISA.

This docament becomes effective on January 1, 2015.
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(continued)
FLAN INFORMATION
Plan Mame ASHLAND COUNTY - WEST HOLMES JV.5.D. GROUP
BEMEFIT PLAM
Name And Address Of Employer ASHLAND COUNTY - WEST HOLMES JV.5.D.
1783 STATE RTE &0
ASHLAND OH 44805
Name, Address, And Phone Number ASHLAND COUNTY - WEST HOLMES JV.5.D.
Of Plan Administrator 1783 STATE RTE 60
ASHLAND OH 44805
419-280-3312
Named Fiduciary ASHLAND COUNTY - WEST HOLMES JV.5.D.
Employer ldentification Mumber 34-1080034
Assigned By The IRS
Plan Number Assigned By The Plan 501
Type Of Benefit Plan Provided Self-funded Health and Weifare Plan providing group
health benefits.
Type Of Administration The administration of the Plan is under the supervision of

the Plan Administrator. The Plan is not financed by an
insurance company and benefits are not guaranteed by a
contract of insurance. UMR provides admmnistrative
services such as claim payments for medical claims.

Mame And Address OF Agent For ASHLAND COUNTY - WEST HOLMES JV.5.0.

Service Of Legal Process 1783 STATE RTE &0
ASHLAND OH 44805
Service of legal process may also be made upon the Plan
Administrator.

Funding Of The Plan Employer and Employee Contributions

Benefits are provided by a benefit Plan maintained on a
self-insured basis by Youwr employer.

Collective Bargaining Provisions The Flan is maintained pursuant to one or more collective
bargaining agreements. A copy of each agreement may
be obtained upon written request to the Plan Administrator,
and each agreement is available for examination.

Benefit Plan Year Benefits begn on January 1 and end on the following
December 31. For new Employees and Dependents. a
Benefit Plan Year begins on the indiwidual's Effectve Date
and runs through December 31 of the same Benefit Plan

‘fear.
ERISA Plan Year August 1 through July 31
0g-01-2014 -2- TET0-00-412078
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ERISA And Other Federal Compliance |t is intended that this Plan comply with all applicable
requirements of ERISA and other federal regulations. In
the event of any conflict between this Plan and ERISA or
other federal regulations. the provisions of ERISA and the
federal regulations will be deemed controlling, and any
conflicting part of this Plan will be deemed superseded to
the extent of the conflict

Discretionary Authority The Plan Administrator will perform its duties as the Plan
Administrator and in its sole discretion, will determine
appropriate courses of action in light of the reason and
purpose for which this Plan is established and maintained.
In particular, the Plan Administrator will have full and sole
discretionary authonty to interpret all Plan documents,
including this SPD, and make all interpretive and factual
determinations as to whether any individual is entitied 1o
receive any benefit under the terms of this Plan. Any
construction of the terms of any Plan document and any
determination of fact adopted by the Plan Administrator will
be final and legally binding on all parties, except that the
Plan Administrator has delegated certain responsibilities to
the Third Party Administrators for this Plan. Any
interpretation. determination, or other action of the Plan
Administrator or the Thind Party Administrators will be
subject to review only if a court of proper junsdiciion
determines its action is arbitrary or capricious or otherwise
a clear abuse of discretion. Any review of a final decision
or action of the Plan Administrator or the Third Party
Administrators will be based only on such evidence
presented to or considered by the Plan Administrator or
the Thind Party Administrators at the time they made the
decision that is the subject of review. Accepting any
benefits or making any claim for benefits under this Plan
constitutes agreement with and consent to any decisions
that the Plan Administrator or the Third Party
Administrators make, in ther sole discretion, and. further,
means that the Covered Person consents to the limited
standard and scope of review afforded under law.

02-01-2014 -3- TET0-00-412079
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MEDICAL SCHEDULE OF BENEFITS

Benefit Plan{s) 001, 003

Al health benefits shown on this Schedule of Benefits are subject to the following: Deductibles, Co-pays,
Plan Participation rates, and out-of-pocket maximurns, if any. Refer to the Out-of-Pocket Expenses
section of this SPD for more detais.

Benefits are subject to all provisions of this Plan mcluding any benefit determination based on an
evaluation of medical facts and cowered benefits. Refer to the Covered Medical Benefits and General
Exclusions sections of this SPD for more details.

Important: Prior authorization may be required before benefits will be considered for payment. Failure to
obtain prior authonzation may result in a penalty or increased out-of-pocket costs. Refer to the Care
Management section of this SPD for a description of these senvices and prior authorization procedures.

Mote: Refer to the Provider Network section for clarfications and possible exceptions to the In-Network or
Out-of-Metwork classifications.

If a benefit maximum is ksted in the middle of a column on the Schedule of Benefits, that means that itis
a combined Maximum Benefit for services that the Covered Person receives from all In-Metwork and Out-
of-Metwork providers and facilites.

IN-NETWORK QOUT-OF-NETWORK

Annual Deductible Per Calendar Year:

» Per Person 5250 5500
= Per FarnlyI 500 %1.000
Plan Participation Rate, Unless Otherwise Stated

Below:

= Paid By Plan After Satisfaction Of Deductible BO% 0%

Annual Participation Out-0f-Pocket Maximum:

Nore: Medical And Pharmacy Expenses Are
Subject To The Same Out-Of-Pocker Maximum.

s Per Person 5750 51,500

»  Per Famiy Not Applicable Not Applicable

Annual Copay Out-0f-Pocket Maximum:

« Per Person §0.350 Unlirmited

s Per Famiy $12, 700 Unlimited

Annual Tetal Qut-0f-Pocket Maximum (Includes

Deductible):

» Per Person §8.350 Unlirmited

= Per Famiy $12,700 Unlimited

Ambulance Transportation:

» Paid By Flan After In-Metwork Deductible a0% 2

Breast Pumps:

« Paid By Flan After Deductible 100% 0%
{Deductible Waived)

Chiropractic Services:

s Paid By Plan After Dreductible BO% 0%

na-n1-2n14 A TRATN-NN-412070

160



APPENDIX AA
(continued)

161



APPENDIX AA
(continued)

162



APPENDIX AA
(continued)

163



APPENDIX AA
(continued)

164



APPENDIX AA
(continued)

165



APPENDIX AA
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OUT-DF-POCKET EXPENSES AND MAXIMUMS

CO-PAYS

A Co-pay is the amownt that the Covered Person must pay to the provider each time certain services are
received. Co-pays do not apply toward satisfaction of Deductiles. Co-pays apply toward satisfaction of
in-nebwork and out-of-network out-of-pocket maximums. The Co-pay and out-of-pocket maximum are
shown on the Schedule of Benefits.

DEDUCTIELES

Deductible refers to an amount of money paid once a Plan Year by the Covered Person before any
Cowered Expenses are paid by this Plan. A Deductible applies to each Covered Person up to a family
Deductible limit. When a new Plan Year begins, a new Deductible must be satisfied_

Dieductible amounts are shown on the Schedule of Benefits.

Pharmacy expenses do not count toward meeting the Deductible of this Plan. The Deductible amounts
that the Covered Person incurs for Covered Expenses will be used fo satisfy the Deductible(s) shown on
the Schedule of Benefits.

The Deductible amounts that the Covered Person incurs at an in-network provider will apply to the in-
network total ndividual and family Deductible. The Deductible amounts that the Cowered Person incurs
at an out-of-network provider will apply to the out-of-network total individual and famiy Deductible.

If You hawe famiy coverage, any combination of covered family members can help meet the maximum
family Deductible, up to each person’s individual Deductible amownt.

All Covered Expenses which are Incurred during the last three months of a Plan Year and applied toward
satisfaction of the individual Deductible for that year. will also be applied toward the individual Deductizle
requirernent for the next Plan Year.

FLAN PARTICIPATION

Plan Participation means that, after the Covered Person satisfies the Deductibde, the Covered Person and
the Plan each pay a percentage of the Covered Expenses untl the Covered Person's (or family's, if
applicable) annual out-of-pocket maximum is reached. The Plan Participation rate is shown on the
Schedule of Benefits. The Covered Person will be responsible for paying any remaining charges due to
the provider after the Plan has paid its portion of the Covered Expense, subject to the Plan's maximum
fee schedule, Megotiated Rate, or Usual and Customary amounts as applicable. Once the annual out-of-
pocket maximem has been satisfied, the Plan will pay 100% of the Covered Expense for the remainder of
the Flan Year.

Any payment for an expense that is not covered under this Plan will be the Covered Person's
responsibiity.

ANNUAL OUT-OF-POCKET MAXIMUMS

The annual cut-of-pocket maximwm is shown on the Schedule of Benefils. Amounts the Covered Person
incurs for Covered Expenses, such as the Co-pays if applicable, and any Plan Participation expense, will
be used to satisfy the Covered Person’s (or family's, if applicable) annual in-network and out-of-network
out-of-pocket maxmumis). Pharmacy expenses that the Covered Person ncurs do apply toward the
medical out-of-pocket maximum of this Plan.

0g-01-2014 -10- TEY0-00-412079
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The following will not be used to meet the out-of-pocket maximums:

Penalties, legal fees and interest charged by a provider.

Expenses for excluded senices.

Any charges above the limits specified elsewhere in this document.

Ourt-of-Metwork Co-pays for Prescription products.

Ourt-of-network individual and family Deductibles.

Expenses Incurred as a result of failure to comply with prior authorization requirements for Hospital
confinernent.

. Any amounts ower the Usual and Customary amount, Megotiated Rate or established fee schedule
that this Plan pays.

LA B

The eligible out-of-pocket expenses that the Covered Person ncurs at an in-network provider will apply to
the in-network total cut-of-pocket maxmum. The eligible out-of-pocket expenses that the Covered
Person incurs at an out-of-network provider will apply to the out-of-network total out-of-pocket maximum.

NO FORGIVENESS OF OUT-OF-POCKET EXPEMSES

The Covered Person is required to pay the out-of-pocket expenses (incduding Deductibles, Co-pays or
required Plan Participation) under the terms of this Plan. The reguirerment that You and Your
Dependent(s) pay the applicable cut-of-pocket expenses cannot be waived by a provider under any “fee
forgiveness”, “not out-of-pocket” or similar arrangement. i a provider waives the required out-of-pocket
expenses, the Cowered Person's claim may be denied and the Covered Person will be respensible for
payment of the entire claim. The claim{s) may be reconsidered if the Covered Person prowvides
satisfactory proof that he or she paid the out-of-pocket expenses under the terms of this Plan.

02-01-2014 -11- TET0-00-41207@

167



APPENDIX AA
(continued)

ELIGIEILITY AND ENROLLMENT

ELIGIBILITY AND ENROLLMENT PROCEDURES

‘fou are responsible for enrcliing in the manner and form prescribed by Yowr employer. The Plan's
eligibility and enroliment procedures include administrative safeguards and processes designed to ensure
and verify that elighbility and enrcliment determinations are made in accordance with the Plan. From time
to time, the Plan may request documentation from You or Your Dependents in order to make
determinations for continuing eligbdity. The coverage choices that will be offered to You will be the same
choices offered to other simiarly situated Employees.

ELIGIBILITY REGUIREMENTS

An eligible Employee is a person who is classified by the employer on bath payroll and personnel
records as an Employee who regularly works fultime 30 or more hours per week, but for purposes of this
Plan, it does not include the following classifications of workers as determined by the employer in its sole
discreton:

. Leased employees.

. Independent Confractors as defined in this Plan.

. Consultants who are paid on other than a regular wage or salary basis by the employer.

. Members of the employer's Board of Direcbors, owners, partners, or officers, unless engaged in the
conduct of the business on a full-tme, regular basis.

For purposes of this Plan, eligibility requirements are used only to determine a person’s initial eligibility for
cowverage under this Plan. An Employes may retamn eligibility for cowerage under this Plan if the
Employee is temporanly absent on an approved beave of absence, with the expectation of retuming to
work following the approved leave as determined by the employer’s leave policy, provided that
contributions continue to be paid on a timely basis. Employees who meet eligibility reguirements during a
measurement period as required by the Affordable Care Act (ACA) regulations will have been deemed to
hawe met the eligibility requirements for the resulting stability period as required by the ACA regulations.
The employer's classification of an individual is conclusive and binding for purposes of determining
eligibility under this Plan. No reclassfication of a person's status, for any reason, by a third party,
whether by a court, govermmental agency or otherwise, without regard to whether or not the employer
agrees to such reclassification, will change a person's eligibility for benefits.

Mote: Eligible Employees and Dependents who decline to enrcll in this Plan must state so in writing. In
order to preserve potential special enrollment nghts, ebigible individuals declining coverage must state in
writing that enrcliment is declined due to coverage under another group health plan or health nsurance
poficy. Proof of such plan or policy may be required upon apphication for special enrciment. See the
Special Enroliment Provision section of this Plan.

An eligible Dependent includes:

. Your begal provided he or she is not covered as an Employee under this Plan. For purposes of
eligibility under this Plan, a legal spouse does not include a Common-Law Mamiage spouse, even if
such partnership is recognized as a legal marriage in the state in which the couple resides. An
eligible Dependent does not include an individual from whom You have obtained a legal separation
or divorce. Documentation on a Covered Person’s mantal status may be required by the Plan
Administrator.

02-01-2014 -12- TGY0-00-412072
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. A Dependent Child until the Child reaches his or her 26th birthday. The term “Child” includes the
following Dependents:

# A natural biolegical Child;

F A stepchild;

# A legally adopted Child or a Child legally Placed for Adoption as granted by action of a federal,
state, or local governmental agency responsible for adoption administration or a cowrt of law i
the Child has not attained age 28 as of the date of such placement;

# A Child under Your (or ¥our spouse’s) Legal Guardianship as ordered by a cowt

# A Child who is considered an alternate recipient under a Qualified Medical Child Support Order
{QMCS0x

. A Dependent does not include the following:

A foster Child;

A Child of a Domestic Partner or under ¥ our Domestic Partner's Legal Guardianship;
A grandchild;

& Domestic Pariner;

Any other relative or individual unless explicitly covered by this Plan;

A Dependent Chid i the Child is cowered as a Dependent of another Employee at this
company.

Y Y Y NN

Mote: An Employes must be covered under this Plan in order for Dependents to qualify for and obtain
coverage.

HON-DUPLICATION OF COVERAGE: Any person who is covered as an eligible Employee will not also
be considered an eligible Dependent under this Plan.

RIGHT TO CHECK A DEPENDENT S ELIGIBILITY STATUS: The Plan reserves the night to check the
eligibility status of a Dependent at any tme throughout the year. You and Your Dependent hawe an
obfigation to notify the Plan should the Dependent's eligibility status change during the Plan Year. Please
notify Yowr Human Resources Department regarding status changes.

EXTENDED COVERAGE FOR DEPEMDENT CHILDREN

A Dependent Child may be eligible for extended Dependent coverage under this Plan under the following
circumsiances:

. The Dependent Child was covered by this Plan on the day before the Child's 26th birthday: or
. The Dependent Child is a Dependent of an employee newly eligibde for the Plan; or

. The Dependent Child is eligible due to a Special Enmllment event or a Qualifying Status Change
event, as outlined in the Section 125 Plan.

The Dependent Child must also fit the following category:

If You hawe a Dependent Child covered under this Plan who is under the age of 28 and Totally Disabled,
either mentally or physically. that Child's health coverage may continue beyond the day the Chid would
otherwise cease to be a Dependent under the tenms of this Plan. You must submit written proof that the
Child is Totally Disabled within 31 calendar days after the day cowerage for the Dependent would
nommally end. The Plan may, for three years, ask for additional proof at any time, after which the Plan
can ask for proof not more than once per year. Coverage may confinue subject to the following minimum
requirerments:

. The Dependent must not be able to hold a self-sustaining job due to the disability; and

. Proof of the disability must be submitted as required (Motice of Award of Social Security Income is
acceptable); and

. The Employee maust still be cowered under this Plan.

0g-01-2014 -13- TGY0-00-412072
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A Totally Disabled Dependent Chid older than 26 whi loses coverage under this Plan may not re-enroll
in the Plan under any circumstances.

IMPORTANT: It is Your respensibility to notify the Plan Sponsor within 80 days i Your Dependent no
longer meets the criteria Bisted in this section. If, at any tme, the Dependent fais to meet the
qualifications of a Totally Disabled Dependent, the Plan has the right to be reimbursed from the
Dependent or Employee for any medical claims paid by the Plan during the peniod that the Dependent did
naot qualify for extended coverage. Please refer to the COBRA Continuation of Coverage section in this
document.

Employees have the right to choose which eligible Dependents are covered under the Plan.
EFFECTIVE DATE OF EMPLOYEE'S COVERAGE
four coverage will begin on the later of the following dates:

. If ¥ou apply within 30 days of hire. Your coverage will become effective the first day of the month
following Youwr date of hire; or

. If You apply later than 30 days following Your date of hire, ¥ou will be considered a Late Enrollee.
If You are a Late Enmolles, Your coverage will become effective September 1 following application
during the annual open enrcliment pericd. (Persons who apply under the Special Enroliment
Prowision are not considered Late Enrollees.)

. If You are eligible to enroll under the Special Enroliment Provision, Your coverage will become
effective on the date set forth under the Special Enrollment Provision if application is made within
30 days of the event.

EFFECTIVE DATE OF COVERAGE FOR YOUR DEPEMDENTS
‘four Dependent’s coverage will be effective on the later of:
. The date ¥Your coverage under the Plan begins if You enrcll the Dependent at that time; or

. The date You acguire Your Dependent if application is made within 30 days of acquiring the
Dependent; or

. September 1 following application during the annual open ennoliment period. The Dependent will
be considered a Late Enrollee if You request coverage for Your Dependent more than 30 days of
Your hire date, or more than 30 days following the date You acquire the Dependent; or

. If ¥our Dependent is eligible to enroll under the Special Enrollment Provision, the Dependent’s
cowverage will become effective on the date set forth under the Special Enrollment Provision, i
application is made within 30 days following the event; or

. The later of the date specified in a Qualified Medical Child Support Order or the date the Plan
Administrator determines that the order is a QMC30.

A contribution will be charged from the first day of coverage for the Dependent if an additional contribution
is required. In no event will Your Dependent be cowered prior to the day Your coverage begins.

02-01-2014 -14- TET0-00-412072
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ANNUAL OPEN ENROLLMENT PERIOD

Dwring the annual open enroliment penod, eligible Employees will be able to enroll themselves and their
eligible Dependents for coverage under this Plan. Eligible Employees and their Dependents who enrcll
during the annual open enrcliment period will not be considered Late Enmollees. Covered Employees will
be able to make changes in coverage for themselves and their eligible Dependents.

Cowerage Waiting Perieds are waived during the annual open enroliment period for covered Employees
and cowered Dependents changing from one Plan to another Plan or changing coverage levels within the
Plan.

If ¥ou and/or Your Dependent becomes covered under this Plan as a result of electing coverage during
the annual open enroliment period, the following will apply:

. The employer will give eligible Employees written notice prior to the start of an annual open
enroliment penod; and

. This Plan does not apply to charges for services performed or treatment received prior to the
Effective Date of the Covered Person's coverage; and

. The Effective Date of coverage will be September 1 following the annual open enrollment penod.

02-01-2014 -15- TGTD-00-412072
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SPECIAL ENROLLMENT PROVISION
Under the Health Insurance Portabiity and Accountability Act

This Plan gives each eligible person special enroliment rights if the person experiences a boss of other
health cowerage or a change in family status as explained bebow. The coverage choices that will be
offered to You will be the same choices offered to other simiarfy situated Employees.

LOSS OF HEALTH COVERAGE

‘You and Your Dependents may have a special opportunity to enroll for coverage under this Plan i You
expenence a loss of other health coverage.

In arder for You to be eligible for special enroliment rights, You must meet the following conditions:

. You andior Your Dependents were covered under a group health plan or health insurance policy at
the time coverage under this Plan was offered; and

. ‘You andfor Your Dependents stated in writing that You declined coverage due to coverage under
another group health plan or health insurance policy; and

. The coverage under the other group health plan or health nsurance policy was:

" COBRA contnuation coverage and that coverage was exhausted: or

" Teminated because the person was no longer eligible for coverage under the terms of that
plan or policy; or

" Teminated and no substiute coverage was offered; or

" Exhausted due to an individual meeting or exceeding a etime Bmit on all benefits; or

" Mo longer receiving any monetary contribution toward the premium from the employer.

‘ou or Your Dependent must request and apply for coverage under this Plan ne later than 30 calendar
days after the date the other coverage ended.

. ‘You andlor Your Dependents were covered under a Medicaid plan or state child health plan and
‘Your or Your Dependents’ coverage was terminated due to loss of eligbdity. You must request
coverage under this Plan within 80 days after the date of termination of such coverage.

‘fou or Your Dependents may not enroll for health coverage under this Plan due to loss of health
coverage under the following conditions:

. Cowerage was terminated due to failure to pay timely premiums or for cause. such as making a
fraudulent claim or an intentional misrepresentation of matenal fact, or

. ‘fou or Your Dependent woluntarily canceled the other coverage, unless the cumrent or former
empleyer no longer contributed any money towand the premium for that coverage.

NEWLY ELIGIELE FOR PREMIUM ASSISTANCE UNDER MEDICAID OR CHILDREN'S HEALTH
INSURANCE PROGRAM

A current Employes and his or her Dependents may be eligible for 3 special enrolliment peniod if the
Employee andior Dependents are determined eligible, under a state’s Medicaid plan or state child health
plan, for premium assistance with respect to coverage under this Plan. The Employee must request
cowerage under this Plan within 60 days after the date the Employee and/or Dependents are determined
to ke eligible for such assistance.

0g-01-2014 -16- TEY0-00-412079
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CHANGE IN FAMILY STATUS
Current Employees and their Dependents, COBRA Qualfied Beneficiaries and other eligible persons

hawe special opportunities to enroll for coverage under this Plan if they experience changes in family
status.

If a person becomes an eligible Dependent through marriage, birth, adoption or Placement for Adoption,
the Employee, spouse, and newly acquired Dependent(s) who are not already enrclled may enroll for
health cowerage under this Plan during a special enrcliment pericd. The Employee must request and
apply for cowerage within 30 calendar days of the mamiage, birth, adoption, or Placement for Adoption.

EFFECTIVE DATE OF COVERAGE UNDER SPECIAL ENROLLMENT PROVISION

If an eligible person properly applies for coverage during this special enroliment period, the coverage will
become efectve as follows:

. In the case of mamiage, on the date of the mamiage (note that eligible individuals must submit their
enroliment forms pricr to the Effective Dates of coverage in order for salary reductions to have
prefemred tax treatment from the date cowerage begins); or

. In the case of a Dependent’s birth, on the date of such birth; or

. In the case of a Dependent’s adoption, the date of such adoption or Placement for Adoption; or

. In the case of eligibdity for premium assistance under a state’s Medicaid plan or state child health
plan, on the date the approved request for coverage is received; or

. In the case of loss of coverage, on the date following loss of cowerage.
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TERMINATION

For information about continuing coverage, refer to the COBRA section of this SPD.

EMFLOYEE'S COVERAGE

our coverage under this Plan will end on the earliest of:

-

The end of the period for which Your last contribution is made, if You fail to make any required
contribution towards the cost of coverage when due; or

The date this Plan is canceled; or
The date coverage for Your benefit class is canceled: or

The last day of the month in which You tell the Plan to cancel Yowr coverage i You are voluntariy
canceling it while remaining eligitde because of change in status, special enrcllment or at annual
open enroliment penods; or

The end of the stability period in which You became a member of a non-covered class, as
determined by the employer except as follows:

" If You are temporarly absent from work due to an approved leave of absence for medical or
other reasons, Your coverage under this Plan will continue during that leave for up to 12
maonths, provided that the applicable Employee contribution is paid when due.

" If You are temporarilly absent from work due to active miitary duty. refer to USERRA under
the USERRA section; ar

The last day of the month in which Your employment ends; or

The date ¥ou submit a false claim or are involved in any other form of fraudulent act related to this
Plan or any other group plan.

YOUR DEPENDENT'S COVERAGE

Cowverage for Your Dependent will end on the earliest of the following:

The end of the period for which Your last contribution is made, if You fail to make any required
contribution toward the cost of Your Dependent’s coverage when due; or

The day of the menth in which Your coverage ends; or

The last day of the month in which Your Dependent is no longer Your legal spouse due to legal
separation or divorce, as determined by the law of the state where the Employee resides; or

The last day of the month in which Your Dependent Child attains the limiting age listed under the
Ehgibility section; or

If owr Dependent Child qualifies for Extended Dependent Coverage as Totally Disabled, the last
day of the month in which Your Dependent Child is no longer deemed Totally Disabled under the
terms of the Plan; or
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. The last day of the month in which Your Dependent Child no longer satisfies a required eligibdity
criteria listed in the Eligibility and Enrollment Section; or

. The date Dependent cowerage is no longer offered under this Plan; or

- The last day of the month in which You tell the Plan to cancel Your Dependent's coverage i You
are voluntarily canceling it while remaming eligible because of change in status, special enroliment
or at annual open enrollment peniods; or

- The last day of the month in which the Dependent becomes covered as an Employee under this
Plan; or

- The date You or Your Dependent submits a false claim or are involved in any other form of
fraudulent act related to this Plan or any ofher group plan.

RESCISSION OF COVERAGE

As permitted by the Patient Protection and Affordable Care Act, the Plan reserves the right to rescind
cowerage. A rescission of coverage is a reroactive cancellation or discontnuance of coverage due to
fraud or intentional misrepresentation of materal fact.

A cancellabionidiscontinuance of coverage is not a rescission if:

. it has only a prospective effect, or
. it is attributable to non-payment of premiums or contributions; or
. it is initiated by You or Your personal representative

REINSTATEMENT OF COVERAGE

If ¥our coverage ends due to termination of employment and You qualify for eligibdity under this Plan
again (are rehired or considered to be rehired for purposes of the Affordable Care Act) within 28 weeks
from the date Your coverage ended, Your coverage will be reinstated. N Your coverage ends due to
termination of employment and You do not qualify for eligibility under this Plan again (are not rehired or
considered to be rehired for purposes of the Affordable Care Act) within 26 weeks from the date Your
coverage ended, and You did not perform any hours of senvice that were credited within the 28-week
period, You will be treated as a new hire and will be required to meet all the requirements of a new

Employee.

If Your coverage ends due to leave of absence, reduction of hours or lay-off and You qualify for eligiblity
under this Plan again at a later date, You are eligibde for coverage on the first day of the month following
the date You again qualify for eligibility under this Plan.

Refer to the information on the Family and Medical Leave Act and the Uniformed Senvices Employment
and Reemployment Rights Act for possible exceptions, or contact Y owr Human Resources or Personnel
office.
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COBRA CONTINUATION OF COVERAGE

Important. Read this entre provision to understand a Covered Person's COBRA rights and obligations.

The following is a summary of the federal continuation requirements under the Consolidated Omnibus
Budget Reconciliation Act of 1935 (COBRA), as amended. This summary generally explains COBRA
continuation coverage. when it may become available to You and Your family, and what You and Your
Dependents need to do to probect the right to receive it When You become eligible for COBRA. You may
also become eligible for other coverage options that may cost less than COBRA continuation coverage.
This surmmary provides a general notice of a Covered Person’s rights under COBRA, bart is not intended
to satisfy all of the requirements of federal law. Your employer or the COBRA Administrator will provide
additional information to You or Your Dependents as required.

‘fou may have other options avalable to You when You lose group health coverage. For example. You
may be eligible to buy an mdividual plan through the Health Insurance Marketplace. By enroling in
cowverage through the Marketplace. You may qualify for lower costs on Youwr menthly premiums and lower
out-of-pocket costs. Additionally, You may gualify for 3 30-day special enroliment penod for ancther
group health plan for which You are eligible (such as a spouse's plan). even if that plan generally does
not accept Late Enrollees.

The COBRA Administrator for this Plan is: UMR
INTRODUCTION

Federal law gives certain persons, known as Qualified Beneficiaries (defined below), the nght to continue
their health care benefits beyond the date that they might otherwise terminate. The Qualified Beneficiary
must pay the entire cost of the COBRA contnuation coverage, plus an administrative fee. In general, a
Qualified Beneficiary has the same nghts and obligations under the Plan as an active participant.

A Qualified Beneficiary may elect to continue coverage under this Plan if such person's coverage would
terminate because of a life event known as a Qualifying Event. cuflined below. When a Qualifying Event
causes (or will cause) a Loss of Coverage, then the Plan must offer COBRA continuation coverage. Loss
of Coverage means more than losing coverage entrely. It means that a person ceases to be covered
under the same terms and conditions that are in effect mmmediately before the Qualifying Event. In short,
a Qualfying Event plus a Loss of Coverage allows a Qualfied Beneficiary the right to elect coverage
under COBRA.

Generally, You, Your covered spouse, and Your Dependent Children may be Qualified Beneficianes and
eligible to elect COBRA continuation cowerage even if the person is already covered under ancther
employer-sponsoned group health plan or is enrclled in Medicare at the time of the COBRA election.

COBRA CONTINUATION COVERAGE FOR QUALIFIED BENEFICIARIES

The length of COBRA continuation coverage that is offered vanes based on who the Qualified Beneficiary
is and what Qualifying Event is experienced as outlined below.

An Employee will become a Qualified Beneficiary if coverage under the Plan is lost because either one of
the following Qualifying Events happens:

Gualifying Event Length of Continuation

. Your employment ends for any reason other than Your gross up to 18 months
misconduct

. Your hours of employment are reduced up to 18 months

{There are two ways in which this 18-month period of COBRA continuation coverage can be extended.
See the section below entited "The Right to Extend Coverage” for more information.
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The spouse of an Employes will become a Qualified Beneficiary if coverage is lost under the Plan
because any of the following Qualifying Events happen:
Gualifying Event Length of Continuation
. Your spouse dies up to 38 months
. Your spowse’s hours of employment are reduced up to 18 months
. Your spowse’s employment ends for any reason other than his or her up to 18 months

gross misconduct
. Your spouse becomes entitled to Medicare benefits junder Part A, Part  up to 38 months

B, or both)
. You become divorced or legally separated from Your spouse up to 38 months
The Dependent Children of an Employee become Qualified Beneficiaries if coverage is lost under the
Plan because any of the following Qualifying Events happen:
Gualifying Event Length of Continuation

. The parent-Employes dies up to 38 months
. The parent-Employee’s employment ends for any reason other than up to 13 months
his or her gross misconduct

. The parent-Employee’s hours of employment are reduced up to 13 manths

. The parent-Employes becomes entitled to Medicare benefits (Fart &, up to 38 months
Fart B, or both)

. The parents become divorced or legally separated up to 38 maonths

. The Child stops being eligible for coverage under the plan as a up to 38 months
Dependent

MNote: A spouse or Dependent Child newly acquired (newborn or adopted) during a period of
continuation coverage is eligible to be enrolled as a Dependent. The standard enrcliment
provision of the Plan applies to enrollees during continuation coverage. A Dependent, other than
a newborn or newly adopted Child, acquired and enrolled after the original Qualifying Event, is not
eligible as a Qualified Beneficiary if a subsequent Qualifying Event occurs.

COBRA NOTICE PROCEDURES

THE NOTICE{S) A COVERED PERSON MUST PROVIDE UNDER THIS SUMMARY PLAN
DESCRIPTION

To be eligible to receive COBRA continuation coverage, covered Employees and their Dependents have
certain obligations with respect to certain Qualifying Events (including divorce or legal separation of the
Employee and spouse or a Dependent Child's loss of elighbility for cowerage as a Dependent) to provide
written notices to the administrater. Follow the rules described in this procedure when providing nofice to
the administrators, either Your employer or the COBRA Administrator.

A Qualified Beneficiary's written notice must include all of the following information: (A form to notify the
COBRA Administrator is avaiable upon request.)

. The Qualified Benseficiary's name, ther current address and complete phone number,
. The growp number, name of the employer that the Employee was with,

. Description of the Qualifying Event (i.e., the ife event experienced), and

. The date that the Qualifying Event accumed or will oceur.
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Send all notices or other information required to be provided by this Summary Plan Description in
writing to:

UMR

COBRA ADMINISTRATION

PO BOX 1206

WAUSALD WI 544021206
Phone Number: (800) 207-1824

For purposes of the deadlines described in this Summary Plan Description. the notice must be
postmarked by the deadline. In order to protect Your family's nghts, the Plan Admmnistrator should be
informed of any changes in the addresses of family members. Keep a copy of any notices sent to the
Plan Administrator or COBRA Administrator,

COBRA NOTICE REQUIREMENTS AND ELECTION PROCESS
EMPLOYER OBLIGATION TO PROVIDE NOTICE OF THE QUALIFYING EVENT

‘fiour employer will give notice to the COBRA Administrator when coverage terminates due to Qualifying
Events that are the Employee’s termination of employment or reduction in hours, death of the Employee,
or the Employee becoming entitled to Medicare benefits due to age or disabiity (Part A. Part B, or both).
four employer will notify the COBRA Administrator within 30 calendar days when these events oocur.

EMPLOYEE OBLIGATION TO PROVIDE NOTICE OF THE GUALIFYING EVENT

The Covered Person must give notice to the Plan Administrator in the case of other Qualifying Events that
are divorce or legal separation of the Employes and a spouse, a Dependent Child ceasing to be eligible
for coverage under the Plan, or a second Qualifying Event. The covered Employes or Qualified
Beneficiary must provide written notice to the Plan Administrator in order to ensure nights to COBRA
continuation coverage. The Covered Person must provide this notice within the G0-calendar day perniod
that begins on the latest of:

. The date of the Qualifying Event; or

. The date on which there is a Loss of Coverage (or would be a Loss of Coverage) due to the original
Qnuealifying Event; or

. The date on which the Qualified Beneficiary is informed of this notice requirement by receiving this
Sammary Plan Description or the General COBRA Motice.

The Plan Administrator will notify the COBRA Administrator within 30 calendar days from the date that
notice of the Qualifying Event has been provided.

The COBRA Administrator will, in tum, provide an election notice to each Qualified Beneficiary within 14
calendar days of receiving notice of a Qualfying Evwent from the employer, covered Employee or the
CQualified Beneficiary.

MAKING AN ELECTION TO CONTINUE GROUFP HEALTH COVERAGE

Each Qualified Beneficiary has the independent night to elect COBRA confinuation coverage. A Qualified
Beneficiary will receive a COBRA election form that must be completed to elect to continue group health

cowverage under this Plan. A Qualified Beneficiary may elect COBRA coverage at any time within the 80-
day election period. The election period ends 80 calendar days after the later of:

. The date Plan coverage terminates due to a Qualifying Event; or
. The date the Plan Administrator provides the Qualified Beneficiary with an election notice.

A Qualified Beneficiary must notify the COBRA Administrator of their election in writing to continue group
health cowerage and must make the required payments when due in order to remain covered. If the
Qualified Beneficiary does not choose COBRA continuation coverage within the 80-day election period,
group health coverage will end on the day of the Qualifying Event.
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PAYMENT OF CLAIMS AND DATE COVERAGE BEGINS

Mo claims will be paid under this Plan for senvices the Qualified Beneficiary receives on or after the date
cowverage is lost due to a Qualifying Event. I, however, the Qualified Beneficiary has not completed a
waiver and decides to elect COBRA continuation coverage within the &0-day election penod, group health
cowverage will be reinstated back to the date coverage was lost, provided that the Qualified Beneficiary
makes the required payment when due. Any claims that were denied during the initial COBRA election
period will be reprocessed once the COBRA Admnistrator receives the completed COBRA election form
and required payment.

If a Qualified Beneficiary previously waived COBRA coverage but revokes that waiver within the 60-day
election period, coverage will not be retroactive to the date of the Qualifying Event but instead will be
effective on the date the waiver is revoked.

PAYMENT FOR CONTINUATION COVERAGE

Qualified Beneficiaries are required to pay the entire cost of continuation coverage, which includes both
the employer and Employee contribution.  This may also include a 2% additional fee o cower
administrative expenses (or in the case of the 11-month extension due to disability, a 50% additional fee).
Fees are subject to change at least once a year.

If Your employer offers annual open enrollment cpportunities for active Employees, each Qualfied
Beneficiary will have the same opbions under COBRA (for example, the right to add or eliminate coverage
for Dependents). The cost of continuation coverage will be adjusted accordingly.

The initial payment s due no later than 45 calendar days after the Qualfied Beneficiary elects COBRA
as evidenced by the postmark date on the envelope. This first payment must cover the cost of
continuation coverage from the time coverage under the Plan would have othenwise terminated, up to the
time the first payment is made_ If the initial payment is not made within the 45-day period. then coverage
will remain terminated without the possibility of reinstatement. There is no grace period for the initial
payment.

The due date for subsequent payments is typically the first day of the month for any particular period of
cowverage, however the Qualified Beneficiary will receive specific payment information incleding due
dates, when the Jualified Beneficiary becomes eligible for and elects COBRA continuation coverage.

If, for whatever reason, any Qualified Beneficiary receives any benefits under the Plan during a month for
which the payment was not made on time, then the Qualified Beneficiary will ke required to reimburse the
Plan for the benefits receved.

If the COBRA Adminisirator receives a check that is missing information or has discrepancies regarding
the information on the check (i.e., the numeric dollar amount does not match the written dollar amount),
the COBRA Administrator will provide a notice to the Qualfied Beneficiary and allow him'her 14 days to
send in a comected check. f a comected check is not received within the 14-day timeframe, then the
occurrence will be reated as non-payment and the Qualified Beneficiary(s) will be termed from the Plan
in accordance with the plan language above.

Hote: Payment will not be considered made if a check is returned for non-sufficient funds.
A GUALIFIED BENEFICIARY™S NOTICE OBLIGATHIMNS WHILE ON COBRA
Abways keep the COBRA Administrator informed of the cument addresses of all Covered Persons who are

or who may become Qualified Beneficiaries. Failwe to prowide this information to the COBRA
Administrator may cawse You or Your Dependents to lose mportant rights under COBRA.
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In addition, after any of the following events occur, written notice to the COBRA Administrator is required
within 30 calendar days of:

. The date any Qualified Beneficiary mames. Refer to the Special Enrollment section of this SPD for
additional informiation regarding special enroliment rights.

. The date a Child is born to, adopted by, or Placed for Adoption by a Qualified Beneficiary. Refer to
the Special Enmllment section of this SPD for additional information regarding special enrcliment
rights.

. The date of a final determination by the Social Securnty Administration that a disabled Qualified
Beneficiary is no longer disabled.

. The date any Qualified Beneficiary becomes covered by another group health plan or enrclis in
Medicare Part A or Part B.

. Additionally, if the COBRA Administrator or the Plan Administrator requests additional mformation
from the Qualified Beneficiary, the Qualified Beneficiary must provide the requested information
within 30 calendar days.

LENGTH OF CONTINUATION COVERAGE

COBRA coverage is available up to the maximum pericds described below, subject to all COBRA
regulations and the conditions of this Summary Plan Description:

. For Employees and Dependents. 18 months from the Qualifying Event if due to the Employee's
termination of employment or reduction of work hours. (i an active Employes enrolls in Medicare
before his or her termination of employment or reduction in hours, then the covered spouse and
Dependent Children would be entitied to COBRA continuation coverage for up to the greater of 13
months from the Employee’s termination of employment or reduction in hours, or 36 months from
the earlier Medicare Enrollment Date, whether or not Medicare enroliment is a Qualifying Event.)

. For Dependents only 38 months from the Qualifying Event if coverage is lost due to one of the
following events:

- Employee’s death.

- Employee’s divorce or legal separation.

- Former Employee becomes enrolied in Medicare.

r A Dependent Child no longer being a Dependent as defined in the Plan.

THE RIGHT TO EXTEND THE LENGTH OF COBRA CONTINUATION COVERAGE

While on COBRA continuation coverage. certain Qualified Beneficiaries may have the right to extend
continuation coverage prowided that wotten nobice to the COBRA Administrator is given as soon as
possible but no later than the required tmeframes stated below.

Social Security Disability Determination {For Employees and Dependents): A Qualified Beneficiary
may be granted an 11-month extension to the initial 18-month COBRA continuation period, for a total
maximum of 28 months of COBRA in the event that the Social Secunity Admnistration determines the
Qualified Beneficiary to be disabled either before becoming eligible for. or within the first 80 days of being
cowvered by, COBRA continuation coverage. This extension will not apply if the original COBRA
continuation was for 38 months.

If the Qualified Beneficiary has non-disabled family members wha are also Qualifying Beneficiaries, those
non-disabled familly members are also entitled to the disability extension.
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The Qualified Bensficiary must give the COBRA Administrator a copy of the Social Security
Administration letter of disabiity determination before the end of the 18-month penod within 60 days of
the later of:

. The date of the 554 disability determination;

. The date the Qualfying Event cccurs;

. The date the Qualfied Beneficiary loses (or would lose) coverage due to the original Qualifying
Event; or

. The date on which the Qualified Beneficiary is informed of the requirement to notify the COBRA
Administrator of the disabiity by receiving this Summary Plan Description or the General COBRA
Notice.

Mote: Premiums may be higher after the initial 18-month period for persons exercising this disabiity
extension provision available under COBRA.

If the Social Secunty Admnistration determines the Qualified Beneficiary is no longer disabled, the
Qualified Beneficiary must notify the Plan of that fact within 30 days after the Social Security
Administration's determination.

Second Qualifying Events: (Dependents Only) i Your famiy experiences another Qualifying Event
while receiving 18 months of COBRA continuation coverage, the spouse and Dependent Children in Your
family who are Qualified Beneficiaries can receive up to 18 additional months of COBRA continuation
cowverage, for a madmum of 38 months, f notice of the second event is provided to the COBRA
Administrator. This additional coverage may be available to the spouse or Dependent Children who are
Qualified Beneficiaries if the Employee or former Employee dies, becomes entitled to Medicare (Part A,
Part B or both) or is dwerced or legally separated, or if the Dependent Child stops being eligible under the
Plan as a Dependent. This extension is available only if the Qualified Beneficiaries were covered under
the Plan prior to the original Qualifying Event or in the case of a newbom Child being added as a result of
a HIFAA special enrcliment right. A Dependent acquired during COBRA continuation {other than
newborns and newly adopted Chidren) is not eligible to continue coverage as the result of a subsequent
Qualifying Event. These events will only lead to the extension when the event would have caused the
spouse or Dependent Child to lose coverage under the Plan had the first qualifying event not occurmed.

You or Your Dependents must provide the notice of a second Qualifying Event to the COBRA
Administrator within a §0-day period that begins to run on the latest of

. The date of the second Qualifying Event; or

. The date the Qualfied Beneficiary loses (or would lose) coverage due to the second Qualifying
Event; or

. The date on which the Qualified Beneficiary is informed of the requirement to notify the COBRA
Administrator of the second Qualifying Event by receving this Summary Plan Description or the
General COBRA Motice.

COVERAGE OPTIONS OTHER THAN COBRA CONTINUATION COVERAGE

There may be other coverage options for You and Your famiy through the Health Insurance Marketplace,
Medicaid, or other group health plan coverage (such as a spouse’s plan) through what is called a “special
enrollment period.” Some of these options may cost less than COBRA continuation coverage. You can
learn more about many of these options at wew.healthcare gov.
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EARLY TERMINATION OF COBRA CONTINUATION

COBRA contnuation coverage may terminate before the end of the abowe maximum coverage penods for
any of the following reasons:

. The employer ceases to maintan a growp health plan for any Employees. (Mote that if the
employer terminates the group health plan that the Qualfied Beneficiary is under, but still maintains
another group health plan for other similady-situated Employees, the Qualified Beneficiary will be
offered COBRA continuation coverage under the remaining group health plan, althowgh benefits
and costs may mot be the same).

. The required confribution for the Qualified Beneficiary’s coverage is not paid within the timeframe
expressed in the COBRA regulations.

. After electing COBRA continuation coverage, the Qualified Beneficiary becomes entifled to and
enrcled with Medicare.

. After electing COBRA continuation coverage. the Qualified Beneficiary becomes covered under
ancther group health plan.

- The Qualified Beneficiary is found not to be disabled dunng the disability extension. The Plan will
terminate the Qualified Beneficiary’s COBRA continuation coverage one month after the Social
Security Adminisiration makes a determination that the Qualified Beneficiary is no longer disabled.

- Temination for cause, such as submitting fraudulent claims.
SPECIAL NOTICE (Read This If Thinking Of Declining COBRA Continuation Coverage)

At the time of a COBRA Qualifying Event, a Qualified Beneficiary has two primary options. The first is to
waive his or her night to COBRA and make an election for coverage, whether group health coverage or
mnsurance coverage through the individual market or the exchanges, in accordance with his or her HIFAA
special enrollment rights. Please refer to the Special Enrollment section for further details. The second
option is o elect COBRA continuation coverage. If COBRA continuation coverage is elected, the
continuation coverage must be maintained (by paying the cost of the cowerage) for the duration of the
COBRA contnuation period. If the continuation coverage is not exhausted and maintained for the
duration of the COBRA continuation period, the Qualified Beneficiary will lose his or her special
enrollment rights. It is important to note that losing HIPAA special enrcllment nights may have adverse
effects for the Qualified Beneficiary as it will make it difficult to obtain coverage, whether group health
cowerage or insurance coverage through the individual market or the exchange. After COBRA
continuation coverage is exhausted, the Qualified Beneficiary will have the option of electing other growp
health cowerage or insurance coverage through the individual market or the exchange, in accordance with
his or her HIPAA special enrollment rights.

DEFINITIONS

Gualified Beneficiary means a person covered by this group health Plan mmmediately before the
Qualifying Event who is the Employee, the spouse of a covered Employee or the Dependent Child of a
cowered Employee. This includes a Child who is born to or Placed for Adoption with a covered Employee
during the Employee’s COBRA coverage period if the Child is enrolled within the Plan's Special
Enroliment Provision for newboms and adopted Children. This also ncludes a Chid who was receiving
benefits under this Plan pursuant to a Qualified Medical Child Support Order (2MC50) immediately
before the Qualifying Event.
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Gualifying Event means Loss of Coverage due to one of the following:

-

The death of the covered Employee.

Voluntary or mvoluntary termination of the covered Employee’s employment (other than for gross
misconduct).

A reduction in work hours of the covered Employee.

Divorce or legal separation of the covered Employee from the Employee's spouse. [Also. if an
Employee terminates coverage for his or her spouse in anticipation of a divorce or legal separation,
and a divorce or legal separation later occurs, then the later divorce or legal separation may be
considered a Qualifying Event ewven though the ex-spouse lost coverage earfier. If the ex-spouse
notifies the Plan or the COBRA Administrator in writing within 80 calendar days after the divorce or
legal separation and can establish that the coverage was criginally elminated in anticipation of the
diworce or legal separation, then COBRA coverage may be available for the penod after the divorce
or legal separation).

The covered former Employee becomes enrclled in Medicare.

A Dependent Chid no longer being a Dependent as defined by the Plan.

Loss of Coverage means any change in the terms or conditions of coverage in effect immediately before
the Qualifying Event Loss of Coverage includes change in coverage terms, change in plans, termination
of cowerage, partial Loss of Coverage, increase in Employee cost. as well as other changes that affect
terms or conditions of coverage. Loss of Coverage does not always occur immediately after the
Qualifying Event, but it must always occur within the applicable 18- or 36-month coverage penod. A Loss
of Coverage that is not caused by a Qualifying Event may not trigger COBRA.

IF YOU HAVE QUESTIONS

Ouestions conceming Your Plan or Your COBRA continuation coverage rights should be addressed to
the contact or contacts identified below. For more information about Your rights under ERISA, and for
more information about COBRA, the Patient Protection and Affordable Care Act, and other laws affecting
group health plans, contact the nearest Regional or Distnct Office of the U 5. Department of Labor's
Employes Benefits Security Administration (EBSA) in your area or visit the EBSA website at

www dolgow/ebsa. (Addresses and phone numbers of Regional and District EBSA Offices are available
through EBSA's website.) For more information about the Marketplace, visit www. HealthCare gov.

The Plan Adminisirator:

ASHLAND COUNTY - WEST HOLMES JV.5.D.
1783 STATE RTE 80

ASHLAND OH 44805

The COBRA Administrator:

UMR COBRA ADMINISTRATION
PO BOX 1206

WALSAL WI 54402-1208
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UNIFORMED SERVICES EMPLOYMENT AND REEMFPLOYMENT RIGHTS ACT OF 1394

INTRODUCTION

Employers are required to offer COBRA-like health care continuation coverage to persons in the armed
semvice if the absence for military duty would result in a loss of coverage. Employees on leave for military
sernvice must be treated as if they are on leave of absence and are entitled to any other rights and
benefits accorded to similary situated Employees on leave of absence or furough. If an employer has
different types of benefits avalable depending on the type of leave of absence, the most favorable
comparable leave benefits must apply to Employees on military leave. Reinstatement following a military
leave of absence may not be subject to Waiting Periods.

COVERAGE

The maximum length of health care continuation cowerage required under the Uniformed Services
Employment and Reemployment Rights Act of 1884 (USERRA) is the lesser of:

. 24 months beginning on the day that the uniformed service leave begins, or
. a period beginning on the day that the service leave begins and ending on the day after the
Employee fails to retum to or reapply for employment within the time allowed by USERRA.

USERRA NOTICE AND ELECTION

An Employee or an appropriate officer of the uniformed service in which his or her senvice is to be
performed must notify the employer that the Employee intends to leave the employment position to
perform service in the uniformed services. An Employee should provide notice as far in advance as s
reasonable under the circumstances. The Employee is excused from giving notice due to military
necessity, or if giving notice is othenwise impossible or unreasonable under the crcumstances.

Upon notice of intent to leave for uniformed service, Employees will be given the opportunity to elect
USERRA continuation. Dependents do not have an independent right to elect USERRA coverage.
Election of, payment for, and termination of the LISERRA extension will be governed by the same
requirernents st forth under the COBRA Continuation of Coverage section, to the extent the COBRA
requirements do not conflict with USERRA.

PAYMENT

If the military leave orders are for a penod of 30 days or less, the Employee is not required to pay more
than the amownt he or she would have paid as an active Employee. For periods of 31 days or kanger, if
an Employee elects to continue health coverage pursuant to USERRA. such Employee and covered
Dependents will be required to pay up to 102% of the full premium for the coverage elected.

EXTENDED COVERAGE RUNS COMCURRENTLY

Employees and their Dependents may be eligible for both COBRA and USERRA at the same time.
Election of either the COBRA or USERRA extension by an Employee on leave for miitary service will be
deemed an election under both laws. and the coverage offering the most benefit to the Employee will
generally be extended. Cowerage under both laws will run concurrently. Dependents who choose to
independenty elect extended coverage will be deemed eligible for the COBRA extension only because
they are not eligible for a separate, independent right of election under USERRA.
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PROVIDER NETWORK

The word "Metwork™ means an outside organization that has confracted with various providers to prowide
health care services to Covered Persons at a Megotiated Rate. Providers who participate in a Metwork
hawe agreed to accept the negotiated fees as payment in full, ncluding any portion of the fees that the
Cowered Person must pay due to the Deductitle, Plan Participation amounts or other out-of-pocket
expenses. The allowable changes used in the calculation of the payable benefit to participating providers
will be determined by the Negotiated Rates in the network contract. A provider who does not participate
in a Network may bill Covered Persons for additional fees over and abowve what the Plan pays.

Fnowing which Metwork a provider belongs to will help a Covered Person to determine how much he or
she will need to pay for certain services. To obtain the highest level of benefits under this Plan, Covered
Persons need to see an In-Metwork provider, howewer this Plan does not limit a Cowered Person's right to
choose his or her own prowider of medical care at his or her own expense if a medical expense is not a
Cowered Expense under this Plan, or is subject to a limitation or exclusion.

To find out which Network a prowider belongs to, please refer to the Provider Directory, or call the toll-free
number that is Ested on the back of the Plan's identification card. The parficipation status of providers
may change from time to time.

. If a prowider belongs to one of the following Networks, claims for Covered Expenses will nomally
e processed in accordance with the In-Metwork benefit levels that are listed on the Schedule of
Benefits:

OL — UnitedHealthcare Ghoice Plus

. If a provider belongs to one of the following Networks, claims for Covered Expenses will normally
e processed in accordance with the Out-of-Network benefit levels that are listed on the Schedule
of Benefits, but the providers hawve agreed to discount their fees. This means that the Covered
Person may pay a little less for a particular clam than they would for an Out-of-Network claim.

¥Z — First Health Shared Savings
AL — First Health

. For services received from any other provider, claims for Covered Expenses will normally be
processed in accordance with the Out-of-Metwork benefit levels that are Iisted on the Schedule of
Benefits. These providers charge their normal rates for services, so Covered Persons may need to
pay more. The Covered Persen is responsible for paying the balance of these claims after the Plan

pays its portion, if any.
The program for Transplant Services at Designated Transplant Facilities is:
OptumHealth
EXCEPTIONS TO THE PROVIDER NETWORK RATES

Some benefits may be processed at In-Network benefit levels when provided by an Out-of-Network
provider. When Mon-Metwork charges are covered in accordance with Metwork benefits, the charges are
still subject to the Usual and Customary charge limitations. The following exceptions may apply:

. Cowered Services (including Preventive Services) provided by a radiologist, anesthesiologist,
certified registered nurse anesthetist, or pathologist when services are provided at a Metwork facility
or referred by an In-Metwork Physician, even if the provider is an Out-of-Metwork provider.

. Covered Services provided by a Physician during an Inpatient stay will be payable at the In-
Metwork level of benefits when provided at an In-Network Hospital.
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Provider Directory Information

Each covered Employes, those on COBRA. and Children or guardians of Children who are considered
alternate recipients under a Qualified Medical Child Support Order, will automatically be given ar
electronically made available, a separate document. at no cost, that lists the participating Metwark
prowviders for this Plan. The Employee should share this document with other covered individuals in our
household. I a covered spouse or Dependent wants a separate provider list, they should make a written
reguest to the Plan Administrator. The Plan Administrator may make a reascnable charge to cover the
cost of fumishing complete copies to the spouse or other covered Dependents.

TRANSITIONAL CARE

Certain eligible expenses that would have been considered at the In-Network benefit level by the prior
claims administrator but which are not considered at the In-Mebwork benefit level by the current claims
administrator may be paid at the applicable In-Metwork benefit level if the Covered Person is currently
umder a treatment plan by a Physician who was a member of this Plan’s previous PPO but who is not a
member of the Plan’s current PPO in the Employee or Dependent’s network area. In order to ensure
continuity of care for certain medical conditions already under treabment. the In-Metwork medical plan
benefit level may continue for 80 days for conditions approved as transitional care. Examples of medical
conditions appropnate for consideration for fransitional care include, but are not limited to:

3 Cancer if under active treatment with chemotherapy and’or radiation therapy.

- Organ transplant pabients i under active reatment (seeing a Physician on a regular basis, on a
transplant waiting list, ready at any time for fransplant).

If the Covered Person is Inpatient in 3 Hospital on the Effective Date of the Plan.

Post-acute Injury or Surgery within the past three months.

Pregnancy in the second or third trimester and up to eight weeks postpartum.

- Behavicral health — any previous treatment.

LI

You or Your Dependent must call UMR within 20 days prior to the Effective Date or within 90 days after
the Effective Date to see if You or Your Dependent are eligible for this benefit.

The In-Metwork benefit level may continue for 80 days, despite the fact that these expenses are no longer
considered In-Metwork due to provider termination from the network. In order to be eligible, You or Your
Dependent must have been, and must continue to be, under a freatment plan by a provider who was a
member of the participating network.

‘fou or Your Dependent must complete a Transition of Care form within 30 days of the date the provider
leaves the network and submit the form to Youwr Plan Administrator to see if You or Your Dependent is
eligible for this bensfit.

Routine procedures, freatment for stable chronic cenditions, minor Binesses and elective surgical
procedures will not be covered by ransitional level benefits.
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COVERED MEDICAL BEMEFITS

This Plan provides cowerage for the following covered benefits if services are authorized by a Physician
or other Qualfied Provider, if applicable, and are necessary for the treatment of an [Bness or Injury,
subject to any limits, maximums, exclusions, or other Plan provisions shown in this SPD. The Plan does
not provide coverage for services if medical evidence shows that treatment is not expected to resolve,
improve, or stabilize the Covered Person's condition, or if a plateau has been reached in terms of
improvernent from such services.

In addition, any diagnosis change for a covered benefit after a payment denial will not be considered for
benefits unless the Plan is provided with all pertinent records along with the request for change that
justifies the revised diagnosis. Such records must inchede the history and initial assessment and must
reflect the criteria listed in the most recent International Classification of Diseases (ICD) or Diagnostic and
Statistical Manual (D5M) for the new diagnosis, or, i in a foreign country, must meet diagnostic criteria
established and commaonly recognized by the medical commumity in that region.

Important: Prior authorization may be reguired before benefits will be considered for payment. Failure to
obtain prior authonzation may result in a penalty or increased out-of-pocket costs. Refer to the Care
Management section of this SPD for a description of these senvices and prior authorization procedures.

1.  Abortions: I a Physician states in writing that the mother's ife would be in danger i the fetus were
to be carried to term.

2. Acupuncture Treatment
3. Allergy Treatment including: Injections, testing and serum.

4. Ambulance Transportation: Medically Necessary ground and air transportation by a vehicle
designed, equipped, and used only to transport the sick and injured to the nearest medically-

appropriate Hospital.
5. Anesthetics and Their Administration.
g.  Autism Spectrum Disorders (ASD) Treatment, when Medical Necessity is met.

{ASD mcludes Autistic Disorder, Asperger's Syndrome. Childhood Disintegrative Disorder, Rett
Syndrome and Pervasive Developmental Disorders).

ASD Treatment may include any of the following services: Diagnesis and Assessment;
Psychological, Psychiatric, and Pharmaceutical (medication management) care; Speech Therapy,
Occupational Therapy, and Physical Therapy.

Treatment is prescribed and provided by a licensed healthcare professienal practicing within the
scope of their license.

Treatment is subject to all other plan provisions as applicable (such as Prescription benefit
coverage, BehaviorallMental Health cowerage and/or coverage of therapy services).

Does not include services or treatment identfied elsewhere in the Plan as non-covered or excluded
[such as InvestigationalExperimental or Unproven, custodial, nutrition-diet supplements,
educational or services that should be provided through the school district)

7.  Breast Pumps and related supplies. Coverage is subject to Medical Mecessity as defined by this
Plan. Contactthe Plan regarding limits on frequency. duration, or type of equipment that is covered.

8.  Breast Reductions if Medically Necessary.
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Breastfeeding Support, Supplies and Counseling in conjuncton with each birth. Comprehensive
lactation support and counseling, by a trained provider during pregnancy andior in the postpartum
period, and costs for renting breastfeeding equipment.

Cardiac Pulmonary Rehabilitation when Medically Necessary for Activities of Daily Living (see the
Glossary of Terms) and when needed as a result of an Bness or Injury.

Cardiac Rehabilitation programs (when Medically Mecessary), if refemed by a Physician, for
patients who hawve certain cardiac conditions including, but not limited to, the following:

= had a heart attack in the last 12 months; or
= had coronary bypass surgery; or
= a3 stable angina pectoris.

Cowered services include:

= Phase |, while the Covered Person is an Inpatient.

= Phase |, whie the Covered Person is in a Physician-supenvised Outpatient monitored low-
mtensity exercise program. Senvices generally will be in a Hospital rehabiitation faclity and
mnclude menitoring of the Covered Person's heart rate and rhythm, blood pressure and
symptomns by a health professional. Phase |l generally begins within 30 days after discharge
from the Hospatal.

Cataract or Aphakia Surgery as well as surgically implanted protective lenses following such a
procedure.

Chirepractic Treatment by a Qualified chiropractor. Services for diagnosis by physical
examination and plain film radiography, and when Medically Necessary for treatments for
musculoskeletal conditions. Refer to Maintenance Therapy under the General Exclusions section of
this SPD.

Circumeision and related expenses when care and treatment meet the definition of Medical
Necessity. Circumcision of newborn males is also covered as stated under nursery and newbom
medical benefits.

Cleft Palate and Cleft Lip, Benefits will be provided for the treatment of cleft palate or cleft lip.
Such coverage includes Medically Necessary oral surgery and pre-graft palatal expander.

Congenital Heart Disease: If a Cowered Person is being treated for congenital heart disease, and
chooses to obtain the freatment at an OphemHealth facility, the Plan will provide the same housing
and travel benefits that are cutlined in the Transplant Benefits section and on the Transplant
Schedule of Benefits.

Contraceptives and Counseling: All Food and Drug Administration approved contraceptive
methods, sterlization procedures and patient education and counseling. This Plan provides
benefits for Prescription contraceptives, regardiess of purpose. Prescription contraceptives that
require a Physician to administer a hormone shot or insert a dewice will be processed under the
Covered Medical Benefits in this SPD. Prescrption conraceptives that require a Physician to
administer 3 hormone shot or insert a device will be processed under the Covered Medical Benefits
in this SPD.

Cornea Transplants are payable at the percentage listed under “All Other Covered Expenses” on
the Schedule of Benefits.
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APPENDIX AA
(continued)

18. Dental Services includs:

= The care and treatment of natural teeth and gums if an Injury is sustained in an Accident (other
than ocne cccwrring while eating or chewing), excluding implants. Treatment must be completed
within 12 months of the Injury except when medical and/or dental conditions preclude
completion of treatment within this time period.

= Inpatient or Outpatient Hospital charges including professional services for x-ray, lab, and
anesthesia while in the Hospital if Medically Necessary.

= Removal of all teeth at an Inpatient or Outpatient Hospital or dentist’s office f removal of the
teeth is part of standard medical reatment that is required before the Covered Person can
undergo radiation therapy for a covered medical condition.

20. Diabetes Treatment: Charges Incurmed for the treatment of diabetes and diabetic seff-
management education programs, diabetic shoes and nutrtional counseling.

21. Dialysis: Charges for dialysis treatment of acute renal fadure or chronic imeversible renal
insufficiency for the removal of waste materials from the body,. mchuding hemodialysis and
peritoneal dialysis. This also includes use of eguipment or supplies. unless covered through the
Prescrption Drug Benefits section. Charges are paid the same as any other liness.

22, Dwurable Medical Equipment subject to all of the following:

= The equipment must mest the definition of Durable Medical Equipment as defined in the
Glossary of Terms. Examples include, but are net limited to erutches, wheelchairs, hespital-
type beds and oxygen equipment.

= The equipment must be prescribed by a Physician.

= The equipment will be provided on a rental basis when available; however, such equipment may
be purchased at the Plan's option. Any amount paid to rent the equipment will b= applied
toward the purchase price. |n no case will the rental cost of Durable Medical Equipment exceed
the purchase price of the item.

= The Plan will pay benefits for anly ONE of the following: a manual wheelchar, motonzed
wheelchar or motorized scooter, unless necessary due to growth of the person or changes o
the person’s medical condition require a different product, as determined by the Plan.

= [f the equipment is purchased. benefits may be payable for subsequent repairs including
batteries or replacement only if required:
* due to the growth or development of a Dependent Child;
* when necessary because of a change in the Cowered Person’s physical condition: or
* because of deterioration caused from nomal wear and tear.
The repair or replacement for arificial limbs, crutches, braces, and other medical appliances
are excluded under the Plan except in the case of Dependent Children when the Physician
certifies that such replacement is necessary. In all cases, repairs or replacement due to abuse
or misuse, as determined by the Plan, are not covered and replacement is subject to prior
approval by the Plan.

23, Emergency Room Hospital and Physician Services including Emengency room senvices for
stabilization or nitiation of treatment of a medical Emergency condition provided on an Outpatient
basis at a Hospital, as shown in the Schedule of Benefits.

24. Emergency Services Provided in a Foreign Counfry, including Emergency room semnvices for
stabilization or mitiation of treatment of a medical Emergency condition provided on an Inpatient or
Cutpatient basis at a Hospital or Physician services in a provider's office.
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(continued)
25, Extended Care Facility Services for both mental and physical health diagnosis. Charges will be
paid under the applicable diagnostic code. The following benefits are covered:
» [FRoom and board.
= Miscallanecus senvices, supplies and freatments provided by an Extended Care Facility,
ncluding Inpatient rehabilitation.
28. Foot Care [Podiatry) that s recommended by a Physician as a result of infection. The following
charges for foot care will also be covered:
= Treatment of any condition resulting from weak, strained, flat, unstable or unbalanced feet,
when surgery is perfommed.
= Treatment of coms, calluses and toenails when at least part of the nail root is removed or when
needed to treat a metabolic or peripheral vascular disease.
= |Physician office visit for diagnosis of bunions. Treatment of bunions when an open cutting
operation or arthroscopy is performed.
27. Genetic Counseling based on Medical Mecessity.
28,  Genetic Testing when Medically Necessary (see below).
Genetic Testng MUST meet the following requirements:
The test is not considered expenmental or investigational. The test is performed by a CLIA-certified
laboratory. The test result will drectly mpactinfluence the disease reatment of the covered
member. In some cases, testing s accompanied by pretest and posttest counseling.
And must meet at least one of the following:
= The patient has cument signs and/or symptoms (i.e., the test is being used for diagnostic
purposes).
= Conventional diagnostic procedures are mconclusive.
= The patient has risk factors or a particular family history that indicate a genetic cause.
= The patient meets defined criteria that place them at high genetic risk for the condition.
Generally, genetic testing is not covered for:
= Population screening without a personal or family history, with the exception of preconception or
prenatal camer screening for certain conditions, such as cystic fibrosis, Tay-Sachs disease,
sickle cell disease, and other hemoglobinopathies.
= Informational purposes alone (i.e.. testing of mnors for adult-onset conditions, and seff-refemals
or home testing)
= Testis considered Experimental or Investigational.
28.  Hearing Services ncude:
= |[Exams, tests, senices and supples to diagnose and treat a medical condition.
= Purchase or fitting of hearing aids when due to accidental Injury occwming while Plan is in effect.
30. Home Health Care Services: (Refer to Home Health Care section of this SPD).
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31. Hospice Care Services: Treatment given at a Hospice Care Facility must be in place of a stayin a
Hospital or Extended Care Faciity, and can include:
« Assessment mcludes an assessment of the medical and social needs of the Termmnally IR
person, and a descrption of the care to meet those needs.
= [Inpatient Care in a facility when needed for pain controd and other acute and chronic symptom
management, psychological and dietary counseling, physical or occupational therapy and part-
time Home Health Care senices.
= Dutpatient Care provides or arranges for other services as related to the Terminal lliness which
nclude the services of a Physician or Qualified physical or occupational therapist, or nutrition
counseling services provided by or under the supervision of a Qualified dietician.
= Bereavement Counseling: Benefits are payable for bereavement counseling senvices which
are received by a Covered Person's immediate family members when directly connected to the
Covered Person’s death and bundled with other hospice charges. Counseling services must be
given by a Qualified social worker, Qualified pastoral counselor, Qualified psychologist.
Qualified psychiatrist, or other Qualified Provider, if applicable. The senvices must be fumished
within six months of death.
= Respite Care to provide temporary relief for 5 days per month to the family or cther caregivers
n the case of an emergency or to provide temporary relief from the daldy demands of caring for
a terminally @l person.
The Cowered Person must be Terminally Il with an anticipated iife expectancy of about six months.
Services, however, are not limited te a maximum of six months if contnued Hospice Care is
deemed approgriate by the Physician, up to the maxmum hospice benefits available under the
Plan.
32.  Hospital Outpatient Cardiac Rehabilitation Program
This. benefit will only be payable i all of the following conditions have been met:
= The Covered Person has myocardial infarction, has had coronary bypass surgery, has stable
angina pectors; angioplasty, or a heart fransplant;
= The Covered Person starts his cardiac rehabilitation program within twehee (12) menths after
discharge from a Hospital stay that is due to one of the above conditions; and
= The cardiac rehabilitation program is rendered in the Hospital's Outpatient department or in a
Medicare-approved facility for cardiac rehabilitation.
33, Hospital Services (Includes Inpatient Services, Surgical Centers and Inpatient Birthing
Centers). The folowing benefits are covered:
= Semi-private room and board. For network charges, this rate is based on network re-pricing.
For nen-network charges, any charge over a semi-private room charge will be a Covered
Expense only if determined by the Plan to be Medically Mecessary. If the Hospital has no semi-
private rooms, the Plan will allow the private room rate subject to Usual and Customary charges
or the Negotiated Rate, whichever is applicable.
# Intensive care unit room and board.
= Miscallanecus and Ancillary Senvices.
= |Blood, blood plasma and plasma expanders, when not available without charge.
34, Hospital Services (Qutpatient).
35, Infant Formula administered throwgh a tube as the sole source of nutrition for the Covered Person.
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APPENDIX AA
(continued)

Infertility Treatment to the extent required to treat or correct underlying causes of infertility, when
such treatment is Medically Mecessary and cures the condition, alleviates the symptoms, slows the
harm, or maintains the current health status of the Covered Person.

Infertility Treatment does not include Genetic Testing. (See General Exclusions for details).
Laboratory or Pathology Tests and Interpretation Charges for covered benefits.

Manipulations: Treatments for musculoskelstal conditions when Medically Mecessary. Also refer
to Maintenance Therapy under the General Exclusions section of this SPD.

Massage Therapy. (See Therapy Senvices below)
Maternity Benefits for Covered Persons include:

Hospital or Birthing Center room and board.

Vaginal delivery or Cesarean section.

Non-routine prenatal care.

Postnatal care.

Medically Necessary diagnostic testing.

Abdominal operation for intrautenne pregnancy or miscamiage.
Outpatient Birthing Centers.

Midwives.

Mental Health Treatment (Refer to Mental Health section of this SPD).

Maodifiers or Reducing Modifiers if Medically Mecessary, apply to services and procedures
performed on the same day and may be applied to surgical, radiclogy and other diagnostic
procedures. For providers participating with a primary or secondary network, claims will be paid
according to the network confract. For providers who are not participating with a network, where no
discownt is applied, the industry guidelines are to allow the full Usual and Customary fee allowance
for the primary procedure and a percentage (%) of the Usual and Customary fee allowance for all
secondary procedures. These allowances are then processed according to Plan provisions. A
global package includes the services that are a necessary part of the procedure. For individual
services that are part of a global package, it is customary for the individual services not to be billed
separately. A separate charge will not be allowed under the Plan.

Nursery and Newborn Expenses Including Circumcision are coversd for the following Children
of the covered Employee or covered spouse: natural (bickegical) Chikdren and newborn Children
who are adopted or Placed for Adoption at the time of birth.

Mutritional Counseling if Medically Mecessary.

Nuftritional Supplements, Vitamins and Electrolytes which are prescribed by a Physician and
administered through enteral feedings, provided they are the sole source of nutrition or are part of a
chemotherapy regimen. This includes supplies related to enteral feedings (for example, feeding
tubes, pumps, and other materials used to administer enteral feedings ). provided the feedings are
prescribed by a Physician, and are the sole sowrce of nutrition or are part of a chemotherapy
regirmen.

Occupational Therapy. (See Therapy Services below)
Oral Surgery includes:
= [Excision of partially or completely impacted teeth.

= |[Excision of tumors and cysts of the jaws, cheeks, lips, tongue. roof and floor of the mouth when
such conditions require pathological examinations.
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APPENDIX AA
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= Surgical procedures required to comect accidental injuries of the jaws, cheeks, lips, tongue, roof
and floor of the mouth.

= Reduction of fractures and dislocations of the jaw.

» [Extemnal incision and drainage of cellulitis.

= Incision of accessory sinuses, salivary glands or ducts.

= |[Excision of exostosis of jaws and hard palate.

Orthegnathic, Prognathic and Maxillofacial Surgery when Medically Necessary.

Orthotic Appliances, Devices and Casts, including the exam for required Prescription and fitting,
when prescribed to aid in healing, provide support to an extremity, or limit motion to the
musculoskeletal system after Injury. These devices can be used for acute Injury or to prevent
Inpry. Orthotic Appliances and Devices include custom molded shoe orthotics, supports, trusses,
elastic compression stockings, and braces.

Oxygen and lts Administration.

Pharmacolegical Medical Case Management (Medication management and lab charges).
Physical Therapy. (See Therapy Services below)

Physician Services for covered benefits.

Pre-Admission Testing: The testing must be necessary and consistent with the diagnosis and
treatment of the condition for which the Cowered Person is being admitted to the Hospital.

Prescription Medications which are administered or dispensed as take home drugs as part of
treatment while in the Hospital or at a medical faciity (ncluding claims billed on a claim form from a
long-term care facility, assisted living facility or Skilled Mursing Faciity) and that require a
Physizian's Prescription. This does not nclude paper (script) claims obtained at a retail phammacy,
which are covered under the Prescription benefit.

Preventive ! Routine Care as listed under the Schedule of Benefits.

The Plan pays benefits for Preventive Care services provided on an Outpatient basis ata
Physician's office, an Altemate Facility or a Hospital that encompass medical services that have
been demonstrated by clinical evidence to be safe and effective in either the early detection of
disease or in the prevention of disease, have been proven to have a beneficial effect on health
outcomes and nclede the following as required under the applicable law:

= [Ewvidence-based items or senvices that have in effect a rating of “"A” or "B” in the current
recommendations of the United States Preventive Services Task Force;

= Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention:

= With respect to infants. Children and adolescents, evidence-informed Preventive Care and
screenings provided for in the comprehensive guidelines supported by the Health Resources
and Senices Administration; and

» Additional prewentive care and screenings as prowided for in comprehensive guidelines
supported by the Health Resources and Services Administration.
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= Wel-women Preventive Care visit{s) for women to obtain the recommended preventive services
that are age and developmentally appropriate, mcluding preconception and prenatal care. The
well-women visit should, where appropriate, include the following additional preventive senvices
listed in the Health Resources and Services Administrations guidelines, as well as others
referenced in the Affordable Care Act:

Screening for gestational diabetes;

Human papillemavirus (HPV) DMNA testing;

Counseling for sexually transmitted infections;

Counseling and screening for human immune-deficiency wirus; and
Secreening and counseling for interpersonal and domestic viclence.

LI R B A

Please visit the following links for additonal information:

htipsJivwenw. healthcare. govipreventive-care-benefits!
htips-/iwwnw. healthcare. govipreventive-care-children’
htips-/fwwnw. healthcare. gow/preventive-care-women/!

57. Prosthetic Devices. The initial purchase, fitting and repar of fitted prosthetic devices (artificial
body parts. including limbs. eyes and larynx) which replace body parts. Benefits may be payable for
subsequent repairs or replacement only if required:

= Due to the growth or development of a Dependent Chid; or
= When necessary because of a change in the Covered Person's physical condition; or
» Becauwse of deterioration cawsed from normal wear and tear.

The repair must also be recommended by the attending Physician. In all cases, repairs due to
abuse or misuse, as determined by the Plan, are not covered and replacement is subject to prior
approval by the Plan. Charges for replacements for artificial limbs, crutches, braces, and other
medical appliances are not covered under the Plan except in the case of Dependent Children when
the Physician certifies that such replacement is necessary.

58. Qualifying Clinical Trials as defined below, including routine patient care cosis Incwmed during
participation in a Qualifying Clinical Trial for the freatment of:

= Cancer or other Life-Threatening Disease or Condition. For purposes of this benefit. a Life-
Threatening Disease or Condition is one from which the ikelihwood of death is probable unless
the course of the disease or condition is ntemupted.

Benefits include the reasonable and necessary items and services used to prevent. diagnose, and
treat complications arising from participation in a Qualifying Chnical Trial-

Benefits are available only when the Covered Person is ciinically eligible for parbicipation in the
Qualifying Clinical Trial as defined by the researcher.

Routine patient care costs for Qualifying Clnical Trials may include:

= Covered health services [i.e.. Physician charges, lab work, X-rays. professional fees, ete.) for
which benefits are typically provided absent a clinical trial;

= Cowered health services required solely for the admnistration of the Investigational itern or
service, the clinically appropnate monitoring of the effects of the item or service, or the
prevention of complications; and

« Cowvered health services needed for reasonable and necessary care arising from the provision
of an Investigational item or service.
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Routine costs for clnical trials do not include:

The Experimental or Investigational service or item as it is typically provided to the patient

through the clinical trial.

ltems and services provided solely to satisfy data collection and analysis needs and that are not

used in the direct clinical management of the patient;

A service that is cleardy consistent with widely accepted and established standards of care for a

particular diagnosis; and

ﬂlbfms_ z:nd services provided by the research sponsors free of charge for any person enrolled n
& trial.

With respect to cancer or other Life-Threatening Diseases or Conditions, a Qualifying Clinical Trial
is @ Phase |. Phase I, Phase Il or Phase IV clinical trial that is conducted in relation to the
prewvention, detection, or treatment of cancer or other Life-Threatening Disease or Condition and
that meets any of the following criteria in the bulleted st below.

Federally funded trials. The study or investigation is approved or funded (which may inclede
funding throwgh in-kind contributions) by one or more of the following:

National Instifutes of Health (NIH), mcluding the National Cancer Insfitute (NC);
Cenders for Disease Gonfrol and Preventfion (COG);
Agency for Healthcare Research and Qualify (AHRG);
Centers for Medicare and Medicaid Services [CMS);
A cooperative group or center of any of the entities described abowe or the Department of
Defense (DOD) or the Veterans Adminisfrafion (WA);
# A gualified non-governmental research entity identified in the guidelines issued by the
National Instifutes of Health for center support grants; or
#  The Department of Veterans Affairs. the Department of Defense, or the Depariment of
Emergy as long as the study or investigation has been reviewed and approved thwough a
system of peer review that is determined by the Secretary of Health and Human Senvices to
meet both of the following criteria:
- Itis comparable to the systemn of peer review of studies and investigations used by the
Nafional instiutes of Health; and
- It enswres unbiased review of the highest scientfic standards by qualified indviduals
who have ne interest in the cutcome of the review.
The study or mvestigation is conducted under an Investigational new drug application reviewed
by the U5, Food and Drug Adminisiration;
The study or mvestigation is a drug trial that is exempt from having such an Investigational new
dinug application;
The dinical trial must hawe a written protocol that describes a scientifically sound study and
hawve been approved by all relevant Institutional Review Boards (IRBs) before participants are
enrolled in the trial. The Plan Sponsor may. at any time, request documentation about the trial:
or
The subject or purpese of the trial must be the evaluation of an item or service that meets the
definition of a covered health service and s not otherwise excluded under the Plan.

LI B A A

58. Radiation Therapy and Chemotherapy.
0. Radiology and Interpretation Charges.
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APPENDIX AA

(continued)
1. Reconstructive Surgery includes:
= [Following a mastectomy (Women's Health and Cancer Rights Act) the Cowered Person must be
receiving benefits in connection with a mastectomy in order to receive benefits for
reconstructive treatments. Cowered Expenses are reconstructive treatments which include all
stages of reconstruction of the breast on which the mastectomy was performed, surgery and
reconstruction of the other breast to produce a symmetrical appearance; and prostheses and
complications of mastectomies, including lymphedemas.

= Surgery to restore bodily function that has been impaired by a congenital lliness if Medically
Necessary or anomaly, by an Accident, or by an infection or other disease of the involved part.

2. Respiratory Therapy. (See Therapy Senvices below)

3. Second Surgical Opinion must b= given by a board-certified Specialist in the medical field relating
to the surgical procedure being proposed. The Physician providing the second opinion must not be
affiliated in any way with the Physician who rendered the first opinion.

4. Sleep Disorders if Medically Mecessary.

5.  Sleep Studies.

8. Speech Therapy. (See Therapy Services below)

87. Sterilizations.

G8.  Substance Use Disorder Services (Refer to the Substance Use Disorder and Chemical
Dependency Benefits section of this SPD).

8. Surgery and Assistant Surgeon Services (See Modifiers or Reducing Modifiers above).

70. Temporomandibular Jeint Disorder (TMJ) Services ncludes:

« Diagnostic senvices.

= Surgical treatment.

= Mon-surgical reatment (includes ntracral devices or any other non-surgical methoed to alter the
occlusion andlor vertical dimension).

This dees not cover orthodontic services.
T71. Therapy Services: Therapy must be ordered by a Physician and provided as part of the Covered
Person's treatment plan. Services include:
= Dccupational therapy by a Qualfied cccupational therapist (T) or other Qualified Provider, if
applicable_

= Physical therapy by a Qualfied physical therapist (PT) or other Qualified Provider, i
applicable_

= Respiratory therapy by a Qualfied respiratory therapist (RT). or other Qualfied Provider, if
applicable_

= Massage therapy by a Qualified chiropracter, a Qualified massage therapist (MT), a Qualified
physical therapist (FT), or other Qualified Provider, i applicable.

= Speech therapy by a Qualified speech therapist (5T). or other Qualified Provider, if apphicable,
ncluding therapy for stuttering due to a neurological disorder.

T2, Tobacco Addiction: Services, treatment or supplies related to addiction to or dependency on
nicotine.
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APPENDIX AA

(continued)
73. Transplant Services (Refer to Transplant section of this SPD).
74. Urgent Care Facility as shown in the Schedule of Benefits of this SPD.
75, Wigs [Cranial Prostheses), Toupees, Hairpieces for har loss due to cancer treatment or alopecia
related to a medical condition.
T8, X-ray Services for covered benefits.
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HOME HEALTH CARE EENEFITS

Home Health Care services are provided for patients when Medically Mecessary, as determined by the
Utdization Review Organization.

Prior authorization may be required before receiving services. Please refer to the Care Management
section of this SPD for more detals. Cowvered services may include:

. Home visits instead of visits to the provider's office that do not exceed the Usual and Customary
charge for the same service in a provider's office.

. Intermittent nurse services. Benefits are paid for only one nurse at any one time, not to exceed four
hours per 24-hour period.

. Mutrition counseling provided by or under the supervision of a Qualified dietician or other Qualified
Prowider, if applicable_

. Physical, occupational, respiratory, and speech therapy provided by or under the supervision of a
Qualified therapist or other Qualified Provider, if applicable_

- Medical supplies, drugs. or medication prescrbed by a Physician, and laboratory services to the
extent that the Plan would hawve covered them under this Plan i the Cowered Person had beenin a
Hospital.

A Home Health Care Visit is defined as a wisit by a nurse providing intermittent nurse senvices (each visit
mncludes up to a 4-howr consecutive visit in a 24-hour period if Medically Necessary) or a single visit by a
CQualified therapist. Qualified dietician, or other Qualified Provider, if applicable.

EXCLUSIONS

In addition to the itemns listed in the General Exclusions section, benefits will MOT be provided for any of
the following:

Homemaker or housekesping services.

Supportive environment materials such as handrals. ramps, ar conditioners, and telephones.
Services performed by famiy members or volanbesr workers.

“Meals on Wheels” or similar food service.

Separate charges for records, reports, or fransportation.

Expenses for the nomnal necessities of living, such as food. clothing. and household supplies.
Legal and financial counseling services, unless otherwise covered under this Plan.

L]

& & &
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APPENDIX AA
(continued)

TRANSFLANT BENEFITS

Refer To Care Management section of this SPD for prior authorization requirements

DEFINITIONS

The following terms are used for the purpese of the Transplant Benefits section of this SPD. Refer to the
Glossary of Terms section of this SPD for additional defnitions.

Approved Transplant Services means services and supplies for certfied transplants when ordersd by a
Physician. Such services include, but are not limited to, Hospital charges. Physician charges, organ and
tissue procurement. tissue typing and Ancllary Services.

Designated Transplant Facility means a facility which has agreed to provide Approved Transplant
Services o Covered Persons pursuant to an agreement with a transplant provider network or rental
netwark with which the Plan has a contract.

Organ and Tissue Acquisition/Procurement means the harvesting, preparation. transportation and the
storage of human organ and tisswe which is transplanted to a Covered Person. This includes related
medical expenses of a living donor.

Stem Cell Transplant includes autologous, alogeneic and syngeneic transplant of bone marmow,
peripheral and cord bloed stem cells.

BEMEFITS

The Plan will pay for Cowered Expenses Incurmed by a Covered Person at a Designated Transplant
Facility for an lliness or Inpury, subject to any Deductibles, Plan Participation amounts, maximurms or limits
showmn on the Schedule of Benefits. Benefits are based on the Usual and Customary charge or the Plan's
Megotiated Rate.

It will b2 the Covered Person's responsibility to obtain prior authorization for all transplant related
services. [ prior authorization s not obtained, benefits may not be payable for such services. Benefits
may also be subject to reduced levels as outlined in individual Plan provisions. The approved transplant
and medical criteria for such transplant must be Medically Mecessary for the medical condition for which
the fransplant is recommended. The medical condition must not be included on individual Plan
exclusions.

COVERED EXPENSES

The Plan will pay for Approved Transplant Services at a Designated Transplant Facility for Organ and
Tissue AcquisitionProcurement and transplantation. f a Covered Person is the recipient.

If a Covered Person requires a transplant, including bone mamow or Stem Cell Transplant. the cost of
Organ and Tssue Acguisition/Procurement from a living human or cadaver will be included as part of the
Cowvered Person’s Covered Expenses when the donors own plan does not provide coverage for Organ
and Tisswe Acquisition/Procurement. This includes the cost of doner testing, blood typing and evaluation
to determine if the donor is a suitable match.

The Plan will provide donor services for donor related complications during the transplant period, as per
the fransplant coniract, if the recipient is a Covered Person under this Plan.
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APPENDIX AA
(continued)

Benefits are payable for the following transplants:

Kidney.

Kidneypancreas.

Pancreas, if the transplant meets the criteria determined by care management.
Liver.

Bone marrow or Stem Cell Transplant (allogeneic and autologous) for certain conditions.
Small bowel.

LI B A
?:'l:

SECOND OPINION

The Plan will notify the Covered Person if a second opinion is required at any time during the
determination of benefits period. If a Covered Person is denied a fransplant procedure by transplant
facility. the Plan wil allow them to go to a second Designated Transplant Faclity for evaluation. If the
second facility determines, for any reason, that the Cowvered Person is an unacceptable candidate for the
transplant procedure, benefits will not be paid for further transplant related services and supplies, even if
a third Designated Transplant Facility accepts the Covered Person for the procedure.

ADDITIONAL PROVISIONS (Applies to a Designated Transplant Facility Only)

TRAVEL EXPENSES (Applies to a Covered Person who is 3 recipient or to a covered or non-covered
donor if the recipient is a Covered Person under this Plan)

If the Cowered Person or non-covered living donor lives more than 50 mies from the fransplant facility,

the Plan wil pay for travel and housing. up to the maximuem listed on the Schedule of Benefits. Expenses
will be paid for the Covered Person and:

. One or two parents of the Covered Person (if the Covered Person is a Dependent Child, as defined
m this Plan); or
. An adult to accompany the Covered Person.
Cowered travel and housing expenses include the following:
. Transportation te and from the transplant facility mcluding:
r Airfare.
" Tolls and parking fees.
" Gas/mileage.
. Lodging at or near the transplant faclity ncluding:
F Apartment rental.
ks Hotel rental.
" Applicable tax_
Lodging for purposes of this Plan does not include private residences.

Lodging reimbursement that is greater than %50 per person per day. may be subject to IRS codes
for taxabde income.

Benefits shall be payable for up to one year from the date of the transplant while the Covered Person is
receiving senvices at the transplant facility.

Mote: This Plan will only pay travel and housing benefits for a non-covered living donor after any other
cowerage that the fving donor has is exhausted.
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APPENDIX AA
(continued)

TRANSPLANT EXCLUSIONS

In addition to the items listed in the General Exclusions section of this SPD, benefits will NOT be provided
for any of the following:

-

Expenses if a Covered Person donates an organ and/or tissue and the recipient is not a Covered
Person under this Plan.

Expenses for O and Tissue uisition/Procurement and storage of cord blood, stem cells or
bone marrow, unless the Covered Person has been diagnosed with a condition for which there
would be Approved Transplant Services.

Expenses for any post-transplant complications of the donor, if the donor is not a Covered Person
under this Plan.

Transplants considered Expenmental, Investigational or Unproven unless covered under a
Quealifying Clinical Tral.

Solid organ transplantation, autologous transplant (bone mamow or peripheral stem cell) or
allogeneic fransplant (bone mamow or peripheral stem cell), for conditions that are not considered
o be Medically Mecessary and/or are not approprate, based on the National Comprehensive
Cancer Network (NCCN) and/or Transplant Review Guidelines.

Expenses related to, or for. the purchase of any organ.
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APPENDIX AA
(continued)

PRESCRIFTION DRUG BENEFITS
Administered by AdvancePCSiCaremark

Mote: UMR (the claims administrator) does not administer the benefits or senvices described within this
provision. Please contact the benefit manager or Your Employer with any questions related to this
COMErAge OF S&rvice.

Mote: The Medicare Prescription Drug Improvement and Modemization Act of 2003 provides all
Medicare-gligible individuals the opportunity to obtain Prescription Drug coverage through Medicare. A
Medicare-eligible indwidual generally must pay an additional monthly premium for this coverage. In
addition, electing Medicare Part D may affect Your ability to obtain Prescription coverage under this Plan.
Individuals may be able to postpone enroliment in the Medicare Prescription Drug coverage if their
current drug coverage is at least as good as Medicare Prescription Drug coverage. I indwiduals decline
Medicare Prescription Drug coverage and do not have cowerage at least as good as Medicare
Prescription Drug coverage, they may have to pay additional monthly penalties if they change their minds
and sign up later. Medicare-eligible individuals should have received notices informing them of whether
or not their cument Prescoption Drug coverage provides benefits that are at least as good as benefits
provided by the Medicare Prescription Drug coverage and explaining whether or not election of Medicare
Part D will affect coverage avalable under this Plan. For a copy of this notice, please contact the Plan
Administrator.

Covered Drugs

‘four Prescription Drug benefit provides coverage for most commonly wsed drugs that are Federal Legend
Drugs. Federal Legend Drugs are drugs that require a label stating. “Caution: Federal law prohibits
dispensing without a Prescription.” Your phammacist or the prescribing Physician can verify coverage for
a drug by contacting the Phammacy Benefit Manager (PBEM) at the number on Your Prescrption 1D card.
A complete list of covered and excluded drugs may be available on the Phamacy Benefit Manager's
website. If ¥ou are unable to access the website, Your employer will provide a copy upon request at no

charge.
How To Use The Prescription Drug Card

Present Your ID card and the Prescription to a Participating Phammacy. Then sign the phammacist's
woucher and pay the pharmacist the appropriate Co-pay amount, if applicable.

If ¥ou are without Youwr prescription ID card or if You are at a non-Participating Pharmacy, You may be
required to pay for the Prescription and submit a claim to the PEM. Please contact the PEM or Your
employer for information on how to submit a claim.

Mail Order Drug Service

If ¥ou are using an ongoing Prescription drug, You may purchase that drug on a mai order basis. Most
dnegs cowered by the PEM may be purchased by mai order. The mail order drug senvice is most often
used to purchase drugs that treat an ongoing medical condition and are taken on a regular basis.

There may be a Co-pay for mail order Prescriptions.

Mail order Prescriptions should be sent to the PBM. Order forms may be available on the PEM's website
or from Your employer. All Prescriptions will be mailed direcly to Your home.

A directory of Participating Pharmacies is available on the PEM's website. You will also be automatically
provided a copy of the pharmacy directory at ne charge. The pharmacy directory is 3 separate document
from this SPD. The directory contains the names, addresses, and phone numbers of the pharmacies that
are part of the PBM's program.
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APPENDIX AA
(continued)

HEARING AID BEEMEFITS

This Plan includes a benefit that allows Covered Persons to access discounted hearing aids and related
testing and fitting. This benefit is being offered under the Plan by EPIC Hearing Healthcare.

This benefit may be accessed under the Plan by calling EPIC at its toll-free number- 1-388-B58-5400.
Once contacted, one of EPIC's hearing professionals will coordinate the Covered Person’s care and
direct him or her to the nearest appropriate provider.

The hearing aid benefit being provided through EPIC consists of discounted hearing aids and related
testing and fitting. EPIC discounts may be as much as 50% below manufacturer's suggested retad prices
and up to 35% lower than most discownt offers. EPIC will require that the Covered Person pay for his or
her hearing aids and other senvices not cowered under the Plan out-of-pocket prior to the delivery of
SEMVICES.

In the ewent that You have guestions or complaints about the hearing aid products or services offered
under the Plan, contact EPIC directly at its toll-free number or write to: EPIC Hearing Services, 3181 W.
Temple Ave. Ste. 200, Pomona, CA B1788.
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APPENDIX AA
(continued)

MENTAL HEALTH EENEFITS

The Plan will pay for the followng Covered Expenses for senvices authorized by a Physician and deemed
to be Medically Necessary for the treatment of a Mental Health Disorder, subject to any Deductibles,
Co-pays if applicable, Plan Participation amownts, maximums, or limits shown on the Schedule of
Benefits of this SPD. Benefits are based on the Usual and Customary amount, the maximum fee
schedule, or the Negotiated Rate.

COVERED BENEFITS

Inpatient Services means services prowided at a Hospital or facility aceredited by a recognized
accrediting body or licensed by the state as an acute care psychiatric, chemical dependency, or dual-
diagnosis faclity for the treatment of Mental Health Disorders. I outside the United States, the Hospital
or faclity must be licensed or approved by the foreign government or an accreditation of the licensing
body working in that foreign country.

Residential Treatment means a sub-acute facility-based program that is hcensed to provide “residential”
treatment and defvers 24-hour-per-day. T-day-per-week assessment and diagnostic senices, as wel as
active behavioral health treatment for mental health conditions. (Coverage does not include services
provided in a commumnity-based residential facility or group home. )

Diay Treatment (Partial Hospitalization) means a day treatment program that offers intensive,
multidisciplinary services not otherwise offered in an Outpatient setting. The treatment program generally
consists of a minimwm of 20 hours of scheduled programming extended over a minimum of five days per
week. The program is designed to reat patients with sericus mental or nervous disorders and offers
major diagnostic, psychosocial, and prevecational modalities. Such a program must be a less restrictive
altemative to Inpatient reatment.

Cutpatient Therapy Services are covered, subject to all of the folowing:
. The Covered Person must receive the senvices in person at a therapeutic medical facility; and

. The services must include measurable goals and there must be continued progress toward
functional behawior and termination of treatment. Continued coverage may be demied i positive
response to reatment is not evident; and

. The services must be provided by a Qualified Provider. f outside the United States, Outpatient
Services must be provided by an individual who has received a diploma from a medical school
recognized by the government agency in the country in which the medical school is located. The
attending Physician must meet the requirements, if any. set out by the foreign govemment or
regionally recognized licensing body for freatment of Mental Health Disorders._

ADDITIOMAL PROVISIONS AND BEMEFITS

. A medication evaluation by a psychiatrist may be required before a Physician can prescribe
medication for psychiatric conditions. Peniodic evaluations may be requested by the Plan.

. Any diagnosis change after a payment denial will not be considered for benefits unless the Plan is
provided with all pertinent records along with the request for the change that justifies the revised
diagnosis. Such records must include the history and initial assessment and must reflect the
criteria listed in the most recent Amencan Psychiatric Association Diagnostic and Statistical Manual
{D5SM) for the new diagnosis, or, if in a foreign cowntry, must meet diagnostic criteria established
and commaonly recognized by the medical community in that region.
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APPENDIX AA
(continued)

MENTAL HEALTH EXCLUSIONS

In addition to the iterns listed in the General Exclusions section, benefits will NOT be provided for any of
the following:

. Inpatient charges for the penod of time when full, active, Medically Mecessary treatment for the
Cowered Person’s condition is not being provided.

. Bereavement counseling, unless specically isted as a covered benefit elsewhere in this SPD.

. Services provided for conflict between the Covered Person and society that is solely related o
criminal activity.

. Conditions listed in the most recent Amernican Psychiatric Associabion Diagnostic and Statistical
Manual (D5M) or the Intemational Classification of Diseases - Chnical Modification (ICD-CM)
manual {most recent revision ) in the following categories:

Personality disorders; or

Sexual'gender identity disorders; or
Behavior and mpulse control disorders; or
V" codes (incleding marriage counseling ).

Y YN

. Services for biofeedback.
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APPENDIX AA
(continued)

SUBSTANCE USE DISORDER AND CHEMICAL DEFENDENCY BEMNEFITS

The Plan will pay the following Cowered Expenses for a Covered Person subject to any Deductibles,
Co-pays if applicable, Plan Participation amownts, maximums, or limits shown on the Schedule of
Benefits. Benefits are based on the maximum fee schedule, the Usual and Customary amount, or the
Megotiated Rate as applicable.

COVERED BENEFITS

Inpatient Services means services prowvided at a Hospital or facility accredited by a recognized
accrediting body or licensed by the state as an acute care psychiatric, chemical dependency, or dual-
diagnosis faclity for the treatment of substance use disorders and chemical dependency. K outside the
United States, the Hospital or facility must be bcensed or approved by the foreign govemnment or an
accreditation of the licensing body working in that foreign country.

Residential Treatment means a sub-acute facility-based program that is bcensed to provide “residential”
treatment and delfvers 24-hour-per-day. 7-day-per-week assessment and diagnostic senvices, as wel as
active behavioral health treatment for substance-related disorders. (Cowverage does not include services
provided in @ commumity-based residential facility or group home.)

Day Treatment (Partial Hospitalization) means a day treatment program that offers intensive,
multidisciplinary services not otherwise offered in an Outpatient setting. The treatment program generally
consists of a minimum of 20 hours of scheduled programming extended ower a minimum of five days per
week. Such a program must be a less restrictive alternative fo Inpatient treatment.

Cutpatient Therapy Services are covered, subject to all of the following:
. The Covered Person must receive the services in person at a therapeutic medical facility; and

. The senvices must include measurable goals and there must be continued progress toward
functional behawior and termination of treatment. Continued coverage may be demied if positive
response to treatment is not evident; and

. The senvices must be provided by a Qualified Provider. If outside the United States, Outpatient
Services must be provided by an individual who has received a diploma from a medical school
recognized by the government agency in the country in which the medical school is located. The
attending Physician must meet the requirements, if any. set out by the foreign govemment or
regionally recognized licensing body for treatment of substance use and chemical dependency
disorders.

ADDITIONAL PROVISIONS AND BEMEFITS

. Any claim re-submitted on the basis of a change in diagnosis after a benefit denial will not be
considered for benefits unless the Plan is provided with all records along with the request for
change. Such records must include the history. initial assessment and all counseling or therapy
notes, and must reflect the criteria Ested in the most recent American Psychiatric Association
Diagnostic and Statistical Manual (D5M) for the new diagnosis.

. Services, treatment, or supplies related to addiction to or dependency on nicotine.
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(continued)

SUBSTANCE USE DISORDER EXCLUSIONS

In addition to the iterns listed in the General Exclusions section, benefits will NOT be provided for any of
the following:

. Treatment or care considered mappropriate or substandard as determined by the Plan.

. Inpatient charges for the pened of time when full, active, Medically Mecessary treatment for the
Cowered Person’s condition is not being provided.
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CARE MANAGEMENT

Ltilization Management

Utdization Management is the process of evaluating whether services, supplies, or treatment is Medically
Mecessary and are approgriate to help ensure cost-effective care.  Utilization Management can determine
Medical Mecessity. shorten Hospital stays, improve the quality of care, and reduce costs to the Covered
Person and the Plan. The Utilization Management procedures include certain Prior Authorization
requirerments.

The benefit amounts payable under the Schedule of Benefits of this SPD may be affected if the
requirements described for Utlization Management are not satisfied. Covered Persons should call the
phone number on the back of the Plan identification card to request Prior Authorization at least two weeks
pror fo a scheduled procedure in order to allow for fact gathering and independent medical review, i
NECessary.

Special Note: The Covered Person will not be penalized for failure to obtain Prior Authorization if
a Prudent Layperson, who possesses an average knowledge of health and medicine, could
reasenably expect that the absence of immediate medical attention would jeopardize the life or
long-term health of the individual. However, Covered Persons who have received care on this basis
must contact the Utilization Review Organization (see below) as soon as possible within 24 hours of the
first business day after receiving care or after Hospital admittance. The Utilization Review Organization
will then review services provided within 48 hours of being contacted.

This Plan complies with the Mewboms' and Mothers' Health Protection Act.  Prier Authorization is not
required for a Hospital or Birthing Center stay of 48 hours or less following a nommal vaginal delivery or 86
hours or less following a Cesarean section. Pror Authorization may be required for a stay beyond 48
hours following a vaginal delivery or BS hours following a Cesarean section.

UTILIZATION REVIEW ORGANIZATION
The Utilization Review Organization is: UMR CARE MANAGEMENT
DEFINITIONS

The following terms are used for the purpese of the Care Management section of this SPD. Refer to the
Glossary of Terms section of this SPD for additional definitions.

Prior Authorization is the process of determining benefit coverage prior to a service being rendered to
an individual member. A determination is made based on Medical Mecessity criteria for services, tests or
procedures that are appropriate and cost-effective for the member. This member-centnc review
evaluates the dinical appropriatensess of requested services in terms of the type. frequency, extent and
duration of stay.

Ltilization Management means an assessment of the facility in which the treatment is being provided. It
also includes a formal assessment of the effectiveness and aporopriateness of health care services and
treatment plans. Such assessment may be conducted on a prospective basis (prior ip treatment),
concurrent basis (during treatment), or retrospective basis (following treatment).

SERVICES REGUIRING PRIOR AUTHORIZATION

Call the WMiization Management Organization before receiving services for the following:

. Inpatient stays in Hospitals, Extended Care Facilites, or residential treatment faclities.
. Organ and tissue transplants.

. Inpatient stays in Hospitals or Birthing Centers that are longer than 48 howrs following nomal
vaginal defivenes or B6 hours following Cesarean sections.
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Hote that if a Covered Person receives Prior Authorization for one facility, but then is transferred
to another facility, Prier Authorization is also needed before going to the new facility, except in the
case of an Emergency (see Special Notes above).

PENALTIES FOR NOT OBTAINING PRIOR AUTHORIZATION

A non-Prior Authorization penalty is the amount that must be paid by a Covered Person who does not call
for Prior Authorization prior to receiving certain services. A penalty of 3200 may be applied per admission
if a Covered Person receives senvices but does not obtam the required Prior Authorization.

The phone number to call for Prier Authonzation is listed on the back of the Plan identification
card.

The fact that a Covered Person provides Prior Authorization from the Utilzation Review Organization, that
does not guarantee that this Plan will pay for the medical care. The Covered Person must be eligble for
coverage on the date services are prowided. Coverage is also subject to all provisions described in this
SPD.

Medical Director Oversight. A UMR Care Management medical director oversees the concurrent
review process. Should a case hawve unigue circumstances that raise questions for the Utlization
Management specialist handling the case, the medical director will review the case to determine Medical
Mecessity using evidence-based ciinical criteria.

Case Management Referrals. During the Prior Authorization review process, cases are analyzed for a
numbser of criteria used to trigger case-to-case management for review. Case management opportunities
are identified by using a system-integrated, automated diagnosis-based trigger list during the Prior
Authornzation review process. Other case management trigger points include the following criteria:
length of stay, level of care, readmission, and utilization, as well as employer referrals or self-refemrals.
Infarmation is easlly passed from wtilization management to case management through our fully
integrated care management software system.

Al Prior Authorization requests are used to identify the member's needs. Our goal is to intervene in the
process as early as possible o determine the resources necessary to deliver clinical care in the most
appropriate care setting.

Retrospective Review. Retrospective review is conducted upon request and a determination will be
isswed within 30 calendar days of the receipt of request within Care Management. unless an extension is
approved. Retrospective reviews are performed according to our standard Prior Authorization policies
and procedures.

Case Management

Case Management Services are designed to identify catastrophic and complex [Bnesses, transplants,
and trauma cases. UMR Care Management's nurse case managers identify, coordinate, and negotiate
rates for out-of-network semvices (where appropriate and allowed under the Plan) and help manage
related costs by finding altematives to costly Inpatient stays. Opportunities are identified by using a
system-integrated. automated, diagnosis-based trigger list during the prier autherization review process.
(Other case management tigger points include the following criteriac length of stay. level of care,
readmission. and utilization. as well as employer referrals or seff-refemrals. UMR Care Management
works directly with the patient, the patient's family members, the treating Physician, and the facility to
micbiize appropriate resowces for the Covered Person’s care. Our philosophy is that quality care from
the beginning of the sefiows [Bness helps avoid major complications in the futwre. The Covered Person
may request that the Plan provide services and the Plan may also contact the Covered Person if the Plan
befieves case management services may be beneficial.
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APPENDIX AA
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COORDINATION OF BENEFITS

Coordination of Benefits (COB) applies whenever a Cowered Person has health coverage under more
than one Plan, as defined below. R does not however, apply to prescription benefits. The purpose of
coordinating benefits is to help Covered Persons pay for Covered Expenses, but not to result i total
benefits that are greater than the Cowvered Expenses Incumed.

The order of benefit determination rules determine which plan will pay first (which s the Primary Plan).
The Primary Plan pays without regard to the possibility that another plan may cover some expenses. A
Secondary Plan pays for Covered Expenses after the Primary Plan has processed the claim, and will
reduce the benefits it pays so that the total payment between the Primary Plan and Secondary Plan does
not exceed the Covered Expenses Incumed. Up to 100% of charges Incurred may be paid between both
plans.

The Plan will coordinate benefits with the following types of medical or dental plans:

. Group health plans, whether insured or self-insured.

. Hospital mdemnity benefits in excess of 3200 per day.

. Specified disease policies.

. Foreign health care coverage.

. Medical care components of growp long-tenm care confracts, such as skilled nursing care.

. Medical benefits under group or individual motor wehicle policies. See the order of benefit
determination rules (below) for details.

. Medical benefits under homeowner's insurance policies.

. Medicare or other govemmental benefits, as permitied by law. not incleding Medicaid. See below.

Howewer, this Plan does not coordinate benefits with indiwdual health or dental plans.

Each contract for coverage is considered a separate plan. If a plan has two parts and COB rules apply to
only one of the two parts, each of the parts is treated as a separate plan. K a plan provides benefits in the
form of services rather than cash payments, the reasonable cash value of each service rendered will be
considered an allowable expense and a benefit paid.

When this Plan is secondary. and when not in conflict with @ network contract requiring otherwise,
covered charges will not mchude any amount that is not payable under the primary plan as a result of a
contract betwesn the primary plan and a provider of service in which such provider agrees to accept a
reduced payment and not to bill the Covered Person for the difference between the provider's contracted
amaount and the provider's regular billed charge.

ORDER OF BENEFIT DETERMINATION RULES
The first of the following rules that apply to a Covered Person’s situation is the rule that will apply:
. The plan that has no coordination of benefits provision is considered primary.

. When medical payments are avalable under motor vehicle insurance (including no-fault policies),
this Plan will always be considered secondary regardless of the individual's election under Personal
Injury Protection (PIP) coverage with the auto camer.

. If an individual is cowered under one plan as a Dependent and another plan as an Employee,
member, or subscriber, the plan that covers the person as an Employes, member or subscriber
(that is, other than as a Dependent) is considered primary. The Primary Plan must pay benefits
without regard to the possibility that another plan may cover some expenses. This Plan will deem
any Employee plan beneficiary to be eligible for primary benefits from his or her employer's benefit
plan.
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The plan that covers a person as a Dependent (or beneficiary under ERISA) is generally
secondary. The plan that covers a person as a Dependent is primary only when both plans agree
that COBRA or state continuation coverage should always pay secondary when the person who
elected COBRA is covered by another plan as a Dependent  See continuation coverage below.
Also see the section on Medicare, below, for exceptions.

If an individual is cowered under a spouse's Plan and also under his or her parent's plan, the
Primary Plan is the plan of the individual’s spowse. The plan of the indiwvidual's parentis) is the
Secondary Plan.

If one or more plans cover the same person as a Dependent Child:
E The Primary Plan is the plan of the parent whose birthday is earier in the year if:

- The parents are marmied; or

- The parents are not separated (whether or not they have been marmied); or

- A court decres awards joint custody without specifying that one party has the
responsibility to provide health care coverage.

If both parents have the same birthday, the plan that has covered either of the parents the
longest is primary.

¥ If the specific terms of a court decree state that one of the parents is responsible for the
Child’s health care expenses or health care coverage and the plan of that parent has actual
knowledge of those terms, that plan is primary. This rule applies to claim determination
periods or plan years starting after the plan is given notice of the cowt decree.

kS If the parents are not mamied and reside separately. or are divorced or legally separated,
{whether or not they have ever been mamied), the order of benefits is:

- The plan of the custodial parent;

- The plan of the spouse of the custodial parent;

- The plan of the nen-custodial parent; and then

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

Active or Inactive Employee: If an individual is covered under one plan as an active Employee (or
Dependent of an active Employes), and is also covered under another plan as a retired or laid-off
Employee (or Dependent of a retired or laid-off Employee), the plan that covers the person as an
active Employee (or Dependent of an active Employee) will be primary. This rule does not apply if
the rule in the third paragraph {above) can determine the order of benefits. If the other plan does
not have this rule, this ule is ignored.

Centinuation Coverage Under COBRA or State Law: I a person has elected continuation of
cowerage under COBRA or state law and also has coverage under another plan, the continuation
cowerage is secondary. This is true even if the person is enrolled in ancther plan as a Dependent.

If the two plans do not agree on the order of benefits, this rule s ignored. This rule does not apply i
one of the first four bullets above applies. (See the excepton in the Medicare section_)

Longer or Shorter Length of Coverage: The plan that has covered the person as an Employes,
member, subscriber, or retiree the longest is prmary.

If an active Employee is on leave due to active duty in the military in excess of 30 days. the plan
that covers the person as an active Employee, member, or subscriber is considered primary.

If the abowe ndes do not determine the Primary Plan, the Covered Expenses may be shared
equally between the plans. This Plan will not pay more than it would have paid had it been primary.
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MEDICARE

If Yiou or Your covered spouse or Dependent is also receiving benefits under Medicare, including through
Medicare Prescription drug coverage, federal law may require this Plan to be primary over Medicare.
¥When this Plan is not primary, the Plan will coordinate benefits with Medicare.

The order of benefit determination rules determine which plan will pay first (which is the Pamary Plan).
The Primary Plan pays without regand to the possibility that another plan may cover some expenses. A
Secondary Plan pays for Covered Expenses after the Primary Plan has processed the claim, and will
reduce the benefits it pays so that the total payment between the Primary Plan and Secondary Plan does
not exceed the Covered Expenses Incummed. Up to 100% of charges Incurred may be paid between both

plans.

¥When this Plan is not Primary and a Covered Person is receiving Medicare Part A but has chosen not to
elect Medicare Part B, this Plan will reduce its payments on Medicare Part B services as though Medicare
Part B was actually in effect.

ORDER OF BENEFIT DETERMINATION RULES FOR MEDICARE

This Plan complies with the Medicare Secondary Payer regulations. Examples of these regulations are
as :

. This Plan generally pays first under the following circumstances:

ke You continue to be actively employed by the employer and You or Your covered spouse
becomes eligible for and enrclls in Medicare because of age or disability.

ke You continue to be actively employed by the employer, Your covered spouse becomes
eligible for and enrolls in Medicare. and Your spouse is also covered under a retiree plan
through his or her former employer. In this case, this Plan pays first for You and Your
covered spouse, Medicare pays second, and the retiree plan pays last.

ks For a Covered Person with End-Stage Renal Disease (ESRD), this Plan usually has primary
responsibdity for the claims of a Covered Person for 30 meonths from the date of Medicare
eligibility based on ESRD. The 30-month period may also include COBRA continuation
cowerage of ancther source of coverage. At the end of the 30-maonth penied, Medicare
becomes the primary payer.

. Medicare generally pays first under the following circumstances:

" You are no longer actively employed by an employer; and

¥ You or Your spouse has Medicare coverage due to age, plus You or Your spouse also has
COBRA contmuation coverage through the Plan; or

ke You or a covered family member has Medicare coverage based on a disability, plus You also
have COBRA continuation coverage through the Plan. Medicare normally pays first;
howewver, COBRA may pay first for Covered Persons with ESRD untd the end of the 30-
month period; or

E You or Your covered spouse has retiree coverage plus Medicare coverage; or

ke Upon completion of 30 months of Medicare eligibfity for an individual with ESRD, Medicare
becomes the primary payer. (MNote that if a person with ESRD was eligible for Medicare
based on age or other disability before being diagnosed with ESRD and Medicare was
previously paying as the Primary Plan, the person may continue to receive Medicare benefits
on a primary basis ).

. Medicare is the secondary payer when no-fault insurance, Workers' Compensation, or liability
msurance is avalable as primary payer.
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Mote: If a Covered Person is eligibde for Medicare as his or her Primary Plan, all benefits from this Plan
will be reduced by the amount Medicare would pay, regardliess of whether or not the Cowered Person is
enrolled in Medicare.

TRICARE

In all mstances where an eligible Employee is also a TRICARE beneficiary, TRICARE will pay secondary
to this employer-provided Plan.

RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION

Certain facts about health care coverage and senvices are needed to apply these COB rules and o
determine benefits payable under this Plan and other plans. The Plan may obtain the information it
needs from or provide such information to other organizations or persons for the purpose of applying
those nules and determining benefits payable under this Plan and other plans covering the person
claiming benefits. The Plan need not tell. or obtain the consent of, any person to do this. Howewer, if the
Plan needs assistance in obtaining the necessary information, each person daming benefits wnder this
Plan must provide the Plan any information it needs to apply those rules and determine benefits payable.

REIMBURSEMENT TO THIRD PARTY ORGANIZATION

A payment made under another plan may mclede an amount that should have been paid under this Plan.
If it does, the Plan may pay that amount to the erganization that made that payment. That amount will
then be treated as if it were a benefit paid under this Plan. The Plan will not have to pay that amount

again.
RIGHT OF RECOVERY

If the amount of the payments made by the Plan is more than the Plan should have paid under this COB
provision, the Plan may recover the excess from one or more of the persons it paid or for whom the Plan
has paid, or from any other person or organization that may be responsible for the benefits or services
prowvided for the Covered Person.
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The Plan has a right to subrogation and reembursement. References to "You™ or “Your” in this Right of
Subrogation. Reimbwrsement, and Offset secton nclude You, Your estate, Your heirs, and Your
beneficianes unless otherwise stated.

Subrogation applies when the Plan has paid benefits on Youwr behalf for an liness or Injury for which any
third party is allegedly responsible. The right to subrogation means that the Plan s substituted to and will
succeed o any and all legal claims that You may be entitled to pursue aganst any thind party for the
benefits that the Plan has paid that are related to the lliness or Injury for which any thind party is
considered responsible.

The right to reimbursement means that if it is alleged that any third party caused or is responsible for an
lliness or Injury for which You receive a seftlement. judgment, or other recovery from any third party, You
must use those proceeds to fully retum to the Plan 100% of any benefits ¥ou receive for that Ilness or
Injury. The right of reimbwrsement will apply to any benefits received at any time wntil the rights are
extinguished. resolved, or waived in writing.

The following persons and enfities are considered third parties:

. A person or entity alleged to have caused You to suffer an lliness. Injury, or damages. or who is
legally responsible for the liness, Injury, or damages.

. Any insurer or other mdemnifier of any person or entity alleged to have caused or who caused the
liness, Injury, or damages.

. The Plan Sponsor in a Workers” Compensation case or other matter alleging Eability.

. Any person or entity wha is or may be obigated to provide benefits or payments to You, ncluding
benefits or payments for underinsured or uninsured motorist protection, no-fault or traditional auto
msurance, medical payment coverage (auto, homeowners', or otherwise), Workers' Compensation
cowerage, other insurance carmiers, or third party administrators.

. Any person or entity against whom You may have any claim for professional andfor legal
malpractice arsing out of or connected to an liness or Injury You allege or could have alleged were

the responsibility of any third party_
. Any person or entity that is liable for payment to You on any equitable or legal liability theory.
You agree as follows:

. You will cooperate with the Plan in protecting the Plan’s legal and equitable nghts to subrogation
and reimbursement in a timely manner, including, but not limited to:

ke Motifying the Plan, in writng, of any potential legal claim{s) You may hawe against any third
party for acts that caused benefits to be paid or become payable.

kS Providing any relevant information requested by the Plan.

ke Signing and/or delivering such documents as the Plan or our agents reasonably request to
secure the subrogation and reimbursement claim.

kS Responding to requests for information about any accident or Injuries.

ke Making court appearances.

¥ Obtaining our consent or our agents’ consent before releasing any party from liabfity or
payment of medical expenses.

kS Complying with the terms of this secton.
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'fousr failure to cooperate with the Plan is considered a breach of contract. As such, the Plan has the right
to terminate or deny future benefits, take legal action against You, and'or set off from any future benefits
the value of benefits the Plan has paid relating to any lliness or Inpury alleged to have been caused or
caused by any third party to the extent not recoversd by the Plan due to You or Your representative not
cooperating with the Plan. If the Plan incurs attorneys’ fees and costs in order to collect third party
setlement funds held by You or Your representative, the Plan has the right to recover those fees and
costs from You. You will also be required to pay interest on any amounts You hold that should have been
returned to the Plan.

. The Plan has a first prierity night to receive payment on any claim against a third party before You
receive payment from that third party. Further, our first pricrity right to payment is superior to any
and all claims, debts, or bens asserted by any medical providers, including, but not limited to,
Hospitals or Emergency treatment faciliies, that assert a right to payment from funds payable from
or recovered from an allegedly responsible third party andlior insurance carrier.

. The Plan’s subrogation and reimbursement rights apply to full and partial setlements, judgments,
or other recoveries paid or payable to You, Your representative, Your estate, Your heirs, or Your
beneficianes, no matier how those proceeds are captioned or characterized. Payments include, but
are not limited to, economic, non-economic, pecuniary, consorium, and punitve damages. The
Plan is not required to help You to pursue Your claim for damages or personal Injuries and no
amount of associated costs, including attorneys” fees, will be deducted from our recovery without
the Plan's express written consent. No so-called “fund doctrine” or "common-fund doctrine” or
“attomey's fund doctrine”™ will defeat this right.

. Regardless of whether You have been fully compensated or made whaole, the Plan may collect from
You the proceeds of any full or partial recovery that You or Your legal representative obtain,
whether in the form of a settlement (either before or after any determination of liabdity) or pudgment,
o matter how those proceeds are captioned or characterized. Proceeds from which the Plan may
collect include, but are not limited to, econemic, non-economic, and punitive damages. Mo
“collateral source” rule, any “made-whaole doctrine” or *make-whole doctrine,” claim of unjust
enrichment, nor any other equitable limitation will Bmit our subrogation and reimbursement rights.

. Benefits paid by the Plan may also be considered to be benefits advanced.

. If Yiou receive any payment frem any party as a result of lliness or Inpry, and the Plan alleges
some or all of those funds are due and owed to the Plan, You andfor Your representative will hald
those funds in trust, either in a separate bank accownt in Your name or in Youwr representative’s
frust account.

. By participating in and accepting benefits from the Plan, You agree that:

ks Any amounts recovered by You from any third party constitute Plan assets (to the extent of
the amount of Plan benefits provided on behalf of the Covered Person);

’ You and Your representative will be fiduciaries of the Plan (within the meaning of ERISA) with
respect io such amounts; and

E You will be liable for and agree to pay any costs and fees (including reasonable attorneys’
fees) Incurred by the Plan to enforce its reimbursement nghts.

. The Plan’s rights to recovery will not be reduced due o Your own negligence.

. Upcon the Plan's request, You will assign to the Plan all ights of recovery against third parties, to
the extent of the Gowered Expenses the Plan has paid for the lliness or Injury.
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. The Plan may, at its option, take necessary and appropriate action to preserve the Plan's rights
under these prowisions, including, but not mited to, providing or exchanging medical payment
mformation with an insurer. the insurer's legal representative, or other third party; filing an ERISA
reimbursement lawsuit to recover the full amownt of medical benefits You receive for the liness or
Injury out of any settlement, judgment. or other recovery from any third party considered
responsible; and filing suit in Your name or Your estate’s name, which does not obligate the Plan in
any way to pay You part of any recovery the Plan might obtain. Any ERISA reimbursement lawsuit
stemming from a refusal to refund benefits as required under the terms of the Plan is governed by a
six-year statute of limitations.

. You may not accept any settlement that does not fully reimburse the Plan, without its written
approval.

. The Plan has the authority and discretion to resolve all disputes regarding the interpretation of the
language stated herein.

. In the case of Your death, giving rise to any wrongful death or swrvival cdaim, the provisions of this
section apply to Your estate, the personal representative of Your estate, and Your heirs or
beneficianes. In the case of Your death, the Plan's right of reimbursement and right of subrogation
will apply if a claim can be brought on behalf of You or Youwr estate that can include a claim for past
medical expenses or damages. The obligation te reimburse the Plan s not extinguished by a
refease of clams or settlement agreement of any kind.

. Ne allocation of damages. sefflernent funds, or any other recovery, by You, Your estate, the
personal representative of Your estate, Your heirs, Your beneficiaries, or any other person or
party will be valid i it does not reimburse the Plan for 100% of its interest unless the Plan
prowvides writien consent to the allocation.

. The provisions of this section apply to the parents, guardian, or other representative of a
Dependent Child who incurs an Bness or Injury caused by any third party. I a parent or guardian
may bring a claim for damages arising out of a minor's liness or Injury, the terms of this
subrogation and reimbursement clause will apply to that caim.

. If any third party causes or is alleged to have caused You to suffer an liness or Injury while You are
cowered under this Plan, the provisions of this section continue to apply. even after You are no
longer covered.

. In the event that You do not abide by the terms of the Plan pertaining to reimbursement, the Plan
may terminate benefits to You, Your Dependents, or the subscriber; deny future benefits; take legal
action against You; and/or set off from any future benefits the value of benefits the Plan has paid
redating to any liness or Injury alleged to have been caused or caused by any thind party to the
extent not recovened by the Plan due to Your failure to abide by the terms of the Plan. I the Plan
mcurs attomeys'’ fees and costs in order to collect third party settlement funds held by You or Your
representative, the Plan has the right to recover those fees and costs from You. You will also be
required to pay inberest on any amounts You hold that should have been retumed to the Plan.

. The Plan and all administrators administering the terms and conditions of the Plan’s subrogation
and rembursement rights have such powers and duties as are necessary o discharge its duties
and functions, incleding the exercise of its discretionary authority to (1) construe and enforce the
terms of the Plan’s subrogation and reimbursement nghts and (2) make determinabons with respect
io the subregation amounts and reimbursements owed to the Plan.
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GENERAL EXCLUSIONS
Exclusions, including complications from excleded items are not considered covered benefits under this
Plan and will not be considered for payment as determined by the Plan.
The Plan does not pay for Expenses Incurred for the following. unless otherwise stated below. The Plan
does not apply exclusions based upon the sowrce of the Injury to treatment listed in the Covered Medical
Benefits section when the Plan has information that the Injury s due to a3 medical condition (including
baoth physical and mental health conditions ) or domestic violence.
1. 3D Mammograms, unbess covered elsewhers in this SPD.

2. Abortions: Unless a Physician states in writing that the mother's life would be in danger if the fetus
were to be camied to term.

3. Acts of War: Injury or lliness caused or contributed to by international armed conflict, hostle acts
of foreign enemies, inwasion, or war or acts of war, whether declared or undeclared.

4. Alternative | Complementary Treatment includes: Treatment, services or supplies for holistic or
homeopathic medicine, hypnosis or other alternate treatment that is not accepted medical practice
as determined by the Plan.

5.  Appointments Missed: An appointment the Covered Person did not attend.

4.  Aguatic Therapy.

7.  Assistance With Activities of Daily Living.

3.  Assistant Surgeon Services, unless determined Medically Necessary by the Plan.

9. Autism Services: Applied Behavioral Analysis (ABA) Therapy.

10. Auto Excess: lliness or badily Injury for which there is a medical payment or expense coverage
prowided or payable under any automobile coverage.

11. Before Enrollment and After Termination: Services, supplies or reatment rendered before
coverage begins under this Plan. or after coverage ends, are not coversd.

12. Biofeedback Services.

13. Blood: Blood donor expenses.

14.  Blood Pressure Cuffs | Monitors.

15. Breast Pumps unless covered elsewhere in this SPD.

18. Cardiac Rehabilitation beyond Phase |l including seff-regulated physical actwvity that the Covered
Person performs to maintain health that is not considered to be a treatment program.

17. Chelation Therapy, except in the treatment of conditions considered Medically Necessary,
medically appropriate and not Experimental or Investigational for the medical condition for which the
treatment is recognized.

18, Claims received later than 12 months from the date of senvice.

18. Contraceptive Products and Counseling unless covered elsewhere in this SPD.
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20.

21.

26.

7.

28.

29
30.

3.

APPENDIX AA
(continued)

Cosmetic Treatment, Cosmetic Surgery, or any portion thereof, unless the procedure is otherwise
listed as a covered benefit.

Court-Ordered: Any treatment or therapy which is court-ordered, ordered as a condition of parcle,
probation, or custody or visitation evaluation, unless such treatment or therapy is normally covered
by this Plan. This Plan does not cover the cost of classes ordered afier a driving while intoxicated
conviction or other classes ordered by the court.

Custodial Care as defined in the Glossary of Terms of this SPD.

Dental Services:

= The care and treatment of teeth, gums or alveolar process or for dentures, appliances or
supplies used in such care or treatment, or drugs prescribed in connection with dental care.
This exclusion does not apply to Hospital charges including professional charges for xray, lab
and anesthesia, or for charges for freatment of injuries to natural teeth, including replacement of
such teeth with dentures, or for setting of a jaw which was fractwred or dislocated in an
Accident.

= Injunes or damage to teeth, natural or otherwise, as a result of or caused by the chewing of food
or similar substances.

= Dental implants including preparation for implants.

Developmental Delays: Occupational, physical. and speech therapy services related to
Developmental Delays, mental retardation or behavioral therapy that are not Medically Necessary
and are not considered by the Plan to be medical treatment. If another medical condition is
identified throwgh the course of diagnostic testing. any cowerage of that condition will be subject to
Plan prowisions.

Duplicate Services and Charges or Inappropriate Billing including the preparation of medical
reports and itemized bills.

Education: Charges for education, special education, job training, music therapy and recreational
therapy, whether or not given in a facility providing medical or psychiatric care. This exclusion does
not apply to self-management education programs for diabetics.

Employment | Workers” Compensation: An Blness or Injury arising out of or in the course of any
employment for wage or profit including self-employment. for which the Covered Person was or
could have been entitled to benefits under any Workers” Compensation, U.5. Longsheremen and
Harbor Waorker's or other occupational disease legislation, policy or contract. where required by
state law.

Environmental Devices: Environmental items such as but not limited to, ar conditioners, ar
purifiers, humidifiers, dehumidifiers, fumace fiters, heaters, vaporizers, or vacuum devices.

Examinations: Examinations for employment, insurance, licensing or itigation puposes.

Excess Charges: Charges or the portion thereof which are in excess of the Usual and Customary
charge, the Negotiated Rate or fee schedule.

Experimental, Investigational or Unproven: Senvices, supplies, medicines, treatment. facilites or
equipment which the Plan determines are Experimental. Investigational or Unproven, inclueding
administrative services associated with Experimental. Investigational or Unproven treatment This
does not include Qualifying Clhinical Trials as described in the Covered Benefits section of this SPD.
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32, Extended Care: Any Extended Care Facility Services which exceed the appropriate level of skill
required for treatment as determined by the Plan.

33.  Family Planning: Consultation for family planning.

3. Financial Counseling.

35, Fitness Programs: General fitness programs, exercise programs, exercise equipment and health
club memberships, or other utdization of services, supplies, equipment or facilities in connection
with weight conirol or body building.

38, Foot Care [Podiatry): Routine foot care.

37. Foreign Coverage for Medical Care Expenses Which Includes Preventive Care or Elective
Treatment, except for senvices that are Incurred in the event of an Emergency. Emengency room
Hospital and Physician services, including Emergency room senvices for stablization or initiation of
treatment of a medical Emergency condition provided on an Inpatient or Outpatient basis at a
Hospital. or Physician services in a provider's office, as shown in the Schedule of Benefits.

38 Genetic Counseling other than based on Medical Necessity unless covered elsewhere in this SPD.

32, Genetic Testing unless covered elsewhere in this SPD.

40,  Growth Hormones.

41.  Hearing Services: Implantable hearing devices unless covered elsewhers in this SPD.

42,  Home Births and associated costs.

43. Home Modifications: Modifications to Your home or property such as but not limited to,
escalator(s). elevators, saunas, steam baths, pools, hot tubs, whirdpools, or tanning equipment,
wheelchair lifts, stair lifts or ramps.

44 Infertility Treatment:
= [Fertility tests.
= Surgical reversal of a sterilized state which was a result of a previous surgery.
= Direct attempts to cause pregnancy by any means including, but not limited to hormone therapy

or dnegs.
= Artficial msemnation; In vitro fertilization; Gamete Intrafallopian Transfer (GIFT), or Zygote
Intrafallopian Transfer (ZIFT).
=  Embrye transfer.
= Freezing or storage of embryo, eggs. or semen.
« Genetic testing.
This exchesion does not apply to senvices required to treat or comect underfying causes of infertility
where such services cure the condition, slow the ham to, alleviate the symptoms, or maintain the
current health status of the Covered person.

45, Lamaze Classes or other chid birth classes.

48. Leaming Disability: Mon-medical freatment, including but not limited to special education,
remedial reading, school system testing and other rehabilitation treatment for a Leaming Crisability.
If another medical condition is identified through the course of diagnostic testing, any coverage of
that condition will be subject to Plan provisions.

47. Liposuction regardless of purpose.
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48 Maintenance Therapy: Such services are excluded i, based on medical evidence, treatment or
continued treatment could not be expected to resolve or improve the condition, or that clinical
evidence indicates that a plateau has been reached in terms of improvement from such semvices.

42, Mammoplasty or Breast Augmentation unless covered elsewhere in this SPD.

50.  Marriage Counseling.

51. Maximum Benefit. Charges in excess of the Maxomum Benefit allowed by the Plan.

52, Military: A military related lliness or Injury to a Covered Person on active military duty, unless
payment is legally required.

53, Nocturnal Enuresis Alarm (Bad wetting).

. Non-Custom-Molded Shoe Inserts.

55. MNon-Professional Care: Medical or surgical care that is not performed according to generally
accepted professional standards, or that is provided by a provider acting outside the scope of his or
her license.

58. MNotMedically Necessary: Services, supplies, treatment, faciities or equipment which the Plan
determines are not Medically Mecessary. Furthermore, this Plan excludes sernvices, supplies,
treatment, faciities or equipment which reliable scientific evidence has shown does not cure the
condition, show the degeneration/detenoration or harm attrbutable to the condition, alleviate the
symptoms of the condition, or maintain the current health status of the Covered Person. See also
Maintenance Therapy, above.

57. MNursery and Newborn Expenses for grandchidren of a covered Employes or spouse.

58, Mutrition Counseling unless covered elsewhere in this SPD.

52, Mutritional Supplements, Vitamins and Electrolytes except as listed under the Covered Benefits.

0.  Ower-The-Counter Medication, Products, Supplies or Devices unless covered elsewhers in this
SFD.

@1,  Palliative Foot Care.

G2,  Panniculectomy [ Abdominoplasty unless determined by the Plan to be Medically Mecessary.

3. Personal Comfiort: Services or supplies for personal comfort or convenience, such as but not
limited to private room, television, telephone and guest trays.

G4. Pharmacy Consultations. Charges for or relating to consultative information provided by a
pharmmacist regarding a prescription order, ncluding but not imited to information relating to dosage
instruction, drug interactions, side effects, and the like.

5. Preventive | Routine Care Services unless covered elsewhers in this SFD.

8. Priwvate Duty Nursing Services.
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7. Reconstructive Surgery when performed only to achieve a normal or nearly nomal appearance,
and not to comrect an underlying medical condition or impairment, as determined by the Plan, unless
covered elsewhere in this SPD.

G8. Return to Work | School: Telephone or Internet consultations or completion of claim forms or
forms necessary for the retum to work or school.

G8. Rewersal of Sterilization: Procedures or treatments to reverse prior veluntary sterlization.

70. Room and Board Fees when surgery is performed octher than at a Hospital or Surgical Center.

71. Self-Administered Services or procedures that can be done by the Covered Person without the
presence of medical supervision.

72,  Self-Inflicted unless due to a medical condition (physical or mental) or domeshc vickence.

73. Services at no Charge or Cost: Services which the Cowered Person would not be obligated to
pay in the absence of this Plan or which are available to the Covered Person at no cost, or which
the Plan has no legal obligation to pay, except for care provided in a facility of the uniformed
services as per Title 32 of the National Defense Code, or as required by law.

T4. Services that should legally be provided by a school.

T5. Services Provided by a Close Relative. See Glossary of Terms of this SPD for definition of Close
Relative.

T8, Sex Therapy.

T7.  S5ex Transformation: Treatment, drugs, medicines, services and supplies for, or leading fo. sex
transformation surgery.

T8. Sexual Function: Diagnostic Senvices, non-surgical and surgical procedures and Prescription
drugs (unless covered under the Prescription Benefits Section i this SPD) in connection with
treatment for male or female impotence.

78. Standby Surgeon Charges.

80, Subrogation. Charges for lliness or Injuries suffered by a Covered Person due to the action or
inaction of any third party if the Covered Person fails o provide information as specified in the
Subrogation section. See the Subrogation section for more information.

81, Surrogate Parenting and Gestational Carrier Services, including any services or supples
prowided in connection with a sumogate parent, including pregnancy and matemity charges Incurred
by a Covered Person acting as a surrogate parent.

82 Taxes: Sales taxes. shipping and handling unless covered elsewhere in this SPD.

B3, Telemedicine - Telephone or Internet Consultations.

B4, Tobacco Addiction: Diagnoses, senvices, treatment or supplies related to addiction to or
dependency on nicotine wnless covered elsewhere in this SPD.

85 Transportation: Transportation senvices which are solely for the convenience of the Covered
Person, the Covered Person's Close Relative, or the Covered Person's Physician.

88, Travel: Trawel costs, whether or not recommended or prescribed by a Physician, unless authonzed
in advance by the Plan.
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Vision Care unless coversd elsewhere in this SPD.

Vitamins, Minerals and Supplements, even if prescribed by a Physician, except for Vitamin B-12
injections and [V iron therapy that are prescribed by a Physician for Medically Mecessary purposes.

Vocational Services: Vocational and educational services rendered primarily for fraining or
education purposes. This Plan also excludes work hardening, work conditioning and industrial
rehabiitation services rendered for Injury prevention education or return-to-work programs.

‘Weekend Admissions to Hospital confinement (admission taking place after 3:00 p.m. on Friday or
before noon on Sunday) are not eligible for rembursement under the Plan, unless the admission is
deemed an Emergency, or for care related to pregnancy that is expected o result in childbirth.

‘Weight Control: Treatment, services or surgery for weight contral, whether or not prescribed by a
Physizian or associated with an lliness, except as specifically stated for preventive counseling.

Wrong Surgeries: Additional costs and/or care related to wrong surgeries. Wrong surgeries
inclede, but are not limited to, surgery performed on the wrong body part, surgery performed on the
wrong person, objects left in patients after surgery, etc.

The Plan does not limit a Covered Person's right to choose his or her own medical care. Fa
medical expense is not a covered benefit. or is subject o a Bmitation or exclusion. a Covered Person still
has the right and privlege to receive such medical service or supply at the Covered Person's own
personal expense.
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CLAIMS AND AFFEAL PROCEDURES

REASONABLE AND CONSISTENT CLAIMS PROCEDURES

The Plan’s claims procedures are designed to ensure and wverify that claim determinations are made in
accordance with the Plan documents. The Plan provisions will be applied consistently with respect to
similarly situated individuals.

Pre-Determination

A Pre-Determination is a determination of benefits by the Claims Administrator, on behalf of the Plan,
pror fo services being prowided. Although not required by the Plan, a Covered Person or provider may
woluntarily request a Pre-Determination. A Pre-Determination informs individuals of whether, and under
which circumstances, a procedure or service is generally a covered benefit under the Plan. A Covered
Person or provider may wish to request a Pre-Determination before Incurming medical expenses. A Pre-
Dieterminabion is not a claim and therefore may not be appealed. A Pre-Determination that a procedurs
or senvice may be covered under the Plan does not guarantee the Plan will ultimately pay the claim. Al
Plan terms and conditions will still be applied when determining whether a claim is payable under the
Plan.

TYPE OF CLAIMS AND DEFINITIONS

. Pre-Service Claim needing prior authorization as required by the Plan and stated in this
S5PD. This is a claim for a benefit where the Covered Person is required to obtain approval from the
Plan before obtaining the medical care, such as in the case of pnor authorization of health care
items or senvices that the Plan requires. i a Covered Person or prowvider calls the Plan for the sole
purpose of leaming whether or not a claim will be covered, that call is not considered a Pre-Service
Claim, unless the Plan and this SPD specifically require the person to call for prior authorization.
{See "Pre-Determination™ above.) The fact that the Plan may grant prior authonization does not
guarantee that the Plan will ultimately pay the claim.

Note that this Plan does not require prior authorization for urgent or Emergency care claims;
however, Covered Persons may be required to notify the Plan following stabdization. Please refer
o the Care Management section of this SPD for more details. A condition is considered to be an
wgent or Emergency care situation if a sudden and serious condition occurs such that a Prudent
Layperson could expect the patient's ife would be jeopardized, the patient would suffer severe
pain, or serious impaimment of the patient’s bodily functions would result unless immediate medical
care is rendered. Examples of an urgent or Emergency care situation may include. but are not
Imited to: chest pain; hemorrhaging; syncope; fever equal to or greater than 103° F; presence of a
foreign body in the throat, eye, or intemnal cawity; or a severe allergic reaction.

. Post-Service Claim means a claim that involves payment for the cost of health care that has
already been provided.

. Concurrent Care Claim means that an ongoing course of treatment to be provided owver a period
of ime or for a specified number of treatments has been approved by the Plan.

PERSOMAL REPRESENTATIVE
Personal Representative means a person (or provider) whe may contact the Plan on the Covered

Person's behalf to help with claims, appeals or other benefit issues. A minor Dependent must have the
signature of a parent or Legal Guardian in order to appoint a third party as a Personal Representative.
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If a Covered Person chooses to use a Personal Representative, the Cowered Person must submit proper
documentation te the Plan stating the following: The name of the Personal Representative, the date and
duration of the appointment. and any other pertinent information. In addition, the Cowvered Person must
agree to grant his or her Persenal Representative access to his or her Protected Health Information. The
Cowered Person should contact the Claim Administrator to obtain the proper forms. All forms must be
signed by the Covered Person in order to be considered official.

PROCEDURES FOR SUBMITTING CLAIMS

Most providers will accept assignment and coordinate payment directly with the Plan on the Covered
Person's behalf. [f the provider will not accept assignment or coordinate payment directly with the Plan,
the Covered Person will need to send the claim to the Plan within the timelines outlined below in order to
receive reimburserment. The address for submitting medical claims s on the back of the group health
identfication card.

A Cowered Person who receives semvices in a country other than the United States is responsible for
ensuring the provider is paid. If the provider will not coordinate payment direcy with the Plan, the
Cowered Person will need to pay the claim up front and then submit the claim to the Plan for
reimbursement The Plan will reimburse the Covered Persons for any covered amount in US. currency.
The reimbursed amount will be based on the U.5. equivalency rate that is in effect on the date the
Cowered Person paid the claim, or on the date of service if the paid date is not known.

A complete claim must be submitted in writing and should include the following information:

. Cowered Person’sipatient’s |D number. name, sex. date of birth, Social Secunty number, address,

and relationship o Employee

Authorized signature from the Covered Person

Diagnosis

Date of senvice

Place of service

Procedures, senvices, or supplies (narrative description)

Charges for each listed service

Number of days or units

Patient accouwnt number (if applicable)

Total billed charges

Prowider billing name, address, telephone number

Prowvider's Taxpayer |dentification Mumber (TIM)

Signature of provider

Balling provider

Any information on other insurance (if applicable)

. Whether the patient’s condition is related to employment, an auto Accident, or another Accident (if
applicable)

. Assignment of benefits (if applicable)

& & & & & &

. & & &

LI ]

TIMELY FILING

Cowered Persons are responsible for ensuring that complete claims are submitted to the Third Party
Administrator as soon as possible after services are received, but no later than 12 menths from the date
of service. I Medicare or Medicaid paid as prmary in emor. the timely filing requirement may b=
mcreased to three years from the date of service. A Veterans Administration Hospital has six years from
the date of service to submit the claim. A complete claim means that the Plan has all of the information
that is necessary in order to process the claim. Claims received after the timely fling period will not be
allowed.
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INCORRECTLY FILED CLAIMS (Applies to Pre-Sernvice Claims only)

If a Covered Person or Personal Representative attempts to, but does not propery, follow the Plan's
procedures for requesting prior authorization, the Plan will notify the person and explan the proper
procedures within five calendar days following receipt of a Pre-Semvice Claim request. The notice will
usually be oral. undess written notice is requested by the Covered Person or Personal Representative.

HOW HEALTH BEMEFITS ARE CALCULATED

When UMR receives a claim for a senvice that has been provided to a Covered Person. it will determine if
the service is a covered benefit under this group health Plan. If the service is not a cowered bensfit, the
claim will be denied and the Covered Person will be responsible for paying the provider for these costs. If
the service is a covered benefit. UMR will establish the allowable payment amount for that service, in
accordance with the provisions of this SPD.

Claims for covered benefits are paid according to an established fee schedule, according to a Negotiated
Rate for certain services, or as a percentage of the Usual and Customary fees.

Fee Schedule: Generally, a provider is paid the lesser of the billed amount or the maximum fee schedule
for the particular covered service, minus any Deductible, Plan Participation rate, Co-pay or penalties that
the Covered Person is responsible for paying. i a network contract is in place, the network contract
determines the Plan’s allowable charge used in the calculation of the payable benefit.

Hegotiated Rate: On occasion, UMR will negotiate a payment rate with a provider for a particular
cowered service, such as transplant services, Durable Medical Equipment, Extended Care Facility
treatment, or other services. The Megotiated Rate is what the Plan will pay to the provider, minus any Co-
pay. Deductible. Plan Participation rate. or penalties that the Cowered Person is responsible for payng.
a network contract is in place, the network contract determines the Plan’s Megotiated Rate_

Usual And Customary (U&C) is the amount that is wsually charged by health care providers i the same
geographical area (or greater area, if necessary) for the same services, treatment, or materials. An
industry fee fle is used to determine UAC fee allowances. The UAC level is at the 90" percentile. See
“Surgery and Assistant Surgeon Services” in the Covered Medical Benefits section for exceptions related
to multiple procedwes. As it relates to charges made by a network provider, the term “Usual and
Customary” means the Negotiated Rate as contractually agreed to by the provider and network (see
above). A global package includes the services that are a necessary part of a procedure. For indvidual
services that are part of a global package, it s customary for the individual services not to be billed
separately. A separate charge will not be allowed under the Plan.

NOTIFICATION OF BENEFIT DETERMINATION

If a clamm is submitted by a Cowered Person or a provider on behalf of a Covered Person and the Plan
does not completely cover the charges, the Cowvered Person will receive an Explanation of Benefits (EQOB)
form that will explain how much the Plan paid toward the claim. and how much of the claim is the Covered
Person's responsibility due to cost-sharing obligations, non-covered benefits, penalties, or other Plan
provisions. Please check the information on each EQB form to make sure the sensces charged were
actually received from the provider and that the information appears to be comect i You hawe any
guestions or concems about the EQB form, call the Plan at the number listed on the EQOB or on the back
of the group health identification card. The provider will receive a similar form for each claim that is
submitted.
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TIMELINES FOR INITIAL BEMEFIT DETERMINATION

UMR will process claims within the following tmelines, although a Covered Person may voluntaridy extend
these timelines:

. Pre-Service Claims: A decision will be made within 15 calendar days following receipt of a claim
request. but the Plan may have an extra 15-day extension when necessary for reasons beyond the
control of the Plan, if written notice is given to the Covered Person within the criginal 15-day peried.

. Post-Service Claims: Claims will be processed within 30 calendar days, but the Plan may have an
additional 15-day extension, when necessary for reasons beyond the control of the Plan, if written
notice s provided to the Covered Person within the oniginal 30-day period.

. Concumrent Care Claims: i the Plan is reducing or terminating benefits before the end of the
previously approved course of treatment, the Plan will notify the Cowered Person prior to the
cowerage for the treatment ending or being reduced.

. Emergency andfor Urgent Care Claims: The Plan will notify a Covered Person or provider of a
benefit determination (whether adverse or not) with respect to a claim nvelving Emergency or
Urgent Care as soon as possible, taking into account the Medical Necessity, but not later than 72
hours after the receipt of the claim by the Plan.

A claim s considered to be filed when the claim for benefits has been submitted to UMR for formal
consideration under the terms of this Plan.

CIRCUMSTANCES CAUSING LOSS OR DENIAL OF PLAN BENEFITS
Claims may be denied for any of the following reasons:

. Termination of Youwr employment.

A Covered Person's loss of elighility for coverage under the health Plan.

Charges are Incummed prior to the Covered Person's Effective Date or following termination of
COVErage.

A Covered Person reached the Maximum Benefit under this Plan.

Amendment of the group health Plan.

Termination of the group health Plan.

The Employee, Dependent. or provider did not respond to a request for additional information
needed to process the claim or appeal.

Application of Coordination of Benefits.

Enforcement of subrogation.

. Services are not a covered benefit under this Plan.

. Services are not considered Medically Necessary.

. Faiure to comply with prior authorization requirements before receiing senvices.

. Misuse of the Plan identification card or other fraud.

Falure to pay premiums if required.

The Employee or Dependent is responsible for charges due to Deductible, Plan Participation
oibdigations, or penalties.

Application of the Usual and Customary fee limits, the fee schedule, or Megotiated Rates.
Incomplete or naccurate cdaim submission.

Application of utilization review.

Procedures are considered Experimental, Investigational or Unproven.

. Cither reasons as stated elsewhere in this SPD.

LI I L]

L]

Ll

LI LI

ADVERSE BENEFIT DETERMINATION (DENIED CLAIMS)

Adverse Benefit Determination means a denial, reduction, or termination of 3 benefit, or a failure to
provide or make payment, in whole or in part. for a benefit. It also ncludes any such denial, reduction,
termination, or failure to provide or make payment that is based on a determination that the Covered
Person is no konger eligible to participate in the Plan.
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If a claim is being denied, in whole or in part, and the Covered Person will owe any amount to the
prowvider, the Covered Person will receive an initial claim denial notice, usually refemed to as an
Explanation of Benefits (EQB) form, within the timelines descrbed abowe. The EQB form will:

. Explain the specific reasons for the denial.

. Provide a specific reference to pertinent Plan provisions on which the denial was based.

. Provide a description of any material or information that is necessary for the Covered Person to
perfect the claim, along with an explanation of why such material or information s necessary, i
applicable.

. Provide appropriate information as to the steps the Cowered Person can take to submit the claim for
appeal (review).

. I an internal rule or guideline was relied upon, or if the denial was based on Medical Mecessity or
Expermental, Investigational, or Unproven treatment, the Plan will notify the Covered Person of
that fact The Cowvered Person has the night to request a copy of the rule/guideline or clinical criteria
that were relied upon, and such information will be provided free of charge.

APPEALS PROCEDURE FOR ADVERSE BENEFIT DETERMINATIONS

If a Covered Person disagrees with the denial of a claim or a rescission of cowerage determination, the
Cowered Person or his or her Personal Representative may request that the Plan review its initial
determination by submitting a written request to the Plan as described below. An appeal fied by a
provider on the Covered Person's behalf is not considered an appeal under the Plan unless the provider
is a Personal Representative.

First Level of Appeal: This is a mandatory appeal level. The Coversd Person must exhaust the
following intemal procedures before taking any outside legal action.

. The Covered Person must file the appeal within 180 days of the date he or she received the EQOB
form from the Plan showing that the claim was denied. The Plan will assume that the Covered
Person received the EQB form seven days after the Plan mailed the EQB form.

. The Cowered Person or his or her Personal Representative will be allowed reasonable access to
review or copy pertinent documents, at no charge.

. The Cowered Person may submit written comments, documents, records, and other information
refated to the claim to explain why he or she believes the denial should be overturned. This
mnformation should be submitted at the same time the written request for a review is submitted.

. The Cowered Person has the right to submit ewvidence that his or her claim is due to the existence of
a physical or mental medical condition or domestic violence, under applicable federal
nondiscrimination rules.

. The review will take into account all comments, documents, records, and other information
submitted that relates to the claim. This will include comments, documents, reconds, and other
mformation that either were not submitted prewiously or were not considered in the initial benefit
decision. The review will be conducted by individuals who were not involved in the original denial
decision and are not under the supervision of the person whe ongnally denied the claim.

. If the benefit denial was based, in whole or in part, on a medical judgment, the Plan will consult with
a health care professional with training and expenence in the relevant medical field. This health
care professional may not have been involved in the original denial decision, and may not be
supervised by the health care professional who was involved. If the Plan has consulted with
medical or vocational experts in connection with the claim, these experts will be identified upon the
Cowered Person’s request, regardiess of whether or not the Plan relies on their advice in making
any benefit determinations.

. After the claim has been reviewed, the Covered Person will receive written notification letting him or
her know if the claim is being approved or denied. In the event of new or addibional evidence, or
any new rationale relied upen during the appeal process in connection with a claim that is being
appealed, the Plan will automatically provide the relevant information to the Covered Person. The
naotification will provide the Covered Person with the information outlined under the “Adverse Benefit
Determination” section abowe. It will also notify the Covered Person of his or her right to file suit
under ERISA after he or she has completed all mandatory appeal levels described in this SPD.
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Second Level of Appeal: This is 3 voluntary appeal level. The Covered Person is not required to
follow this internal procedure before taking outside legal action.

. A Covered Person who is not satisfied with the decision following the first appeal has the right to
appeal the denial a second time.

. The Cowered Person or his or her Personal Representative must sulbmit a written request for a
second review within G0 calendar days following the date he or she received the Plan’s decision
regarding the first appeal. The Plan will assume that the Covered Person received the
determination letter regarding the first appeal seven days after the Plan sent the determination
letter.

. The Cowered Person may submit written comments, documents, records, and other pertinent
mformation to explain why he or she believes the denial should be overtumed. This informiation
should be submitted at the same time the written request for a second review is submitted.

. The Cowered Person has the right o submit evidence that his or her claim is due to the existence of
a physical or mental medical condition or domestic violence, under applicable federal
nondiscrimination rules.

. The second review will take into account all comments, documents, records, and other information
submitted that relates to the claim that either were not submitted previously or were not considered
n the mitial benefit decision. The review will be conducted by individuals who were not invalved in
the original denial decision or the first appeal and are not under the supenvision of those individuals.

. If the benefit denial was based, in whole or in part, on a medical judgment, the Plan will consult with
a health care professional with training and expenence in the relevant medical field. This health
care professional may not have been involved in the original denial decision or first appeal, and
may not be supensised by the health care professional who was involeed. I the Plan has consulted
with medical or vocational experts in connection with the claim, these experts will ke identified upon
the Covered Person's request, regardless of whether or not the Plan relies on their advice in
making any benefit determinations.

. After the claim has been reviewed, the Covered Person will receive written notification letting him or
her know if the claim is being approved or denied. In the event of new or addibonal evidence, or
any new rationale relied upon during the appeal process in connection with a claim that is being
appealed, the Plan will automatically provide the relevant information to the Covered Person. The
notification will provide the Covered Person with the information outlined under the “Adverse Benefit
Determination” section abowe. It will also notify the Covered Person of his or her right to fle suit
under ERISA after he or she has completed all mandatory appeal levels described in this SPD.

Regarding the above woluntary appeal level, the Plan agrees that any statutory limitations that are
applicable to pursuing the claim in cowrt will ke put on hold during the period of this voluntary appeal
process. The woluntary appeal process is available only after the Covered Person has followed the
mandatory appeal level as required abowe. This Plan also agrees that it will not charge the Covered
Person a fee for going through the volmtary appeal process, and it will not assert a falure to exhaust
administrative remedies if a Covered Person elects to pursue a claim in court before following this
voluntary appeal process. A Covered Person's decision about whether to submit a benefit dispute
through this voluntary appeal level will have no effect on his or her rights to any other benefits under the
Plan. If you hawe any questions regarding the vohlmtary level of appeal including applicable rules, a
Cowered Person's right to representation (i.e. to appoint a Personal Representative). or other details,
please contact the Plan. Refer to the Statement of ERISA Rights section of this SPD for detads on a
Cowered Person's additional rights to challenge the benefit decsion under Section 502(a) of ERISA.
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This external review program offers an independent review process to review the denial of a requested
sernvice or procedure (other than a pre-determination of benefits) or the denial of payment for a service or
procedure. The process is available at ne charge to You after You have exhausted the appeals process
identified above and ¥ou receive a decision that is unfavorable, or f UMR or Your employer fails o
respond to Your appeal within the tmelines stated above.

‘fou may request an independent review of the Adwerse Benefit Determination. Meither You nor UMR or
'fiour employer will have an opportunity to meet with the reviewer or otherwise participate in the reviewer's
decision. If You wish to pursue an external review, please send a written request to the following
address:

UMR

EXTERMAL REVIEW APFPEAL UNIT
PO BOX 5046

WALISAL W 54402-8048

four written request should include: (1) Your specific request for an external review; (2) the Employee’s
name, address, and member |D number; (3) Your designated representative’s name and address, if
applicable; (4) a descrption of the senvice that was denied: and (5) any new, relevant mformation that
was not provided during the intermal appeal. You will be provided more information about the external
review process at the time we receive Your request.

Any requests for an independent review must be made within four months of the date You receive the
Adverse Benefit Determination. You. or an authonzed designated representative may request an
independent review by contacting the toll-free number on Your ID card or by sending a written request to
the address on Your ID card.

The independent review will be performed by an mdependent Physician, or by a Physician who is
qualified 10 decide whether the requested service or procedure is a qualified medical care expense under
the Plan. The Independent Review Organization (IRO) has been contracted by UMR and has no material
affiliation or interest with UMR or ¥ our employer. UMR will choose the IRO based on a rotating list of
approved IROs.

In certain cases, the independent review may be performed by a panel of Physicians, as deemed
appropriate by the IRO.

Within applicable tmeframes of UMR's receipt of a request for mdependent review. the request will be
forwarded to the IRO, together with:

. All relevant medical records;
. All other documents refied upon by UMR andior Your employer in making a decision on the case;
and

. All other information or evidence that You or Your Physician has already submitted to UMR or Your
employer.

If there is any information or ewidence that was not previously provided and that You or Your Physician
wishes to submit in support of the request, You may include this information with the request for an
independent review, and UMR will include it with the decuments forwarded to the IRO. A decision will be
made within applicable timeframes. If the reviewer needs additicnal mformation in arder to make a
decision, this time pericd may be extended. The ndependent review process will be expedited if You
meet the critenia for an expedited external review as defined by applicable law.

The reviewer's decision will be in writing and will include the clinical basis for the determination. The IRO
will provide You and UMR andior Your employer with the reviewer's decision. a description of the
qualifications of the reviewer, and any other information deemed appropriate by the organization andfor
required by applicable law.

02-01-2014 -T4- TGY0-00-412072

230



APPENDIX AA
(continued)

If the final independent decision is to approve payment or referral, the Plan will accept the decision and
provide benefits for such senvice or procedure in accordance with the terms and conditions of the Plan. i
the final ndependent review decision is that payment or referral will not be made, the Plan will not be
obligated to provide benefits for the serice or procedure.

‘fou may contact the Claims Administrator at the toll-free number on Your ID card for more information
regarding Youwr extemnal appeal nghts and the independent review process.

LEGAL ACTIONS FOLLOWING APPEALS

After completing all mandatory appeal levels through this Plan, a Covered Person has the right to further
appeal an Adverse Benefit Determinations by bringing a civil action under the Employes Retirerment
Income Securnty Act (ERISA). Please refer to the Statement of ERISA Rights section of this SPD for
more details. Mo such action may be filed against the Plan later than three years from the date the
Plan gives the Covered Person a final determination on his or her appeal.

PHYSICAL EXAMINATION AND AUTOPSY

The Plan may require that a Cowered Person hawe a physical examination, at the Plan's expense, as
often as is necessary to settle a cdaim. In the case of death, the Plan may require an autopsy unless
forbidden by law.

RIGHT TQ REQUEST OVERFAYMENTS
The Plan reserves the right to recover any payments made by the Plan that were:

. Made in emor; or

. Made after the date the person’s coverage should have been terminated under this Plan; or

. Made o any Covered Person or any party on @ Cowered Person's behalf where the Plan Sponsor
determines the payment to the Covered Person or any party is greater than the amount payable
under this Plan.

The Plan has the right to recower against Covered Persons if the Plan has paid them or any other party
on their behalf.
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FRAUD

Fraud is a crime for which an indwidual may be prosecuted. Any Covered Person who wilfully and
knowingly engages in an activity intended to defraud the Plan s guilty of fraud. The Plan will utilize all
means necessary to support frawd detection and nvestigation. It is a cime for 3 Covered Person to fie a
claim containing any false, incomplete or misleading information with intent to injure, defraud or deceive
the Plan. In addition, it is a fraudulent act when a Covered Person willfully and knowingly fails to notify
the Plan regarding an event that affects eligibfity for a Covered Person.  Motification requirements are
cutlined in this SPD and other Plan materials. Please read themn carefully and refer to all Plan materials
that You receive (e.g., COBRA notices). A few examples of events that require Plan notification are
divorce, a Dependent aging out of the Plan, and enrollment in other group health coverage while on
COBRA. (Please note that the examples listed are not al-inclusive.)

These actions will result in denial of the Covered Person’s claim or in termination of the Cowvered Person's
cowverage under the Plan, and are subject to prosecution and punishment to the full extent under state
andlor federal law._

Each Covered Person must:

. File accurate cdaims. W someone else - such as Your spouse or anather family member - files
claims on the Cowvered Person’s behalf, the Covered Person should review the claim form before
signing it;

. Rewiew the Explanation of Benefits (EOB) form. The Covered Person should make certain that
benefits hawe been paid comectly based on his or her knowledge of the expenses Incurred and the
services rendered;

. Newer allow another person io seek medical treatment under his or her identity. If the Cowered
Person's Plan identification card is lost, the Covered Person should report the loss to the Plan
mmediately;

. Prowvide complete and accurate information on claim forms and any other forms. He or she should
answer all questions to the best of his or her knowledge; and

. Notify the Plan when an event occurs that affects a Covered Person's eligibility.

In arder to maintain the integrity of this Plan. each Covered Person is encouraged to notify the Plan
whenever a provider:

. Bills for services or treatment that have never been received; or
. Asks a Covered Person io sign a blank clamm form; or
. Asks a Coversd Person to undergo tests that the Covered Person feels are not needed.

Cowered Persons concerned about any of the charges that appear on a bill or EOB form, or who know of
or suspect any illegal activity, should call the toll-free hotine at 1-800-256-5303. All calls are sirictly
confidential.

02-01-2014 -T6- TET0-00-412072

232



APPENDIX AA
(continued)

OTHER FEDERAL PROVISIONS

FAMILY AND MEDICAL LEAVE ACT (FMLA)

If an Employee is on a family or medical leave of absence that meets the eligibdity requirements under
the Famiy and Medical Leave Act of 1823 (FMLA), his or her employer will continue coverage under this
Plan in accordance with state and federal FMLA regulations, provided the following conditions are met:

. Contributions are paid: and
. The Employee has a written, approved leave from the employer.

Cowerage will be continued for up to the greater of:

. The leawe pericd required by the federal FMLA and any amendment; or
The leave pericd required by applicable state law.

An Employee may choose not to retain group health coverage during an FMLA leave. When the
Employes retums to work following the FMLA leave, the Employee’s coverage will usually be restored to
the lewel the Employee would have had if the FMLA leave had not been taken. For more information,
please contact Your Human Resources or Personnel office.

QUALIFIED MEDICAL CHILD SUPPORT ORDERS PROVISION

A Dependent Child will become covered as of the date specified in a judgment, decree, or order issued by
a court of competent prisdiction or through a stabe admnistrative process.

The order must clearly identify all of the following:

. The name and last known mailing address of the participant;

. The name and last known mailing address of each alternate recipient (or official state or poliical
designee for the alternate recipient);

. A reasonable description of the type of coverage to be provided to the Child or the manner in which
such coverage is to be determined; and

. The pericd to which the order applies.

Please contact the Plan Administrator to request a copy, at no charge, of the written procedures that the
Plan uses when administering Qualified Medical Child Support Orders.

NEWBORNS' AND MOTHERS' HEALTH PROTECTION ACT

Group health plans and health insurance issuwers generally may not, under federal law, restrict benefits for
a Hospital length of stay in connection with childbirth for the mother or newbom Child to less than 43
hours following a vaginal delivery, or less than 98 hours following a Cesarean section. However, federal
law generally does not prohibit the mother's or newbomn's attending provider, after consulting with the
migther, from discharging the mother or her newbom earlier than 48 hours (or B8 hours as applicable). In
any case, plans and issuers may not, under federal law, require that a provider obtain authorization from
the Plan or the issuer for prescribing a length of stay not in excess of 48 hours (or 898 hours).
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This group health Plan also complies with the provisions of the:

. Mental Health Panty Act.

. Amenicans With Disabilities Act. as amended.

. Women's Health and Cancer Rights Act of 1808 regarding breast reconstruction following a
mastectomy.

. Pediatric Vaccines regulation, whereby an employer will not reduce its cowerage for pediatric
vaccines below the coverage it provided as of May 1. 1883

. Employee Retrement Income Secunty Act regarding coverage of Dependent Children in cases of
adoption or Placement for Adoption.

. Wedicare Secondary Payer regulations, as amended.

. TRICARE Prohibition Agamnst Incentives and Mondiscrimnation Requirements amendments.

. Genetic Information Mon-discrimination Act (GINA)L
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HIFAA ADMINISTRATIVE SIMPLIFICATION
MEDICAL PRIVACY AND SECURITY PROVISION

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION UNDER HIPAA PRIVACY AND
SECURITY REGULATIONS

This Plan will Use a Covered Person's Protected Health Information (PHI) to the extent of and in
accordance with the Uses and Disclosures permitted by the Health Insurance Portability and
Accountability Act of 1906 (HIPAA). Specifically, this Plan will Use and Disclose a Covered Person's PHI
for purposes related to health care Treatment, Payment for health care, and Health Care Operations.
Additionally, this Plan will Use and Disclose a Covered Person's PHI as required by law and as permitted
by authorization. This section establishes the terms under which the Plan may share a Covered Person's
PHI with the Plan Sponsor, and limits the Uses and Disclosures that the Plan Sponsor may make of a
Cowered Person’s PHI.

This Plan will Disclose a Cowered Person’s PHI to the Plan Sponsor only to the extent necessary for the
purposes of the administrative functions of Treatment, Payment for health care, or Health Care
Operations.

The Plan Sponsor will Use and/or Disclose a Covered Person's PHI only to the extent necessary for the
administrative functions of Treatment, Payment for health care, or Health Care Operations that it performs
on behalf of this Plan.

This Plan agrees that it will Disclose a Covered Person’s PHI to the Plan Sponsor only upon receipt of a
certification from the Plan Sponsor that the terms of this section have been adopted and that the Plan
Sponsor agrees o abide by these terms.

The Plan Sponsor is subject to all of the following restrictions that apply to the Use and Disclosure of a
Cowvered Person’s PHI:

. The Plan Sponsor will Use and Disclose a Covered Person's PHI {including Electronic PHI) only for
Plan Administrative Functions, as required by law or as permitted under the HIPAA regulations.
This Plan's Motice of Privacy Practices also contains more information about permitted Uses and
Disclosures of PHI under HIPAA:

. The Plan Sponsor will implement adminisirative, physical, and technical safeguards that reasonably
and appropriately protect the confidentiality. mtegrity, and availabdity of the Blectronic PHI that it
creates, receives, mamntains, or trAansmits on behalf of the Plan;

. The Plan Sponsor will require each of its subcontractors or agents to whom the Plan 5Sponsor may
provide a Covered Person's PHI to agree to the same resirictions and conditions imposed on the
Plan Sponsor with regard to a Covered Person's PHEL;

. The Plan Sponsor will ensure that each of its subcontractors or agents to whom the Plan Sponsor
may provide Electronic PHI agree to mplement reasonable and appropriate security measunes to
protect Electronic PHIZ

. The Plan Sponsor will not Use or Disclose PHI for employment-related actions and decisions or in
connection with any octher of the Plan Sponsor's benefits or Employee benefit plans:

. The Plan Sponsor will promptly report to this Plan any breach or mpemmissible or mproper Use or
Disclosure of PHI not autherized by the Plan decuments;

. The Plan Sponsor will report to the Plan any breach or security incident with respect to Electronic
PHI of which the Plan Sponsor becomes aware;
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. The Plan Sponsor and the Plan will not use genetic information for underwriting purposes. For
example, underariting purposes will include determining eligibdity, cowerage. or payment under the
Plan, with the exception of determining medical appropriateness of a treabment,

. The Plan Sponsor will allow a Covered Person or this Plan to inspect and copy any PHI about the
Cowered Person contained in the Diesignated Record Set that is in the Plan Sponsor’s custody or
control. The HIPAA Privacy Regulations set forth the rules that the Cowvered Person and the Plan
must follow and also sets forth exceptions;

. The Plan Sponsor will amend or comect, or make available to the Plan to amend or cormect, any
portion of the Covered Person's PHI contained in the Designated Record Set to the extent
permitted or required under the HIPAA Privacy Regulations:

. The Plan Sponsor will keep a Disclosure log for certain types of Disclosures set forth in the HIPAA
Regulations. Each Covered Person has the nght to see the Disclosure log. The Plan Sponsor
does not have to maintain a log if Disclosures are for certain Plan-related purposes such as
Payment of benefits or Health Care Operations;

- The Plan Sponsor will make its intemal practices, books, and records related to the Use and
Disclosure of a Covered Persen's PHI avalable to this Plan and to the Department of Health and
Human Services or its designee for the purpose of determining this Plan's compliance with HIPAA;

. The Plan Sponsor must, if feasible, retum to this Plan or destroy all of a Covered Person's PHI that
the Plan Sponsor received from or on behalf of this Plan when the Plan Sponsor no longer needs
the Covered Person's PHI to administer this Plan. This mcludes all copies in any form, mcluding
any compilations derved from the PHI. If retum or destruction is not feasible, the Plan Sponsor
agrees to restrict and limit further Uses and Disclosures to the purposes that make the retum or
destruction infeasible;

. The Plan Sponsor will provide that adequate separation exists between this Plan and the Plan
Sponsor so that a Covered Person's PHI (including Blectronic PHI) will be used only for the
purpose of Plan administration; and

. The Plan Sponsor will use reasonable efforts to request only the minimum necessary type and
amount of 3 Covered Person's PHI to carry out functions for which the information is requested.

The following Employees, classes of Employees, or other workforce members under the control of the
Plan Sponsor may be given access to a Covered Person's PHI for Plan Administrative Functions that the
Plan Sponsor performs on behalf of the Plan as set forth in this section:

Treasurer

This list includes every Employee, class of Employees, or other workforce members under the control of
the Plan Sponsor who may receive a Covered Person's PHI. I any of these Employees or workforce
members Use or Dischose a Covered Person’s PHI in wiolation of the terms set forth in this section, the
Employees or workforce members will be subject to disciplinary action and sanctions, incleding the
possibility of termination of employment. If the Plan Spensor becomes aware of any such wviolation, the
Plan Sponsor will prompdly report the viclation to this Plan and will cooperate with the Plan to comect the
viclation, to impose the appropriate sanctions, and to mitigate any harmful effects to the Covered Person.

DEFINITIONS

Administrative Simplification is the section of the law that addresses electronic transactions, privacy,
and security. The goals are fo-

. Improwe efficency and effectiveness of the health care system;
- Standardize electronic data interchange of certain administrative transactions:
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. Safeguard security and privacy of Protected Health Information;
. Improwe efficiency to compile/analyze data. auwdit, and detect frawd; and
. Improwe the Medicare and Medicaid programs.

Business Associate (BA) in relationship to a Covered Entity (CE) means a person to whom the CE
discloses Protected Health Information (PHI) so that a person may carmy out. assist with the performance
of, or perform a function or activity for the CE. This includes contractors or other persons who receive
PHI from the CE (or from another business pariner of the CE) for the purposes described in the previous
sentence, including lawyers, auditors, consultants, Third Party Administrators, health care
clearinghouses, data processing firms, billing firms, and other Covered Entities. This excludes persons
who are within the CE's workforce,

Cowered Entity (CE) is one of the following: a health plan. a health care clearinghouse, or a health care
provider who transmits any health information in connection with a transaction covered by this law.

Designated Record Set means a set of records maintained by or for a Covered Entity that includes a
Cowered Person’s PHI. This includes medical records, billing records, enrollment records, Payment
records, claims adjudication records, and case management record systems maintained by or for this
Plan. This also includes records used to make decisions about Coversd Persons. This record set must
be maintained for a minimum of six years.

Disclose or Diselosure is the release or divilgence of information by an entity to persons or
organizations outside that entity.

Electronic Protected Health Information (Electronic PHI) is Indvidually ldentifiable Health Information
that is transmitted by electronic media or mantained in electronic media. It is a subset of Protected
Health Information.

Health Care Operations are gensral administrative and business functions necessary for the CE to
remain a viable business. These activities include:

. Ceonducting quality assessment and mprovernent activities:

. Reviewing the competence or qualifications and accrediting/licensing of health care professional
plans;

. Evaluating health care professional and health plan performance;

. Tramning future health care professionals;

. Insurance activities related to the renewal of a contract for insurance;

. Conducting or amanging for medical review and auditing senvices;

. Compiling and analyzing information in anticipation of or for use in a civil or criminal legal
proceeding:

- Population-based actwities related to mproving health or reducing health care costs, protocal
development, case management, and care coordination;

. Coentacting of health care providers and patients with information about Treatment alternatives and
refated functions that do not entaid direct patient care; and

= Activities related to the creation, renewal or replacement of a contract for health insurance or health
benefits, as well as ceding, securing, or placing a contract for reinsurance of risk related to claims
for health care (including stop-loss and excess of loss insurance).

Individually ldentifiable Health Information is mformation that is a subset of health informaton,
ncluding demographic information collected from a Cowered Person, and that:

. Is created by or received from a Covered Entity;

- Relates to the past, present, or future physical or mental health or condition of a3 Covered Persaon,
the prowision of health care, or the past, present, or future Payment for the provision of health care;
and

. ldentifies the Cowverad Person or there is reasonable basis to believe the information can be used to
identify the Covered Person.
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Payment means the activities of the health plan or a Business Associate, ncluding the actual Payment
under the policy or confract and a health care provider or its Business Associate that obtains
reimbursement for the provision of health care.

Plan Administrative Functions means administrative functions of Payment or Health Care Operations
performed by the Plan Sponsor on behalf of the Plan, incleding quality assurance, claims processing,
auditing, and monitoring-

Plan Sponsor means Youwr employer.

Privacy Official is the individual who provides oversight of compliance with all policies and procedures
refated to the protection of PHI and federal and state regulations related to a Covered Person's privacy.

Protected Health Information {PHI) is Individually ldentifiable Health Information transmitted ar
maintained by a Cowered Enfity in written, electronic, or oral form. PHI includes Electronic PHI.

Treatment is the provision of health care by, or the coerdination of health care (including health care
management of the individual through risk assessment, case management. and disease management)
among, health care providers; the referral of a patient from one provider to another; or the coordination of
health care or other services amoeng health care providers and third parties authorized by the health plan
or the mndividual.

Use means, with respect to Individually Identfiable Health Information. the sharing. employment,
application, utlization, examination, or analysis of such information within an entity that maintains such
information.
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STATEMENT OF ERISA RIGHTS

Under the Employee Retirement Income Secunty Act of 1974 (ERISA). all Covered Persons will have the
right to:

RECEIVE INFORMATION ABOUT PLAN AND BEMEFITS

. Examine, without charge, at the Plan Administrator's office and at other specified locations (such as
worksites and union halls) all docaments goveming the Plan, including insurance confracts,
collective bargaining agreements if applicable, and a copy of the latest annual report (Form 5500
series) filed by the Plan with the U.5. Department of Labor and available at the Public Disclosure
Room of the Employee Benefits Secunty Administration. Mo charge will be made for examining the
documents at the Plan Administrator’s principal office.

. Obtain, upon written request to the Plan Administrator, copies of documents that gowern the
operation of the Plan, including msurance contracts and collective bargaining agreements if
applicable, and copies of the latest annual report and updated summary plan description. The Plan
Administrator may make a reasonable charge for the copies.

CONTINUE GROUP HEALTH COVERAGE

Cowered Persons have the right to continue health care coverage if there is a boss of coverage under the
Plan as a result of a COBRA gualifying event. You or Your Dependents may have to pay for such
cowerage. Review this SPD and the documents governing the Plan on the rules goveming COBRA
continuation coverage rights.

PRUDENT ACTIONS BY PLAN FIDUCIARIES

In addition to creating rights for Covered Persons, ERISA mposes duties upon the people who are
responsible for the operation of this Plan. The people who operate this Plan, called “fiducianes” of this
Plan, hawve a duty to do so prudently and in the interest of all Plan participants.

NO DISCRIMINATION

Mo one may terminate Youwr employment or otherwise discriminate against You or Your covered
Dependents in any way to prewent You or Youwr Dependents from cbtaining a benefit or exercising rights
provided to Covered Persons under ERISA

ENFORCING COVERED PERSOMNS RIGHTS

If a clamm for a benefit is denied or ignored, in whole or in part, Covered Persons hawve a night to know why
this was done, to obtain copies of documents related to the decision without charge, and to appeal any
denial. all within certain ime schedules.

Under ERISA, there are steps an Employee can take to enforce the above rights. For instance, if a
Cowered Person requests a copy of the Plan documents or the latest annual report from the Plan and
does not receive them within 30 days, the Covered Person may file suit in a federal court. In such a case,
the cowt may require the Plan Administrator to provide the materials and pay the Covered Person up to
3110 per day until the materials are receved, unless the materials were not sent because of reasons
beyond the control of the Plan Administrator.
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If a clamm for benefits s denied or ignored, in whole or in part, the Covered Person may fie suit in a state
or federal court. In addition. if a Covered Person disagrees with the Plan's decision or lack thereof
conceming the qualified status of a medical Child support order, the Cowered Person may file suitin
federal court. If it should happen that the Plan fiducianes misuse the Plan's money, or if a Covered
Person is discriminated against for asserting his or her nights, the Covered Person may seek assistance
from the U.5. Department of Labor, or may fie suit in a federal court. The cowrt will decide who should
pay court costs and legal fees. |f the Covered Person is successful, the court may onder the person sued
to pay these costs and fees. I the Cowered Person loses, the court may order the Covered Person to pay
these costs and fees (for example, if it finds the claim to be frivolous ).

ASSISTANCE WITH QUESTIONS

I You hawe any guestions about this Plan, contact the Plan Administrator. If You have any questions
about this staternent or about a Covered Person's rights under ERISA, or if You need assistance in
obitaining documents from the Plan Administrator, contact the nearest office of the Employee Benefits
Secunty Admmnistration, U.5. Department of Labor, listed in the telephone directory, or the Division of
Technical Assistance and Inquiries, Employee Benefits Security Administration, U.5. Department of
Labor, 200 Constitution Avenue, NW.. Washington, D.C. 20210. Covered Persons may also cbiain
certain publications about their rights and responsibilities under ERISA by calling the publication hotline of
the Employee Benefits Security Administration.
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PLAN AMENDMENT AND TERMINATION INFORMATION

The Plan Sponsor fully intends to maintain this Plan indefinitely; howewer, the employer reserves the right
to terminate. suspend, or amend this Plan at any time, in whole or in part, neluding making modifications
to the benefits under this Plan. Mo person or entity has any authority to make any oral change or
amendments to this Plan. Mo agent or representative of this Plan will have the authority to legally change
the Plan terms or SPD or waive any of its provisions, either purposefully or inadvertently. Ifa
misstatement affects the existence of coverage, the relevant facts will be used in determining whether
cowverage is in force under the terms of this Plan and in what amount. The Plan Administrator will provide
written notice to Covered Persons within 80 days following the adopted formal acton that makes material
reduction of benefits o the Plan, or may. alternatively, furnish such notfication through communications
maintained by the Plan Sponsor or Plan Administrator at regular intervals of no greater than 90 days.

COVERED PERSON'S RIGHTS IF PLAN |5 AMENDED OR TERMINATED

If this Plan is amended, a Covered Person's rights are limited to Plan benefits in force at the time
expenses are Incumed, whether or not the Covered Person has received written notification from the Plan
Administrator that the Plan has been amended.

If this Plan is terminated. the rights of a Covered Person are limited to Covered Expenses Incurred before
the Covered Person receives notice of termination. All claims Incurred prior to termination, but not
submitted to either the Plan Sponsor or the Third Party Administrator within 75 days of the Effective Date
of terminatien of this Plan due to bankruptey, will be excleded from any benefit consideration.

The Plan will assume that the Covered Person receives the written amendment or termination letter from
the Plan Administrator seven days afier the letter is mailed to the Covered Person.

Mo person will become entiled to any wested rights under this Plan.

DISTRIBUTIZN OF ASSETS UPOMN TERMINATION OF PLAN

Posi-tax contributions paid by COBRA beneficiaries andlor Retirees, if applicable, will be used for the
exclusive purpose of providing benefits and defraying reasonable expenses related to Plan
administration, and will not inure 1o the benefit of the employer.

NO CONTRACT OF EMPLOYMENT

This Plan is not intended to be. and may not be construed as, a contract of employment between any
Cowered Person and the employer.
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GLOSSARY OF TERMS

Accident means an unexpected. unforeseen, and unintended event that causes bodily harm or damage
to the body.

Activities of Daily Living {ADL) means the following, with or without assistance: bathing, dressing.
toileting. and associated personal hygiene; transferring (moving in or out of a bed, chair, wheelchair, tub,
or shower); mobiity; eating (getting nowishment into the body by any means other than intravenous); and
continence (woluntarily maintaining control of bowel andior bladder function, or, in the event of
incontinence, maintaning a reasonable level of personal hygiene).

Acupuncture means a technique used to deliver anesthesia or analgesia, to for treat conditions of the
body (when cinical efficacy has been established for treatment of such conditions) by passing long. thin
needles through the skin.

Adverse Benefit Determination means a denial, reduction, or termination of a benefit, or a failure to
prowvide or make payment, in whole or in part. for a benefit. |t also includes any such denial, redwction,
termination, or failure to provide or make payment that is based on a determination that the Covered
Person is no konger eligible to participate in the Plan.

Alternate Facility means a health care facility that is not a Hospital and that provides one or mare of the
following services on an COutpatient basis, as permitted by law:

. Sargical services;
. Emergency services; or
. Rehabilitative, laboratory, diagnostic, or therapeutic services.

Ambulance Transportation means professional grownd or air Ambulance Transportation in an
Emergency situation. or when Medically Necessary. which is:

. To the closest facility most able to provide the specialzed freatment required; and
. The most appropriate mode of transportation consistent with the well-being of You or Youwr
Dependent.

Ancillary Services means services rendered in connection with Inpatient or Outpatient care in a Hospital
of in connection with a medical Emergency, including the following: ambulance services, anesthesiology.
assistant surgeon services, pathology, and radiclogy. This term also incledes senvices of the attending
Physician or primary surgeon in the event of a medical Emergency.

Birthing Center means a legally operating institution or facility that is licensed and equipped to provide
immediate prenatal care, delivery services and postpartum care to the pregnant individual under the
direction and supervision of one or more Physicians specializing in obstefrics or gynecology or a certified
nurse midwife. i must provide for 24-hour nursing care provided by registered nurses or certified nurse
midwives.

Child {Children) means any of the following individuals with respect to an Employee: a natural biological
Child; a stepchild; a legally adopted Child or a Child legally Placed for Adoption; a Chid wnder the
Employee’s or spouse’s Legal Guardianship; or a Child who is considered an alternate recipient under a
Qualified Medical Child Support Order (even if the Chid does not mest the definition of "Dependent™).

Close Relative means a member of the immediate family. Immediate family includes the Employee,
spouse, mother, father, grandmother, grandfather, stepparents, step-grandparents, siblings, stepsiblings,
haif-siblings. Children, stepchidren, and grandchildren.
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Co-pay means the amount a Covered Person must pay each time certain covered senaices are provided.
as outined on the Schedule of Benefits, if applicable.

COBRA means Title X of the Consolidated Ominibus Budget Reconciliation Act of 1985, as amended
from time to time, and applicable regulations. This law gives Covered Persons the right, under certain
circumstances, to elect continuation coverage under the Plan when active coverage ends due to
qualifying ewents.

Cosmetic Treatment means medical or surgical procedures that are primarily used to improve, alter, or
enhance appearance, whether or not for psychelogical or emotional reasons.

Cowered Expense means any expense, or portion thereof, that is Incwrred as a result of receving a
covered benefit under this Plan.

Covered Person means an Employee or Dependent who is enrolled under this Plan.

Custodial Care means non-medical care given to a Covered Person, such as administering medication
and assisting with personal hygiene or other Activities of Dady Living, rather than providing therapeutic
treatment and sensices. Cusiodial Care services can be safely and adequately provided by persons who
do not have the technical skills of a covered health care provider. Custodial Care also mcludes care
when active medical treatment cannot be reasonably expected to reduce a disability or improve the
condition of a Covered Person_

Deductible means an amount of money paid once per Plan Year by the Covered Person (up to a family
limit, if applicable) before any Covered Expenses are paid by the Plan. The Schedule of Benefits shows
the amount of the applicable Deductible (if any} and the health care benefits to which it applies.

Dependent — see the Eligibility and Enmollment section of this SPD.

Developmental Delays means conditions that are characterized by impairment in various areas of
development, such as social interaction skills, adaptive behavior. and communication skills.
Developmental Delays may not necessarily have a history of birth fraurma or other liness that could be
causing the impaiment, such as a hearing problem, mental lliness, or other neurological symptoms or
lliness.

Durable Medical Equipment means equipment that meets all of the following criteria:

. It can withstand repeated use.

. It is primarily used to serve a medical purpose with respect to an [Bness or Injury.
. It generally is not useful o a person in the absence of an liness or Injury.

. It is appropriate for use in the Covered Person's home.

A cochlear mplant is not considered Duwrable Medical Equipment.

Effective Date means the first day of cowerage under this Plan as defined in this SPD. The Covered
Person's Effective Diate may or may not be the same as his or her Enrollment Date, as Enroliment Date is
defined by the Plan.

Emergency means a serious medical condition, with acute symptoms that a Predent Layperson would
seek mmediate care and treatment in order to avoid jeopardy to the Iife and health of the person.

Employee — see the Eligibility and Enrollment section of this SPD.
Enrollment Diate means:
. For anyone who applies for coverage when first eligible, the date that coverage begins.

. For anyone who enrolls under the Special Enrollment Provision, or for Late Enrollees, the first day
coverage begins.
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ERISA means the Employee Retrement Income Security Act of 1974, as amended from time to time, and
applicable regulations.

Essential Health Benefit means any medical expense that falls under the following categories, as
defined under the Patient Protection and Affordable Care Act; ambulatory patient services; emengency
services; hospitalzation: matemnity and newbom care; mental health and substance use disorder
sernvices, including behavioral health treatment. Prescription drugs; rehabilitative and habiitative services
and devices; laboratory services; preventive and wellness senvices and chronic disease management;
and Pediafric Services, including oral and wision care, if applicable.

Experimental, Investigational, or Unproven means any drug. senvice, supply, care, or treatment that, at
the time provided or sought to be provided. is not recognized as conforming to accepted medical practice
or to be a safe, effective standard of medical practice for a particular condition. This includes, bat is not
limited to:

. ltems within the research, Investigational, or Experimental stage of development or performed
within or restricted to wse in Phase |, |, or [l cinical trials (unless identified as a covered senvice
elsewhers);

. ltems that do not hawve strong, research-based evidence to permit conclusions andior clearly define
long-term effects and impact on health outcomes (i.e., that have not yet been shown to be
consistently effective for the diagnosis or treatment of the specific condition for which it is sought).
Strong, research-based evidence is identified as peer-reviewed published data derived from
multiple, large. human, mndomized, controlled clinical frials OR at least one or more large,
controlled, national. multi-center, population-based studies:;

. ltems based on anecdotal and Unproven evidence (literature consisting only of case studies or
uncontroled trials). ie., items that lack scientific validity. but may be common practice within select
practitioner groups even though safety and efficacy is not clearfy established;

. ltems that have been identified through research-based evidence to not be effectve for a medical
condition andior to not have a beneficial effect on health outcomes.

Mote: FDA andfor Medicare approval does not guarantee that a drug, supply, care, or treatment is
accepted medical practice; however, lack of such approval will be a consideration in determining whether
a drug, service, supply, care or treatment is considered Experimental, Investigational, or Unproven. In
assessing cancer care claims, sowrces such as the National Comprehensive Cancer Network (MCCM)
Compendium, Clinical Practice Guidelines in Oncology ™ or Mational Cancer Institute (MCI) standard of
care compendium guidelines, or similar matenal from other or successor organizations will be considered
abong with benefits provided under the Plan and any benefits required by law. Furthermore, off-label drug
or device use (sought for outside FDA-approved indications) is subject to medical review for
appropriateness based on prevaling peer-reviewed medical Bterature, published opinions and evaluations
by national medical associations, consensus panels, technology evaluation bodies, and/or independent
review organizations to evaluate the scienfific quality of supporting evidence.

Extended Care Facility means a facility including, but not Bmited to, a skilled nursing, rehabilitation,
convalescent, or subacute facility. It is an institution or a designated part of an institution that is operating
pursuant to the law for such an institution and is under the full-ime supenision of a Physician or
registered nurse. In addition, the Plan requires that the facility: provide 24-hour-per-day senvice to
include skiled nursing care and Medically Necessary therapies for the recowery of health or physical
strength; not ke a place primaridy for Custodial Care: require compensation from its patients; admit
patients only upon Physician orders; have an agreement to have a Physician's senvices avalable when
nesded: maintain adeguate medical records for all patients: and have a wintten fransfer agreement with at
least one Hospital, be licensed by the state in which it operates, and provides the senvices to which the
licensure apphes.

FMLA means the Family and Medical Leave Act of 1983, as amended.
HIPAA means the Health Insurance Portability and Accountability Act of 1998, as amended from time to

time, and applicable regulations. This law gives special enrcliment rights, prohibits discrimination, and
protects privacy of protected health information, among other things.
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Home Health Care means a formal program of care and intermittent treatment that is: performed in the
home; prescrbed by a Physician: intermittent care and treatment for the recovery of health or physical
strength under an established plan of care; prescribed in place of a Hospital or an Extended Care Facility
stay or results in a shorter Hospital or Extended Care Facility stay; organized, administered, and
supenvised by a Hospital or Qualified licensed providers under the medical direction of a Physician; and
appropriate when it is not reasonable to expect the Covered Person to obtain medically indicated services
or supplies outside the home.

For purposes of Home Health Care, nurse services means intermittent home nursing care by professional
registered nurses or by licensed practical nurses. Intermittent means occasional or segmented care, e,
care that is not provided on a continuows, non-interrupted basis.

Home Health Care Plan means a formal, written plan made by the Covered Person's attending Physician
that is evaluated on a regular basis. 1t must state the diagnosis, certify that the Home Health Care is in
place of Hospital confinement, and specify the type and extent of Home Health Care required for the
treatment of the Cowered Person.

Hospice Care means a health care program providing a coordinated set of services rendered at home. in
Outpatient settings, or in Inpatient settings for a Covered Person suffering from a condition that has a
terminal prognosis. Mon-curative supportive care is provided through an interdisciplinary group of
personnel. A hospice must meet the standards of the National Hospice Organization and applicable state
licensing.

Hospice Care Provider means an agency or organization that has Hospice Care avalable 24 hours per
day. 7 days per week: is certified by Medicare as a Hospice Care Agency, and, if required, is licensed as
such by the junsdiction in which it is located. The provider may offer skilled nursing sernvices, medical
social worker senvices, psychological and dietary counseling, Physician services, physical or occupational
therapy. home health aide senvices, pharmacy services, and Durable Medical Equipment.

Hospital means a facility that:

. Is a licensed nstitution authonzed to operate as a Hospital by the state in which it is operating;

. Provides diagnostic and therapeutic facilities for the surgical or medical diagnosis, treatment, and
care of injured and sick persons at the patient’s expense; and

. Has a staff of licensed Physicians available at all times; and

. Is accredited by a recognized credentialing entity approved by CMS andlor a state or federal
agency or. if outside the United States, is hcensed or approved by the foreign government or an
accreditation or licensing body working in that foreign country; and

. Continuouwsly provides on-premises, 24-hour nursing senvice by or under the supervision of a
registered nurse; and
. Is niat a place pimardy for maintenance or Custodial Care.

For purposes of this Plan, the term "Hospital” also includes Surgical Centers and Birthing Centers
licensed by the states in which they operate. The term "Hospital” does not mclude services provided i
facilities operating as residential treatment centers.

llness means a bodiy disorder, disease. physical or mental sickness, functional nervous disorder,
pregnancy, or complication of pregnancy. The term “Biness.” when used in connection with a newbom
Child, mchudes, but is not limited to, congenital defects and birth abnormalities, including premature birth.

Imaging means the action or process of producing an image of a part of the body by radiographic
technigues using high-end radiclogy such as MRA, MRI, CT, or PET scans and nuclear medicine.

Incurred means the date on which a service or treatment is given, a supply is received, or 3 faclity s
used, without regard to when the semnvice, treatment. supply. or faciity is billed, charged. or paid.

02-01-2014 -BD- TET0-00-41207@

245



APPENDIX AA
(continued)

Independent Contractor means someone who signs an agreement with the employer as an
Independent Contractor, or an entity or individual who performs senvices to or on behalf of the employer
wha is not an Employee or an officer of the employer and who retains control over how work s
completed. The employer who hires the Independent Contractor controls only the outcome of the work
and not the performance of the hired service. Determination as to whether an individual or entity is an
Independent Contractor will be made consistent with Section 530 of the Intemal Revenue Code.

Infertility Treatment means services, tests, supplies, devices, or drugs that are intended to promote
fertility. achieve a condition of pregnancy, or treat an liness causing an infertility condition when such
treatment is performed in an attempt to bring about a pregnancy.

For purposes of this definition, Infertlity Treatment includes, but is not Bmited to fertility tests and drugs;
tests and exams performed to prepare for nduced conception; surgical reversal of a sterilized state that
was a result of a previous surgery; sperm-enhancement procedures; direct attempts to cause pregnancy
by any means, including, but not limited to: hormone therapy or drugs; artficial insemination; in vitro
fertilization; Gamete Infrafallopian Transfer (GIFT), or Zygote Intrafallopian Transfer (ZIFT) embryo
transfer; and freezing or storage of embryo. eggs, or semen.

Injury means a physical ham or disability to the body that is the result of a specific incident caused by
extemal means. The physical hamm or disability must have cccumed at an identifiable ime and place.
The term “Injury” does not nclude lliness or infection of a cut or wound.

Inpatient means a registered bed patient using and being charged for room and board at a Hospital or in
a Hospital for 24 hours or more. A person is not an Inpatient on any day on which he or she is on leave
or otherwise gone from the Hospital, whether or not a room and board change is made.

Learning Disability means a growp of disorders that results in significant difficulties in one or more of
sewen areas, including: basic reading skills, reading comprehension, oral expression, listening
comprehension, writen expression, mathematical calculation, and mathematical reasoning. Specific
Learning Disabilities are diagnosed when the individual’s achievernent on standardized tests n a given
area is substantially below that expected for age, schooling, and level of inteligence.

Legal Guardianship / Legal Guardian means an individual recognized by a cowt of law as having the
duty of taking care of 3 person and managing the ndividual's property and rights.

Life-Threatening Disease or Condition means a condition likely to cause death within one year of the
request for treatment.

Manipulation means the act, process, or instance of manipulating a body part by manual examination
and treatment, such as in the reduction of faulty structural relationships by manual means and'or the
reduction of frachures or dislocations or the breaking down of adhesions.

Maximum Benefit means the maximurm amount or the maximum number or days or treatments that are
considered a Covered Expense by the Plan.

Medically Mecessary / Medical Necessity means health care services provided for the purpose of
preventing, evaluating. diagnosing. or treating an lliness, Injury, mental illness, substance use disorder,
condition, or disease or its symptoms, that are all of the followng as determined by us or cur designes,
within our sole discretion:

. In accordance with Generally Accepfed Standards of Medical Practice; and

. Clinically appropriate, in terms of type. frequency, extent, site. and duration, and considered
effective for Your [Eness, Injury. mental illness, substance use disorder, or disease or its symphoms;
and

. Not mainly for Your convenience or that of Youwr doctor or other health care provider; and

. Mot more costly than an altemative drueg, senvice(s). or supply that is at least as likely to produce
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of Your |Bness, Injury,
disease, of sympioms
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The fact that a Physician has performed, prescribed, recommended, ordered, or approved a service,
treatment plan, supply, medicine, equipment, or facility, or that it is the only available procedure or
treatment for a condition, does not. in itself. make the utilization of the senice. treatment plan, supply,
medicine, equipment, or facility Medically Necessary.

Generally Accepled Standards of Medical Practice are standards that are based on credible scientific
evidence published in peer-reviewed medical literature generally recognized by the relevant medical
community, relying primarly on controlled clinizal trials, or, if not available, observational studies from
miore than one institution that suggest a causal relationship between the service or treatment and health
outcomes.

If n credible scientific evidence is available, then standards that are based on Physician specialty society
recommendations or professional standards of care may be considered. We reserve the right to consult
expert opinion in determining whether health care senvices are Medically Necessary. The decision to
apply Physician specialty society recommendations, the choice of expert, and the determination of when
to use any such expert opmion will be within owr sole discretion.

UnitedHealthcare Clinical Services dewelops and maintains clinical policies that describe the Generally
Accepted Standards of medical Practice scientific evidence, prevailing medical standards, and clinical
guidelines supportng our determinations regarding specific services. These clinical policies (as
developed by UnitedHealthcare Clinical Services and revised from time to time), are available to Covered
Persons by calling UMR at the telephone number on the Plan ID card, and to Physicians and other health
care professionals on UnitedHealthcareOnline.com.

Medicare means the program of medical care benefits provided under Tithe XV of the Social Security
Act, as amended.

Mental Health Disorder means a disorder that is a clinically significant psychological syndrome
associated with distress, dysfunction or IBness. The syndrome must represent a dysfunctional response
to a situation or event that exposes the Covered Person to an increased risk of pam, suffering, conflict,
liness, or death.

Multiple Surgical Procedures means that more than one surgical procedure is performed during the
same period of anesthesia.

Hegotiated Rate means the amouwnt that providers have contracted to accept as payment in full for
Cowered Expenses of the Plan.

Hon-Essential Health Benefit means any medical benefit that is not an Essential Health Benefit. Please
refer to the "Essential Health Benefit” definition_

Orthognathic Condition means a skeletal mismatch of the jaw (such as when one jaw is too large or too
small, or too far forward or too far back). An Orthognathic Condition may cause overbite, underbite, or
open bite. Orthognathic surgery may be perfiormed to comect skeletal mismatches of the jaw.

Orthotic Appliance means a brace, splint. cast, or other appliance that is used to support or restrain a
weak or deformed part of the body, that is designed for repeated use, that is ntended to treat or stabiize
a Covered Person's liness or Injury or improve function, and that is generally not useful to a person in the
absence of an lliness or Injury.

Crutpatient means medical care, treatment, services, or supplies in a facility in which a patient is not
registered as a bed patient and for whom room and board charges are not Incumred.
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Palliative Foot Care means the cutting or removal of coms or calluses unless at least part of the nail root
is remowed or unless needed to treat a metabolic or peripheral vascular disease; the fimming of nais;
other hygienic and preventive maintenance care or debridement, such as cleaning and soaking of the feet
and the use of skin creams to maintain the skin tone of both ambulatory and non-ambulatory Covered
Persons: and any services performed in the absence of localized lliness, Injury, or symptoms involving
the foot.

Pediatric Services means services provided to individuals under the age of 19.

Physician means any of the following Bcensed practitioners, acting within the scope of his or her license
in the state in which he or she practices, who performs services payable under this Plan: a doctor of
medicine (MD), doctor of medical dentistry. including an oral surgeon (DMD), dector of ostecpathy (DO);
doctor of pediatric medicine (DPM); doctor of dental surgery (DDS); doctor of chiropractic (DC); doctor of
optometry (OPT). Subject to the Emitations below, the term “Physician” also includes the following
practitioner types: physician assistant (PA), nurse practitioner (MP). certified nurse midwife (CHNM), or
certified registered nurse anesthetist (CRMNA), when, and only when, the practitioner is duly licensed,
registered, andlor certified by the state in which he or she practices, the services being provided are
within his or her scope of practice, and the services are payable under this Plan.

Placed for Adoption or Placement for Adoption means the assumption and retention of a legal
obligation for total or partial support of a Child in anticipation of adoption of such Child. The Child's
placement with the person terminates upon the termination of such legal obligation.

Plan means the ASHLAND COUNTY - WEST HOLMES J.V.5.0. Group Health Benefit Plan.

Plan Participation means that the Covered Person and the Plan each pay a percentage of the Covered
Expenses as listed on the Schedule of Benefits, after the Covered Person pays the Deductible(s).

Plan Sponsor means an employer who sponsors a group health plan.

Prescription means any order autherized by a medical professional for a Prescription or non-prescription
drug that could be a medication or supply for the person for whom it s prescribed. The Prescription must
be compliant with applicable laws and regulations and identify the name of the medical professional and
the name of the person for whom it is prescribed. It must also identify the name, strength, quantity, and
directions for use of the medication or supply prescribed.

Preventive / Routine Care means a prescribed standard procedure that is ordered by a Physician to
evaluate or assess the Covered Person's health and well-being, screen for possible detecton of
unrevealed lliness or Injury. improve the Covered Person's health, or extend the Covered Person's life
expectancy. Generally, a procedure is routine if there is no personal history of the liness or Injury for
which the Covered Person is being screened, except as required by applicable law. Benefits included as
Preventive/Routine Care are listed in the Schedule of Benefits and will be paid subject to any ksted limits
or maximums. Whether an immunization is considered Preventive/Routine is based upon the
recommendations of the Center for Disease Control and Prevention. Preventive/Routine Care does not
include benefits specifically excluded by this Plan, or freatment after the diagnesis of an lliness or Injury,
except as required by applicable law.

Prudent Layperson means a person with average knowledge of health and medicine whao is not formally
educated or specialized in the field of medicne.

GMCS0 means a Qualified Medical Child Suppoert Order in accordance with applicable law.
Gualified means licensed, registered, andfor certified in accordance with the applicable state law, and

the particular service or treatment being provided s within the scope of the license, registration, and'or
certification.
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Gualified Provider means a provider duly licensed, registered, and/or certified by the state in which he or
she is practicing, whose scope of practice includes the particular service or treatment being provided that
is payable under this Plan.

Reconstructive Surgery means surgical procedures performed on abnormal structures of the body
caused by congenital |Bness or anomaly, Accident, or lliness. The fact that physical appearance may
change or improve as a result of Reconstructive Surgery does not classify surgery as Cosmetic
Treatment when a physical impaiment exists and the surgery restores or improves function.

Surgical Center means a licensed faciity that is under the direction of an organized medical staff of
Physicians; has facilites that are equipped and operated primarily for the purpose of performing surgical
procedures; has continuows Physician services and registered professional nursing services available
whenever a patient is in the faclity; generally does not provide Inpatient senvices or other
accommaodations; and offers the following services whenever a patient is in the center:

. It provides drug services as needed for medical cperations and procedures performed;
. It provides for the physical and emotional wel-being of the patients:

. It provides Emergency services;

. It has organized administration structure and maintains statistical and medical reconds.

Telemedicine means the practice of health care delivery, diagnosis, consultation, treatment, and ransfer
of medical data and education using nteractive audio, video, or data communmnications.

Temporomandibular Joint Disorder {TM.J) means a disorder of the jaw joint(s) andlor associated parts
resulting in pain or inability of the jaw to function properly.

Terminal lliness or Terminally Il means a e expectancy of about six months.

Third Party Administrator {TPA) means a service provider hired by the Plan to process claims and
perform other administrative services. The TPA does not assume Eability for payment of benefits under
this Plan.

Totally Disabled means, as determined by the Plan in its sole discretion:

. That an Employee is prevented from engaging in any job or occupation for wage or profit for which
the Employes is Qualified by education, traming or experience; or

. That a cowered Dependent has been diagnosed with a physical, psychiatric, or developmental
disorder, or some combination thereof, and as a result cannot engage in Activities of Daily Living
and/or substantial gainful activities that a person of like age and sex in good health can perform.
preventing an individual from attaining self-sufficiency.

. Diagnosis of one or more of the following conditions is not considered proof of Total Disability.
Conditions are ksted in the most recent American Psychialric Association Diagnostic and Statstical
Manual (D5M) or the most recent rewision of the Intemational Classification of Disease — Clinical
Modification manual (ICD-CM) in the following categories:

" Personality disorders; or

" Sexual'gender identity disorders; or

- Behawior and impulse control disorders; or

¥ V" codes.

Urgent Care means the delivery of ambulatory care in a facility dedicated to the delivery of care outside
of a Hospital Emergency department, usually on an unscheduled, walk-in basis. Urgent Care centers are
primarily used to treat patients who hawe Injunes or llinesses that require immediate care but are not
serous encugh to wamant a visit to an Emergency room. Often Urgent Care centers are not open on a
continucus basis, unlike a Hospital Emengency room that would be open at all times.

02-01-2014 -a3- T&TD-00-412079

249



APPENDIX AA
(continued)

Usual and Customary means the amount the Plan determines to be the reasonable charge for
comparabde services, treatment, or materials in a Geographical Area. In determining whether changes
are Usual and Customary, due consideration will be given to the nature and severity of the condition
being treated and any medical complications or unusual or extenuating circumstances. Geographical
Area means a zip code area, or a greater area if the Plan determines it is needed to find an appropriate
cross-section of accurate data.

You / Your means the Employee.
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ASHLAND COUNTY - WEST HOLMES J.V.5.D.
GROUF DENTAL BENEFIT PLAN
SUMMARY PLAMN DESCRIPTION

INTRODUCTION

The purpose of this document is to provide You and Your covered Dependents, if any, with summary
information in English on benefits avalable under this Plan, as well as with information on a Covered
Person’s rights and obligations under the ASHLAMD COUNTY - WEST HOLMES J.V.5.0. Dental Benefit
Plan {the "Plan”™). You are a valued Employee of ASHLAND COUNTY - WEST HOLMES J.V.S.D., and
‘our employer is pleased to sponsor this Plan to provide benefits that can help meet Your dental care
needs. Please read this document carefully and contact Your Human Resources or Personned office i
‘fiou hawve questions or if You have difficulty translating this document.

ASHLAND COUNTY - WEST HOLMES J.V.5.D. is named the Plan Adminisirator for this group dental
Plan. The Plan Administrator has retained the services of an independent Third Party Administrator,
UMR, Inc. (hereinafter "UMR") to process claims and handle other duties for this self-funded Plan. UMR.
as the Third Party Administrator, does not assume liabdity for benefits payable under this Plan, since it is
solely a claims-paying agent for the Plan Administrator.

The employer assumes the sole responsibility for funding the Plan benefits out of general assets;

however, Employess help cover some of the costs of covered benefits through contributions, Deductibles,

and Plan Participation amounts as described in the Schedule of Benefits. All claim payments and
reimbursements are paid out of the general assets of the employer and there is no separate fund that is
used to pay promised benefits. The Plan is intended to comply with and be govemned by the Employes
Retirement Income Security Act of 1674 (ERISA) and its amendments.

Some of the terms used in this document begin with capital letters, even though it normally would not be
capitalized. These terms have special meaning under the Plan. Most terms will be listed in the Glossary
of Terms, but some terms are defined within the provisions in which they are used. Becoming familiar
with the terms defined in the Glossary of Terms will help You to better understand the provisions of this
group dental Plan.

Each Individual covered under this Plan will b= receiving an identification card that he or she may present
to providers whenever he or she receives services. On the back of this card are phone numbers to call in
case of questions or problems.

This document susmmarizes the benefits and limitations of the Plan and will serve as both the Summary
Plan Description (SPD) and Plan Decument. Therefore it will be referred to as both the SPD and the Plan
Diocument. It is being furnished to You in accordance with ERISA.

This document becomes effective on January 1, 2015.
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FLAN INFORMATION
Plan Name ASHLAND COUNTY - WEST HOLMES JV.5.0. GROUP
BEMEFIT FLAN
Name And Address OFf Employer ASHLAND COUNTY - WEST HOLMES JV.5.D.
1733 STATE RTE 60
ASHLAND OH 44805
Name, Address, And Phone Number ASHLAND COUNTY - WEST HOLMES JV.5.D.
Of Plan Administrator 1783 5TATE RTE 60
ASHLAND OH 44305
419-2B8-3313
Named Fiduciary ASHLAND COUNTY - WEST HOLMES JV.5.D.
Employer ldentification Number 34-1080034
Assigned By The IRS
Plan Number Assigned By The Plan 502
Type Of Benefit Plan Provided Self-funded Health and Welfare Plan providing group
dental benefits.
Type Of Administration The administration of the Plan is under the supervision of

the Plan Administrator. The Plan is not financed by an
insurance company and benefits are not guaranteed by a
contract of insurance. UMR provides administrative
services such as claim payments for dental claims.

Name And Address Of Agent For ASHLAND COUNTY - WEST HOLMES JV.5.D.

Service Of Legal Process 1783 STATE RTE &0
ASHLAND OH 44305
Services of legal process may also be made upon the Plan
Administrator.

Funding Of The Plan Employer and Employee Contributions

Benefits are provided by a benefit Plan maintained on a
self-insured basis by Your employer.

Collective Bargaining Provisions The Plan is maintained pursuant to one or more collective
bargaining agreements. A copy of each agreement may
be obtained upon written request to the Plan Administrator,
and each agreement is available for examination.

Benefit Plan Year Benefits begn on January 1 and end on the following
December 31. For new Employees and Dependents. a
Benefit Plan Year begins on the individual's Effectve Date
and runs through December 31 of the same Benefit Plan

Year.
ERISA Plan Year August 1 through July 21
10-01-2014 -2- TET0-02-412079

254



APPENDIX BB
(continued)

ERISA And Other Federal Compliance |t is intended that this Plan comply with all applicable
requirements of ERISA and other federal regulations. In
the event of any conflict between this Plan and ERISA or
other federal regulations. the provisions of ERISA and the
federal regulations will be deemed controlling, and any
conflicting part of this Plan will be deemed superseded to
the extent of the conflict

Discretionary Authority The Plan Administrator will perform its duties as the Plan
Administrator and in its sole discretion, will determine
appropriate courses of action in light of the reason and
purpose for which this Plan is established and maintained.
In particular, the Plan Administrator will hawe full and sole
discretionary authorty to interpret all Plan documents,
including this Summary Plan Description {SPD), and make
all interpretive and factual determinations as to whether
any indiwidual is entitled to receive any benefit under the
terms of this Plan. Any construction of the terms of any
Plan document and any determination of fact adopted by
the Plan Administrator will ke final and legally binding on
all parties, except that the Plan Administrator has
delegated certain responsibilities to the Third Party
Administrators for this Plan. Any interpretation,
determination, or other action of the Plan Administrator or
the Third Party Administrators will be subject to review only
if @ court of proper jurisdiction determines its action is
arbitrary, capricious, or otherwise a clear abuse of
discretion. Any review of a final decision or action of the
Plan Administrator or the Third Party Administrators will be
based only on such evidence presented to or considersd
by the Plan Administrator or the Third Party Administrators
at the tme they made the decision that is the subject of
review. Accepting any benefits or making any claim for
benefits under this Plan constitutes agreement with and
consent to any decisions that the Plan Administrator or the
Third Party Administrators make, in their sole discretion,
and, further means that the Covered Person consents to
the limited standard and scope of review afforded under
law.
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OUT-OF-POCKET EXPENSES AND MAXIMUMS

DEDUCTIBLES

A Deductible s an amount of money paid ence per Plan Year by the Covered Person before any Covered
Expenses are paid by this Plan. A Deductible applies to each Covered Person up to a family Deductibde
limit. When a new Plan Year begins, a new Deductible must be satisfied.

Dieductible amounts are shown on the Schedule of Benefits.

The Deductible amounts that the Covered Person incurs for Covered Expenses will be used to satisfy the
Deductible{s) shown on the Schedule of Benefits.

I You hawe famiy coverage, any combination of covered family members can help meet the maximum
famnily Deductible, up to each person’s individual Deductible amount.

All Covered Expenses which are Incurred duming the last three months of a Plan Year and applied toward
satisfaction of the individual and family Deductible for that year, will also be applied toward the individual
and family Deductible requirement for the next Plan Year.

PLAN PARTICIPATION

Plan Participation means that, after the Covered Person satisfies the Deductibde, the Covered Person and
the Plan each pay a percentage of the Covered Expenses. The Plan Participation rate is shown on the
Schedule of Benefits. The Covered Person will be responsible for paying any remaining charges due to
the provider after the Plan has paid its portion of the Covered Expense, subject to the Plan's maximum
fee schedule, Negotiated Rate. or Usual and Customary amounts as applicable.

ADDITIONAL OUT-OF-POCKET EXPENSES

In addition to the Deductible, if applicable, and Plan Participation percentage, the Covered Person is also
responsible for the following costs:

Any remaining charges due to the provider after the Plan's benefits are determined.

Full charges for services that are not covered benefits under this Plan.

Legal fees and interest charged by a provider.

The difference between the provider's contracted fee for the service that was actually provided and
the fee for the altemate benefit that the Plan approved.

L I

For example, if the provider placed a resin {white] filling in Your tooth, but an amalgam (silver) filling
would have been sufficient to restore the tooth, You will need to pay the difference between the
cost of the resin filling and the cost of the amalgam filling.

INDIVIDUAL CALENDAR YEAR MAXIMUM BENEFIT

All Covered Expenses will count toward the Covered Person's indwidual dental Calendar Year Maximum
Benefit that is shown on the Schedule of Benefits, as applicable.

NO FORGIVENESS OF OUT-OF-POCKET EXPEMSES

The Covered Person is required to pay the out-of-pocket expenses (including Deductibles or required
Plan Participation) under the terms. of this Plan. The requirement that Yiou and Youwr Dependent{s) pay
the applicable out-of-pocket expenses cannot be waved by a provider under any “fee forgiveness,” "not
out-of-pocket,” or similar arrangement. i a provider waives the required out-of-pocket expenses, the
Cowered Person's claim may be denied and the Covered Person will be responsible for payment of the
entire claim. The claimis) may be reconsidered if the Covered Person provides satisfactory proof that he
or she paid the out-of-pocket expenses under the terms of this Plan.
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ELIGIBILITY AND ENROLLMENT

ELIGIBILITY AND ENROLLMENT PROCEDURES

You are responsible for enrcliing in the manner and form prescribed by Youwr employer. The Plan’s
eligibility and enroliment procedures include administrative safeguards and processes designed to ensure
and verify that elighbility and enroiment determinations are made in accordance with the Plan. The Plan
may request documentation from You or Your Dependents in order to make these determinations. The
cowverage choices that will be offered to You will be the same choices offered to other, similarly situated
Employees.

ELIGIBILITY REQUIREMENTS

An eligible Employee is a person who is classified by the employer on both payroll and personnel
recornds as an Employee who regularly works full- time 30 or more hours per week, but for purposes of
this Plan, it does not include the following classifications of workers as determined by the employer i its
sole discretion:

. Leased Employees.

. Independent Contractors as defined in this Plan.

. Consultants who are paid on other than a regular wage or salary basis by the employer.

. Members of the employer's Board of Directors, owners, partners, or officers, unless engaged in the
conduct of the business on a full-tme, regular basis.

For purposes of this Plan, ligibility requirements are used only to detesmine a person’s initial eligibility for
cowerage under this Plan. An Employes may retain eligibility for cowerage under this Plan if the
Employee is temporanly absent on an approved keave of absence, with the expectation of retuming to
work following the approved leave as determined by the employer's leave policy, provided that
contributions continue to be paid on a timely basis. The employer's classification of an ndividual is
conclusive and binding for purposes of determining eligibility under this Plan. Mo reclassification of a
person's status, for any reason, by a third party, whether by a court, governmental agency, or othenwise,
without regard to whether or not the employer agrees to such reclassification. will change a person’s
ehgibility for benefits.

Mote: Eligible Employees and Dependents who decline to enrcll in this Plan must state so in writing. In
onder to preserve potential special enrollment nghts. eligible individuals declining coverage must state in
writing that enrollment is declined due to coverage under another group health plan or health nsurance
policy. Proof of such plan or policy may be required upon apphication for special enroiment. See the
Special Enroliment Provision section of this Plan.

An eligible Dependent includes:

. Your begal spouse of the opposite sex. provided he or she is not covered as an Employee under
this Plan. For purposes of eligibility under this Plan, a legal spouse does not include a Common-
Law Marmiage spouse, even if such partnership is recognized as a legal marriage in the state in
which the couple resides. An eligible Dependent does not include an indwidual from whom You
have obtained a legal separation or divorce. Docurnentation on a Covered Person's marital status
may be required by the Plan Administrator.

. A Dependent Child unfil the Child reaches his or her 23™ birthday. The term “Child” includes the
following Dependents:

# A natural biolegical Child;

# A stepchild;

# A legally adopted Child or a Child legally Placed for Adoption as granted by action of a federal,
state, or local governmental agency responsible for adoption administration or a cowrt of law i
the Child has not attained age 23 as of the date of such placement;
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# A Child under Your (or ¥our spouse's) Legal Guardianship as ordered by a court;
¥ A Child who is considered an alternate recipient under a Qualified Medical Child Support Order
{QAMCS0L

. A Dependent does not include the following:

A foster Child;

A Child of a Domestic partner or under Your Domestic Pariner's Legal Guardianship;
A grandchild;

A Domestic Pariner;

Any other relatve or individual unless explicitly covered by this Plan;

A Dependent Child if the Child is cowered as a Dependent of another Employee at this
company.

Y Y Y NN

Mote: An Employee must be cowered under this Plan in order for Dependents to quality for and obtain
COVErAgE.

HOMN-DUPLICATION OF COVERAGE: Any person who is covered as an eligible Employee will not alse
be considered an eligible Dependent wnder this Plan.

RIGHT TO CHECK A DEPENDENT'S ELIGIBILITY STATUS: The Plan reserves the right to check the
eligibility status of a Dependent at any tme throughout the year. You and Your Dependent have an
obligation to notify the Plan should the Dependent's eligibility status change during the Plan Year. Please
notify Yowr Human Resources Department regarding status changes.

EXTENDED COVERAGE FOR DEPEMDENT CHILDREN

A Dependent Child may be eligible for extended Dependent coverage under this Plan under the following
circumsiances:

. The Dependent Child was covered by this Plan on the day before the Child's 23 birthday; or

. The Dependent Child is a Dependent of an employee newly eligibde for the Plan; or

. The Dependent Child is eligible due to a Special Enmllment event or a Qualifying Status Change
event, as outlined in the Section 125 Plan.

The Dependent Child must also fit the following category:

If You have a Dependent Child covered under this Plan who is under the age of 23 and Totally Disabled,
either mentally or physically. that Child's health coverage may continue beyond the day the Chid would
otherwise cease to be a Dependent under the tenms of this Plan. You must submit written proof that the
Child is Totally Disabled within 31 calendar days after the day coverage for the Dependent would
normally end. The Plan may, for three years, ask for additional proof at any time, after which the Plan
may ask for proof not more than once per year. Coverage may continue subject to the following minimum
requirerments:

. The Dependent must not be able to hold a self-sustaining job due to the disability; and

. Proof of the disability must be submitted as required (Motice of Award of Social Security Income is
acceptable); and

. The Employes maust still be cowered under this Plan.

A Totally Disabled Dependent Chid older than 23 whe loses coverage under this Plan may not re-enroll
in the Plan under any circumstances.
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IMPORTANT: It is Your respensibility to notify the Plan Sponsor within 80 days i Your Dependent no
longer meets the criteria Iisted in this section. If, at any tme, the Dependent fails to meet the
qualifications of a Totally Disabled Dependent, the Plan has the right to be reimbursed from the
Dependent or Employee for any dental ¢lamms paid by the Plan during the period that the Dependent did
naot qualify for extended coverage. Please refer to the COBRA Continuation of Coverage section in this
document

Employees have the right to choose which eligible Dependents are covered under the Plan.
EFFECTIVE DATE OF EMPLOYEE'S COVERAGE
our coverage will begin on the later of the following dates:

. If You apply within 30 days of hire. Your coverage will become effective the first day of the month
following ¥our date of hire; or

. If You apply later than 30 days following Your date of hire, You will be considered a Late Enrollee.
If You are a Late Enrolles, Your coverage will become effective September 1 following Your
application during the annual open enrcliment period. (Persons who apply under the Special
Enroliment Provision are not considered Late Enrollees.)

. If Yiou are eligible to enroll under the Special Enroliment Provision, Your coverage will become
effective on the date set forth in the Special Enrcliment Prowision section if application is made
within 31 days of the event.

EFFECTIVE DATE OF COVERAGE FOR YOUR DEPEMDENTS
‘four Dependent’s coverage will be effective on the later of the following dates:
. The date Your coverage under the Plan begins if You enrcll the Dependent at that ime; or

. The date You acguire Your Dependent if application is made within 31 days of acquiring the
Dependent; or

. September 1 following Your application during the annual open enroliment period. The Dependent
will be considered a Late Enrollee if You request coverage for Your Dependent maore than 30 days
of Your hire date, or more than 31 days following the date You acquire the Dependent; or

. If Your Dependent is eligible to ennoll under the Special Enrollment Provision, the Dependent’s
cowerage will become effective on the date set forth under the Special Enrollment Provision section,
if application s made within 31 days following the event; or

. The later of the date specified in a Qualified Medical Child Support Order or the date the Plan
Administrator determines that the order is a QMCS0.

A contribution will be charged from the first day of coverage for the Dependent if an additional contribution
is required. In no event will Your Dependent be cowered prior to the day Your coverage begins.

10-01-2014 -3- TEY0-02-412079

260




APPENDIX BB
(continued)

ANMUAL OPEN ENROLLMENT PERIOD

Dwring the annual open enrollment penod, ehigible Employees will be able to enroll themselves and ther
eligible Dependents for coverage wunder this Plan. Eligible Employees and their Dependents who enrcll
during the annual open enrcliment pericd will not be considered Late Enmllees. Coversd Employess will
be able to make changes in coverage for themselves and their eligible Dependents.

Cowerage Waiting Periods are waived during the annual ocpen enrollment period for covered Employees
and covered Dependents changing from one Plan to another Plan or changing coverage levels within the
Plan.

I You and/or Your Dependent becomes covered under this Plan as a result of electing coverage during
the annual open enroliment period, the following will apphy:

. The employer will give eligible Employees written notice prior to the start of an annual open
enroliment period; and

. This Plan does not apply to charges for services performed or treatment received prior to the
Effective Date of the Covered Person's coverage; and

. The Effective Date of coverage will be September 1 following the annual open enrolliment penod.
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SPECIAL ENROLLMENT PROVISION
Under the Health Insurance Portabiity and Accountability Act

This Plan gives an eligible person special enrollment rights if the person expeniences a loss of other
dental cowerage or a change in family status as explained bebow. The coverage choices that will be
offered to You will be the same choices offered to other, similary situated Employees.

LOSS OF DENTAL COVERAGE

‘You and Your Dependents may have a special opportunity to enrcll for coverage under this Plan i You
expensnce is a loss of other coverage.

In order for You to be eligible for special enroliment rights, You must meet the following conditions:

. You andlor Your Dependents were covered under a group dental plan or dental insurance policy at
the time coverage under this Plan was offered; and

. ‘fou and/or Your Dependents stated in writing that You declined coverage due to coverage under
another group dental plan or dental insurance policy; and

. The coverage under the other group dental plan or dental nsurance policy was:

" COBRA contmuation coverage and that coverage was exhausted: or

" Teminated because the person was no longer eligible for coverage under the terms of that
plan or policy; or

- Teminated and no substinte coverage was offered; or

" Exhausted due to an individual meeting or exceeding a ietime Emit on all benefits; or

" Neo longer receiving any monetary contribution toward the premium from the employer.

You or Your Dependent must request and apply for coverage under this Plan ne later than 31 calendar
days after the date the other coverage ended.

. You andior Your Dependents were covered under a Medicaid plan or state child health plan and
‘Your or Your Dependents coverage was terminated due to boss of eligibfity. You must request
coverage under this Plan within 50 days after the date of termination of such coverage.

‘fou or Your Dependents may not enroll for dental coverage under this Plan due to loss of dental
cowerage under the following conditions:

. Cowerage was terminated due to failure to pay timely premiums or for cause, such as making a
fraudulent claim or an intentional misrepresentation of matenal fact, or

. ‘You or Your Dependent woluntarily canceled the other coverage, unless the current or former
empleyer no longer contributed any money toward the premium for that coverage.

NEWLY ELIGIELE FOR PREMIUM ASSISTANCE UNDER MEDICAID OR CHILDREN'S HEALTH
INSURANCE PROGRAM

A current Employee and his or her Dependents may be eligible for a Special Enroliment period i the
Employee andior Dependents are determined eligible, under a state's Medicaid plan or state child health
plan, for premium assistance with respect to coverage under this Plan. The Employee must request
cowerage under this Plan within 60 days after the date the Employee and/or Dependents are determined
to be eligible for such assistance.
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CHAMGE IN FAMILY STATUS
Current Employees and their Dependents, COBRA qualified benefiziaries, and ather eligible persons

have special opportunities to enroll for coverage under this Plan if they experience changes in family
status.

If a person becomes an eligible Dependent through marmiage, birth, adoption or Placement for Adoption,
the Employee, spouse, and newly acquired Dependent(s) who are not already enrclled may enroll for
dental cowerage under this Plan during a special enrcliment pericd. The Employee must request and
apply for coverage within 31 calendar days of the mamiage. birth. adoption, or Placement for Adoption.
EFFECTIVE DATE OF COVERAGE UNDER SPECIAL ENROLLMENT PROVISION

If an eligible person properly applies for coverage during this special enroliment period, the coverage will
become effective as follows:

. In the case of mamage, on the date of the mamiage (note that eligible individuals must submit their
enrcliment forms prior to the Effective Dates of coverage in order for salary reductions to have
prefemred tax treatment from the date coverage begins); or

. In the case of a Dependent’s birth, on the date of such birth; or

. In the case of a Dependent’s adoption, the date of such adoption or Placement for Adeption; or

. In the case of eligibdity for premium assistance under a state’s Medicaid plan or state child health
plan, on the date the approved request for coverage is received; or

. In the case of loss of coverage, on the date following loss of coverage.
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TERMINATION

For information about continuing coverage. refer to the COBRA section of this 5PD.

EMFLOYEE'S COVERAGE

'four cowerage under this Plan will end on the earliest of:

-

The end of the period for which Your last contribution is made, if You fail to make any required
contribution towards the cost of coverage when due; or

The date this Plan is canceled; or
The date coverage for Your benefit class is canceled: or

The last day of the month in which You tell the Plan to cancel Your coverage if You are voluntarily
canceling it while remaining eligible because of change in status, special enrcliment or at annual
open enmllment periods; or

The last day of the month in which You are no longer a3 member of a covered class. as determined
by the employer except as follows:

" If You are temporarly absent from work due to an approved leave of absence for medical or
other reasons, Your coverage under this Plan will continue during that leave for up to 12
maonths, provided that the applicable Employee contribution is paid when due._

r If You are temporarly absent from work due to active military duty, refer to USERRA under
the USERRA section; or

The last day of the month in which Your employment ends; or

The date ¥ou submit a false claim or are involved in any other form of fraudulent act related to this
Plan er any other group plan.

YOUR DEPENDENT'S COVERAGE

Cowerage for Your Dependent will end on the earliest of the following:

-

The end of the period for which Your last contribution is made, if You fail to make any required
contribution toward the cost of Your Dependent’s coverage when due; or

The last day of the month in which Your coverage ends; or

The last day of the month in which Your Dependent is no longer Your legal spouse due to legal
separation or divorce, as determined by the law of the state where the Employee resides; or

The last day of the month in which Your Dependent Child attains the limiting age ksted under the
Elgibility section; or

If Your Dependent Child qualifies for Extended Dependent Coverage as Totally Disabled, the last
day of the month in which Your Dependent Child is no longer deemed Totally Disabled under the
terms of the Plan; or

The last day of the month in which Your Dependent Child no longer satisfies a required eligiblity
criteria listed in the Eligibility and Enrcliment Section; or
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. The date Dependent coverage is ne longer offered under this Plan; or

. The last day of the month in which You tell the Plan to cancel Your Dependent's coverage f You
are voluntarily canceling it while remaming eligible because of change in status, special enroliment
or at annual open enrollment perods; or

. The last day of the month in which the Dependent becomes covered as an Employee under this
Plan; or

. The date You or Your Dependent submits a false claim or are involved in any other form of
fraudulent act related to this Plan or any other group plan.

REINSTATEMENT OF COVERAGE

I Your coverage ends due to termination of employment, leave of absence, reduction of hours, or layoff
and You qualify for eigibility under this Plan again (are rehired or considered to be rehired for purposes of
the Affordable Care Act) within 26 weeks from the date Your coverage ended, Your coverage will be
renstated. I Your coverage ends due to termination of employment, leave of absence, reduction of
howrs, or layeff and You do not qualify for eligibility under this Plan again (are not rehired or considered to
be rehired for purposes of the Affordabde Care Act) within 26 weeks from the date Your coverage ended,
and You did not perform any hours. of service that were credited within the 28-week period, You will be
treated as a new hire and will be required to meet all the requirements of a new Employee. Refer to the
information on the Family and Medical Leave Act and the Uniformed Senvices Employment and
Reemployment Rights Act for possible exceptions, or contact Your Human Resowees or Personnel office.

If Your coverage ends due to leave of absence, reduction of hours or lay-off and You qualify for eligibiity
under this Plan again at a later date, You are eligible for coverage on the first day of the month following
the date You again qualify for eligibility under this Plan.

Refer to the information on the Family and Medical Leave Act and the Uniformed Senvices Employment
and Reemployment Rights Act for possible exceptions, or contact Yow Human Resources or Personnel
office.
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COBRA CONTINUATION OF COVERAGE

Important. Read this entre provision to understand a Covered Person's COBRA rights and obligations.

The following is a summary of the federal continuation requirements wunder the Consolidated Omnibus
Budget Reconciliation Act of 1995 (ZOBRA), as amended. This summary generally explains COBRA
continuation coverage. when it may become available to You and Your family, and what You and Your
Dependents need to do to probect the right to receive it When You become eligible for COBRA. You may
also become eligible for other coverage options that may cost less than COBRA continuation coverage.
This surmmary provides a general notice of a Covered Person’s rights under COBRA, bart is not intended
to satisfy all of the requirements of federal law. Your employer or the COBRA Administrator will provide
additional information to You or Your Dependents as required.

‘fou may have other options avalable to You when You lose group health coverage. For example. You
may be eligible to buy an individual plan through the Health Insurance Marketplace. By enrcling in
coverage through the Marketplace. You may qualify for lower costs on Yowr monthly premiums and lower
out-of-pocket costs. Additionally, You may qualify for a 30-day special enrcliment peried for ancther
group health plan for which You are eligible (such as a spouse’s plan), even if that plan generally does
not accept Late Enrollees.

The COBRA Administrator for this Plan is: UMR
INTRODUCTION

Federal |aw gives certain persons, known as Qualified Beneficiaries (defined below), the nght to continue
their health care benefits (incheding dental benefits) beyond the date that they might otherwise terminate.
The Qualfied Beneficiary must pay the entire cost of the COBRA continuation coverage, plus an
administrative fee. In general, a Qualfied Beneficiary has the same rights and ebligations under the Plan
as an active participant.

A Qualfied Beneficiary may elect to continue coverage under this Plan if such person's coverage would
terminate because of a life event known as a Qualifying Event. cullined below. ¥When a Qualifying Event
causes (or will cause) a Loss of Coverage, then the Plan must offer COBRA continuation coverage. Loss
of Coverage means more than losing coverage entirely. It means that a person ceases to be covered
under the same terms and conditions that are in effect mmmediately before the Qualifying Event. In short,
a Qualifying Event plus a Loss of Coverage allows a Qualified Beneficiary the right to elect coverage
under COBRA.

Generally, You, Your covered spouse, and Your Dependent Children may be Qualified Beneficianes and
eligible to elect COBRA continuation cowerage even if the person is already covered under another
employer-sponsored group health plan or is enrolled in Medicare at the time of the COBRA election.
COBRA CONTINUATION COVERAGE FOR GUALIFIED BENEFICIARIES

The length of COBRA continuation coverage that is offered vanes based on who the Qualified Beneficiary
is and what Qualifying Event is experienced as outlined below.

An Employee will become a Qualfied Beneficiary if coverage under the Plan is lost because either one of
the following Qualifying Events happens:

Gualifying Event Length of Continuation

. Your employment ends for any reason other than Your gross up to 18 months
misconduct

. Your hours of employment are reduced up to 18 months
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{There are two ways in which this 18-month peried of COBRA continuation coverage can be extended.
See the section below entited "The Right to Extend Coverage” for more information.

The spouse of an Employes will become a Qualified Beneficiary if coverage is lost under the Plan
because any of the following Qualifying Events happen:

Gualifying Event Length of Continuation
. Your spouse dies up to 38 months
. Your spowse’s hours of employment are reduced up to 13 months

. Your spowse’s employment ends for any reason other than his or her up to 18 months
gross misconduct

. Your spouse becomes entitled to Medicare benefits junder Part A, Part  up to 38 months
B, or both)

. You become divorced or legally separated from Your spouse up to 38 months

The Dependent Children of an Employee become Qualified Beneficiaries if coverage is lost under the
Plan because any of the following Qualifying Events happen:

Gualifying Event Length of Continuation
. The parent-Employes dies up to 38 months

. The parent-Employee’s employment ends for any reason other than up to 13 months
his or her gross misconduct

. The parent-Employee’s hours of employment are reduced up to 13 months

. The parent-Employes becomes entitled to Medicare benefits (Fart &, up to 38 months
Part B, or both)

. The parents become divorced or legally separated up to 38 months

. The Child stops being eligible for coverage under the plan as a up to 38 months
Dependent

Hote: A spouse or Dependent Child newly acquired (newbomn or adopted) during a period of
continuation coverage is eligible to be enrolled as a Dependent. The standard enroliment
provision of the Plan applies to enrollees during continuation coverage. A Dependent, other than
a newborn or newly adopted Child, acquired and enrolled after the original Qualifying Event, is not
eligible as a Qualified Beneficiary if a subsequent Qualifying Event occurs.

COBRA NOTICE PROCEDURES

THE NOTICE{5) A COVERED PERSON MUST PROVIDE UNDER THIS SUMMARY PLAN
DESCRIPTION

To be eligible to receve COBRA continuation coverage, covered Employees and their Dependents have
certain obligations with respect to certain Qualifying Events (including divorce or legal separation of the
Employee and spouse or a Dependent Child"s loss of elighbility for cowerage as a Dependent) to provide
written notices to the administrator. Follow the rules described in this procedure when providing notice to
the administrators, either Yowr employer or the COBRA Administrator.

A Qualified Beneficiany's written notice must nclude all of the following information: (A form to notify the
COBRA Administrator is avaiable upon request.)

. The Qualified Bensficiary's name, ther current address and complete phone number,

. The group number, name of the employer that the Employee was with,

. Description of the Qualifying Event (i.e., the fe event experienced), and

. The date that the Qualifying Event cccurmed or will oceur.
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Send all notices or other information required to be provided by this Summary Plan Description in
writing to:

UMR

COBRA ADMINISTRATION

PO BOX 1206

WAUSALD WI 544021206
Phone Number: (800) 207-1824

For purposes of the deadlines described in this Summary Plan Description, the notice must be
postmarked by the deadline. In order to protect Your family's nghts, the Plan Admmnistrator should be
informed of any changes in the addresses of family members. Keep a copy of any notices sent to the
Plan Administrator or COBRA Administrator.

COBRA NOTICE REQUIREMENTS AND ELECTION PROCESS
EMFPLOYER OBLIGATION TO PROVIDE NOTICE OF THE GQUALIFYING EVENT

four employer will give notice to the COBRA Administrator when coverage terminates due to Qualifying
Events that are the Employee’s termination of employment or reduction in hours, death of the Employee,
or the Employee becoming entitied to Medicare benefits due to age or disabiity (Part A. Part B. or both).
our employer will notify the COBRA Administrator within 30 calendar days when these events oecur.

EMFLOYEE OBLIGATION TO PROVIDE NOTICE OF THE QUALIFYING EVENT

The Covered Person must give notice to the Plan Administrator in the case of other Qualifying Events that
are divorce or legal separation of the Employes and a spouse, a Dependent Child ceasing to be eligible
for coverage under the Plan, or a second Qualifying Event. The cowered Employee or Qualified
Beneficiary must provide written notice to the Plan Administrator in order to ensure nights to COBRA
continuation coverage. The Covered Person must provide this notice within the 60-calendar day period
that begins on the latest of

. The date of the Qualifying Event; or

. The date on which there s a Loss of Coverage (or would be a Loss of Coverage) due to the original
Cuealifying Event; or

. The date on which the Qualified Beneficiary is informed of this notice requirement by receiving this
Summary Plan Description or the General COBRA Motice.

The Plan Administrator will notify the COBRA Administrator within 30 calendar days from the date that
naotice of the Qualifying Event has been provided.

The COBRA Administrator will, in tum, provide an election notice to each Qualified Beneficiary within 14
calendar days of receiving notice of a Qualifying Event from the employer, covered Employee or the
Qualified Beneficiary.

MAKING AN ELECTION TO CONTINUE GROUFP DENTAL COVERAGE

Each Qualified Beneficiary has the independent right to elect COBRA confinuation coverage. A Qualified
Beneficiary will receive a COBRA election form that must ke completed to elect to continue group dental

cowverage under this Plan. A Qualified Beneficiary may elect COBRA coverage at any time within the 80-
day election period. The election period ends 80 calendar days after the later of:

. The date Plan coverage terminates due to a Qualifying Event; or
. The date the Plan Administrator provides the Qualified Beneficiary with an election notice.

A Qualified Beneficiary must notify the COBRA Administrator of their election in writing to continue group
dental cowerage and must make the required payments when due in order to remain covered. If the
Qualified Beneficiary does not choose COBRA continuation coverage within the 30-day election period,
group dental cowerage will end on the day of the Qualifying Event.
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PAYMENT OF CLAIMS AND DATE COVERAGE BEGINS

Mo clams will be paid under this Plan for senvices the Qualified Beneficiary receives on or after the date
cowerage is lost due to a Qualifying Event. I, however, the Qualified Beneficiary has not completed a
waiver and decides to elect COBRA continuation coverage within the 80-day election penod, group dental
cowverage will be reinstated back to the date coverage was lost, provided that the Qualified Beneficiary
makes the required payment when due. Any claims that were denied during the initial COBRA election
period will be reprocessed once the COBRA Administrator receives the completed COBRA election form
and required payment.

I a Qualffied Beneficiary previously waived COBRA coverage but revokes that waiver within the §0-day
election period, coverage will not be retroactive to the date of the Qualifying Event but instead will be
effective on the date the waiver is revoked.

PAYMENT FOR CONTINUATION COVERAGE

Qualified Beneficiaries are reguired to pay the entire cost of continuation coverage, which includes both
the employer and Employee contribution. This may also include a 2% additional fee o cower
administrative expenses (or in the case of the 11-month extension due to disability, a 50% additional fee).
Fees are subject to change at least once a year.

If Yowr employer offers annual open enrollment opportunities for active Employees, each Qualified
Beneficiary will have the same opbons under COBRA (for example, the right to add or eliminate coverage
for Dependents). The cost of continuation coverage will be adjusted accordingly.

The initial payment s due no later than 45 calendar days after the Qualfied Beneficiary elects COBRA
as evidenced by the postmark date on the envelope. This first payment must cover the cost of
continuation coverage from the time coverage under the Plan would have othenwise terminated, up to the
time the first payment is made. I the initial payment is not made within the 45-day period. then coverage
will remain terminated without the possibility of reinstaternent. There is no grace period for the initial
payment.

The due date for subsequent payments is typically the first day of the month for any particular period of
cowverage, however the Qualified Beneficiary will receive specific payment information incleding due
dates, when the Qualified Beneficiary becomes eligible for and elects COBRA continuation coverage.

If, for whatever reason, any Qualified Beneficiary receives any benefits under the Plan during a menth for
which the payment was not made on time, then the Qualified Beneficiary will ke required to reimburse the
Plan for the benefits receved.

If the COBRA Adminisirator receives a check that is missing information or has discrepancies regarding
the information on the check (i.e., the numeric dollar amount does not match the written dollar amount),
the COBRA Administrator will provide a notice to the Qualified Beneficiary and allow him/her 14 days to
send in a comected check. If a comected check is not received within the 14-day timeframe, then the
occurrence will be reated as non-payment and the Qualified Beneficiary(s) will be termed from the Plan
in accordance with the plan language above.

Hote: Payment will not be considered made if a check is returned for non-sufficient funds.
A GUALIFIED BENEFICIARY™S NOTICE OBLIGATIHOINS WHILE ON COBRA
Always keep the COBRA Administrator informed of the cument addresses of all Covered Persons who are

or who may become Qualified Beneficiaries. Failure to provide this information to the COBRA
Administrator may cawse You or Your Dependents to lose important rights under COBRA.
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In addition, after any of the following events cccur, written notice to the COBRA Administrator is required
within 30 calendar days of:

. The date any Qualified Beneficiary mames. Refer to the Special Enrollment section of this SPD for
additional informiation regarding special enroliment rights.

. The date a Child is born to, adopted by, or Placed for Adoption by a Qualified Beneficiary. Refer to
the Special Enmllment section of this SPD for additional information regarding special enrcliment
rights.

. The date of a final determination by the Social Secunty Administration that a disabled Qualified
Beneficiary is no longer disabled.

. The date any Qualified Beneficiary becomes covered by another group dental plan.

. Additionally, if the COBRA Administrator or the Plan Administrator requests additional imformation
from the Qualified Beneficiary, the Qualified Beneficiary must provide the requested information
within 30 calendar days.

LENGTH OF CONTINUATION COVERAGE

COBRA coverage is available up to the maxmum perieds described below, subject to all COBRA
regulations and the conditions of this Summary Plan Description:

. For Employess and Dependents 18 months from the Qualifying Event if due to the Employee's
termination of employment or reduction of work hours. (i an active Employee enrolls in Medicare
before his or her termination of employment or reduction in hours, then the covered spouse and
Dependent Children would be entitled to COBRA continuation coverage for up to the greater of 18
maonths from the Employee's termination of employment or reduction i hours, or 38 months from
the earlier Medicare Enrcllment Date, whether or not Medicare enroliment is a Qualifying Event.)

. For Dependents only. 38 months from the Qualifying Event if coverage is lost due to one of the
following events:

Employee’s death.

Employee’s divorce or legal separation.

Former Employee becomes enrolied in Medicare.

A Dependent Child no longer being a Dependent as defined in the Plan.

LI |

THE RIGHT TO EXTEND THE LENGTH OF COBRA CONTINUATION COVERAGE

While on COBRA continuation coverage, certain Qualified Beneficiaries may have the right to extend
continuation coverage prowided that wotten notice to the COBRA Administrator is given as soon as
possible but no |ater than the required tmeframes stated below.

Social Security Disability Determination {For Employees and Dependents). A Qualified Beneficiary
may be granted an 11-month extension to the initial 18-menth COBRA continuation period, for a total
maximum of 28 months of COBRA in the event that the Social Security Administration determines the
Qualified Beneficiary to be disabled either before becoming eligible for, or within the first 80 days of being
cowvered by COBRA continuation coverage. This extension will not apply if the cnginal COBRA
continuation was for 38 months.

If the Qualified Beneficiary has non-disabled family members whao are also Qualifying Beneficiaries, those
non-disabled family members are also entitled to the disability extension.
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The Qualified Bensficiary must give the COBRA Administrator a copy of the Social Security
Administration letter of disabiity determination before the end of the 18-month penod and within 60 days
of the later of:

. The date of the 554 disability determination;

. The date the Qualifying Event oceurs;

. The date the Qualified Beneficiary loses (or would lose) coverage due to the original Qualifying
Event; or

. The date on which the Qualified Beneficiary is informed of the requirement to notify the COBRA
Administrator of the disability by receiving this Summary Plan Description or the General COBRA
Notice.

Mote: Premiums may be higher after the initial 1B-month period for persons exercising this disabiity
extension provision available under COBRA.

If the Social Secunty Admmnistration determines the Qualified Beneficiary is no longer disabled, the
Qualified Beneficiary must notify the Plan of that fact within 30 days after the Social Security
Administration’s determination.

Second Qualifying Events: (Dependents Only) i ¥our famiy experiences another Qualifying Event
while receiving 18 months of COBRA continuation coverage, the spouse and Dependent Children in Your
famnily who are Qualified Beneficiaries can receive up to 18 additional months of COBRA contnuation
cowerage, for a maximum of 38 months, f notice of the second event is provided to the COBRA
Administrator. This additional coverage may be available to the spouse or Dependent Children who are
Qualified Beneficiaries if the Employee or former Employee dies, becomes entitled to Medicare (Part A,
Part B or both) or is dwerced or legally separated, or if the Dependent Child stops being eligible under the
Plan as a Dependent. This extension is available only if the Qualified Beneficiaries were covered under
the Plan prior to the original Qualifying Event or in the case of a newbom Child being added as a result of
a HIFAA special enrcliment night. A Dependent acquired during COBRA continuation (other than
newborns and newly adopted Chidren) is not eligible to continue coverage as the result of 3 subsequent
CQualifying Event. These events will only lead to the extension when the event would have caused the
spouse or Dependent Child to lose coverage under the Plan had the first qualifying event not occurmed.

You or Your Dependents must provide the notice of a second Qualifying Event to the COBRA,
Administrator within a 60-day period that begins to nun on the latest of:

. The date of the second Qualifying Event; or

. The date the Qualfied Beneficiary loses (or would lose) coverage due to the second Qualifying
Ewent; or

. The date on which the Qualified Beneficiary is informed of the requirement to notify the COBRA
Administrator of the second Qualifying Event by receiving this Summary Plan Description or the
General COBRA Notice.

COVERAGE OPTIONS OTHER THAN COBRA CONTINUATION COVERAGE

There may be cther coverage options for You and Your famiy through the Health Insurance Marketplace,
Medicaid, or other group health plan coverage (such as a spouse’s plan) through what is called a *special
enrollment period.” Some of these options may cost bless than COBRA continuation coverage. You can
learn more abowt many of these options at wenw.healthcare gov.
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EARLY TERMIMATION OF COBRA CONTINUATION

COBRA contnuation coverage may terminate before the end of the abowve maximum coverage penods for
any of the following reasons:

. The employer ceases to maintan a growp dental plan for any Employees. (Mote that if the
employer terminates the group dental plan that the Qualfied Beneficiary is under, but still maintains
another group dental plan for other similardy-situated Employees, the Qualified Beneficiary will be
offered COBRA continuation coverage under the remaining group dental plan, althowgh benefits
and costs may mot be the same).

. The required confribution for the Qualified Beneficiary’s coverage is not paid within the timeframe
expressed in the COBRA regulations.

. After electing COBRA continuation coverage. the Qualified Beneficiary becomes entifled to and
enrolizd with Medicare.

. After electing COBRA continuation coverage, the Qualified Beneficiary becomes covered under
ancther group health plan.

. The Qualified Beneficiary is found not to be disabled during the disability extension. The Plan will
terminate the Qualified Beneficiary’s COBRA continuation coverage one month after the Social
Security Administration makes a determination that the Qualified Beneficiary is no longer disabled.

. Temination for cause, such as submitting fraudulent claims.
SPECIAL NOTICE (Read This If Thinking Of Declining COBRA Continuation Coverage)

At the time of a COBRA Qualifying Event, a Qualified Beneficiary has two primary options. The first is to
waiwe his or her right to COBRA and make an election for coverage, whether group health coverage or
insurance coverage through the individual market or the exchanges, in accordance with his or her HIPAA
special enrcllment rights. Please refer to the Special Enrollment section for further details. The second
option is 1o elect COBRA continuation coverage. If COBRA continuation coverage is elected, the
continuation coverage must be maintained (by paying the cost of the cowerage) for the duration of the
COBRA contmuation period. I the continuation coverage is not exhausted and maintained for the
duration of the COBRA continuation period. the Qualified Beneficiary will lose his or her special
enrollment rights. It is important to note that losing HIPAA special enrcllment nights may have adverse
effects for the Qualified Beneficiary as it will make it difficult to obtain coverage, whether group health
cowerage of insurance coverage through the individual market or the exchange. After COBRA
continuation coverage is exhausted, the Qualified Beneficiary will have the option of electing other growp
health cowerage or insurance coverage through the individual market or the exchange, in accordance with
his or her HIPAA special enrollment rights.

DEFINITIONS

Gualified Beneficiary means a person covered by this group dental Plan mmediately before the
Qualifying Event who is the Employee, the spouse of a covered Employee or the Dependent Child of a
cowvered Employee. This includes a Child who is bom to or Placed for Adoption with a covered Employee
during the Employee’s COBRA coverage period if the Child is enrolled within the Plan's Special
Enroliment Provision for newboms and adopted Children. This also includes a Chid who was receiving
benefits under this Plan pursuant to a Qualified Medical Child Support Order (2MC50) immediately
before the Qualifying Event.
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Gualifying Event means Loss of Coverage due to one of the following:

-

-

The death of the covered Employee.

Voluntary or involuntary termination of the covered Employee’s employment {other than for gross
misconduct).

A reduction in work hours of the covered Employee.

Divorce or legal separation of the covered Employee from the Employee’s spouse. (Also. if an
Employee terminates coverage for his or her spouse in anticipation of a divorce or legal separation,
and a divorce or legal separation later occurs, then the later divorce or legal separation may be
considered a Qualifying Event even though the ex-spouse lost coverage earfier. If the ex-spouse
notifies the Plan or the COBRA Administrator in writing within 80 calendar days after the divorce or
legal separation and can establish that the coverage was originally efiminated in anficipation of the
divorce or legal separation, then COBRA coverage may be available for the penod after the divorce
or legal separation).

The covered former Employee becomes enrclied in Medicare.

A Dependent Chid no longer being a Dependent as defined by the Plan.

Loss of Coverage means any change in the terms or conditions of coverage in effect immediately before
the Qualifying Event Loss of Coverage includes change in coverage terms, change in plans, termination
of coverage, partial Loss of Coverage, increase in Employee cost. as well as other changes that affect
terms or conditions of coverage. Loss of Coverage does not always occur immediately after the
Quealifying Event, but it must always occur within the applicable 18- or 36-month coverage penod. A Loss
of Coverage that is not caused by a Qualifying Ewent may not trigger COBRA.

IF ¥OU HAVE QUESTIONS

Questions conceming your Plan or your COBRA continuation cowerage rights should be addressed to the
contact or contacts identified below. For more information about Yeur rights wunder ERISA, and for more
mformation about COBRA, the Patient Protection and Affordable Care Act. and other laws affecting group
health plans. contact the nearest Regional or District Office of the U_S. Department of Labor's Employee
Benefits Security Administration (EBSA) in your area or visit the EBSA website at www.dol goviebsa.
{Addresses and phone numbers of Regional and District EBSA Offices are availabde through EBSA's
website.) For more information about the Marketplace, visit wanw. HealthCare_ gov.

The Plan Adminisirator:

ASHLAND COUNTY - WEST HOLMES JV.5.D.
1783 STATE RTE 80

ASHLAND OH 44805

The COBRA Admnistrator:

UMR COBRA ADMINISTRATION
PO BOX 1206

WALSAL WI 54402-1206
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UNIFORMED SERVICES EMPLOYMENT AND REEMFLOYMENT RIGHTS ACT OF 1334

INTRODUCTION

Employers are required to offer COBRA-like health care continuation coverage to persons in the ammed
service if the absence for military duty would result in a loss of coverage. Employees on leave for military
sernvice must be treated as if they are on leaves of absence and are entitled to any other nghts and
benefits accorded to similary situated Employees on leaves of absence or fudoughs. K an employer has
different types of benefits avalable depending on the type of leave of absence, the most favorable
comparabde leave benefits must apply to Employees on military leave. Reinstatement following a military
leawe of absence may not be subject o Waiting Periods.

COVERAGE

The maximum length of health care continuation coverage required under the Uniformed Services
Employment and Reemployment Rights Act of 1684 (USERRA) is the lesser of:

. 24 menths beginning on the day that the uniformed semvice leave begins, or
. a pericd beginning on the day that the service leave begins and ending on the day after the
Employee fails to retum to or reapply for employment within the time allowed by USERRA.

USERRA NOTICE AND ELECTION

An Employee or an appropriate officer of the uniformed service in which his or her sensice is to be
performed must notify the employer that the Employee intends to leave the employment position to
perform senvice in the uniformed services. An Employee should provide notice as far in advance as is
reasonable under the circumstances. The Employee is excused from giving notice due to military
necessity, or if giving notice is otherwise impossible or unreasonable under the crcumstances .

Upon notice of intent to leave for uniformed service, Employees will be given the opportunity to elect
USERRA continuation. Dependents do not have an independent right to elect USERRA coverage.
Election of, payment for, and termination of the USERRA extension will be governed by the same
requirernents set forth under the COBRA Continuation of Coverage section, to the extent the COBRA
requirerments do not conflict with USERRA.

PAYMENT

If the military leave ocrders are for a peniod of 30 days or less, the Employee is not required to pay more
than the amownt he or she would hawe paid as an active Employee. For periods of 31 days or longer, if
an Employee elects to continue dental coverage pursuant to USERRA. such Employee and covered
Dependents will be required to pay up to 102% of the full premium for the coverage elected.

EXTENDED COVERAGE RUNMS CONCURRENTLY

Employees and their Dependents may be eligible for both COBRA and USERRA at the same time.
Election of either the COBRA or USERRA extension by an Employee on leave for miitary service will be
deemed an election under both laws. and the coverage offering the most benefit to the Employee will
generally be extended. Cowerage under both laws will run concurrently. Dependents who choose to
independently elect extended coverage will be deemed eligible for the COBRA extension only because
they are mot eligible for a separate, independent right of election under USERRA.
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ALTERMATE BENEFITS PROVISION

Many dental conditions can be treated in more than one way. This Plan has an “altemate benefits
prowvision” that governs the amownt of benefits that this Plan will pay for covered treatments. If a patient
chooses a more expensive treatment than is needed fo comect a dental condition according to accepted
standards of dental practice. the benefit payment will be based on the cost of the treatment that provides
professionally satisfactory results at the most cost-effective level.

For example, if 3 regular amalgam (sileer) filling is sufficient to restore a tooth, but the patient and the
Dientist decide to use a resin (white) filling, the Plan will base its payment on the Usual and Customary
charge or the maximum fee schedule for the amalgam filling. The patient will be responsible for paying
the difference in cost.

Alternate benefits will be considered only for these procedures that specifically state *alternate benefit
may apply” or “altlemate benefit will apply” in the Covered Expenses section of this document.
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PRE-TREATMENT ESTIMATE OF BENEFITS

One of the advantages of this dental Plan is that it enables a Covered Person to see the amount payable
by the Plan prior to having the Dentist begin any extensive treatment. Through this process, Covered
Persons can prevent any misunderstandings as to what is covered by the Plan. A Covered Person can
accurately estimate what he or she will owe the Dentist. This procedure is known as “Pre-Treatment
Estimate of Benefits.” Here is how the process works:

Usually, before beginning any extensive treatment. the Covered Person will be advised as to what the
Dientist intends to do. This plan of action is refemed to as the Treatment Plan. The Dentist will submit the
Treatment Plan to UMR prior to performing the services. UMR will then notify the Covered Person and
the Dentist, in advance, regarding what benefits are payable under this Plan, and how much the Covered
Person will be responsible for paying.

Obtaining a Pre-Treatment Estimate of Benefits is recommended whenever a Dentist’s estimated charge
is 5200 or more. This feature is not mandatory; however, dental care can be expensive. A Covered
Person may want to have an idea of how much this Plan will pay before agreeing to have the treatment

performed.

Mote: The Pre-Treatment Estimate of Benefits is not a guarantee of payment and is valid for 12 months
after the notice date. Benefits are payable if coverage is in effect on the date the services are performed
{subject o all Plan provisions) and if the claim is submitted to the Plan within the tmely filing period. If
additional procedures are performed, the claim will be reviewed in its entinety.
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COVERED EXPENSES

The Plan will pay for the followng Covered Expenses Incurmed by a Cowvered Person, subject to any
Deductibles, Plan Participation amounts, maximums, or mits shown on the Schedule of Benefits, and to
all other provisions as stated in this SPD. Benefits are based on the Usual and Customary charge, fee
schedule, or Megotiated Rate. Any procedure that is not specifically isted as covered is excluded.

General Overview:

This Plan provides dental benefits under several categories of dental services. Within each category,
there are a number of subcategories of coversd semvices.

COVERED EXPEMNSES - PREVENTIVE AND DIAGNOSTIC SERVICES
Diagnostic Services
Clinical Oral Evaluations

00120  Perodic oral evaluation (limited to two per calendar year) (not performed in conjunction with
orthodontic reatment)

00140  Limited oral evaluation - problem-focused

00145  Oral evaluation for a patient under three years of age and counseling with a primary canegiver
(limited to two per calendar year) (not performed in conjunction with crthodontic treatment)

D0150  Comprehensive oral evaluation - new or established patient (lmited to two per calendar year)
[not performed in conjunction with orthodontic treatment)

00180  Detaded and extensive oral evaluation - problem-focused, by report

00170 Reevaluation - lmited. problem-focused (established patient; not postoperative visit) (limited to
two per calendar year) (not performed in conjunction with orthodontic treatment)

D171 Re-evaluation — post-operative office visit

00180  Comprehensive periodontal evaluation - new or established patient (limited to two per calendar
year) (not performed in conjunction with orthodontc treatment)

00180  Screening of a patient — a screening, including state or federally mandated screenings, to
determine an individual's need to be seen by a Dentist for diagnosis.

00181 Assessment of a patient - a limited clinical inspection that is performed to identify possible
signs of oral or systemic disease, malformation, or injury, and the potential need for referral for
diagnosis and freatment.

X-Rays

00210 Intracral - complete seres of radiographic images (including bitewings) (a ful-mouth series
includes 4 bitewings and 12 or more periapical x-rays) (not performed in conpunction with
orthodontic treatment)

00220  Intraocral - periapical - first radiegraphic image

00230  Intraoral - periapical - each additional radiographic mage (up to 12} (benefits not to exceed a
full-mouth series)

00240  Intracral - cechesal radiographic image

00250 Extracral - first radiographic image

D0z2ad Extracoral - each additional radiographic image

D0z70 Bitewing - single radicgraphic mage

Doz272 Bitewing - two radiographic images

D0z73 Bitewing - three radiographic mages

DOz74 Bitewing - four radicgraphic images

D0277  Vertical bitewings - seven to eight radiographic images

D0zad Posterior - anterior or lateral skull and facial bone survey radiographic image

D0310 Sialography
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Panoramic radicgraphic mage, including bitewings and periapicals if necessary - (mot
performed in conpunction with orthedontic treatment)

2D Oralfacial photographic images (including intraoral and extraoral images) (not performed in
conjunction with crthodontic reatment)

3D photographic mage

Tests and Laboratory Examinations

Caollection of microorganisms for culture and sensitivity (may be combined with other services)
Pulp witality tests

Diagnostic casts (not performed i conjunction with orthodontic treatment)

Accession of Bssue, gross examination, preparation and transmission of written report
Accession of issue, gross and microscopic examination, preparation and transmission of
writien report

Accession of Bssue, gross and microscopic examination, incleding assessment of sungical
margins for presence of disease, preparation and transmission of written report

Accession of exfoliative cytologic smears, microscopic examination, preparation and
transmission of written report

Accession of brush biopsy sample, microscopic examination, preparation and fransmission of
written report

Cither oral pathology procedures, by report

Incisional biopsy of oral tissue - hard (bone, tooth)

Incisional biopsy of oral tissue - soft

Exfoliative cytological sample collection

Brush biopsy - transepithelial sample collection

Other Diagnostic

Consultation - diagneostic senvice provided by Dentist or physician other than requesting Dentist
or physician

Cifice visit for observation (during regulardy scheduled hours; no other services performed )
Ciffice visit - after regulary scheduled hours

Preventive Services

Cleaning and Fluoride Treatments

01110  Prophylaxis - adult (limited to two per calendar year)

01120  Prophylaxis - Child (limited to two per calendar year)

01206  Topical flucride vamish; therapeutic application for moderate to high canes risk patents -
(limited to one treatrment per calendar year)

D1208  Topical application of fluonde, excluding vamish - {lmited to one reatment per calendar year)
Other Preventive

01353  Sealant repar — per tooth

DB110  Palliative (emergency) treatment of dental pam - minor procedures - no operative procedures
performed
Space Maintenance - (passive appliances)

D15610  Space mamntamer - fived - uniateral

01515  Space mantainer - fived - bilateral

01520  Space mamntamner - removable - unilateral

D1625 Space maintaner - removable - bilateral

D1550 Recement or rebond space maintainer

D1655 Removal of fired space maintamer
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Minor Treatment to Centrol Harmful Habits
DB210  Removable appliance therapy (not performed in conpunction with crthodontic treatment)
DA220  Fixed appliance therapy (not performed in conjunction with orthodontic treatment)
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COVERED EXPEMSES - BASIC SERVICES

Restorations (incleding polishing) - multiple restorations on one surface will be considered a
single restoration

02140  Amalgam - one surface. primary or permanent

02150  Amalgam - two surfaces, primary or permanent

02180  Amalgam - three surfaces, primary or permanent

D2181 Amalgam - four or more surfaces, primary or penmanent

02330  Resin-based composite - one surface, anterior (teeth 4-13 and 20-20) (altemate benefit may
apply)

02331 Resin-based composite - two surfaces, antenor (teeth 4-13 and 20-28) [alternate benefit may
apply)

02332  Resin-based composite - three surfaces, anterior (teeth 4-13 and 20-29) (altemate benefit may
apply)

02335  Resmn-based compeosite - four or more surfaces or involving incisal angle, anterior (teeth 4-13
and 20-28) (altemate benefit may apply)

02330  Resin-based composite crown, antenior (alternate benefit may apply)

02391 Resin-based composite - one surface, posterior {alternate benefit may apply)

02382  Resin-based composite - two surfaces, posterior (alternate benefit may apply)

02333  Resin-based composite - three surfaces, posterior (alternate benefit may apply)

02384  Resin-based composite - four or more surfaces, posterior (alternate benefit may apply)
Crowns

D2792  Provisional crown — further treatment or completion of diagnosis necessary prior to final
impression

02930  Prefabncated stainkess steel crown - primary tooth

02931 Prefabricated stainkess steel crown - permanent tooth

02932  Prefabricated resin crown

02933  Prefabnicated stainless steel crown with resin window

D2034  Prefabncated esthetic-coated stainless steel crown - primary tooth
Other Basic Restorative Services

02810  Recement or rebond inlay. onlay, veneer. or partial coverage restoration

02815  Recement or rebond indirectly fabricated or prefabricated post and core

02920  Recement or rebond crown

D2040  Protective restoration

02850  Core buildup, including any pins

02951 Pin retention - per tooth, in addition to restoration

02070  Temporary crown (fractured tooth)

DEd73  Core buildup for retainer, ncluding any pins
Pulp Capping

03110  Pulp cap - direct (excluding final restoration)

03120 Pulp cap - indirect (exchuding final restoration)
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Pulpotomy

03220  Therapeutic pulpotomy - (exchuding final restoration) removal of pulp coronal to the
dentinocemental junction and application of medicament

D321 Pulpal debridement. primary and permanent teeth

03222  Partial pulpotomy for apexogenesis - permanent tooth with incomplete root development
Endodontic Therapy on Primary Teeth

03230  Pulpal therapy (resorbable filing) anterior, primary tooth - excluding final restoration (altemate
benefit may apply)

03240  Pulpal therapy (resorbable filing) posterior, primary tooth - excluding final restoration (alternate
benefit may apply)

Endodontic Therapy (ncluding Treatment Plan, clinical procedures, and follow-up care)
Benefits for root canals in baby teeth are lmmited to benefits for pulpotomies.

D330 Anterior (excleding final restoration)

[3320  Bicuspid (excluding final restoraton)

03330  Molar (excluding final restoration)

D33 Treatment of root canal obstruction; non-surgical access

03332  Incomplete endodontic therapy; inoperable, unrestorable, or fractured tooth

03333 Intemal root repair of perforation defects

D3348  Retreatment of previous roct canal therapy - anterior

0334T  Retreatment of previous root canal therapy - bicuspid

D334E  Retreatment of previous roct canal therapy - molar

03351 Apexification/recalcification - initial visit {apical closwrelcaleific repar of perforations, root
resorption, etc.). i over age 11, no benefit if performed within 12 months of root canal.

03352  Apexification/recalcification/pulpal regeneration - interim medication replacement {apical
closure/caleific repar of perforations, root resorption, pulp space disinfection, etc ).

D3353  Apexification/recalcification - final visit (includes completed root canal therapy - apical
closure/zaleific repar of perforations, root resorption, etc.). If over age 11, no benefit if
performed within 12 menths of root canal.

03354  Pulpal regeneration - (completion of regenerative treatment in an immature permanent tooth
with @ necrotic pulp); does not include final restoration - (inchedes remowval of intra-canal
medication and procedures necessary to regenerate continued root development and
necessary radisgraphs). If over age 11, no benefit if performed within 12 months of root canal.
Apicoectomy/Periapical Services

D3410  Apicoectomy'perradicular surgery - amterior

D3421 Apicoectomy'periradicular sungery - bicuspid (first root)

D3425  Apicoectomy'periradicular surgery - molar (first root)

D3426  Apicoectomy'perradicular surgery (each additional root)

D3430  Retrograde filling - per root

D3450  Root amputation - per root
Other Endodontic Procedures

D3810  Surgical procedures for isolation of tooth with rubber dam

D3920  Hemisection (including any root removal). not including root canal therapy

D3350  Canal preparation and fiting of preformed dowel or post
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Surgical Services (including the usual postoperative services)

04210  Gingivectomy or gingivoplasty - fowr or more contiguous teeth or bounded teseth spaces per
quadrant - limited to four quadrants per Treatment Plan

D211 Gingivectomy or gingivoplasty - one to three contiguous teeth or bounded teeth spaces per
quadrant

04212  Gingivectomy or gingivoplasty - to allow access for restorative procedure. per tooth

04230 Anatomical crown exposure - four or more contiguous teeth per quadrant

D231 Anatomical crown exposure - one to three teeth per quadrant

04240  Gngival flap procedure, including oot planing - four or more contiguous teeth or bownded
teeth spaces per quadrant - limited to four gquadrants per Treatment Plan

D241 Gingival flap procedure, inchuding root planing - one to three contiguous teeth or bounded teeth
spaces per quadrant

D4245  Apically positioned flap

D4242  Clinical crown lengthening - hard tissue

C4280  Osseous surgery (including evaluation of a full thickness flap and closure) - fowr or more
conbguous teeth or bounded teeth spaces per guadrant - mited to four quadrants per
Treatment Plan

D281 Osseous surgery (including evaluation of a full thickness flap and closure) - one to three
conbguous teeth or bounded teeth spaces per guadrant

D4283  Bone replacement graft - first site in quadrant

D4284  Bone replacement graft - each additional site in quadrant

04285  Biologic materals to aid in soft and osseous tissue regeneration

D4286  Guided tissue regeneration - resorbable bamier, per site

D427  Guided tissue regeneration - nonresorbable barrier, per site (includes membrane removal)

D4288  Surgical revision procedure, per tooth

04270  Pedicle soft issue graft procedure

D4273  Subepithelial connective tissue graft procedures, per tooth

D4274  Distal or proximal wedge procedure (when not performed in conjunction with surgical
procedures in s=ame anatomical area)

D4275  Soft tissue allograft

D4276  Combined connective tissue and double pedicle graft, per tooth

D4277  Free soft tissue graft procedure (inchuding donor site surgery), first tooth or edentulous tooth
position in graft

D4278  Free soft tissue graft procedure (inchuding donor site surgery), each additional contiguous tooth
or edentulous tooth position in same graft site
Other Periodontal Services

D341 Perniedontal scaling and root planing - four or more teeth per quadrant - limited o four
quadrants per Treatment Plan

04342  Penodontal scaling and raot planing - one to three teeth, per quadrant

D4355  Full-mouth debridement to enable comprehensive periodontal evaluation and diagnosis
{limited to 6 months from cleaning. or 12 months from any other pericdontal senvices,
whichever is later)

D431 Localized delivery of antimicrobial agents via a controlled release vehide into diseased
crevicular tissue, per tooth, by report

04310  Penodontal mantenance; no benefit if performed within three months of pericdontal surgery

04820  Unscheduled dressing change (by someone other than freating Dentist)

Daart Odontoplasty, one to two teeth; includes removal of enamel projections (only in conjunction
with active periodontal reatment)
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Adjustment to Dentures - Separate benefits are allowed only after six months following
installabion of denture

05410  Adjust complete denture - maxillary

DE411 Adpust complete denture - mandibular

DE421 Adpust partial denture - maxdlary

05422  Adpust partial denture - mandibular
Repairs to Complete Dentures - Separate benefits are allowed only after six months
following installation of denture

05510  Repair broken complete denture base

05520  Replace missing or broken tooth - complete denture (each tooth)
Repairs to Partial Dentures

05810  Repair resin denture base

05320  Repair cast framework

05330  Repair or replace broken clasp

D5840  Replace broken teeth - per tooth
Denture Rebase Procedures - Separate benefits for rebase are allowed only after six months
following installation of dentures. or partials

D5710  Rebase complete maxllary denture

D5711 Rebase complete mandibular denture

D5720  Rebase maxillary partial denture

D572 Rebase mandibular partial denture
Denture Reline Procedures - Separate benefits for relines are allowed only after s months
following installation of dentures and partials

D5730  Reline complete maxillary denture (charside)

D573 Reline complete mandibular denture (chairside)

D5740  Reline maxllary partial denture (chairside)

D5741 Reline mandibwdar partial denture {charside)

D5750  Reline complete maxillary denture (laboratory)

D5751 Reline complete mandibular denture (laboratony)

D5780  Reline maxllary partial denture (laboratory)

D578l Reline mandibwdar partial denture {laboratory)
Other Fixed Partial Denture Service

Da930  Recement or rebond fixed partial denture
Extractions

D711 Extraction, coronal remnants - deciduous tooth

D7140  Extraction, erupted tooth or exposed root (elevation and/or forceps remowal)
Surgical Extractions

07210  Surgical removal of erupted tooth reguiring elevation of mucoperiosteal flap and removal of
bone andior section of tooth

D7250  Surgical removal of residual tooth roots (cutting procedure)

D7251 Coronectomy - intentional partial tooth removal - only in conjunction with impacted tooth.
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Other Surgical Procedures

D7280  Oroantral fistula closwre

D281 Primary clesure of a sinus perforation

D7270  Tooth remmplantation andor stabilization of accidentally evulsed or displaced tooth

07280  Surgical access of an unerupted tooth

07282  Mobilization of erupted or malpositioned tooth to aid enuption

07233  Placement of device to facilitate eruption of mpacted tooth
Alveoloplasty - Surgical Preparation of Ridge for Dentures

D7310  Alvecloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant

o731 Alvecloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant

07320  Alvecloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per
quadrant

D73zt Alveoloplasty mot in conjunction with extractions - one to three teeth or tooth spaces, per
quadrant
Vestibuloplasty

07340  Vestibuloplasty - ndge extension (secondary epithelialization)

07350  Vestibuloplasty - ridge extension (including soft tissue grafts, muscle reattachment, revision of
soft issue attachment, and management of hypertrophied and hyperplastic tissue)
Surgical Excision of Reactive Inflammatory Lesions

D7410  Excision of benign lesion up to 125 cm
Removal of Tumors, Cysts, and Neoplasms

D7411 Excision of benign lesion up to 125 cm

07412  Excision of benign lesion, complicated

D7413  Excision of malignant lesion up to 1.25 cm

D7414  Excision of mahgnant lesion greater than 1.25 em

D7415  Excision of malignant lesion, complicated

D7440  Excision of malignant tumor - lesion diameter up to 125 cm

D7441 Excision of malignant tumor - lesion diameter greater than 1.25 cm

D7450  Removal of benign cdontogenic cyst or tumor - lesion diameter up to 1.25 cm

D7451 Removal of benign cdontogenic cyst or tumaor - lesion diameter greater than 1.25 em

D7460  Remowval of benign nonodontogenic cyst or tumor - lesion diameter up to 1.25 em

D741 Removal of benign nonodontogenic cyst or turnor - lesion diameter greater than 1.25 cm

D7465  Destruction of lesion(s) by physical or chemical method, by report
Excision of Bone Tissue

D7471 Removal of lateral exostosis (maxilla or mandible)

D7472  Remowval of tones palatinus

D7472  Removal of tores mandibularis

D7480  Partial ostectomy (guttering or sacerization)

D7485  Surgical reduction of osseous tuberosity

D7490 Radical resection of maxilla or mandible

07972  Swgical reduction of fibrous tubsrosity
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Surgical Incision

D7510  Incision and drainage of abscess - infraoral soft tissue

D7a11 Incision and drainage of abscess - intraoral soft fissue - comphicated (includes drainage of
multiple fascial spaces)

07520  Incision and drainage of abscess - extracral soft tissue

D7a21 Incision and drainage of abscess - extracral soft tissue - complicated (includes drainage of
multiple fascial spaces)

07530  Removal of foreign body from mucosa, skin, or subcutanecus aleeolar tissue

07540  Removal of reaction-producing foreign bodies - musculoskeletal system

07550  Partial ostectomy'sequestrectomy for removal of non-vital bone

07580  Madlary sinusotomy for remowal of tooth fragment or foreign body
Repair and Suturing

D710  Suture of recent small wound up to 5 cm

D711 Complicated subure - up to 5 ecm

D712  Complicated suture - greater than 5 cm
Other Repair Procedures

D7a21 Caollection and application of autologous blood concentrate product

DO7951 Sinus augmentation with bone or bene substitutes (altemate benefit may apply)

07952  Sinus augmentation via a vertical approach

D7960  Frenulectomy (frenectomy or frenotomy) - separate procedure

D7963  Frenuloplasty

D7970  Excision of hyperplastic tissue - per arch

D7aTi Excision of pericoronal gingiva

D7980  Sialolithotomy

D7983  Closure of salivary fistula
Anesthesia

D9210  Local anesthesia not in conjunction with restorative or surgical procedures

Daz2ii Regional block anesthesia (only with restorative or surgical procedures)

D9215  Local anesthesia (only with restorative or surgical procedures)

028212  Evaluation for deep sedation or general anesthesia

D9220  Deep sedationigeneral anesthesia - first 30 mnutes when Medically Necessary

Da221 Dieep sedationigeneral anesthesia - each additional 15 minutes when Medically Necessary

Da241 Intravenous moderate (conscious) sedation/analgesia - first 30 minutes when Medically
Mecessary

D9242  Intrawenous moderate (conscious) sedation/analgesia - each additonal 15 minutes when
Medically Mecessary

D9248  Mon-intravencus moderate (conscious) sedation when Medically Necessary
Drugs

D2810  Therapeutic parenteral drug, single administration

Dag3d Injections of antibiotic drugs
Miscellaneous Services

02930  Treatment of complications (post-surgical) - unusual circumstances, by report

Dot Cleaning and inspection of a rermovable appliance
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COVERED EXPENSES - MAJOR SERVICES

Major Restorative Dentistry — Inlays/onlays, crowns and octher restorative senvices are covered only
when necessitated by decay or traumatic Injury. The altemate benefit of a filing may be applied if there is
naot encugh evidence to support major decay or traumatic Injury. Replacement of these items is limited to
once every 5 years. This lmitation is not applicable if treatment is the result of Accidental Dental Injury.
The altemate benefit of a prefabncated (temporary) crown is allowed for all Covered Persons under age

12.
InlayiCnlay Restorations
02410  Gold foil - one surface (altemate benefit will apply)
02420  Gold foil - two surfaces (altemate benefit will apply)
02430  Gold foil - three surfaces (altemate benefit will apply)
02510  Inlay - metallic - one surface
02520  Inlay - metallic - two surfaces
02530  Inlay - metallic - three or more swrfaces
02542  Onlay - metallic - two surfaces
02543  Onlay - metallic - three surfaces
D2544  Onlay - metallic - four or more surfaces
02810  Inlay - porcelamfceramic - one swrface (alternate benefit may apoly)
02820  Inlay - porcelamiceramic - two swrfaces (altemate benefit may apply)
D2830  Inlay - porcelamfceramic - twee or more surfaces (altemate benefit may apply)
D2842  Onlay - porcelain/ceramic - two surfaces (altermate benefit may apply)
02843  Onlay - porcelain/ceramic - three surfaces (alternate benefit may apply)
D2844  Onlay - porcelain/ceramic - four or more surfaces (altemate benefit may apply)
02850  Inlay - resin-based composite - one surface
D2a851 Inlay - resin-based composite- two surfaces
D2852  Inlay - resin-based composite - three or more surfaces
D2882  Onlay - resin-based composite - two surfaces (alternate benefit may apply)
02883  Onlay - resin-based composite - three surfaces (alternate benefit may apply)
D2884  Onlay - resin-based composite - four or more surfaces (aliemate benefit may apply)
Crowns
02710  Crown - resin-based composite (indirect)
D2712  Crown - 34 resin-based composite (indirect)
D2720  Crown - resin with high noble metal {alternate benefit may apply)
D2721 Crown - resin with predominantly base metal (altemate benefit may apply)
D2722  Crown - resin with noble metal (alternate benefit may apply)
02740  Crown - porcelain/ceramic substrate (alternate benefit may apply)
02750  Crown - porcelain fused to high noble metal (altemate benefit may apply)
D2751 Crown - porcelain fused to predominantly base metal (altemate benefit may apply)
D2752  Crown - porcelain fused to noble metal (alternate benefit may apply)
D2780  Crown - 34 cast high noble metal
D2val Crown - 34 cast predominantly base metal
D278z Crown - 34 cast noble metal
02783  Crown - 34 porcelain/ceramic
02790  Crown - full cast high noble metal
D271 Crown - full cast predominantly base metal
D2r82  Crown - full cast noble metal
02734  Crown - titanium
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Other Restorative Services

02929  Prefabneated porcelainfceramic crown - primary tooth

02952  Postand core in addition to crown, indirectly fabricated

02853  Each additional indwectly fabricated post - same tooth

02954  Prefabncated post and core in addition to crown

D2957  Each additional prefabncated post - same tooth

02980  Labial veneer (laminate) - chairside

D201 Labial veneer (resin laminate) - laboratory

02982  Labial veneer (porcelain laminate) - laboratory

02971 Additional procedures to construct new crown under existing partial denture framework
02975  Coping

02880  Crown repair. necessitated by restorative material fadure. by report
029381 Inlay repair necessitated by restorative matenal failure

D2882  Onlay repair necessitated by restorative material falure

02883  Venser repair necessitated by restorative matenal failure

02990  Resin infiltration of incipient smooth surface lesions

Dentures and Partials - Covered charges for dentures and partial dentures include temporary
appliances within 12 months of installation and adpestments and relines within @ months of installation.
Specialized technigues and charactenzations are not covered. This benefit is limited to space
maintainers for all Covered Persons under age 16. Replacement of these services is Bmited to once
every five years. This limitation is not applicable if treatment is the result of Accidental Dental Injury. An
alternate bensfit may apply f necessary replacement is performed within every five years of installation of
the previous appliance.

Complete Dentures

D5110  Complete denture - maxillary
05120  Complete denture - mandibular
05130  Immediate denture - maxillary
05140 Immediate denture - mandibular

Partial Dentures (including any conventional clasps, rests. and teeth)

D5211 Maxilary partial denture - resin base (including any conventional clasps, rests, and teeth)

D5212  Mandibular partial denture - resin base (incheding any conventional clasps, rests, and testh)

05213  Mazillary partial denture - cast metal framework with resin denture bases (including any
conventional casps. rests, and teeth)

D5214  Mandibular partial denture - cast metal framework with resin denture bases (including any
conventional casps. rests, and teeth)

D5225  Mazxillary partial denture - fiexible base (including any clasps, rests, and teeth)

D5226  Mandibular partial denture - flexible base (including any clasps, rests, and testh)

D5281 Removable wnilateral partial denture — one-piece cast metal (including clasps and teeth)

Repairs to Partial Dentures

D5350  Add tooth to existing partial denture
D5360  Add clasp to existing partial denture

Other Prosthodontic Services

05870  Replace all teeth and acrylic on cast metal framework (maxillary)
D5a71 Replace all teeth and acrylic on cast metal framework {mandibular)
05810  Interim complete denture, maxillary

D511 Interim complete denture, mandibular

D5320  Interim partial denture, maxillary

D5a21 Interim partial denture, mandibular
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05350  Tissue conditioning, maxillary

D5351 Tissue conditioning, mandibular

05380  Owerdenture - complete, by report (altemate benefit will apply)

DE381 Cwerdenture - partial. by report (altemate benefit will apply)

DE935  Pediatric partial denture, fived (altemate benefit will apply)
Fixed Partial Denture Pontics - Replacement of fxed partial dentures is limited to once every
five years. This lmitation is not applicable if treatment is the result of Accidental Dental Injury.
If two or more teeth are missing in the same arch or two or more bridges are being performed
in the same arch, an alternate benefit of a partial denture may be applied. An alternate benefit
applies and is limited to space maintainers for all Covered Persons under age 16.

DE205  Pontic - indirect resin based composite (alternate benefit may apply)

DE210  Pontic - cast high noble metal (alternate benefit may apply)

DE211 Pontic - cast predominantly base metal (altemate benefit may apply)

DE212  Pontic - cast noble metal (altemate benefit may apply)

DE214  Pontic - Gtanum | aternate benefit may apply)

DE240  Pontic - porcelan fused to high noble metal {alternate benefit may apply)

DE241 Pontic - porcelain fused to predominantly base metal (altemate benefit may apply)

DE242  Pontic - porcelain fused to noble metal (altemate benefit may apply)

DE245  Pontic - porcelanfceramic (altemate benefit may apply)

DE250  Pontic - resin with high noble metal {altemate benefit may apply)

DE251 Pontic - resin with predominantly base metal (alternate benefit may apply)

DE252  Pontic - resin with noble metal (altemnate benefit may apply)

DE253  Provisional pontic further treatment or completion of diagnosis necessary prior to final
impression
Fixed Partial Denture Retainers - Replacement of fixed partial dentures is Emited to once
exery five years. This limitation is not applicable if treatment is the result of Accidental Dental
Injury. If two or more teeth are missing in the same arch or two or more bridges are being
performed in the same arch, an altemate benefit of a partial denture may be applied. An
altemnate benefit applies and is Bmited to a prefabricated (temporary) crown allowed for all
Covered Persons under age 16.

DE545  Retainer - cast metal for resin bonded fxed prosthesis

DE548  Retainer - porcelain/ceramic for resin bonded fixed prosthesis

DE542  Resin retainer — for resin bonded fved prosthesis

DE800  Inlay - porcelain/ceramic, two surfaces (altemate benefit may apply)

DEant Inlay - porcelain/ceramic, three or more surfaces (altemate benefit may apply)

DEE02  Inlay - cast high noble metal, two surfaces

DEE03  Inlay - cast high noble metal, three or more surfaces

Daand Inlay - cast predominantly base metal, two swrfaces

Dadds  Inlay - cast predominantly base metal, three or more surfaces

Dadldd  Inlay - cast noble metal, two surfaces

Dadd7  Inlay - cast noble metal, three or more surfaces

Ddd24  Inlay - titanim

DodlE  Onlay - porcelain'ceramic, two surfaces (allemate benefit may apply)

Dogl®  Onlay - porcelain'ceramic, three or more surfaces (altemate benefit may apply)

Dad1d  Onlay - cast high noble metal. two surfaces

Dad11 Omnlay - cast high noble metal, three or more surfaces

Dddiz  Onlay - cast predominantly base metal, two surfaces

DEd13  Onlay - cast predominantly base metal, three or more surfaces

Dad14  Onlay - cast noble metal, two surfaces

Dad1s  Onlay - cast noble metal, three or more surfaces

Dod34  Onlay - titanium

DE710  Crown - indirect resin based composite (alternate benefit may apply)

DE720  Crown - resin with high noble metal (alternate benefit may apply)

Dar2i Crown - resin with predominantly base metal (albernate benefit may apply)

DE722  Crown - resin with noble metal (altemate benefit may apply)
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DE740  Crown - porcelaniceramic (albemate benefit may apply)

DE750  Crown - porcelan fused to high noble metal {alternate benefit may apply)

Darst Crown - porcelain fused to predominantly base metal (altemate benefit may apply)

D752  Crown - porcelain fused to noble metal (altemate benefit may apply)

DE7ad  Crown - 34 cast high noble metal

Darat Crown - 34 cast predominantly base metal

Dava2  Crown - 34 cast noble metal

D@73  Crown - 34 porcelain/ceramic (alternate benefit may apply)

Da730  Crown - full cast high noble metal

Darat Crown - full cast predominantly base metal

Daraz Crown - full cast noble metal

DE733  Provisional retainer crown — further treatment or completion of diagnosis necessary prior to
final impression

Daro4 Crown - titamium
Other Fixed Partial Denture Services - Replacement of fixed partial dentures is limited to
once every five years. This lmitation is not applicable if treatment is the result of Accidental
Dental Injury.

Dad4d  Stress breaker (only with allowable appliance)

D930  Fixed partial denture repair, by report necessitated by restorative material failure

D9120  Fixed partial denture sectioning
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ORTHODONTIC BENEFITS PROVISION

The Plan will pay Covered Expenses for Orthodontic Procedures. This benefit is subject to Medical
Mecessity and all other Plan provisions. Benefits are based on the Usual and Customary charge or the
maximum fee scheduls.

With respect o each Covered Person, the Lifeime Maximum Benefit payable under this Provision for all
covered orthodontic expenses will not exceed the orthodontic Maximum Benefit shown in the Schedule of
Benefits.

ORTHODONTIC PROCEDURE

Orthodontic Procedure means movement of teeth by means of active appliances to correct the position
of maloccluded or malpositioned teeth. Orthodontic Procedure includes minor treatment to control
harmful habits and diagnostic services (casts, consultations, exams, x-rays. and related photos taken by
the Dentist).

ORTHODOMNTIC TREATMENT PLAN

The Treatment Plan is a Dentist's report, on a form satisfactory to the Plan, that:

. Prowides a classification of the malocclusion;

. Recommends and describes necessary treatment by Orthodontic Procedures;

. Estimates the duration over which treatment will be completed:

. Estimates the total charge for such treatment; and

. Is accompanied by cephalometnc x-rays, study models, and such other supporting evidence as the
Plan may reasonably require.

COVERED ORTHODONTIC EXPENSES

In arder to be payable, orthodentic treatment must be needed for one or more of the following conditions:
- Owerbite or overjet of at least four millmeters; or

. Upper and lower arches in either profrusive or retrusive relation of at least one cusp; or

. Cross-bite; or

. An arch length difference of more than four millimeters in either the upper or lower arch_
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COVERED EXPENSES - ORTHODONTIC

Clinical Oral Evaluations

00120  Pernodic oral evaluation (performed in conjunction with orthodontic treatment)

D0150  Comprehensive oral evaleation - new or established patient (perfformed in conjunction with
orthodontic reatment)

00170 Reevaluation - limited. problem-focwsed (established patient; not post-operative visit)
[performed in conjunction with orthodontic treatment)

00180  Comprehensive periodontal evaluation - new or established patient (performed in conjunction
with orthodontic freatment)
Radicgraphs/Diagnostic Imaging

00210 Intracral - complete series of radiographic images (ncluding bitewings) (a full-mouth series
includes 4 bitewings and 12 or more penapical x-rays) (performed n conjunction with
orthodontic reatment)

00330  Panoramic radicgraphic image, including bitewings and periapicals f necessary - (performed in
conjunction with erthodontic reatment)

00340  Cephabometric radiographic image

00350  Oralfacial images (includes infraoral and extracral images) (performed in conjunction with
orthodontic freatment)
Tests and Laboratory Examinations

DD470  Diagnostic casts (performed in conjunction with orthodontic treatment)
Other Surgical Procedures

D721 Transseptal fiberotomy, supra crestal fiberotomy, by report
Limited Orthodontic Treatment

DBOMD  Limited orthodontic treatment of the primary dentition

DB020  Limited orthodontic treatment of the transitional dentition

DB030  Limited orthodontic treatment of the adolescent dentition

DE04D0  Limited orthodontic treatment of the adult dentition
Interceptive Orthodontic Treatment

DBO050  Interceptive orthodontic reatment of the primary dentition

D308l  Interceptive orthodontic treatment of the transitional dentition
Comprehensive Orthodontic Treatment

03070  Comprehensive orthodontic treatment of the transitional dentition

03080  Comprehensive orthodontic treatment of the adolescent dentition

03090  Comprehensive arthodontic treatment of the adult dentition
Minor Treatment to Control Harmful Habits

08210  Removable appliance therapy (performed in conjunction with orthodentic treatment)

08220  Fixed appliance therapy (performed in conjunction with orthodontc treatment)
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Other Orthodontic Services
DBE80  Pre-orthodontic treatment examination to monitor growth and development
DBETD  Periodic orthodontic treatment visit
Dedad  Orthodontic retention (removal of appliances, construction and placement of retainer{s})
Dagad  Orthodontic treatment (alternative billing to a confract fee)
Daaat Repair of orthodontic appliance
03832  Replacement of lost or broken retainer (limited to replacement of broken retainer)
D3g92  Recement or rebond fixed retainers
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COORDINATION OF BENEFITS

Coordination of Benefits (COB) applies whenever a Cowered Person has dental coverage under more
than one Plan, as defined below. i does not, howsver, apply to prescription benefits. The pupose of
coordnating benefits is to help Covered Persons pay for Covered Expenses, but not to result i total
benefits that are greater than the Covered Expenses Incumed.

The order of benefit determination rules below determine which plan will pay first (i.e., which is the
Prmary Plan). The Primary Plan pays without regard to the possibility that another plan may cover some
expenses. A Secondary Plan pays for Covered Expenses after the Primary Plan has processed the
claim, and will reduce the benefits it pays so that the total payment between the Primary Plan and the
Secondary Plan does not exceed the Covered Expenses Incurred. Up to total of 100% of charges
Incurred may be paid between the plans.

The Plan will coordinate benefits with the following types of medical or dental plans:

Group dental plans, whether insured or self-insured.

Group health plans, whether insured or self-insured.

Specified disease policies.

Foreign policies.

Medical coverage related to dental care under group or individual automcbile policies. See the
order of benefit determination rules (below) for details.

. Medicare or other govemmental benefits, as permitied by law. not incleding Medicaid. See below.

" & & & &

However, coordinate benefits with individual health or dental plans.

Each contract for coverage is considered a separate plan. If a plan has two parts and COB rules apply to
only one of the two parts, each of the parts is treated as a separate plan. K a plan provides benefits in the
form of services rather than cash payments, the reasonable cash value of each service rendered will be
considered an allowable expense and a benefit paid.

When this Plan is secondary, and when not in conflict with a network contract requiring otherwise,
cowvered charges will not mchude any amount that is not payable under the pimary plan as a result of a
contract between the primary plan and a provider of senvice in which such provider agrees to accept a
reduced payment and not to bill the Covered Person for the difference between the provider's contracted
amaount and the provider's regular billed charge.

ORDER OF BENEFIT DETERMIMNATION RULES
The first of the following rules that apply to a Covered Person’s situation is the rule that will apply.
. The plan that has no coordination of benefits provision is considered primary.

. When medical payments related to dental care are available under motor wehicle msurance
(including no-fault policies). this Plan will always be considered secondary regardless of the
mdividual's election under Personal Injury Protection (PIP) coverage with the auto camier.

. If an individual is cowered under one plan as a Dependent and another plan as an Employee,
member, or subscriber, the plan that covers the person as an Employes, member, or subscriber
(that is. other than as a Dependent) is considered primary. The Primary Plan must pay benefits
without regard to the possibility that another plan may cover some expenses. This Plan will deem
any Employee plan beneficiary to be eligible for primary benefits from his or her employer's benefit

plan.
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The plan that covers a person as a Dependent (or beneficiary under ERISA) is generally
secondary. The plan that covers a person as a Dependent is primary only when both plans agree
that COBRA or state continuation coverage should always pay secondary when the person who
elected COBRA is covered by another plan as a Dependent  See confinuation coverage below.

If an individual is cowered under a spouse’s Plan and also under his or her parent’s plan, the
Primary Plan is the plan of the individual's spouse. The plan of the individual's parent(s) is the
Secondary Plan.

If ene or more plans cover the same person as a Dependent Child:
S The Primary Plan is the plan of the parent whose birthday is earlier in the year if:

- The parents are marmied; or

- The parents are not separated (whether or not they have been mamied); or

- A court decnes awards joint custody without specifying that one party has the
responsibility to provide dental care coverage.

If both parents have the same birthday, the plan that has covered either of the parents the

longest is primary.

E If the specific terms of a court decree state that one of the parents is responsible for the
Child's dental care expenses or dental care cowerage and the plan of that parent has actual
knowledge of those terms, that plan is primary. This rule applies to claim determination
periods or plan years starting afier the plan is given notice of the court decree.

S If the parents are not mamied and reside separately. or are divorced or legally separated
{whether or not they have ever been married), the order of benefits is:

- The plan of the custodial parent;

- The plan of the spouse of the custodial parent;

- The plan of the nen-custodial parent; and then

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

Active or Inactive Employee: If an individual is covered under one plan as an active employee (or
Dependent of an active employee), and is also covered under another plan as a retired or laid-off
employee (or Dependent of an active or laid-off employee), the plan that covers the person as an

active employee (or Dependent of an active employee) will be prmary. This rule does not apply if
the rule in the third paragraph {above) can determine the order of benefits. i the other plan does

not have this rule, this rule is ignored.

Continuation Coverage Under COBRA or State Law: K a person has elected continuation of
cowerage under COBRA or state law, and also has coverage under ancther plan, the continuation
cowerage is secondary. This is true even if the person is enrolled in ancther plan as a Dependent.

If the two plans do not agree on the order of benefits, this nule s ignored. This rule does not apply if
one of the first four bullets above applies.

Longer or Shorter Length of Coverage: The plan that has covered the person as an employes,
member, subscriber, or retiree the longest is prmary.

If an active employee is on leave due to active duty in the military in excess of 30 days. the plan
that covers the person as an active employee, member, or subscrber is considered primary.

If the abowe ndes do not determine the Primary Plan, the Covered Expenses may be shared
equally between the plans. This Plan will not pay more than it would have paid had it been primary.
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TRICARE

In all mstances where an eligible Employee is also a TRICARE beneficiary, TRICARE will pay secondary
to this employer-provided Plan.

RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION

Certain facts about dental care coverage and services are needed to apply these COB ndes and to
determine benefits payable under this Plan and other plans. The Plan may obtan the information it
needs from or provide such information to other organizations or persons for the purpose of applying
those rules and determining benefits payable wnder this Plan and other plans covering the person
claiming benefits. The Plan need not tell. or obtain the consent of, any person to do this. Howewer, if the
Plan needs assistance in obtaming the necessary information, each person daming benefits under this
Plan must provide the Plan any information it needs to apply those rules and determine benefits payable.

REIMBURSEMENT T THIRD PARTY ORGANIZATION

A payment made under another plan may include an amount that should have been paid under this Plan.
If it does, the Plan may pay that amount to the organization that made that payment. That amount will
then be treated as if it were a benefit paid under this Flan. The Flan will not have to pay that ameunt
again.

RIGHT OF RECOVERY

If the amount of the payments made by the Plan is more than the Plan should have paid wnder this COB
provision, the Plan may recover the excess from one or mare of the persons it paid or for whom the Plan
has paid. or from any other person or crganization that may be responsible for the benefits or services
prowvided for the Covered Person.
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RIGHT OF SUBROGATION, REIMEURSEMENT AND OFFSET

The Plan has a right to subrogation and reimbursement. References to *You™ or *Your” in this Right of
Subrogation. Reimbwsement, and Offset secton nclude You, Your estate, Your heirs, and Youwr
beneficianes unless otherwise stated.

Subrogation applies when the Plan has paid benefits on Your behalf for an liness or Injury for which any
third party is allegedly responsible. The right to subrogation means that the Plan s substituted to and will
succeed o any and all legal claims that You may be entitled to pursue aganst any third party for the
benefits that the Plan has paid that are related to the lliness or Injury for which any thind party is
considered responsible.

The right to reimbursement means that i it is alleged that any third party caused or is responsible for an
lliness or Injury for which You receive a seftlement. judgment, or other recovery from any third party, You
must use those proceeds to fully retum to the Plan 100% of any benefits You receive for that Ilness or
Injury. The right of reimbwrsement will apply to any benefits received at any time wntil the rights are
extinguished, resolved, or waived in writing.

The following persons and enfities are considered third parties:

. A person or entity alleged to have caused You to suffer an lllness. Injury, or damages, or who is
legally responsible for the lliness, Injury. or damages.

. Any insurer or other ndemnifier of any person or entity alleged to have caused or who caused the
liness, Inpury, or damages.

. The Plan Sponsor in a Workers” Compensation case or other matter alleging Eability.

. Any person or entity whe is or may be obigated to provide benefits or payments to You, including
benefits or payments for underinsured or uninsured motorist protection, no-fault or traditional auto
msurance, medical payment coverage (auto, homeowners', or otherwise ), Workers' Compensation
cowerage, other insurance camiers, or third party administrators.

. Any person or entity against whom You may have any claim for professional andfor legal
malpractice ansing out of or connected to an liness or Injury You allege or could have alleged were

the responsibility of any third party.
. Any person or entity that is liable for payment to You on any equitable or legal liability theory.
You agree as follows:

. You will cooperate with the Plan in protecting the Plan’s legal and equitable nghts to subrogation
and reimbursement in a timely manner, including, but not Bmited to:

S Notifying the Plan, in writing, of any potential legal claim{s) You may hawe against any thind
party for acts that caused benefits to be paid or become payable.

E Providing any relevant information requested by the Plan.

kS Signing and/'or delivering such documents as the Plan or our agents reasonably request to
secure the subrogation and reimbursement claim.

ks Responding to requests for information about any accident or Injuries.

kS Making court appearances.

ke Obtaining our consent or our agents’ consent before releasing any party from liabifity or
payment of medical expenses.

E Complying with the terms of this secton.
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‘founr failure to cooperate with the Plan is considered a breach of contract. As such, the Plan has the right
to terminate or deny future benefits, take legal action against You, andior set off from any future benefits
the value of benefits the Plan has paid relating to any Biness or Inpury alleged to have been caused or
caused by any third party to the extent not recovered by the Plan due to You or Your representative not
cooperating with the Plan. I the Plan incurs attorneys’ fees and costs in order to collect third party
setlement funds held by You or Your representative, the Plan has the right to recover those fees and
costs from You. You will also be required to pay interest on any amounts You hold that should have been
returned to the Plan.

. The Plan has a first prierity night to receive payment on any claim against a third party before You
receive payment from that third party. Further, our first pricrity right to payment is superior to any
and all claims, debts, or bens asserted by any medical providers, including, but not limited to,
Hospitals or Emergency treatment faciliies, that assert a right to payment from funds payable from
or recovered from an allegedly responsible third party andior insurance camier.

. The Plan’s subrogation and reimburserment nghts apply to full and partial setlements, judgments,
or other recoveries paid or payable to You, Your representative, Your estate, Your heirs, or Your
beneficianes, no matter how those proceeds are captioned or characterized. Payments include, but
are not limited to, economic, non-sconomic, pecimiary, consortium, and punitve damages. The
Plan is not required to help You to pursue Your claim for damages or personal Injuries and no
amount of associated costs, including attorneys’ fees, will be deducted from our recovery without
the Plan's express written consent. No so-called “fund doctrine”™ or "common-fund doctrine” or
“attomey's fund doctrine” will defeat this night.

. Regardless of whether You have been fully compensated or made whole, the Plan may collect from
You the proceeds of any full or partial recovery that You or Your legal representative obtain,
whether in the form of a settlement (either before or after any determination of liabdity) or pudgment,
no matter how those proceeds are captioned or characterized. Proceeds from which the Plan may
collect include, but are not limited to, econemic, non-economic, and punitive damages. No
“collateral source” rule, any “made-whole doctrine” or *make-whole doctrine,” claim of unjust
enrichment, nor any other equitable limitation will Bmit our subrogation and reimbursement rights.

. Benefits paid by the Plan may also be considered to be benefits advanced.

. If ¥ou receive any payment frem any party as a result of Bness or Inpry, and the Plan alleges
some or all of these funds are due and owed to the Plan, You andlor Your representative will hold
those funds in trust, either in a separate bank accownt in Your name or in Youwr representative’s
frust account.

. By participating in and accepting benefits from the Plan, You agree that:

kS Any amounts recovered by You from any third party constitute Plan assets (to the extent of
the amount of Plan benefits provided on behalf of the Covered Person);

¥ You and Your representative will be fiduciaries of the Plan (within the meaning of ERISA) with
respect to such amounts; and

S You will be liable for and agree to pay any costs and fees (including reasonable attorneys
fees) Incurred by the Plan to enforce its reimbursement nghts.

. The Plan’s rights to recovery will not be reduced due to Your own negligence.

. Upon the Plan's request. You will assign o the Plan all rights of recovery against third parties, to
the extent of the Cowered Expenses the Plan has paid for the lliness or Injury.
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. The Plan may, at its option. take necessary and appropriate action to preserve the Plan's rights
under these prowisions, including, but not mited to, providing or exchanging medical payment
information with an insurer. the insurer's legal representative, or other third party; filling an ERIZA
reimbursement lawsuit to recover the full amownt of medical benefits You receive for the liness or
Injury out of any settlement, judgment. or other recovery from any third party considered
responsible; and filing suit in Your name or Your estate’s name, which does not obligate the Plan in
any way to pay You part of any recovery the Plan might obtain. Any ERISA rembursement lawsuit
stemming from a refusal to refund benefits as required under the terms of the Plan is governed by a
six-year statute of limitations.

. You may not accept any settlement that does not fully reimburse the Plan, without its written
approval.

. The Plan has the authority and discretion to resolve all disputes regarding the interpretation of the
language stated herein.

. In the case of Your death, giving rise to any wrongful death or survival cdaim, the provisions of this
section apply to Your estate, the personal representative of Your estate, and Your heirs or
beneficianes. In the case of Your death, the Plan's nght of reimbursement and right of subrogation
will apply if a claim can be brought on behalf of You or Your estate that can include a claim for past
medical expenses or damages. The obligation te reimburse the Plan is not extinguished by a
refease of clams or setlement agreement of any kind.

. N allocation of damages, sefflernent funds, or any other recovery, by You, Your estate, the
personal representative of Your estate, Your heirs, Your beneficiaries, or any other person or
party will be valid i it does not reimburse the Plan for 100% of its interest unless the Plan
provides written consent to the allocation.

. The prowisions of this section apply to the parents, guardian, or other representative of a
Dependent Child who incurs an Bness or Injury caused by any third party. I a parent or guardian
may bring a claim for damages arising out of a minor's liness or Injury, the terms of this
subrogation and reimbursement cause will apply to that claim.

. If any third party causes or is alleged to have caused You to suffer an liness or Injury while You are
cowered under this Plan, the provisions of this section continue to apply. even after You are no
longer covered.

. In the ewent that You do not abide by the terms of the Plan pertaining to remmbursement, the Plan
may terminate benefits o You, Your Dependents, or the subscriber; deny future benefits; take legal
action against You; and/or set off from any futwre benefits the value of benefits the Plan has paid
redating to any liness or Injury alleged to have been caused or caused by any thind party to the
extent not recovened by the Plan due to Your failure to abide by the terms of the Plan. I the Plan
mcurs attormeys’ fees and costs in order to collect third party settlement funds held by You or Your
representative. the Plan has the right to recover those fees and costs from You. You will also be
required to pay inberest on any amounts You hold that should have been retumed to the Plan.

. The Plan and all administrators administering the terms and conditions of the Plan's subrogation
and rembursement rights have such powers and duties as are necessary to discharge its duties
and functions, incleding the exercise of its discretionary authority to (1) construe and enforce the
terms of the Plan’s subrogation and reimbursement nights and (2) make determinatons with respect
o the subrogation amounts and reimbursements owed to the Plan.

10-01-2014 -46- T&TD-02-412079

298



APPENDIX BB
(continued)

GEMERAL EXCLUSIONS

The Plan does not pay for expenses Incurred for the following, even if deemed to be Medically
Mecessary, unless otherwise stated below. The Plan does not apply exclusions to treatment Bisted in this
5PD as covered dental benefits based upen the source of the Inpary when the Plan has information that
the Injury is due o a medical condition (including both physical and mental health conditions) or domestic
violence.

1. Acts of War: |Bness or Injury caused or confributed to by mternational armed conflict. hostile acts of
foreign enemies, invasion, or war or acts of war, whether declared or undeclared.

2. Appointments Missed: Appointments the Cowered Person did not attend.
3. Athletic Mouth Guards.

4. Before Effective Date and After Termination: Services, supples. or expenses Incurred before
coverage begins or after coverage ends under this Plan.

5. Cosmetic: Services or treatment for cosmetic purposes as determined by the Plan, including, but not
limited to bleaching. This exclusion does not apply to Accidental Dental Injury or to orthodontic
SEMICEs.

g. Criminal Activity: liness or Injury resulting from taking part in the commission of an assault or
battery (or a similar crime against a person) or 3 felony in which the indvidual is charged.

7. Denture Duplication.

3. Duplicate Services and Charges or Inappropriate Billing ncluding the preparation of medical or
dental reports and itemized bills.

9. EmploymentWorkers” Compensation: An lliness or Injury arising out of or in the course of, any
employment for wage or profit, including self-employment. for which the Covered Person was or could
hawe been entited to benefits under any Workers” Compensation, U.5. Longshoremen and Harbor
Workers or other occupational disease legislation, policy, or contract where required by law.

10. Excess Charges: Charges or the portion thereof that are in excess of the Usual and Customary
charge. the Negotiated Rate, or the fee schedule.

11. Experimental or Investigational, or Unproven: Semvices, supplies, medicines, treatment. facilities,
or equipment that the Plan determines are Experimental, Investigational, or Unproven, including
administrative services associated with Expernmental, Investigational, or Unproven treatment.

12. Fractures: Treatment of fractures not including teeth or alveolar processes.

13. Implants and related sernvices.

14. Interest and Legal Fees.

15. Medications, whether prescription or over-the-counter, other than these administered while in the
Dentist's office as part of treatment.

18. Military: A military-related lBness of or Injury to a Covered Person on active military duty. unless
payment is kegally required.

17. Multiple Surgical and Periodontal Procedures in the same area. Benefits will be limited to the
miost extensive and inclusive procedure.
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Myofunctional Therapy.

Hot Medically Mecessary: Services, supplies, treatment. facilities, or eguipment that the Plan
determines are not Medically Necessary.

. Orthodontic Services, unless covered elsewhere in this document.

Orthognathic Surgery, unless covered elsewhere in this document.

. Professionally Recognized Standards: Procedures that are not necessary and that do not meet

professionally-recognized standards of care.

. Programs for oral hygiene or plague control.
. Replacement of lost, missing, or stolen appliances regardless of any other provision of this Plan.

. Self-Inflicted Injuries or lllnesses wnless due to medical conditions (physical or mental) or domestic

violence.

. Services At Mo Charge or Cost: Services for which the Covered Person would not be obligated to

pay in the absence of this Plan or that are available to the Covered Person at no cost, or for which the
Plan has no legal obligation to pay. except for care provided in a facility of the uniformed services as
per Title 32 of the National Defense code, or as required by [aw.

. Services Not Furnished By a Dentist or Dental Hygienist who is acting under a Dentist’s

supenvision and direction, except for x-rays ordered by a Dentist.

. Services Provided By a Close Relative. See the Glossary of Terms section of this SPD for a

definition of "Close Relative "

. Supplies for plague control or oral hygiene that can be purchased over-the-counter.

. Treatment for the purpose of altering wertical dimension, restoring occhusion, splinting, or replacing

tooth structure lost as a result of abrasion, atirition, or erosion, unless covered elsewhere in this
document.

Treatment of Disturbances of the temporomandibular joint, craniomandibwlar dysfunctions,
myofacial pain syndrome, or any cther disorder of the joint Enking the jaw to the skull and the
associated muscles. This exchusion also pertains to temporomandibular joint radiographs.

Benefits not specifically included in the Covered Expenses section of this document are
considered excluded.
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CLAIMS AND AFPEAL PROCEDURES

REASONABLE AND CONSISTENT CLAIMS PROCEDURES

The Plan's claims procedures are designed to ensure and wverify that claim determinations are made in
accordance with the Plan documents. The Plan provisions will be applied consistently with respect to
similarly siteated individuals.

PERSONAL REPRESENTATIVE

Personal Representative means a person (or provider) who may contact the Plan on the Covered
Person's behalf to help with claims, appeals or other benefit issues. A minor Dependent must have the
signature of a parent or Legal Guardian in order to appoint a third party as a Personal Representative.

If a Covered Person chooses to use a Personal Representative, the Cowered Person must submit proper
documentation to the Plan stating the following: the name of the Personal Representative, the date and
duration of the appointment. and any other pertinent information. In addition, the Cowvered Person must
agree to grant his or her Persenal Representative access to his or her Protected Health Information. The
Cowered Person should contact the Claims Administrator to obtain the proper forms. Al forms must be
signed by the Covered Person in order to be considered official.

PROCEDURES FOR SUBMITTING CLAIMS

Most providers will accept assignment and coordinate payment directly with the Plan on the Covered
Person's behalf. [f the provider will not aceept assignment or coordinate payment directly with the Plan,
the Coversd Person will need to send the claim to the Plan within the timelines outlined below in order to
receive reimburserment. The address for submitting medical claims s on the back of the group dental
identfication card.

A Covered Person who receives senvices in a country other than the United States is responsible for
ensuring the provider is paid. If the provider will not coordinate payment directly with the Plan, the
Cowered Person will need to pay the claim up front and then submit the claim to the Plan for
reimbursement The Plan will reimburse the Covered Persons for any covered amount in LS. currency.
The reimbursed amount will be based on the U.5. equivalency rate that is in effect on the date the
Cowered Person paid the claim, or on the date of service if the paid date is not known.

A complete claim must be submitted in writing and should include the following information:

. Cowered Person’sipatient’s |D number. name, sex. date of birth, Social Secunty number, address,
and relationship o Employee

Authorized signature from the Covered Person
Diagnosis

Date of senvice

Place of service

Procedures, senvices, or supplies (narrative description)
Charges for each listed service

Number of days or units

Patient's account number (if applicable)

Total billed charges

Provider's billing name, address, and telephone number
. Prowvider's Taxpayer |dentification Mumber (TIM)

- Signature of provider

. Billing provider

LI L I

LI
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. Any information on other insurance (if apphicable)

. Whether the patient's condition is related to employment, an auto accident, or another accident (if
applicable )

. Assignment of benefits (if applicable)

TIMELY FILING

Cowered Persons are responsible for ensuring that complete claims are submitted to the Third Party
Administrator as soon as possible after services are received, but no later than 12 months from the date
of service. I Medicare or Medicaid paid as prmary in emor. the timely filing requirerment may b=
increased to three years from the date of service. A Veteran's Adminstration hospital has six years from
the date of service to submit the claim. A complete claim means that the Plan has all of the information
that is necessary i order to process the claim. Clams received after the timely filing period will not be
allowed.

HOW DENTAL BENEFITS ARE CALCULATED

When UMR receives a claim for a senvice that has been provided to a Covered Person. it will determine i
the service is a covered benefit under this growp dental Plan. If the service is not a covered benefit, the
claim will be denied and the Covered Person will be responsible for paying the provider for these costs.
the service is a covered benefit. UMR will establish the allowable payment amount for that service, in
accordance with the provisions of this SPD.

Claims for covered benefits are paid according to an established fee schedule, according to a Negotiated
Rate for certain services, or as a percentage of the Usual and Customary fees.

Fee Schedule: Generally, a provider is paid the besser of the billed amount or the maximum fee schedule
for the particular covered service, minus any Deductible, Plan Participation rate, or penalties that the
Cowvered Person is responsible for paying. If a network contract is in place, the network contract
determines the Plan's allowable charge used in the calculation of the payable benefit.

Hegotiated Rate: On occasion, UMR will negotiate a payment rate with a provider for a particular
cowvered service. The Megotiated Rate is what the Plan will pay to the provider, minus any Deductible,
Plan Participation rate, or penalties that the Covered Person is responsible for paying. I a network
contract is in place. the network contract determines the Plan’s Megotiated Rate.

Usual And Customary (U&C) is the amount that is wsually charged by dental care providers i the same
geographical area (or greater area, if necessary) for the same services, treatment or materials. An
industry fee fie is used to determine AT fee allowances. The ULC level is at the 80th percentile of
MDR. As it relates to charges made by a network provider, the term “Usual and Customary” means the
Megotiated Rate as contractually agresed to by the provider and network (see above)

NOTIFICATION OF BENEFIT DETERMINATION

I a clamm is submitted by a Cowered Person or a provider on behalf of a Covered Person, the Covered
Person will receive an Explanation of Benefits (EQOB) form that will explain how much the Plan paid
toward the claim, and how much of the claim is the Covered Person’s responsibility due to cost-sharing
obligations, non-covered benefits, penalties, or other Plan provisions. Please check the information on
each EQB form fo make sure the services charged were actually received from the provider and that the
information appears to be cormect. i You have any gquestions or concems about the EQB form, call the
Plan at the number listed on the EOB form or on the back of the group dental identfication card. The
prowvider will receive a simiar form for each clam that is submitted.
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TIMELINES FOR INITIAL BENEFIT DETERMINATION

A claim is considered to be fied when the claim for benefits has been submitted to UMR for formal

consideration under the terms of this Plan.

CIRCUMSTANCES CAUSING LO55 OR DENIAL OF PLAN BENEFITS

Claims may be denied for any of the following reasons:

. Termination of Youwr employment.

. A Covered Person's boss of eligibdity for coverage under the dental Plan.

. Charges are Incumed prior to the Cowvered Person’s Effective Date or following termination of
CcOverage.

. A Covered Person reached the Maximum Benefit under this Plan.

. Amendment of the group dental Plan.

. Termination of the group dental Plan.

- The Employee. Dependent, or prowider did not respond to a request for additonal information
needed to process the claim or appeal.

. Application of Coordination of Benefits.

- Enforcement of subrogation.

. Services are not covered benefits under this Plan.

. Services are not considered Medically Mecessary.

. Misuse of the Plan identfication card or other fraud.

. Failure to pay premumms if required.

. The Employee or Dependent is responsible for charges due to Deductible. Plan Participation
obdigations, or penalties.

. Application of the Usual and Customary fee lmits, the fee schedule, or Megotiated Rates.

* Incomplete or inaccurate claim submission.

- Procedures are considered Expenmental, Investigational, or Unproven.

. Other reasons as stated elsewhere in this SPD.

ADVERSE BENEFIT DETERMINATION (DENIED CLAIMS)

Adverse Benefit Determination means a denial, reduction or termination of a benefit, or a failure to

prowvide or make payment, in whole or in part. for a benefit. |t also incledes any such denial, redwction,

termination, or failure to provide or make payment that is based on a determination that the Covered

Person is no konger eligible to parficipate in the Plan.

If a clamm is being denied in whole or in part. and the Covered Person will owe any amount to the

prowvider, the Covered Person will receive an initial claim denial notice, usually refemed to as an

Explanation of Benefits (EQOB) form, within the timelines described above. The EQB form will:

. Explain the specific reasons for the denial.

. Provide a specific reference to pertinent Plan provisions on which the denial was based.

. Provide a description of any matenial or information that is necessary for the Covered Person to
perfect the claim, along with an explanation of why such material or information is necessary, i
applicable.

. Provide appropriate information as to the steps the Covered Person can take to submit the claim for
appeal (review).

- If an internal rule or guideline was relied upon, or if the denial was based on Medical Mecessity or
Expermental, Investigational, or Unproven treatment. the Plan will notify the Covered Person of
that fact. The Covered Person has the night to request a copy of the rule/guideline or clinical critera
that were relied upon, and such information will be provided free of change.
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APPEALS PROCEDURE FOR ADVERSE BENEFIT DETERMINATIONS

If a Covered Person disagrees with the denial of a claim. the Cowered Person or his or her Personal
Representative may request that the Plan review its initial determination by submitting a written request to
the Plan as described below. An appeal filed by a provider on the Covered Person's behalf is not
considered an appeal under the Plan unless the provider is a Personal Representative.

First Level of Appeal: This is a mandatory appeal lewel. The Covered Person must exhaust the
following intermal procedures before taking any outside legal action.

. The Covered Person must fie the appeal within 180 days of the date he or she receved the EOB
form from the Plan showing that the claim was denied. The Plan will assume that the Covered
Person received the EQB form sexwen days after the Plan mailed the EQB form.

. The Covered Person or his or her Personal Representative will be allowed reasonable access to
review or copy pertment documents, at ne charge.

. The Covered Person may submit written comments, decuments, records, and other information
related to the cdaim to explain why he or she believes the denial should be owerburned. This
information showld be submitted at the same time the written request for a review s submitted.

. The Covered Person has the right to submit evidence that his or her claim s due to the existence of
a physical or mental medical condition or domestic wolence, under applicable federal
nondiscrimination rules.

. The review will take into account all comments, documents, records, and other information
submitted that relates to the claim. This will include comments, documents, records, and other
information that either were not submitted previously or were not considered in the initial benefit
decision. The review will be conducted by individuals who were not nwvolved in the anginal denial
decision, and are not under the supervision of the person who originally denied the claim.

. [f the benefit denial was based. in whole or in part, on a dental judgment, the Plan will consult with a
dental care professional with fraining and experience in the relevant dental field. This dental care
professional may not have been invalved in the onginal denial decision. and may not be supenvised
by the dental care professional who was involved. If the Plan has consulted with dental or
vocational experts in connection with the claim, these experts will be identified upon the Covered
Person's request, regardless of whether or not the Plan relies on ther advice in making any benefit
determinations.

. After the claim has been reviewed, the Covered Person will receive written notification letting him or
her know if the claim is being approved or denied. In the event of new or addibonal evidence, or
any new rationale relied upon dunng the appeal process in connection with a claim that is being
appealed, the Plan will automatically provide the relevant information to the Covered Person. The
notification will provide the Cowered Person with the information outlined under the “Adverse Benefit
Determination” section abowe. It will also notify the Covered Person of his or her right to fie suit
under ERISA after he or she has completed all mandatory appeal levels described in this SPD.

Second Level of Appeal: This is 3 voluntary appeal level. The Covered Person is not required to
follow this internal procedure before taking outside legal action.

. A Covered Person who is not satisfied with the decision following the first appeal has the nght to
appeal the denial a second time.

. The Cowered Person or his or her Personal Representative must sulbmit a written reguest for a
second review within 50 calendar days following the date he or she received the Plan’s decision
regarding the first appeal. The Plan will assume that the Covered Person received the
determination letter regarding the first appeal seven days after the Plan sent the determnation
letter.

. The Covered Person may submit written comments, decuments, records, and other pertinent
information to explain why he or she believes the denial should be overtumed. This information
should be submitted at the same time the written request for 3 second review is submitted.

. The Covered Person has the right to submit evidence that his or her claim s due to the existence of
a physical or mental medical condition or domestic wolence, under applicable federal
nondiscrimination rules.
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. The second review will take into account all comments, documents, records, and ether information
submitted that relates to the claim that either were not submitted previowsly or were not considersd
in the initial benefit decision. The review will be conducted by individuals who were not involved in
the original denial decision or the first appeal, and are not under the supervision of those
indmviduats.

. If the benefit denial was based. m whole or in part, on a dental pdgment, the Plan will consult with a
dental care professional with training and experience in the relevant dental field. This dental care
professional may not have been involved in the eriginal denial decision or first appeal, and may not
be supervised by the dental care professional who was involved. i the Plan has consulted with
dental or wecational experts in connection with the claim, these experts will be identified upon the
Covered Person's request. regardless of whether or not the Plan relies on their advice in making
any benefit determinations.

. After the claim has been reviewed, the Covered Person will receive written notification letting him or
her know if the claim is being approved or denied. In the event of new or addibonal evidence, or
any new rationale relied upon during the appeal process in connection with a claim that is being
appealed, the Plan will automatically provide the relevant information to the Covered Person. The
notification will provide the Cowered Person with the information outlined under the “Adverse Benefit
Determination” section abowe. It will also notify the Cowered Person of his or her right to fle suit
under ERISA after he or she has completed all mandatory appeal levels described in this SPD.

Regarding the above woluntary appeal level, the Plan agrees that any statutory limitations that are
applicable to pursuing the claim in court will be put on hold during the period of this voluntary appeal
process. The woluntary appeal process is available only after the Covered Person has followed the
mandatory appeal level as reguired abowe. This Plan also agrees that it will not charge the Covered
Person a fee for going through the volmtary appeal process, and it will not assert a falure to exhaust
administrative remedies if a Covered Person elects to pursue a claim in court before following this
voluntary appeal process. A Covered Person's decision about whether to submit a benefit dispute
through this voluntary appeal level will have no effect on his or her rights to any other benefits under the
Plan. If You have any gquestions regarding the voluntary level of appeal. including applicable rules. a
Cowered Person’s right to representation (i.e., to appoint a Personal Representative) or other details,
please contact the Plan. Refer to the Statement of ERISA Rights section of this SPD for detals on a
Cowered Person’s additional rights to challenge the benefit decision under section 502(a) of ERISA_

Appeals should be sent within the prescribed time period as stated above to the following
address|es):

Send dental appeals to:

UMR

CLAIMS APPEAL UNIT

PO BOX 30548

SALT LAKE CITY UT 84130-0548

TIME PERIODS FOR MAKING DECISIONS ON AFPEALS

After reviewing a claim that has been appealed. the Plan will notify the Covered Person of its decision
within the following timeframes, although Covered Persons may voluntariy extend these timelines. In
addition, if any new or additional evidence is relied upon or generated during the determination of the
appeal. the Plan will provide such evidence to You free of charge and sufficiently in advance of the due
date of the response to the Adverse Benefit Determination. If such evidence is received at a point in the
process where we are unable o provide You with a reasonable opportunity to respond prior to the end of
the period stated below, the time period will be tolled to allow You a reasonable opportunity to respond to
the new or additional evidence.

The temefines below will apply only to the mandatory appeal level. The voluntary appeal level will not be
subject to specific timelines.

Paost-Service Claim: Within a reasonable period of time, but no later than G0 calendar days after the Plan
recenes the request for review.
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RIGHT TO EXTERNAL REVIEW

If, after exhausting Your mtermnal appeals, You are not satisfied with the final determination, You may
choose to participate in the external review program. This program applies only if the adverse benefit
determination is based on:

. Clinical reasons;
. The exciusions for Expermental. Investigational, or Unproven Services: or
. Other requirements of applicable law.

This external review program offers an independent review process to review the denial of a requested
service or procedure (other than a pre-determination of benefits). or the denial of payment for a service or
procedure. The process is available at no charge to You after You have exhausted the appeals process
identified abowe and You receive a decision that is unfavorable, or if UMR or Your employer fails o
respond to Your appeal within the Bme lines stated above.

‘fou may request an independent review of the Adwerse Benefit Determination. Neither You nor UMR or
our employer will have an opportunity to meet with the reviewer or otherwise participate in the reviewer’s
decision. If You wish to pursue an external review, please send a written request to the following
address:

UMR

EXTERMAL REVIEW APFPEAL UNIT
PO BOX BD4B

WALISAL W 54402-8048

four written request should include: (1) Your specific request for an external review; (2) the Employes’s
name, address, and member |D number; (3} Your designated representative’s name and address, if
applicable; (4) a descrption of the service that was denied; and (5) any new, relevant mformation that
was not provided during the intemal appeal. You will be provided more information about the external
review process at the time we receive Your request.

Any requests for an independent review must be made within four months of the date You receive the
Adverse Benefit Determination. You or an authorized designated representative may request an
independent review by contacting the toll-free number on Your ID card or by sending a written request o
the address on Your |0 card.

The independent review will be performed by an mdependent physician, or by a physician who is qualified
to decide whether the requested service or procedure is a gualified expense wnder the Plan. The
Independent Review Organization {IRO) has been confracted by UMR and has no material affiliation or
interest with UMR or Your employer. UMR will choose the IRO based on a rotating list of approved IROs.

In certain cases, the independent review may be performed by a panel of physicians, as deemed
appropriate by the IRO.

Within applicable tmeframes of UMR's receipt of a request for ndependent review, the request will be
forwarded to the IRO, together with:

. All relevant medical or dental records;
. Al other documents relied upon by UMR andior Your employer in making a decision on the case;
and

. Al other information or evidence that You or Your physician has already submitted to UMR or Your
employer.
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If there is any information or ewidence that was not previously provided and that You or Your physician
wishes to submit in support of the request, You may include this infermation with the request for an
independent review, and UMR will include it with the decuments forwarded to the IRD. A decision will be
made within applicable timeframes. If the reviewer needs additional imformation in arder to make a
decision, this time period may be extended. The ndependent review process will be expedited if You
meet the criteria for an expedited external review as defined by applicable law.

The reviewer's decision will be in writing and will include the clinical basis for the determination. The IRD
will prowide You and UMR andior Your employer with the reviewer's decision, a description of the
qualifications of the reviewer, and any other information deemed appropriate by the organization andior
required by applicable law.

If the final independent decision is to approve payment or referral, the Plan will accept the decision and
provide benefits for such sernvice or procedure in accordance with the terms and condifions of the Plan. i
the final mndependent review decision is that payment or referral will not be made, the Plan will not be
obligated to prowide benefits for the service or procedure.

‘fiou may contact the Claims Administrator at the toll-free number on Your ID card for more information
regarding Youwr extemnal appeal nights and the independent review process.

LEGAL ACTIONS FOLLOWING APPEALS

After completing all mandatory appeal levels through this Plan, a Covered Person has the right to further
appeal an Adverse Benefit Determination by bringing a cwil action under the Employee Retirement
Income Secunty Act (ERISA). Please refer to the Statement of ERISA Rights section of this SPD for
more details. Mo such action may be filed against the Plan later than three years from the date the
Plan gives the Covered Person a final determination on his or her appeal.

RIGHT TO REQUEST OVERPAYMENTS

The Plan reserees the right to recover any payments made by the Plan that were:

. Made in emmor; or

. Made after the date the person's coverage should have been terminated under this Plan; or

. Made to any Covered Person or any party on a Cowered Person's behalf where the Plan Sponsor
determines the payment to the Cowvered Person or any party is greater than the amount payable
under this Flan.

The Plan has the right to recover against Covered Persons if the Plan has paid them or any other party
on their behalf.
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FRAUD

Fraud is a crime for which an indwidual may be prosecuted. Any Covered Person who willfully and
knowingly engages in an activity intended to defraud the Plan s guilty of fraud. The Plan will utilize all
means necessary to support frawd detection and nvestigation. It is a cime for 3 Covered Person to fie a
claim containing any false, incomplete, or misleading information with intent to injure, defraud, or deceive
the Plan. In addition, it is a fraudulent act when a Covered Person wilfully and knowingly fails to notify
the Plan regarding an event that affects eligibdity for a Covered Person. Motification requirements are
outlined in this SPD and other Plan materials. Please read themn carefully and refer to all Plan materials
that You receive (e.g., COBRA notices). A few examples of events that require Plan notification are
diverce, a Dependent aging out of the Plan, and enrollment in other group health coverage while on
COBRA. (Please note that the examples listed are not al-inclusive.)

These actions will result in denial of the Cowered Person’s claim or in termination of the Covered Person's
cowverage under the Plan, and are subject to prosecution and punishment to the full extent under state
and/or federal law._

Each Covered Person must:

. File accurate cdaims. H someone else - such as Your spouse or ancther famidy member - fies
claims on the Covered Person’s behalf, the Covered Person should review the claim form before
signing it;

. Rewiew the Explanation of Benefits (EOB) form. The Covered Person should make certain that
benefits have been paid cormectly based on his or her knowledge of the expenses Incumed and the
services rendered;

. Newer allow another person fo seek dental treatment under his or her identity. if the Covered
Person's Plan identification card is lost, the Covered Person should report the loss to the Plan
mmediately;

. Prowvide complete and accurate information on claim forms and any other forms. He or she should
answer all questions to the best of his or her knowledge; and

. Nuotify the Plan when an event occurs that affects a Covered Person's eligibility.

In arder to maintain the integrity of this Plan. each Covered Person is encouraged to notify the Plan
whenever a provider:

. Bills for services or treatment that have never been received; or
- Asks a Covered Person to sign a blank clamm form; or
. Asks a Coversd Person to undergo tests that the Covered Person feels are not nesded.

Cowered Persons concerned about any of the charges that appear on a bill or EOB form, or who know of
or suspect any illegal activity, should call the toll-free hotine at 1-800-256-3303. All calls are sirictly
confidential.
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OTHER FEDERAL PROVISIONS

FAMILY AND MEDICAL LEAVE ACT (FMLA)

If an Employee is on a family or medical leave of absence that meets the eligibdity requirements wnder
the Famiy and Medical Leave Act of 18083 (FMLA), his or her employer will continue coverage under this
Plan in accordance with state and federal FMLA regulations, provided the following conditions are met:

. Centributions are paid; and
. The Employee has a written, approved leave from the employer.

Cowerage will be continued for up to the greater of:

. The leawe pericd required by the FMLA and any amendment; or
. The leawve pericd required by applicable state law.

An Employee may choose not to retain group health coverage during an FMLA keave. When the
Employee returns to work following the FMLA leave, the Employee’s coverage will usually be restored to
the lewel the Employee would have had i the FMLA leave had not been taken. For more information,
please contact Your Human Resources or Personnel office.

GUALIFIED MEDICAL CHILD SUPPORT ORDERS PROVISION

A Dependent Child will become covered as of the date specified in a judgment, decree, or order issued by
a court of competent prisdiction or through a state admnistrative process.

The order must clearly identify all of the following:

. The name and last known mailing address of the participant;

. The name and last known mailing address of each alternate recipient (or official state or political
designee for the alternate recipient);

. A reasonable description of the type of coverage to be provided to the Child or the manner in which
such coverage is to be determined; and

. The pericd to which the order applies.

Please contact the Plan Administrator to request a copy, at no charge, of the written procedures that the
Plan uses when administering Qualified Medical Child Support Orders.

This group dental Plan also complies with the provisions of the:
. Employee Retrement Income Secunty Act regarding coverage of Dependent Children in cases of

adoption or Placement for Adoption.
. TRICARE Prohibition Agamst Incentives and Mondiscrimnation Requirements amendments.
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HIFAA ADMINISTRATIVE SIMPLIFICATION
MEDICAL PRIVACY AND SECURITY PROVISION

USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
UNDER HIFAA PRIVACY AND SECURITY REGULATIONS

This Plan will Use a Covered Person's Protected Health Information (PHI) to the extent of and in
accordance with the Uses and Disclosures permitted by the Health Insurance Portability and
Accountability Act of 1906 (HIPAA). Specifically, this Plan will Use and Disclose a Covered Person's PHI
for purposes related to health care Treatment, Payment for health care. and Health Care Operations.
Additionally, this Plan will Use and Disclose a Covered Person's PHI as required by law and as permitted
by authorization. This section establishes the terms under which the Plan may share a Covered Person's
PHI with the Plan Sponsor, and limits the Uses and Disclosures that the Plan Sponsor may make of a
Cowerad Person’s PHIL

This Plan will Disclose a Cowered Person’s PHI to the Plan Sponsor only o the extent necessary for the
purposes of the administrative functions of Treatment, Payment for health care or Health Care
Operations.

The Plan Sponsor will Use andior Disclose a Covered Person's PHI only to the extent necessary for the
administrative functions of Treatment, Payment for health care. or Health Care Operations that it performs
on behalf of this Plan.

This Plan agrees that it will Disclose a Covered Person’s PHI to the Plan Sponsor only upon receipt of a
certification from the Plan Sponsor that the terms of this section have been adopted and that the Plan
Sponsor agrees o abide by these terms.

The Plan Sponsor is subject to all of the following restrictions that apply fo the U'se and Dischosure of a
Cowered Person’s PHI:

. The Plan Sponsor will Use and Disclose a Covered Person's PHI {incleding Electronic PHI) only for
Plan Administrative Functions, as required by law or as pemmitted under the HIPAA regulations.
This Plan's Motice of Privacy Practices also contams more information about permitted Uses and
Disclosures of PHI under HIFAAC

. The Plan Sponsor will implement adminisirative, physical, and technical safeguards that reasonably
and appropriately protect the confidentiality, mtegrity, and availabiity of the Blectronic PHI that it
creates, receives, mantans, or transmits on behalf of the Plan;

. The Plan Sponsor will require each of its subcontractors or agents to whom the Plan Sponsor may
prowvide a Covered Person's PHI to agree to the same restrictions and conditions imposed on the
Plan Sponsor with regard to a Covered Person's PHI;

. The Plan Sponsor will ensure that each of its subcontractors or agents to whom the Plan Sponsor
may provide Electronic PHI agree to mplement reasonable and appropriate security measunes to
protect Electronic PHIZ

. The Plan Sponsor will not Use or Disclose PHI for employment-related actions and decisions or in
connection with any octher of the Plan Sponsor's benefits or Employee benefit plans;

. The Plan Sponsor will promptly report to this Plan any breach or impemissible or mproper Use or
Disclosure of PHI not authorzed by the Plan documents;

. The Plan Sponsor will report to the Plan any breach or security incident with respect to Electronic
PHI of which the Plan Sponsor becomes aware;
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. The Plan Sponsor and the Plan will not Use genetic information for undenwriting purposes. For
example, underwriting purpeses will include determining eligiblity, cowerage. or payment under the
Plan, with the exception of determining medical appropriateness of a treatment;

. The Plan Sponsor will allow a Covered Person or this Plan to inspect and copy any PHI about the
Cowered Person contained in the Designated Record Set that is in the Plan Sponsor's custody or
control. The HIPAA Privacy Regulations set forth the rules that the Covered Person and the Plan
must follow and also sets forth exceptions;

. The Plan Sponsor will amend or comect, or make available to the Plan to amend or commect, any
portion of the Covered Person's PHI contained in the Designated Record Set to the extent
permitted or required under the HIPAA Privacy Regulations;

. The Plan Sponsor will keep a Disclosure log for certain types of Disclosures set forth in the HIPAA
Regulations. Each Covered Person has the nght to see the Disclosure log. The Plan Sponsor
does not have to maintain a log if disclosures are for certain Plan-related purposes such as
Payment of benefits or Health Care Operations;

. The Plan Sponsor will make its intemal practices, books, and records related to the Use and
Disclosure of a Covered Persen's PHI avalable to this Plan and to the Department of Health and
Human Services or its designee for the purpose of determining this Plan's compliance with HIPAA;

- The Plan Sponsor must, if feasible, retum to this Plan or destroy all of a Covered Person's PHI that
the Plan Sponsor received from or on behalf of this Plan when the Plan Sponsor no longer needs
the Covered Person's PHI to administer this Plan. This mcludes all copies in any form, mchuding
any compilations derved from the PHI. I retum or destruction is not feasible, the Plan Sponsor
agrees to restrict and limit further Uses and Disclosures to the purposes that make the retum or
destruction infeasible;

- The Plan Sponsor will provide that adequate separation exists between this Plan and the Plan
Sponsor so that a Covered Person's PHI (including Blectronic PHI) will be used only for the
purpose of Plan administration; and

. The Plan Sponsor will use reasonable efforts to request only the minimum necessary type and
amount of 3 Cowered Person's PHI to carry out functions for which the information s requested.

The following Employees, classes of Employees, or other workforce members under the control of the
Plan Sponsor may be given access to a Covered Person's PHI for Plan Administrative Fumctions that the
Plan Sponsor performs on behalf of the Plan as set forth in this section:

Treasurer

This list includes every Employee, class of Employees or other workforce members under the control of
the Plan Sponsor who may receive a Covered Person's PHI. I any of these Employees or workforce
members Use or Disclose a Covered Person’s PHI in wiclation of the terms set forth in this section, the
Employees or workforce members will be subject to disciplinary action and sanctions, incheding the
possibility of termination of employment. I the Plan Sponsor becomes aware of any such violation, the
Plan Sponsor will promptly report the viclation to this Plan and will cooperate with the Plan to comect the
viclation, to impose the appropriate sanctions, and to mitgate any harmful effects to the Covered Person.

DEFINITIONS

Administrative Simplification is the section of the law that addresses electronic transactions, privacy
and security. The goals are fo-

. Improwe efficency and effectiveness of the health care system;
- Standardize electronic data interchange of certain administrative transactions:
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. Safeguard security and privacy of Protected Health Information;
. Improwe efficency to compile/analyze data. audit, and detect fraud; and
. Improwe the Medicare and Medicaid programs.

Business Associate (BA) in relationship to a Covered Entity (CE) means a person to whom the CE
Discloses Protected Health Information (PHI) so that a person may camy out, assist with the performance
of. or perform a function or activity for the CE. This includes contractors or other persons who receive
PHI from the CE (or from another business partner of the CE) for the purposes described in the previous
sentence, including lawyers, auditors, consultants, Third Party Administrators, health care
clearinghouses, data processing firms, billing firms and other Covered Entities. This excludes persons
who are within the CE's workforce.

Cowered Entity (CE) is one of the following: a health plan, a health care clearinghouse, or a health care
prowvider who transmits any health information in connection with a ransaction covered by this law.

Designated Record Set means a set of records maintained by or for a Covered Entity that includes a
Cowered Person’s PHI. This includes medical or dental records, billing records, enroliment records,
Payment records, claims adjudication records, and case management record systems maintained by or
for this Plan. This also includes records used to make decisions about Covered Persons. This record set
must be maintained for a minimum of six years.

Disclose or Disclosure is the release or divulgence of information by an entity to persons or
organizations outside that entity.

Electronic Protected Health Information (Electronic PHI) s Indwvidually ldentifiable Health Information
that is transmitted by electronic media or mantained in electronic media. It is a subset of Protected
Health Information.

Health Care Operations are gensral administrative and business functions necessary for the CE to
remain a viable business. These activities include:

. Cenducting quality assessment and mprovernent activities:

. Rewviewing the competence or qualifications and accreditingllicensing of health care professional
plans;

. Evaluating health care professional and health plan performance;

. Training future health care professionals;

. Insurance activities related to the renewal of a contract for insurance;

. Cenducting or amanging for medical {or dental) review and auditing services;

. Compiling and analyzing information in anticipation of or for use in a civil or criminal legal
proceeding:;

. Population-based actvities related to mproving health or reducing health care costs, protocol
development, case management. and care coordination;

. Contacting of health care providers and patients with information about Treatment alternatives and
related functions that do not entad direct patient care; and

. Activities related fo the creation. renewal, or replacement of a contract for health msurance or
health benefits, as well as ceding, securing, or placing a contract for reinsurance of risk related to
claims for health care {including stop-loss and excess of loss insurance).

Individually ldentifiable Health Information is information that is a subset of health informaton,
including demographic information collected from a Cowered Person, and that:

. Is created by or received from a Covered Entity;

. Relates to the past, present, or future physical or mental health condition of a Covered Person, the
provision of health care or the past, present, or future Payment for the provision of health care; and

. ldentifies the Covered Person or there is reasonable basis to believe the information can be used to
wentify the Covered Person.
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Payment means the activities of the health plan or a Business Associate, ncluding the actual Payment
under the policy or confract and a health care provider or its Business Associate that obtains
reimbursement for the provision of health care.

Plan Administrative Functions means administrative functions of Payment or Health Care Operations
performed by the Plan Sponsor on behalf of the Plan, including quality assurance, claims processing.
auditing, and monitoring.

Plan Sponsor means Youwr employer.

Privacy Official is the individual who provides oversight of compliance with all policies and procedures
refated to the protection of PHI and federal and state regulations related to a Covered Person's privacy.

Protected Health Information {PHI) is Individually ldentifiable Health Information transmitted or
maintained by a Cowered Enfity in written, electronic, or oral form. PHI includes Electronic PHI.

Treatment is the provision of health care by, or the coordination of health care {including health care
management of the individual through risk assessment, case management. and disease management)
among, health care providers; the referral of a patient from one provider to another; or the coordination of
health care or other services among health care providers and third parties authorized by the health plan
or the mndividual.

Use means, with respect to Individually Identfiable Health Information. the sharing. employment,
application, utdization, examination, or analysis of such information within an entity that maintains such
information.
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STATEMENT OF ERISA RIGHTS

Under the Employee Retirement Income Secunty Act of 1974 (ERISA). all Cowvered Persons will have the
right bo:

RECEIVE INFORMATION ABOUT PLAN AND BEMEFITS

. Examine, without charge, at the Plan Administrator's office and at other specified locations (such as
worksites and union halls) all docaments goveming the Plan, including insurance contracts,
collective bargaining agreements if applicable, and a copy of the latest annual report (Form 5500
series) fled by the Plan with the U.5. Department of Labor and available at the Public Disclosure
Room of the Employee Benefits Secunty Administration. Mo charge will be made for examining the
documents at the Plan Administrator’s principal office.

. Obtain, upon written request to the Plan Administrator, copies of documents that gowern the
operation of the Plan, including insurance coniracts and collective bargaining agreements if
applicable, and copies of the latest annual report and updated summary plan descrption. The Plan
Administrator may make a reasonable charge for the copies.

CONTINUE GROUP DENTAL COVERAGE

Cowered Persons have the right to continue dental care coverage if there is a boss of coverage under the
Plan as a result of a COBRA gualifying event. You or Your Dependents may have to pay for such
cowverage. Review this SPD and the documents governing the Plan on the rules goveming COBRA
continuation coverage rights.

FPRUDENT ACTIONS BY FLAN FIDUCIARIES

In addition to creating rights for Covered Persons, ERISA mposes duties upon the people who are
responsible for the operation of this Plan. The people who operate this Plan, called “fiduciaries” of this
Plan, have a duty to do so prudently and in the interest of all Plan participants.

NO DISCRIMINATION

Mo one may terminate Youwr employment or otherwise discriminate against You or Your covered
Dependents in any way to prevent You or Youwr Dependents from obtaining a benefit or exercising rights
provided o Covered Persons under ERISA

ENFORCING COVERED PERSOMNS’ RIGHTS

If a clamm for a benefit is denied or ignored, in whole or in part, Covered Persons hawve a right to know why
this was done, to obtain copies of documents related to the decision without charge, and to appeal any
denial. all within certain ime schedules.

Under ERISA, there are steps an Employee can take to enforce the above rights. For instance, if a
Cowered Person requests a copy of the Plan documents or the latest annual report from the Plam and
does not receive them within 20 days, the Covered Person may file suit in a federal court. In such a case,
the cowt may require the Plan Administrator o provide the materials and pay the Covered Person up to
35110 per day until the materials are received, unless the materials wers not sent because of reasons
beyond the control of the Plan Administrator.
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If a clamm for benefits s denied or ignored, in whole or in part, the Covered Person may fie suit in a state
or federal court. In addition. if a Covered Person disagrees with the Plan's decision or lack thereof
conceming the qualified status of a medical Child support order, the Cowvered Person may file suitin
federal court. If it should happen that the Plan fiducianies misuse the Plan's money, or if a Covered
Person is discriminated against for asserting his or her nights, the Covered Person may seek assistance
from the U.5. Department of Labor, or may fie suit in a federal court. The cowrt will decide who should
pay court costs and legal fees. |fthe Covered Person is successful, the court may onder the person sued
to pay these costs and fees. I the Cowered Person loses, the court may order the Covered Person to pay
these costs and fees (for example, if it finds the claim to be frivolous ).

ASSISTANCE WITH QUESTIONS

I You hawe any guestions about this Plan, contact the Plan Administrator. If You have any questions
about this staternent or about a Covered Person's rights under ERISA, or if You need assistance in
obtaining documents from the Plan Administrator, contact the nearest office of the Employee Benefits
Secunty Admmnistration, U.5. Department of Labor, listed in the telephone directory, or the Division of
Technical Assistance and Inquiries, Employee Benefits Security Administration, U.5. Department of
Labor, 200 Constitution Avenue, NW.. Washington, D.C. 20210. Covered Persons may also cbiain
certain publications about their rights and responsibilities under ERISA by calling the publication hotline of
the Employee Benefits Security Administration.
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PLAM AMENDMENT AND TERMINATION INFORMATION

The Plan Sponsor fully intends to maintain this Plan indefinitely; howewer, the employer reserves the right
to terminate, suspend, or amend this Plan at any time, in whole or in part, mcluding making modifications
to the benefits under this Plan. Mo person or entity has any authority to make any oral change or
amendments to this Plan. Mo agent or representative of this Plan will have the authority to legally change
the Plan terms or SPD or waive any of its provisions, either purposefully or inadvertently. Ifa
misstatement affects the existence of coverage, the relevant facts will be used in determining whether
cowerage is in force under the terms of this Plan and in what amount. The Plan Administrator will provide
written notice o Cowered Persons within 60 days following the adopted formal action that makes material
reduction of benefits o the Plan, or may. alternatively, furnish such notfication through communications
maintained by the Plan Sponsor or Plan Administrator at regular intervals of no greater than 90 days.

COVERED FERSON'S RIGHTS IF PLAN IS AMENDED OR TERMINATED

If this Plan is amended, a Covered Person's nghts are limited to Plan benefits in force at the time
expenses are [ncumed, whether or not the Covered Person has received written notification from the Plan
Administrator that the Plan has been amended.

If this Plan is terminated. the rights of a Covered Person are limited to Covered Expenses Incurmed before
the Covered Person receives notice of termination. All claims Incurred prior to termination, but not
submitted to either the Plan Sponsor or the Third Party Administrator within 75 days of the Effective Date
of termination of this Plan due to bankruptey, will be excleded from any benefit consideration.

The Plan will assume that the Covered Person receives the written amendment or termination letter from
the Plan Administrator seven days afier the letter is mailed to the Covered Person.

Mo person will become entiled to any wested rights wnder this Plan.

DISTRIBUTION OF ASSETS UPON TERMINATION OF PLAN

Paosi-tax contributions paid by COBRA beneficiaries andlor Retirees, if applicable, will be used for the
exclusive purpose of providing benefits and defraying reasonable expenses related to Plan
administration, and will not inure to the benefit of the employer.

NO CONTRACT OF EMPLOYMENT

This Plan is not intended to be, and may not be construed as, a contract of employment between any
Cowered Person and the employer.
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APPENDIX BB
(continued)
GLOSSARY OF TERMS

Accidental Dental Injury / Injury means damage to the mouth, teeth, and supporting tissues due dirsctly
to a blow from cutside the mouth.

Adverse Benefit Determination means a denial, reduction or termination of a benefit or a fadure to
prowvide or make payment, in whole or in part. for a benefit. it also ncudes any such denial, redwction,
termination or fadure o provide or make payment that is based on a determination that the Covered
Person is no konger eligible to participate in the Plan.

Calendar Year Maximum Benefit means the maximum amount of covered benefits payable during a
calendar year while a person is covered under this Plan. Once the Calendar Year Maximum Benefit is
miet, no further cowered benefits will be available for the remander of that calendar year.

Child {Children) means any of the following individuals with respect to an Employee: a natural biological
Child; a stepchild; a legally adopted Child or a Child legally Placed for Adoption; a Chid under the
Employee’s or spouse’s Legal Guardianship; or a Child whe is considered an alternate recipient under a
Qualified Medical Child Support Order (even if the Chid does not meet the definition of "Dependent™).

Close Relative means a member of the immediate family. Immediate family includes the Employee,
spouse, mother, father, grandmother, grandfather, stepparents, step-grandparents, siblings, stepsiblings,
haif-siblings. Children, stepchidren, and grandchildren.

COBRA means Title X of the Consolidated Ominibus Budget Reconciliation Act of 1985, as amended
from time to tme, and applicable regulations. This law gives a Covered Person the rnight, under certain
circumstances, to elect continuation coverage under the Plan when active coverage ends due to a
qualifying ewent.

Cowered Expenses means any expense, or portion thereof, that is Incumed as a result of receiving an
eligible benefit under this Plan_

Cowered Person means an Employee or Dependent who is enrcllied under this Plan.

Deductible means an amount of money paid once per Plan Year by the Covered Person (up to a family
lirmit, if applicable) before any Covered Expenses are paid by the Plan. The Schedule of Benefits shows
the amount of the applicable Deductible (i any) and the dental care benefits to which it applies.

Dental Hygienist means a person who is bcensed to practice dental hygiene and who works under the
supernvision and direction of a Dentist.

Dentist means a person who is leensed to practice dentistry, and who is practicing within the scope of
such cense. The term also includes any physician who fumishes any dental sernvices that such
physician is licensed to perform.

Dependent — see the Eligibility and Enrollment section of this SPD.

Effective Date means the first day of cowerage as defined in this SPD. The Covered Person's Effective
Ciate may or may not be the same as his or her Enrollment Date, as Enroliment Date is defined by the
Plan.

Emergency Dental Care means care of a dental condition that is required unexpectedly and immediately
because of an Injury or liness.

Employee — see the Eligibility and Enrollment section of this SPD.
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APPENDIX BB
(continued)

Enrollment Date means:

. For anyone who applies for coverage when first eligible, the date that coverage begins.
. For anyone who enrolls under the Special Enrollment Provision, or for Late Enrollees, the first day
cowerage begins.

ERISA means the Employee Retrement Income Security Act of 1874, as amended from time to time, and
applicable regulations.

Experimental, Investigational, or Unproven means any drug. senvice, supply, care, or treatment that, at
the time provided or sought o be provided. is not recognized as conforming to accepted medical practice
or to be a safe, effective standard of medical practice for a paricular condition. This includes, but is not
limited to:

. ltems within the research, Investigational, or Experimental stage of development or performed
within or restricted to use in Phase |, I, or Il clinical trials {unless identified as a covered senvice
elsewhernz);

. ltems that do not have strong, research-based evidence to permit conclusions andior clearly define
long-term effects and impact on health outcomes (i.e., that have not yet been shown to be
consistently effective for the diagnosis or treatment of the specific condition for which it is sought).
Strong, research-based evidence is identified as peer-reviewed published data derived from
multiple, large, human, rmndomized, controlled clinical trials OR at least one or more large.
controlled, national, multi-center, population-based studies;

. ltems based on anecdotal and Unproven evidence (literature consisting only of case studies or
uncontrolled trials). ie., items that lack scientific validity. but may be common practice within select
practitioner groups even though safety and efficacy is not clearly established;

. ltems that have been identified through research-based evidence to not be effectve for a medical
condition andior to not have a beneficial effect on health outcomes.

Mote: FDA andlor Medicare approval does not guarantee that a drug, supply, care, or treatment is
accepted medical practice; however, lack of such approval will be a consideration in determining whether
a drug, service, supply, care, or treatment is considered Expenmental, Investigational, or Unproven. In
assessing cancer care claims, sowrces such as the National Comprehensive Cancer Network (MCCHN)
Compendium, Clinical Practice Guidelines in Oncology . or Mational Cancer Institute (NCI) standard of
care compendium guidelines, or similar matenal from other or successor organizations will be considered
along with benefits provided under the Plan and any benefits required by law. Furthermore, off-label drug
or device use (sought for outside FDA-approved indications) is subject to medical review for
appropriateness based on prevading peer-reviewed medical terature, published opinions and evaluations
by national medical associations, consensus panels, technology evaluation bodies, and/or independent
review organizations to evaluate the scienfific quality of supporting evidence.

FMLA means the Family and Medical Leave Act of 1983, as amended.

HIPAA means the Health Insurance Portability and Accountability Act of 1998, as amended from time to
time, and applicable regulations. This law gives special enrcliment rights, prohibits discrimination, and
protects privacy of protected health information, among other things.

lliness means a bodiy disorder, disease. or physical sickness affecting the mouth, teeth, or gums.

Incurred means the date on which a service or treatment is given, a supply is received, or a faclity is
used, without regard to when the semnvice, treatment. supply. or faciity is billed, charged. or paid.

Independent Conftractor means someone who signs an agreement with the employer as an
Independent Confractor, or an entity or individual who performs senvices to or on behalf of the employer
wha is not an Employee or an officer of the employer, and who retains control over how work is
completed. The employer who hires the Independent Contractor controls only the cutcome of the work
and not the performance of the hired senvice. Determination as to whether an individual or entity is an
Independent Contractor will be made consistent with Section 530 of the Intemal Revenue Code.
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. The earliest date on which coverage can become effective under the terms of this Plan; or
. A special Enrollment Date for the person as defined by HIPAA_

Legal Guardianship I Legal Guardian means an individual recognized by a couwrt of law as having the
duty of taking care of a person and managing the ndividual's property and rights.

Maximum Benefit means the maximum amount or the maximum number of days or freatments that are
considered a Covered Expense by the Plan.

Medically Necessary / Medical Necessity means treatment. services, supplies, medicines, or facilites
necessary and appropriate for the diagnosis, care, or treatment of an llness or Inpury that meet all of the
following criteria as determined by the Plan:

. The health intervention is for the purpose of treating a dental condition; and

. It is the most appropnate supply or level of service, considering potential benefits and harm to the
patient. and

. It is known to be effective in improwing dental outcomes. For new interventions, effectiveness is
determined by scientific evidence. For existing interventions, effectiveness is determined first by
scientfic evidence, then by professional standards, and finally by expert opinion; and

. It is cost-effectve for a specific condition, compared to altemate interventions, including the option
of no intervention. The term “cost-effective”™ does not necessarily mean for the lowest price; and

- It is not primarily for the conwenience or preference of the Covered Person, or the Covered
Person's family, or for any provider; and

. It is not Experimental, Investigational, cosmetic, or custodial in nature; and
- It is currently, or at the time the charges were Incumed, recognized as acceptable medical practice
by the Plan.

The fact that a Dentist has performed, prescrbed, recommended, ordered, or approved a service,
Treatment Plan, supply, medicine, equipment, or facility, or the fact that such service is the only available
procedure or treatment for a condition, does not, in itself, make the utilization of the service, Treatment
Plan, supply, medicine, equipment, or facility Medically Mecessary.

Medicare means the program of medical care benefits provided under Tithe XV of the Social Security
Act, as amended.

Negotiated Rate means the amouwnt that providers have contracted to accept as payment in full for
Cowered Expenses of the Plan.

Pediatric Dental Services means services provided to individuals under the age of 12

Placed for Adoption / Placement for Adoption means the assumption and retention of a legal
obligation for total or partial support of a Child in anticipation of adoption of such Child. The Child's
placement with the person terminates upon the termination of such legal obligation.

Plan means the ASHLAND COUNTY - WEST HOLMES JN.5.D. Group Dental Benefit Plan.

Plan Participation means that the Cowvered Person and the Plan each pay a percentage of the Covered
Expenses as listed on the Schedule of Benefits, after the Covered Person pays the Deductible(s).

Plan Sponsor means an employer who sponsors a group dental plan.

GMSCO means a Qualified Medical Child Support Order in accordance with applicable law.
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Gualified means licensed, registered, andlor certified in accordance with applicable state law, and the
particular service or reatment being provided is within the scope of the license, registration, andior
certification.

Third Party Administrator {TPA) means a service provider hired by the Plan to process dental claims
and perform other administrative services. The TPA does not assume liability for payment of benefits
under this Flan.

Totally Disabled means, as determined by the Plan in its sole discretion:

. That an Employee is prevented from engaging in any job or sccupation for wage or profit for which
the Employee is qualified by education, training, or experience; or

. That a cowered Dependent has been diagnosed with a physical. psychiatnic, or developmental
disorder, or some combination thereof, and as a result cannot engage in activities of daily living
andlor substantial gainful activities that a person of like age and sex in good health can
preventing an individual from attaining self-sufficiency.

Diagnosis of one or more of the following conditions is not considered proof of total disabdity. Conditions
are listed in the most recent American Psychiatric Association Diagnostic and Statistical Manual (D5M) or
the most recent revision of the International Classification of Diseases - Chnical Modification manual {ICD-
CM) in the following categones:

- Personality disorders, or

. Sexual'gender identity disorders, or

. Behawvior and impulse control disorders, or
. V" codes.

Treatment Plan means the Dentist's report to the Plan that:

. Lists the dental care recommended by the Dentist for the Covered Person; and

. Shows the Dentist's normal fee for each dental procedure: and

. Includes preoperative x-rays and all other diagnostic materials needed by the Plan; and
. Is prepared on a form acceptable to the Plan.

Usual and Customary means the amount the Plan determines to be the reasonable charge for
comparable services, treatment, or materials in a Geographical Area. In determining whether changes
are Usual and Customary, due consideration will be given to the nature and severity of the condition
being treated and any medical complications or unusual or extenuating circumstances. Geographical
Area means a zip code area, or a greater area if the Plan determines it is needed to find an appropriate
cross section of accurate data.

You / Your means the Employee.
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LIST OF STUDENT ORGANIZATION ACTIVITIES:

1-

10-

11-

12-

13-

14-

15-

16-

17-

18-

19-

20-

21-

22-

23-

24-

25-

** Asterisks denote those activities which may require additional pre-approval.

A minimum of four (4) monthly program meetings with minutes

Fall Advisors meeting**

Leadership Conference/Activity

Students running for Regional or State Office**
In Program Competition**

Regional Competitive Event (graded or judged
Grading or Judging Event

District Competitive Events

Banquet/Awards Ceremony**

Sponsoring a Regional/District Event®*

State Competitive Event

National Competitive Event

Work Force Ready Assessments**

Skill Connect Assessments — Perkins IV Employability**
Instructor Webinar**

Student running for National Office**
Fundraiser

Community or Public Service project

Officer or Leadership book/competition/training

Celebrate and promote VSO Week (FFA, Skills, BPA, etc.)**

Regional Advisor Responsibility**

VSO Camp

Coordinate registrations and/or accommodations for off campus events**

Other Activities approved by Supervisor**

Role of General Skills USA Lead Advisor (Counts as two Activities)
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Appendix DD

APPROVAL GUIDELINES

1- Activities, other than regular meetings, should be pre-approved by appropriate supervisor.

2- Many activities will be pre-approved through use of normal district forms, i.e. Field Trips,
Conference Registration, Attendance at Professional Meeting, Fund Raisers, etc. These
signed and approved forms are adequate pre-approval.

3- Taking more than one student to more than one Competitive Event at the same location and
on the same date, qualifies as one activity.

4- Coordinators or Lead Advisors should be approved and submitted by the bargaining unit to
Administration within the first six weeks of school.

5- Only one credit may be accrued for regular meetings, i.e., eight (8) meetings with minutes do
not equal two activity credits.

6- In cases where there is more than one Coordinator or Lead Advisor for an Organization,

shared credit for activities must by pre-approved by appropriate supervisor.
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Appendix EE

Ashland County-West Holmes Career Center
1783 State Route 60, Ashland, OH 44805

FORMAT OF MINUTES

MEETING MINUTES:

Club Name

Date and Time:

Officers Present:

Others Present:

Advisors Present:

ANY MOTIONS MUST INCLUDE THE PERSON WHO MADE THE MOTION,
WHO SECONDED THE MOTION AND THE VOTE COUNT

Old Business:
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New Business:

Special Notes:

Officer Signature

Position

Advisor Signature
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Exhibit GG
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Exhibit HH
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