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CiTY OF ABILENE - WELFARE BENEFIT PLANS

Plan Name Plan Plan Insurance Company Contract | Policy Plan Year Plan Effective Premiums are Paid:
Number | Funding Number | Anniversary Date
Cafeteria Plan 501 N/A N/A N/A N/A March 1 - February 2§ March 1, 1997 (to N/A
be restated as of
March 1, 2001)
Medical (including | 502 Fully-Insured| Preferred Health Systems 781101 March 1 March 1 - February 28 March 1, 2001 tihasglax
Dental and Vision Cafeteria Plan
Coverage)
(grandfathered)
Cancer Insurance | 503 Fully-Insured| AFLAC - Individual Contractf N/A N/A March 1 - February P8  March @120 Pre-Tax through
Cafeteria Plan

Short Term 504 Fully-Insured| AFLAC - Individual Contractf  N/A N/A March 1 - February P8 March @120 After-Tax
Disability
Insurance
Personal Accident | 505 Fully-Insured| AFLAC - Individual Contract  N/A N/A March 1 - February P8 March @320 Pre-Tax through
Plan Cafeteria Plan
Personal Recovery | 506 Fully-Insured| AFLAC - Individual Contract  N/A N/A March 1 - February P8 March @320 Pre-Tax through
Plus Cafeteria Plan
Personal Intensive | 507 Fully-Insured| AFLAC - Individual Contractf N/A N/A March 1 - February P8  March @320 Pre-Tax through
Care Cafeteria Plan
Health Flexible 508 Self-Funded Claims Administrator: AFLAC N/A N/A March 1 - February|28  April 1, 2004 Pre-Taxythtoe
Spending Account Cafeteria Plan
Dependent Care 509 Self-Funded Claims Administrator: AFLAC N/A N/A March 1 - February|28  April 1, 2004 Pre-Taxgthtoa
Assistance Plan Cafeteria Plan
Vision Plan 510 Fully-Insured | VSPor 30013104 | March 1 March 1 - February 28  March 1, 2009 Pre-Tax through the

Vision Care Direct 3568 Cafeteria Plan
Prescription Drug | 511 Self-Funded | Administered by: Serve You 3496 March 1 March 1 - February 28  March 1, 2010 Pre-guthirou
Plan Cafeteria Plan
Health 512 Self-Funded | Administeredby: Freedom N/A March 1 March 1 - February 28 March 1, 2012 Pre-Tax through the

Reimbursement
Arrangement Plan

Claims Management

Cafeteria Plan
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CITY OF ABILENE —SUMMARY OF ELIGIBILITY CONDITIONS

CAFETERIA PLAN AND EMPLOYEE WELFARE BENEFIT PLANS

Plan

Plan Number

Hours per Week Requirement
- Regularly Scheduled to
Work:

Entry Date*

Example

Cafeteria Plan

501

At least 20 hours per week

First day of month followi
one day of employment

n¢l) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Medical (including Dental and
Vision Coverage) (grandfathered)

502

At least 20 hours per week

First day of month followi
one day of employment

ngl) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Cancer Insurance Plan

503

At least 30 hours per week

First day of month followi
one day of employment

ngl) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Short Term Disability Insurance
Plan

504

At least 30 hours per week

First day of month followi
one day of employment

n@l) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Personal Accident Plan

606

At least 30 hours per week

First day of month followi
one day of employment

ngl) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Personal Recovery Plus

506

At least 30 hours per week

First day of month followi
one day of employment

n¢l) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Personal Intensive Care

507

At least 30 hours per week

First day of month followi
one day of employment

ngl) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Health Flexible Spending Account

508

At least 20 hours per week

First day of month followi
one day of employment

n@l) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Dependent Care Assistance Plan

509

At least 20 hours per week

First day of month followi
one day of employment

ngl) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Vision Plan

510

At least 30 hours per week

First day of month followi
one day of employment

n¢l) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Prescription Drug Plan

511

At least 20 hours per week

First day of month followi
one day of employment

ngl) Employee hired March 31 will enter plan on April 1;
(2) Employee hired on April 1 will enter plan on April 1.

Health Reimbursement
Arrangement Plan

512

At least 20 hours per week

First day of month followi
one day of employment

ngl) Employee hired March 31 will enter plan on April 1;

(2) Employee hired on April 1 will enter plan on April 1.

* |f they are hired on the first working day thfe month, they are eligible that same day.
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CITY OF ABILENE
CAFETERIA PLAN

The City of Abilene, Kansas, (“Employer”) adoptsstamended and restated Cafeteria Plan for the
benefit of its Eligible Employees. This Cafeteria Plan is an amendment and restatement of the Plan originally
adopted effective March 1, 1997, as subsequentgnded and restated Marth2001, and March 1, 2003.

ARTICLE |
PURPOSE AND LEGAL STATUS OF THE PLAN

Section 1.01 _Purpose of Plarlhe purpose of this Plan is to provide Eligible Employees of the
Employer a choice between taxable compensatiomanthxable benefits from Component Benefit Plans
maintained by the Employer.

Section 1.02 _Cafeteria Plan Status.is the intent of the Employer that this Plan qualify as a
"cafeteria plan" within the meaning of Section 125t Internal Revenuedde, as amended, and the
regulations issued thereunder, and #mt “qualified benefits” paid underigiPlan be eligible for exclusion
from the Participant’s gross incorfer federal income tax purposes.

Section 1.03 _Exclusive Benéefitlt is intended that the Plan terms, including those related to
coverage and benefits, be legally enforceable and that this Plan be maintained for the exclusive benefit of
Employees.

[The remainder of this page intentionally left blank.]
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ARTICLE I
DEFINITIONS

Section2.01  “Annual Enrollment Period” means thegadefined in Section 4.03(b) of this Plan.
Section 2.02  “Cafeteria Plan” or “Plan” means the City of Abilene Cafeteria Plan.

Section 2.03 "Claim" means any request for a Plan benefit or benefits made by a Claimant
in accordance with the Plan’s procedures for filiegefit claims as set forth in the Medical Plan
and/or Prescription Drug Plan Component Benefit Plan.

Section 2.04 "Claimant” means a Participant Wiles a Claim for benefits pursuant to the
plan’s procedures for filing benefit claims asfeeth in the Medical Plan and/or Prescription Drug
Plan.

Section 2.05  “Claims Administrator” means thaPAdministrator, unless the Employer retains
a company or companies to function, on an insured or contract administration basis, in making
determinations to grant or deny claifos benefits under a Component Benefit Plan.

Section 2.06  “COBRA” means the ConsolightOmnibus Budget Reconciliation Act of 1985,
as amended from time to time.

Section 2.07 “Code” means the Internal Revenue Code of 1986, as amended from time to time.

Section 2.08  “Compensation” means wages, saladyother remuneration paid to a Participant
by the Employer, but does not include amounts contributed by the Employer to a qualified plan, other than
elective deferrals made to a 401(k) plan on behalf of the Pantic and does not include any other fringe
benefits or medical benefits provided by the Employer.

Section 2.09  “Component Benefit Plan” means any of the following plans:

€) City of Abilene Employee Group Medical Plan;

(b) City of Abilene AFLAC Pre-Tax Plan;

(© City of Abilene Health Fxible Spending Account Plan;

(d) City of Abilene Dependent Care Assistance Plan;

(e) City of Abilene Employee Group Vision Plan; and/or

() City of Abilene Prescription Drug Plan.

Section2.10  “Election Change Event” meanswent which would allow a Participant to change

the Participant’s elections during a Plan Year, subject to the requirements of Article IV and as set forth in
more detail in Sections 4.06 through 4.15.
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Section 2.11  “Effective Date” means the origidate on which this Plan took effect, which date
is March 1, 1997; provided, however, that if this Plan is subsglguemended, such new or amended
provisions shall be effective on such latetedas shall be determined by the Employer.

Section 2.12  “Eligible Employee” means an [doyee, other than a Temporary Employee,
actively employed by the Employer in a regularlyestiied work week ordinarily equaling or exceeding
twenty (20) hours per week, subject, however, to the following:

@) Status During Leaves of Absenden Employee’s status as an Eligible Employee shall be
deemed to continue during any paid leave of absence approved by the Employer, during an
unpaid leave of absence if approved by the Employer, or, if the FMLA is applicable to the
Employer, during a leave of absence taken pursuant to the FMLA.

(b) Status During Military ServiceAn Employee ceases to be an Eligible Employee during the
period of time such Employee enters active service in the armed forces of any country,
except for temporary active service of two (2) weeks or less.

(©) Thirty (30) Hour Requirement for Some Plam$otwithstanding the above, in order to be
eligible to participate in the following Plaren Employee must be regularly scheduled to
work at least thirty (30) hours per week:

Q) City of Abilene AFLAC Pre-Tax Plan; and/or
(2) City of Abilene Employee Group Vision Plan.

Section 2.13  “Employee” means an individual employed by the Employer, excluding those
persons covered by a collective bargaining agreeamhfurther excluding those persons classified by the
Employer on its payroll records as "leased employees” as that term is used in Section 414(n) of the Code.

Section 2.14  “Employer” means the City of Abilene, Kansas.

Section 2.15  “FMLA” means the Family and Medical Leave Act of 1993, as amended from time
to time.

Section 2.16  “Group Ellth Plan” means, for purposesthe HIPAA, COBRA, and FMLA
provisions in Articles Il and 1V, a Component BenefiailRlthat provides health care to the participants in
the plan and their beneficiaries. The tergiudes the following Component Benefit Plans:

(@) City of Abilene Employee Group Medical Plan;

(b) City of Abilene Health Flexible Spending Account Plan;
(© City of Abilene Employee Group Vision Plan; and

(d) City of Abilene Prescription Drug Plan.

Section 2.17  “HIPAA” means the Health Imance Portability and Accountability Act of 1996
as amended from time to time.

Section 2.18  “Participant” means an Eligible Employee who has entered the Plan pursuant to
Section 3.01 and whose patrticipation in the Plan has not been terminated pursuant to Section 3.02.
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Section2.19  “Plan Administratorieans the Employer unless Braployer specifically appoints
another person or committee to supervise the administration of this Plan.

Section 2.20  “Plan Year” means the fiscal year of this Plan, the twelve (12) consecutive month
period ending every February 28.

Section2.21  “Temporary Employee” means an Exygé scheduled tofill job requirements which
occur intermittently or are created as a result of arféde state grant of limited duration for a program or
project.

Section 2.22 "USERRA” means the Uniformed Services Employment and Reemployment Act
of 1994, as amended from time to time.

Section 2.23  “Utilization Review” means a o review process in which medical personnel
are consulted regarding medical necessity. Thisided reviewing the need for inpatient admissions, the
appropriateness of the patient’s length of stay, andppeopriate use of tests and procedures in relation to
the diagnosis and treatment of the patient’s condifitre review is made solely for purposes of the payment
of benefits in accordance with this Plan. The khilion Review organization is designated by the Plan
Administrator or, if so provided by contract, the Claims Administrator.

[The remainder of this page intentionally left blank.]
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ARTICLE Il
PARTICIPATION IN THE PLAN

Section 3.01 _Entry into the Plan.

(@)

(b)

(©)

General Rule.An Eligible Employee becomes a Participant on the first day of the month
following or coincident with one day of acéemployment. An Eligible Employee who has
entered into the Plan under this Section 3.@1Rarticipant without regard to whether he or

she elects to reduce his/her Compensation in order to purchase benefits under one or more
of the Component Benefit Plans.

Effective Date of this PlanNotwithstanding any other provision of this Plan, no Eligible
Employee may become a Participant ptathe Effective Date of this Plan.

Former Participants. If a former Participant terminates employment, is later rehired, and
becomes an Eligible Employee after beingnmetithe former Participant will again become

a Participant in the Plan pursuant to the piovis of Section 3.01(a). The elections of a
former Participant who reenters the Plan witthiinty (30) days after the date on which he
or she ceased to be a Participant are subject to the provisions of Section 4.19.

Section 3.02 _Termination of Participation.

(@)

(b)

General Rule. A Participant will cease participati in this Plan on the earlier of the
following dates:

(1) The date on which this Plan terminates; or

(2) The date on which the Participant ceasédxetan Eligible Employee, regardless of
whether the Participant ceases to be aritiiig=mployee due to the termination of
his/her employment or as a result of changing from full-time to part-time
employment.

Although a Participant's participation under fPian terminates on the above date, coverage
or benefits under the Component Benefit Plaay continue if and to the extent provided
by such Component Benefit Plans.

Special Rule for COBRA Continuation Coveraftwithstanding the general rule stated
in Section 3.02(a), a Participant who islanger an Eligible Employee may continue to
participate in this Plan for the limited purpasfepaying through this Plan the cost of any
COBRA continuation coverage to whithe Participant might be entitled.

Section 3.03 _Family and Medical Leave Act of 1993.

(@)

General Rule.Notwithstanding any provision to the contrary in this Plan, if a Participant
goes on a qualifying unpaid leave under the FMLA, the Employer will, to the extent required
by the FMLA, continue to maintain the Haipant’s benefits under a Group Health Plan on
the same terms and conditions as though thicipant were still an active Employee (that

is, the Employer will continue to pay its shafe¢he premium to the extent the Participant
opts to continue his/her coverage). If thetiegant is a participant in the Health FSA,
additional rules may apply to the Participartbverage under the Health FSA as stated in
the plan document for the Health FSA.
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(b)

(€)

Options for Payment of Participant’'s Share of the Premidimthe Participant opts to
continue his/her coverage, the Participany may his/her share of the premium in one or
more of the following ways:

(1)

(2)

()

The Participant may pay his/her sharéhefpremiums with after-tax dollars while
on leave (or with pre-tax dollars to teetent the Employee receives Compensation
during the leave).

The Participant may be given the optiompte-pay all or a portion of his/her share

of the premium for the expected duration of the leave on a pre-tax salary reduction
basis out of his/her pre-leave Compensation by making a special election to that
effect prior to the date such Compensativould normally be made available to the
Participant. The Participant may not, lexer, use pre-tax dollars during the current
Plan Year to fund coverage that will be provided during a subsequent Plan Year.

The Participant may pay his/her share of the premium pursuant to such other
arrangement as may be agreed upon between the Participant and the Plan
Administrator.

Return from FMLA Leavelf the Participant’'s coverage ceases while the Participant is on
FMLA leave, the Participant will be permitted to reenter the Plan immediately upon his/her
return from FMLA leave on the same basis thatParticipant was participating in the Plan
prior to his/her leave, or as otherwise required by the FMLA.

[The remainder of this page intentionally left blank.]
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ARTICLE IV
ELECTION OF BENEFITS

Section 4.01 _Benefit ChoicesEach Participant may elect teceive the Participant’s entire
Compensation in cash or to reduce the Particip@ufapensation and have the Employer apply the amount
by which the Participant’'s Compensation is reduced toward the dostefits available under one or more
of the Component Benefit Plans. The exact tearms conditions of each Component Benefit Plan are set
forth in such Component Benefit Plan.

Section 4.02 _Method of Making an Electioim order to purchase through this Plan the benefits
that are available under one or more of the ComponemfB@lans, a Participantust execute an agreement
to reduce Compensation on the salary reduction form provided by the Plan Administrator.

Section 4.03 _Timing of Elections.

(@) Initial Elections for New ParticipantsTo make an election to purchase benefits through this
Plan, a new Participant must execute a galaduction form and deliver it to the Plan
Administrator no later than thirty (30) dagdter the date the Participant becomes a
Participant in this Plan. The Participant’s election will be given effect as of the earliest
administratively practicable date following the date on which the Participant delivers the
salary reduction form to the Plan Adminigtig provided that no such election may take
effect prior to the date the Particippdoecomes a Participant in this Plan.

(b) Annual Elections for Current Participantst least thirty (30) days prior to the beginning
of each Plan Year, the Plan Administratoristqrovide each Participant with the opportunity
to make elections for the following Plan YeBRarticipants desiring to make elections during
the Annual Enroliment Period for the next PM@ar must do so in the manner and within
the deadlines prescribed by the Plan Adstmitor. Elections made during the Annual
Enrollment Period shall become egfive for the following Plan Year.

(© Election Changes during a Plan YeaA Participant may change his/her elections during
a Plan Yeapnly if an election change is permitted as a result of one or more of the events
listed in Sections 4.06 through 4.15. Such events may be referred to generally in Plan
documents as a “Election Change Event.” yAglection change as a result of an event
qualifying as a Election Change Event must be made no later than thirty (30) days after the
event. Election changes made as a result of an Election Change Evemttrinaygiven
retroactive effect except as specifically set ftwttow. Additional restrictions and/or rules
may apply to election changes made during a Plan Year with respect to a Health FSA and/or
a DCAP.

Section 4.04 _Failure to Make an Election.

@) Failure to Make Initial Election. A Participant's failure to return a completed salary
reduction form by the required date as setfortSection 4.03(a) constitutes an election to
receive the Employee's entire Compensation foPthe Year in cash. In such an event, no
portion of the Employee’s Compensation will &gplied toward the cost of any benefits
available under any of the Component Benefit Plans. Such an Employee will not be
permitted to change such an election until (1) the next Annual Enrollment Be(@dhe
Employee experiences a Election Change Event, as a result of which an election change
would be permitted under this Article IV.
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(b) Failure to Change Existing Elections During Annual Enroliment Per@@dce a Participant
has completed a salary reduction form for a Mear, a failure to complete a new form for
a subsequent Plan Year during the Annual Enrollment Period constitutes an election to
receive the Employee’s entire Compation for the Plan Year in cash.

Section 4.05 _lIrrevocability of an Election Once Madmce the Annual Enroliment Period has
passed, a Participant shall not be permitted to revoke, amend, or change the elections the Participant has made
for the affected Plan Year except as provided in Sections 4.06 through 4.15 of this Plan.

Section 4.06 _Election Change Due to Change in Staifier a Plan Year has commenced, a
Participant shall be permitted tovoke an election in its entirety (oevoke the election and make a new
election) for the balance of that Plan Year, if theiBipant experiences a Change in Status as defined below
and the requirements of this Section 4.06 are satisfied.

@) Change in StatusThe following events constitute a Change in Status:

1) Change in Marital Status.A change in the Participant’s legal marital status,
including the following: Marriage, divorce, the death of a spouse, legal separation,
and annulment.

(2 Change in Number of Dependent8. change in the number of the Participant’s
dependents, including the following: Birth, death, adoption, and placement for
adoption.

3) Change in Employment Statusiny of the following events that change the
employment status of the Participant, the Participant’s spoutiee Participant’s
dependent(s):

0] A termination or commencement of employment;

(i) A commencement of or retufrom an unpaid leave of absence;

(i) Achange in worksite, if such a ahge affects eligibility under this Plan or
a Component Benefit Plan;

(iv) A change in employment status, such as a change from salaried to hourly
employment, if the change affectseteligibility of the Participant, the
Participant’s spouse, or the Participant’s dependent(s) under this Plan or
under a Component Benefit Plan othié change affects the eligibility of
the Participant, the Participant’s sgeyor the Participant's dependent(s)
under a cafeteria plan or welfare benefit plan maintained by an employer
(other than the Employer) employing the Participant, the Participant’s
spouse, or the Participant’s dependent(s);

4) Change in Dependent Eligibility. An event that causes the Participant’s
dependent(s) to satisfy or cease to satilséy eligibility conditions for coverage
under a Component Benefit Plan on accafmthe dependent’s attainment of a
certain age, student status, or any similar circumstances.

(5) Change in ResidenceA change in the place of residence of the Participant, the

Participant’s spouse, or thearticipant's dependent(sj,such a change affects
eligibility under this Plan or a Component Benefit Plan.

4.2 City of Abilene Cafeteria Plan 04/04



(6) Adoption Proceedingskor purposes of adoption assistance provided through this
Plan only, the commencement or termination of an adoption proceeding.

(b) Consistency An election change that is magle account of a Change in Status must be
consistent with that Change in Status. Viibeta particular elecih change in consistent
with a Change in Status will be determirtadthe Plan Administrator in accordance with
Internal Revenue Service regulations.

Section 4.07 _Election Change Due to Exercise of HIPAA Special Enrollment Rights.

@) HIPAA Special Enroliment RightsAfter a Plan Year has commenced, a Participant may
revoke his/her prior election for health coveragd make a new election for such coverage,
if the Participant, the Parfjzant’s spouse, or a dependent of the Participant is entitled to
special enrollment rights under a group healémoif the Employer as described under either
(1), (2), (3) or (4) below:

1) Eligibility for a State Premium Assaice Subsidy under the Plan from Medicaid
or SCHIP, A Participant or his/her spouse or dependent becomes eligible for a state
premium assistance subsidy under a group health plan of the Employer from either
Medicaid or a state’s children’s health insurance program (SCHIP);

(2) Loss of Eligibility for Medicaid or SCHIP Coveragéhe Medicaid or SCHIP
coverage of a Participant or his/her spoor dependent is terminated as a result of
a loss of eligibility.

3 Loss of Other CoveragéVedical coverage was declined under a group health plan
sponsored by the Employer because the Employee and/or dependent was covered
under another group health plan or t@lfler health insurance coverage, and
eligibility for such coverage is subsequendst. A loss of eligibility for such other
coverage includes the following:

0] Loss of eligibility for coverage as a result of legal separation, divorce,
cessation of dependent status, ddatimination of employment, reduction
in hours, or exhaustion of the maximum COBRA period;

(i) Loss of eligibility due to the incurrence of a claim causing the individual to
meet or exceed a lifetime limit on all benefits;

(i) Loss of eligibility for coverage ttough an HMO in the individual market
because the individual no longer residesdivor works in a service area (whether
or not the choice of the individual); and

(iv) In the case of coverage offereddbigh an HMO in tB group market that
does not provide benefits to ardividual who no longer resides, lives or
works in the service area (whether or not the choice of the individual), and
no other benefit package is available to the individual.

A loss of eligibility does not include Bss resulting from the failure of the

Employee or dependent to pay premiums on a timely basis or a termination of
coverage for cause (e.g., fraud).
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(b)

()

(d)

(e)

4) Acquisition of a New DependeniThe Participant acquires a new dependent as a
result of marriage, birth, adoption, or placement for adoption.

New Election Must Correspond and be Consistent with HIPAA Special Enrollment Rights.
A change in elections pursuant to thist&et4.07 must corresponad@be consistent with
the exercise of the special enrollment rights provided under Code § 9801(f).

Q) Increase in Salary Reductioné Participant may elect to increase the amount by
which his or her Compensation is reduced by no more than the additional cost of the
benefits provided under the group health plan as a result of the enroliment of the
Participant, the Participant’'s spouse, and dependent of the Participant in the
group health plan.

(2) Decrease in Salary ReductiomsParticipant may elect to decrease the amount by
which his/her Compensation is reduced by no more than the cost of the premium
assistance received by the Participant and/or his/her dependents.

3) Election to Add Previously Eligible Dependentsn election to add previously
eligible dependents as a result of a losstleér coverage or the acquisition of a new
spouse or dependent child shall be cozrgid to be consistent with the special
enrollment rights.

Status Change Forrtach Participant must complete a status change form and submit such
form to the Plan Administrator no later théd days after the date of the event giving rise

to the exercise of a HIPAA spial enrollment right under (a)(1) or (a)(2) above, or no later
than 30 days after the date of the everingj rise to the right to exercise the special
enrollment rights under (a)(3) or (a)(4) above.

Effective Date of Medicaid/SCHIP Provision$he effective date of the HIPAA special
enrollment right provisions set forth in Subsections (a)(1) and (a)(2) is April 1, 2009.

Approval of ChangeAny change in election resultifigom the exercise of the special
enrollment rights provided under Code § 9801 (§Lilject to the review and approval of the
Plan Administrator.

Section 4.08 _ Election Change dineChange in Coverage.

(@)

Cessation or Significant Curtailment in Coveradfghe Plan Administrator determines that
coverage under a Group Health Plan ceasesigrigicantly curtailed during the Plan Year,
the Participant may revoke his/her electiondoverage under that Group Health Plan and
may elect coverage, on a prospective basly, under another Group Health Plan that
provides similar coverage. Coverage ural@roup Health Plan is deemed “significantly
curtailed” only if there is an overall reductioncoverage provided tarticipants under the
Group Health Plan so as to constitute reducedragego Participants in general. The Plan
Administrator, in its sole discretion, shall decide, in accordance with prevailing Internal
Revenue Service guidance, whether a curtilns “significant” and whether a substitute
Component Benefit Plan constitutes “simitaverage” based upon all of the surrounding
facts and circumstances.
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(b) Addition or Elimination of Benefit Package Optidif. during the Plan Year, a Component
Benefit Plan is added, a Participant whoffe@ted by the change may elect to add the new
Component Benefit Plan and to makerresponding changes with respect to other
Component Benefit Plans providing similar coggra Any such change will take effect on
a prospective basis only. The Plan Administrain its sole discretion, shall decide, in
accordance with prevailing Internal Revenue Service guidance, whether a substitute
Component Benefit Plan constitutes “similar coverage” based upon all of the surrounding
facts and circumstances.

(©) Change in Coverage of Spouse or Dependader Plan of Another Employer (“Election
Lock™). After the Plan Year has commenced, di€ipant may change his/her elections on
a prospective basis only if the change i@ooount of and corresponds with a change made
under the plan of the employer of the Participant’s spouse, the Participant’s former spouse,
or the Participant’'s dependerminy such change is permitted only if (1) the cafeteria plan
of such other employer permits its participants to make only those election changes that are
permitted under proposed or final Internal Rawe Service regulations under Code Section
125; or (2) the period of coverage under the pfauch other employer is different than the
Plan Year for this Plan. The Plan Administrator, in its sole discretion, shall decide, in
accordance with prevailing Internal Revenue/ie guidance, whether a requested change
is on account of and corresponds with a change made under the plan of the employer of the
Participant’s spouse, former spouse, or dependéhe Plan Administrator may request and
receive any documents it reasonably consideicessary to make such a determination.

Section 4.09 _Election Change due to FMLA LeageRarticipant who is taking leave under the
FMLA may revoke an existing election of Group Hedthn coverage and may keasuch other election
for the remaining portion of coverage as may be perdhitteler Section 3.03 of this Plan. Additionally, such
a Participant may also be permitted to chang#hbi elections under Section 4.03(c), provided the
requirements of that section are satisfied.

Section 4.10 _Election Change due to Exercise of COBRA Righarticipant may increase the
amount of his/her election to pay for the coSC&fBRA coverage under a Group Health Plan if a COBRA
event (or an event under a similar state law providingdatinuation coverage) occurs with respect to the
Participant, the Participant’s spouse, or a dependahed®articipant. This Section 4.10 does not apply to
COBRA coverage under a plan sporesi by some other employer.

Section 4.11 _Election Change due $euance of a Judgment, Decree or Ordka judgment,
decree, or order (an “Order”) resulting from a divoragalseparation, annulment, or change in legal custody
(including a qualified medical child support order) reggiaccident or health coverage to be provided for
a Participant’s dependent child, including a foster ot is a dependent of the Participant, a Participant
may (a) change his/her election to provide coverage for the depeniignticivided that the Order requires
the Participant to provide such coverage; or (bipngkaiis/her election to revokeverage for the dependent
child if the Order requires that another individuakluding the Participant’'s spouse or former spouse,
provide coverage under that individual’'s plan.

Section 4.12 _Election Change due to Medicare / Medicaid EntitlemEna Participant, a
Participant’s spouse, or a Partiifi’'s dependent who is entitledrexeive benefiteander a Group Health
Plan becomes entitled to Medicare or Medicaid (othertbaarage consisting soledy benefits of Section
1928 of the Social Security Act providing for pediatric vaccines), and the Participant may reduce his/her
election to reflect the reduction or cancellation of the coverage provided to such person under the Group
Health Plan. Additionally, if a Participant, a Participant’s spouse, or a Participant’s dependent who has been
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entitled to Medicare or Medicaid loses eligibility forchucoverage, the Participant may increase his/her
election to reflect the increased cost of providiogezage under the Group Health Plan. Any change made
under this Section 4.12 shall takeseffon a prospective basis only. Hian Administrator may request and
receive any documents it reasonably considers necessaakéosuch a determination. The right to drop or
add coverage under a Group Health Réagoverned by and subject to the terms of the Group Health Plan.
This Section 4.12 does not apply to a Health FSA.

Section 4.13 _ Election Change due to Significant Change in Cost.

@) Increase in Participant’'s Share of the Cost.the Participant’s share of the premium for
coverage under a Benefit Package Option (dttear a Health FSA)increases by a significant
amount during a Plan Year, the Participant may either increase his/her election by a
corresponding amount on a prospective basis or the Participant may revoke his/her election
and, in lieu thereof, receive coverageder another Benefit Package Option (if any)
providing similar coverage. If similar coverage is not available under another Benefit
Package Option, the Participant may revokéhar election without electing coverage under
another Benefit Package Option.

(b) Decrease in Participant’s Share of the Co#tthe Participant’s share of the premium for
coverage under a Benefit Package Option (other than a Health FSA)decreases by a
significant amount during a Plan Year, the Participant may decrease his/her election by a
corresponding amount on a prospective basis treiParticipant is not currently enrolled
in the Benefit Package Option, the Partiip may elect to become covered under that
Benefit Package Option.

(©) Other Provisions.The Plan Administrator, in its saiéscretion, shall decide, in accordance
with prevailing Internal Revenue Service guidajwhether a change @ost is significant
and what constitutes “similar coverage” based upon all of the surrounding facts and
circumstances.

(d) Special Provisions Applicable to DCAP’Shis Section 4.13 does not apply to a DCAP
unless the change in cost is imposed by a dependent care provider who is not related (as that
term is used in Internal Revenuen8ee Regulations) to the Participant.

Section4.14 _Election Change Required by the Plan Administrabe Plan Administrator may,
at any time, require any Participant or class of Hpstitts to amend the amount by which they have elected
to reduce their Compensation for a Plan Year iRlaen Administrator determines such action is necessary
or advisable to (a) satisfy any Code nondiscriminatiqoirements applicable to this Plan or any Component
Benefit Plan; (b) prevent any Employee or clasEmployees from having t@cognize more income for
federal income tax purposes from the receipt of benefits from any Component Benefit Plan than would
otherwise be recognized; or (¢) maintain the qualifiedistatbenefits received under this Plan. In the event
contributions need to be reduced for a class of Participants, the Plan Administrator will reduce the amount
by which each affected Participant has elected to reduce his/her Compensation, beginning with the Participant
in the class who had electedrmluce his/lher Compensation by the highest amount, continuing with the
Participant in the class who had elected the next higimestint, and so forth, until the defect is corrected.

Section 4.15 _Automatic Election Change for Insignificant Changes in @dke Participant’s
share of the premium or cost for the benefita/jited under a Component Benefit Plan increases or decreases
during the Plan Year by an insignificant amount,Raeticipant’s election shall be increased or decreased
on a prospective basis by the amount of such increatecogase. The Plan Administrator, on a reasonable
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and consistent basis, shall automatically effecttisite prospective increase or decrease in the elective
contributions of the affected Partiaipts in accordance withaucost changes. The Plan Administrator, in

its sole discretion, shall decide whether increaseeoreases in cost are “igisificant” based upon all of

the surrounding facts and circumstances, including, but not limited to, the dollar amount and/or the percentage
amount of the change.

Section 4.16 _Requesting aAgproving Election ChangesA Participant desiring to make a
change in his/her elections pursuant to this Articleni¥st complete and submit a status change form and/or
such other forms as the Plan Administrator may requfign election change is to take effect during a Plan
Year, the Plan Administrator may require the Pargintto provide such proof as it reasonably considers
necessary of the events underlying the request foeatia@i change, including, but not limited to, a marriage
certificate, divorce decree, birth certificate, confirming letter from the spouse’s current or former employer,
or any other relevant documents. All such requestarfeelection change must be reviewed and approved
by the Plan Administrator before the election chasggven effect. All such requests must be submitted
within thirty (30) days after the date giving risethe request for an election change, except as provided in
Section 4.07(c) with regard to certain HIPAA spdéanrollment rights that allow such requests to be
submitted within 60 days after the date giviigg to the request for an election change.

Section 4.17 _Effective Date of Election ChangEscept as specifically provided in this Section
4.17, an election change made during the middle airaYar will be given prospective effect only and will
take effect as of the first administratively practicaladee following the date on which the Plan Administrator
approves the new elections that are being made.

@) Special Rule for Newly Adopted Dependent Children and Newbblotsvithstanding the
general rule stated in this Section 4.1 aubject to the provisions of the underlying Group
Health Plan, an election to increase the ambynthich the Participant’s Compensation is
reduced in order to fund the increased obgtroviding benefits under a Group Health Plan
to a newly adopted dependent child or newboay be given retroactive effect to the date
of birth or date of adoption.

Section 4.18 _ Special Rule for Health FSANotwithstanding any provision of this Article IV
to the contrary, a Participant may not change the anajunis/her election with respect to the Health FSA
during a Plan Year, except that, if an election chasmgermitted by this Article 1V, a Participant (a) may
cease to participate in the Health FSA by changing the amount of his/her election to zero; or (b) may begin
to participate in the Health FSArfohe balance of the Plan Year if the Participant had not previously
participated in the Health FSA during the Plan Year.

Section 4.19 _Elections of Former ParticipaRéhired Within Thirty Days of Terminatiorif a
former Participant is rehired within thirty (30)ydaafter the date on which the Participant’'s employment
relationship with the Employer was terminated, thei€lpant will be reinstated with the same elections the
Participant had before termination unless (a) the Raatit would be permitted to make an election change
under Article IV for a reason other than a change in his/her employment with the Employer or (b) the Plan
Year ended on or after the date on which the employretaitonship was terminated but before the date of
reinstatement.

Section 4.20 _Maximum Benefits.The maximum benefits undéhnis Cafeteria Plan are the
maximum benefits specified in the Component Benefit Plans.

[The remainder of this page intentionally left blank.]
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ARTICLE V
PLAN ADMINISTRATION

Section 5.01 _Plan Administratoil.he administration of this Plan shall be under the supervision
of the Plan Administrator. The Plan Administratoalthave the responsibility of ensuring that this Plan is
carried out, in accordance with its texfor the exclusive benefit of tipersons entitled to participate in this
Plan.

Section 5.02 _Powers of the Plan Administratbhe Plan Administrator shall have such powers
and duties as it considers necessary or appropriate t@adigdkts duties under this Plan. The powers of the
Plan Administrator shall include, but are not limited to, the following:

@) To establish rules and procedures for the purpose of administration of this Plan;

(b) To require each Participant to supplglsinformation and sign such documents as
may be necessary to administer this Plan;

(© To interpret, construe and carry o grovisions of this Plan and render decisions
on the administration of this Plan, including decisions on Employee eligibility and
participation; and

(d) To appoint such agents, attorneys, accounteotsultants, Claims Administrators and any
other persons as may be needed for proper administration of this Plan.

The Plan Administrator shall have no power to alter the terms of this Plan or to waive or fail to apply any
requirements governing eligibility or participation.

Section5.03 _Plan Must Be Nondiscriminatofine Plan Administrator shall administer this Plan
in a nondiscriminatory manner so all persons similanhployed by the Employer will receive substantially
the same treatment.

[The remainder of this page intentionally left blank.]
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ARTICLE VI
TERMINATION AND AMENDMENT OF THE PLAN

The Employer may amend or terminate this Plan at any time by written instrument signed by the City

Manager of the Employer.

[The remainder of this page intentionally left blank.]
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ARTICLE VII
MISCELLANEOUS

Section 7.01 _Funding and Expensédl of the amounts payable under this Plan shall be paid
from the general assets of the Employer. All administrative costs shall be borne by the Employer.

Section 7.02 _State Lawl'he laws of the state of Kansas will determine all questions arising with
respect to the provisions of this Plan exdepthe extent superseded by Federal law.

Section 7.03 _ConstructionWords used in the masculine akgaply to the feminine and words
used in the feminine also apply to the masculiéherever the context dictates, the plural includes the
singular and the singular includes the plural.

Section 7.04 _Rights to Employer's Assetdo Participant or beneficiary has any right to, or
interestin, any assets of the Employer upon termination of employment or otherwise, except as provided from
time to time under this Plan, and then only to the extent that the benefits payable under the Component
Benefit Plans are payable solely from the assets of the Employer.

Section 7.05 _Nonalienation of BenefiBenefits payable under the Component Benefit Plans are
not subject in any manner to anticipation, alienasalte, transfer, assignment, pledge, encumbrance, charge,
garnishment, execution, or levy of any kind, eitroluntary or involuntaryincluding any such liability
which is for alimony or other payments for the suppod sppouse or former spouse, or for any other relative
of the Participant, except pursuant to court ordery poi@actual receipt by the person entitled to the benefit
under the tems of this Plan. Any attempt to anticipagééienate, sell, transfer, assign, pledge, encumber,
charge or otherwise dispose of any right to bengéiy@ble under the Component Benefit Plans is void. The
Employer is not in any manner liable for, or subjecthie debts, contracts, liabilities, engagements or torts
of any person entitled to benefits under this Plan.

Section 7.06 _Employment Not Guarante@tbthing contained in this Plan or in any other plan
which is a part of the Plan, or any modification oeaniment to this Plan, or in the creation of any account,
or the payment of any benefit, gives any Employee, Participant or beneficiary any right to continue
employment, any legal or equitable right against the Employer, its Employees or agents, or against the Plan
Administrator, except as expressly provided by this Plan.

Section 7.07 _Named FiduciaryThe named fiduciary of this Plan shall be the Employer. The
Employer shall have complete authority to contrml enanage the operation and administration of this Plan.

Section 7.08 _Limitation on Liability A Plan fiduciary shall be entitled to rely upon information
from any source assumed in good faith to be correctpexsnn shall be subject to any liability with respect
to duties under this Plan unless that person acts fraudubeimiypad faith. No person shall be liable for any
breach of fiduciary responsibility resulting from the acbmission of any other fiduciary or any person to
whom fiduciary responsibilities haveeen allocated or delegated.

Section 7.09 _IndemnificationT o the extent permitted by law, the Employer shall indemnify and
hold harmless any Employee to whom fiduciary respdiitgitwith respect to this Plan is allocated or
delegated, from and against any and all liabilitiesisand expenses incurred by any such Employee as a
result of any act, or omission to act, in connection with the performance of duties, responsibilities and
obligations under this Plan, other than suchilitéds, costs and expenses as may result from the gross
negligence or willful misconduct of any such person.
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Section 7.10 _Prohibition Against Retroactive Entry into the Planhe event that a person was
determined to be ineligible to participate in the Plan due to the person’s classification as an independent
contractor (or Temporary Employee) and such classificasi later determined by a court or administrative
agency to have been incorrect, the person shalligible to enter the Plan on a prospective basis only.
Except as may be required in connection with HIPA&csal enrollment rights, no person shall be allowed
to enter the Plan on a retroactive basis.

Section 7.11 _Negative Paycheck§.he Employer shall have the power to adopt rules and
procedures addressing the sequence in which amoulitsesbdaducted or withheld from the compensation
payable from the Employer to a Participant in the etietisuch compensation &sk than the combined total
of the following:

(a)
(b)

(€)
(d)

Taxes required to be withhdtdm the Participant's compensation;

The amounts the Participant has elected to defer into a qiigdiia maintained by the
Employer;

The salary reductions elected by the Pigdiat under this plan or under any similar plan
maintained by the Employer; and

Such other amounts that the Employer may be required to withhold or deduct from the
Participant’'s compensation.

If no such rules or procedures have been adopteBntipdoyer shall deduct amounts required to be withheld
for taxes and amounts necessary to pay for the Particpaadical coverage prior to deducting any other

amounts.

[The remainder of this page intentionally left blank.]
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IN WITNESS WHEREOF, the Employer adopts thisesaaled and restated Plan effective the 1st day
of March, 2001.

City of Abilene

By:

Mark F. Arbuthnot, City Manager
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SUMMARY PLAN DESCRIPTION
CITY OF ABILENE CAFETERIA PLAN

The City of Abilene, Kansas, (“Employer”) maintaititee City of Abilene Cafeteria Plan (the “Plan”
and/or the “Cafeteria Plan”) for the exclusive bengfiitand to provide benefits, its eligible employees,
their legal spouses, ancktheligible dependents.

This Summary Plan Description describes the basicresf the Plan, how the Plan operates, and the
benefits that can be purchased through the Plams Simmary Plan Description is only a summary of

the key parts of the Plan, and a brief description of your rights as a Participant. It is not a part of the
official plan documents.If there is a conflict between the plan documents and this Summary Plan
Description, the plan documents will control.

(@)

(b)

(€)

(d)

v. 1.3

(1) General Information

Type of Plan. This Plan is a cafeteria plan. TBeployer has assigned number 501 as the Plan
Number for this Plan.

Component Benefit Pland?articipants in the Cafeteria Plan may reduce their salary on a pre-tax
basis to pay for the cost of benefits provided by one or more of the following “Component
Benefit Plans” maintained by the Employer:

Q) City of Abilene Employee Group Medical Plan (Plan Number 502);

(2) City of Abilene AFLAC Pre-Tax Plan (Plan Number 503);

3) City of Abilene Health Care 8imgs Account Plan (Plan Number 508);

(4) City of Abilene Dependent Care Assistance Plan (Plan Number 509);

(5) City of Abilene Employee Group Vision Plan (Plan Number 510); and

(6) City of Abilene Prescription Drug Plan (Plan Number 511).

Each of these Component Benefit Plans is govebyea separate plan document. Please refer to
such documents for information regarding sfiedierms and conditions associated with each
Plan. This Summary Plan Description servethassummary plan description for each of these
Component Benefit Plans. A summary of each of these Plans is provided later in this Summary
Plan Description.

Taxation. The amount by which your salary is redd to purchase benefits under the Component
Benefit Plans and any benefits paid to yowder the Component Benefit Plans will not be
included in your taxable income for Federatdme tax purposes and are not subject to FICA

taxes.

Employer. The name, address, telephone number,Fatkral tax identification number of the
Employer are:
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City of Abilene

P.O. Box 519

Abilene, Kansas 67410
(785) 263-2550

EIN: 48-6017973

(e Plan Administrator / Service of ProcesShe Employer is the Plan Administrator. The Plan
Administrator is responsible for providing you amtther Participants with information regarding
your rights and benefits under the Plan. The PRldministrator must also file various reports,
forms, and returns with the Internal RevenueviBe. The name of the person designated as the
Agent for Service of Legal Process is PgnBoukup, whose address is the same as the
Employer's address.

() Plan Year. The Plan Year means the fiscal yeathaf Plan, the twelve (12) consecutive month
period ending every February 28.

(2) Cafeteria Plan — Participation in the Plan

You will automatically become a Participant in the @afi@a Plan on your plan entry date if you satisfy
the eligibility conditions for the Plan. Once you become a Participant, you will continue to be a
Participant until the eligibility conditions are no longeet. These requirements are explained in more
detail below.

€)) Eligibility Conditions. To be eligible to participate in the Plan, the following conditions must be
met:

Q) Employee.You must be an individual employed by the Employer;

2) Regularly Scheduled Hours Per Weekrour regularly scheduled workweek must
ordinarily equal or exceed 20 hours per week;

(3) One Day of EmploymentYou must have completed one day of active employment with
the Employer; and

4) Not Excluded from ParticipationYou must not be excluddtbm participation. You are
excluded from participation if you are) (icovered under a collective bargaining
agreement; or (i) classified on the Employer's payroll records as a “temporary”
employee or a “leased” employee.

(b) Plan Entry Date. If all of the eligibility conditions have been met, you will enter the Plan on the
first day of the month following or coincident with your first day of active employment.

EXAMPLE #1. You begin working as a full-time employee on January 15. You will
automatically enter the Plan on the first @éyhe next month, which is February 1.

EXAMPLE #2. You begin working as a full-time employee on January 1, which is the

first working day of the month. You will &aamatically enter the Plan on the same day,
which is January 1.
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(© Termination of Participation. Once you become a Participant, you will continue to be a
Participant as long as each of the eligibility comalis is met. If one or more of these conditions
is not met, you will cease to be a Participant, undespecial rule appliesThe special rules that
might apply are summarized below.

Q) Special Rule for Leaves of Absenc#. the number of hours that you are regularly
scheduled to work each week falls below the minimum number required for you to
participate in this Plan, you may still continue to participate in this Plan if you are on (i) a
paid leave approved by the Employer; (ii) unpaid leave under the Family and Medical
Leave Act ("FMLA") if the FMLA is applicabldo the Employer; or (iii) unpaid leave of
absence approved by the Employer.

2 Special Rule for Military Servicelf you enter active service in the armed forces of any
country, you will not be eligible to participate in the Plan unless your service is
temporary active service of two (2) weeks or less.

(3) Cafeteria Plan — Participant Elections

To purchase benefits on a pre-tax basis through the Cafeteria Plan, you must elect (the
“Election”) to do so by completing and retimg a Salary Reduction Agreement to the Plan
Administrator. Once you have made an Electiany will not be able to change that Election until the
next Plan Year, unless an exception appliEsese rules are discussed in more detail below.

(a) How to make an Election.To make an Election, you must complete a Salary Reduction
Agreement and return the completed AgreemerthéoPlan Administrator. If you are changing
an Election in the middle of a Plan Year, you may also be required to complete and return an
Election Change form.

(b) When to make an ElectiorAn Election for the next Plan Year must be made during the Annual
Enroliment Period for that Plan Year. The Annual Enroliment Period will be announced by the
Plan Administrator each year. An Election change during the middle of a Plan Year must be
made no later than 30 days after the event flat/san Election change to be made, except that
an Election change made in connection withtaierHIPAA special enroliment rights may be
made within sixty (60) days after the event ashier described in (3)(d)(2) below. If you are a
new Participant in the Plan, an Election musiniede no later than 30 days after the date you
entered the Plan.

(© Failure to make an Election.

1) Failure to Make an Initial Electionlf you have never made an Election, you will not be
able to purchase any benefits through the Plan on a pre-tax basis.

2 Failure to Change Existing ElectionOnce you have made an Election, a failure to
complete a new Salary Reduction Agreementafeubsequent Plan Year will be treated
as a decision on your part to receive all of your Compensation in cash.

(d) Election Changes.An Election may not be changed in the middle of a Plan Year unless you
qualify for one of the exceptions listed belowll Election changes must be approved by the
Plan Administrator. In approving or denyiag Election change, the Plan Administrator may
rely on the terms of the Plan, Internal ReveBeevice Regulations, and informal guidance from
the Internal Revenue Service (the “IRS”).
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v. 1.3

You may change an Election in the middle of a Plan Year in the following circumstances (and
subject to the other rules of the Plan):

(1)

(2)

(3)

Change in Statuslf there is a “change in statuahd the Election change is consistent
with the “change in status.” The followimyents may constitute a “change in status”:

0] A change in your marital status;

(i) A change in the number of your dependents;

(i) A change in the employment statusyafurself, your spouse, or your dependent.
This may include starting a new job, leaving an old job, taking an unpaid leave of
absence, or returning from an unpaid leafeabsence. It may also include a
change in the number of hours that you, your spouse, or your dependent are
regularly scheduled to work, but only if the change in hours affects your
eligibility for benefits under this Planr a Component Benefit Plan or your
spouse’s or dependent’s eligibility umaebenefit plan of their employer;

(iv) One of your dependents satisfies, cases to satisfy, the eligibility requirements
for a dependent under a Component Benefit Plan; and/or

(V) A change in residence for yourself, your spouse, or your dependent if it affects
that person’s eligibility for benefits.

Whether an Election change is consistent whih “change in status” will be determined
by the Plan Administrator in accordance with IRS Regulations and prevailing IRS
guidance.

HIPAA Special Enrollment Rights. Under the Health Insurance Portability and
Accountability Act of 1996 ( “HIPAA"), grouphealth plans must provide a “special
enrollment” period for certain individualsThese individuals include individuals who
were eligible for coverage but who did notr@hdue to other coverage and individuals
who have become dependents through marriage, birth, or adoption. These individuals
also include individuals who become eligible for a state premium assistance subsidy
under a group health plan of the Emploff&m either Medicaid or a state’s children’s
health insurance program (SCHIP). Similarly, individuals who lose eligibility for
Medicaid or SCHIP coverage haspecial enrollment rights in the Plan. If you exercise
your “special enrollment” rights under HIPAA, you may make an Election change to pay
the cost of covering the individuals you enrolled. Unlike with the other election change
events, you have 60 days to enroll an individual if the election change event is a HIPAA
special enrollment right related to eligible Bostate premium assistance subsidy or a loss
of eligibility for Medicaid or SCHIP.

Change in Coverage ofovir Spouse or Dependentf there is a change in the coverage

of your spouse or your dependent and tlo&ecage is obtained through the cafeteria plan

of another employer, you may make a rfesponding” Election change. For this
exception to apply, one of the following conditions must be met: (i) The plan year of the
other employer’s cafeteria plan is different than the Plan Year of this Plan; or (ii) the
cafeteria plan of the other employer permits only those election changes that are
authorized under IRS regulations. The Planmixdstrator will decide in its discretion

and in accordance with prevailing IRS guida whether a requested change is on
account of and corresponds with the change made under the plan of the other employer.
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(4)

()

(6)

(7)

EXAMPLE: You have elected to provide medicaverage for your family under the
Employer's Medical Plan. Your spouseesiployed by a different employer. During
open enrollment for the cafeteria plan of that employer, your spouse elects “family
coverage” under the medical plan of that employer. The plan year of that employer is
different than the plan year of your Employer. Under this exception, you may
discontinue your Election to pay for famitoverage on a pre-tax basis through this
Cafeteria Plan.

“Significant” Curtailment in Coverage.

0] Cessation or Significant Curtailment in CoveragH.coverage under a plan is
“significantly curtailed,” but not lost, yo may change your Election to elect
coverage under another benefit option thiavides similar coverage. Coverage
under a plan is “significantly curtailed” gnif there is an overall reduction in the
coverage provided to participants in the plan. If coverage under a plan is
“significantly curtailed” and that curtailemt constitutes a “l@sof coverage” for
you, your spouse, or your dependeyipy may change your Election to elect
coverage under another béheption that provides similar coverage. If no
similar benefit option is available, yooay elect to drop coverage. For purposes
of this provision, a “loss of coverageieans a complete loss of coverage under
the benefit option. This includes the elimination of a benefit option, the loss of
coverage under an option due to adividual reaching an overall lifetime or
annual coverage limit, a substantidcrease in the medical care providers
available under the option, or a reduction in the benefits for a specific type of
medical condition or treatment for whichwoyour spouse, or your dependent is
currently receiving treatment.

(i) Determinations to be Made by the Plan Administratdhe Plan Administrator
will decide in its discretion, and iaccordance with prevailing IRS guidance,
whether a curtailment is “significant,” whner a curtailment represents a “loss of
coverage” with respect to a particuladividual, and whether a substitute benefit
option provides “similar coverage.”

Addition or Elimination of a Benefit Optionf a benefit option is added in the middle of
a Plan Year or if coverage under an erigtbenefit option is eliminated, you may make
an Election change to add that option.

FMLA Leave. If you take a leave of absence under the FMLA, you may change your
Election for coverage under a group health pldfou may also be able to change your
Election under the “change in status” exception discussed above.

To Comply with a Judgment, Decree or Ordéf.you are required to provide medical
coverage for a dependent child pursuant jedgment, decree or order, you may change
your Election to pay for the increased costhef coverage. If you are already providing
coverage and a judgment, decree or ordguires someone else to provide coverage, you
may change your Election to reflect the decreased cost of covefagever before you

are allowed to drop coverage, you may be meguto provide proof that other coverage
for the child is actually being provided.
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(8) Entitlement to Medicare / Medicaidlf you, your spouse, or your dependent becomes
entitled to Medicare or Medicaid, you may oga your Election to reflect the decreased
cost of coverage under the employer’s groepltin plan. If you, your spouse, or your
dependent loses your/their entittement to Medicare or Medicaid, you may increase your
Election to reflect the increased cost of aage under the employer’s group health plan.

(9) Significant Change in Cost of Coveragéf your share of the premium for coverage
under a benefit option increases by a significant amount, you may increase your Election
to reflect the increased cost or you may etedve covered undemother benefit option
(if any) providing similar coverage. Ifmilar coverage is not available, you may drop
your coverage altogether.

Whether there has been a “significant” chaimgeost and whether another benefit option
provides “similar coverage” will be decided by the Plan Administrator in its discretion
and in accordance with prevailing IRS guidance.

In addition to the Election changes which youymmake in the middle of a Plan Year, as
summarized above, the Plan Administratoryrmeutomatically change the amount of your
Election in the middle of a Plan Year if thereas “insignificant” change in the cost of the
coverage you have elected. Whether there has &eédimsignificant” change in cost will be

decided by the Plan Administrator in itssdietion and in accordance with prevailing IRS
guidance.

Effective Date of Elections.

(1) Election Made During Annual Enrollment Period\n Election made during the Annual
Enroliment Period will be given effect as of the first day of the next Plan Year.

(2) Election Made in the Middle of a Plan YeaAn Election made in the middle of a Plan
Year will be given effect as of the earliest administratively practicable date after a
completed Election Change Form is receibgdthe Plan Administrator. This includes
both Election changes and the initial Electionade by new Participants. Under IRS
regulations, elections cannot be given rettivaceffect. For example, although you can
use pre-tax dollars to pay for future coyggayou cannot use pre-tax dollars to pay for
coverage that has already been providéthe only exception to this prohibition is for
newborn children and newly adopted depensi@rtio are enrolled in a group health plan
pursuant to HIPAA “special enrollment” right€Coverage that is retroactive to the date
of their birth or adoption may be paid for on a pre-tax basis.

Special Rule for Former Participants Rehired Within 30 Days of Terminatioyou are rehired
within thirty (30) days after the date on st your employment was terminated, you will be
reinstated in the Plan with the same Electipos had before your employment was terminated
unless (1) you would be permitted to make aactbn change for some reason other than the
change in your employment with the Employer(®) the Plan Year ended on or after the date
your employment was terminated bufdre the date you were rehired.

Special Rule for Health FSA’'sYou maynot change your Election under the Health Flexible
Spending Account Plan (“Health FSA”) ihe middle of a Plan Year except as follows:

Q) You may cease to participate in the e&SA by changing your Election to zeibyou

are permitted to make an Election change under the rules summarized in Section (3)(d)
above;
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(2) You may begin to participate in the HedHBA for the remainder of the Plan Year if you
are newly eligible to becomeparticipant in the Health FSA;

(3) You may begin to participate in the HedHBA for the remainder of the Plan Year if you
are not currently participating in the HeaRBA, have not previously participated in the
Health FSA during the current Plan yeandare permitted to make an Election change
under the rules summarized in Section 3(d) above; or

(4) You may change your Election if the changenade in connection with FMLA leave.
The impact of FMLA leave on the Health FSA is summarized in more detail in Section
9(d) below.

Except as set forth above, an Hiex with respect to the Health FSA may not be changed during
the Plan Year once it has been made.

(4) Employee Group Medical Plan

The Employer maintains an Employee Group MedRiah ("Medical Plan") pays benefits under
an insurance contract with Prefatrelealth Systems (“PHS”), 8535 E.®2&treet North, Wichita, KS
67206.

@) Type of Plan.The Medical Plan is a Group Health Plarhe Medical Plan is administered by the
Employer; however, benefit claims are processed by the Claims Administrator.

(b) Eligibility / Plan Entry Dates. The eligibility conditions and thelan entry dates are the same as
those for the Cafeteria Plan.

(© Enrollment in the Plan.To become a Participant in the Medical Plan, you must enroll using
the form or forms provided by the Plan Administrator. These forms must be completed and
returned to the Plan Administrator on or before your Plan entry détgou do not elect to
participate in the Medical Plan, you will not receive any benefits under the Medical Plan.

(1) Failure to Enroll When First Eligible.If you fail to enroll when you are first eligible to
do so, you will not be allowed to enroll in the Medical Plan until the next Annual
Enrollment Period and your enroliment will not take effect until the first day of the next
Plan Year. The same rule applies if yfail to enroll your dependents (including your
spouse) when you are first eligible to do Janis rule does not apply, however, if you are
entitled to HIPAA “Special Enrollment” rights.

2 HIPAA “Special Enrollment” Rights.If you are declining enroliment in the Medical Plan
for yourself or your dependents because béphealth insurance coverage and that other
coverage is subsequently lost, you may He &benroll yourself and/or your dependents
in the Medical Plan if you request enroliment within 30 days after your other coverage
ends. In addition, if you have a new dependana result of marriage, birth, adoption, or
placement for adoption, you may be able to enroll yourself and your dependents,
provided that you request enrollment withirirtth (30) days after the marriage, birth,
adoption, or placement for adoption. Furthg you and/or your dependents become
eligible for a state premium assistance gibander this Medical Plan from Medicaid or
a state’s children’s health insurance progfa8CHIP"), the individual must be allowed
to enroll in the Medical Plan, provided thatyequest enrollment within sixty (60) days.
Finally, if you and/or your dependentséoeligibility for SCHIP or Medicaid, then you
will be permitted to enroll in the Medical &, provided you are otherwise eligible for
coverage and you request enroliment within sixty (60) days.
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Plan Benefit. If you elect to participate in the Medical Plan, you will be insured under a benefit
description issued by PHS. This policy prasd/ou and/or your dependents with comprehensive
medical coverage. PHS has prepared materialdwexiplain the benefits of the group contract in
detail. If you have not received these materfabm PHS, you should request a copy from the
Plan Administrator. These materials are aritaadhl part of this Summary Plan Description.

Obligation to Pay BenefitPHS is solely obligated to payrfmedical benefits provided under the
PHS group contract. The Employer makes no jserand will have no obligation to provide or
pay for benefits under the group contract.

Premiums.The monthly premiums for insurance coygrainder the Medical Plan are determined

by PHS and may change from time to time. Yoay obtain current premium rates by contacting

the Plan Administrator. The Employer will communicate the portion of the premium which you
must pay each year during the Annual Enrollment Period. Premiums may be paid on a pre-tax
basis through the Cafeteria Plan.

Medical Treatment. The Medical Plan does not provideedical treatment or give medical
advice. It is your responsibility, in consultation with the physicians of your choice, to get
appropriate medical treatment The fact that some expense may not be eligible for
reimbursement by the Medical Plan does not nteahyou or your dependents should not have
that treatment.

Loss of BenefitsYou will no longer be entitled to benefits under the Medical Plan if the Plan is
terminated, if you are no longer eligible to particigpat this Plan, or if you fail to pay your share
of the premiums for coverage under this Pladowever, if this happens, you may, in some
circumstances, be entitled to purchase COBgAtinuation coverage.COBRA continuation
coverage is discussed in a separatéaeof this Summary Plan Description.

Claims Procedures.In the event you have a claim for benefits under the Medical Plan, you
should follow the procedures outlined in the maisrprepared by PHS as applicable. The Plan
Administrator, upon your request, will assist you in making these claims. PHS is hereby
delegated full discretionary authority to makledaterminations regarding the administration and
payment of such benefit claims, in accordand# the terms of the applicable group contract.

(5) Prescription Drug Plan

The Employer maintains a Prescription Drug Plan plagss benefits pursuant to the terms and conditions
of a group insurance contract with Serve You, 102ddbvation Drive, Suite 600, Milwaukee, WI 53226.

(@)

(b)

(©)

v. 1.3

Type of Plan. The Prescription Drug Plan is a self-funded group health plan. The Prescription
Drug Plan is funded and administered by the Exygl; however, benefit claims are processed by
the Claims Administrator.

Eligibility / Plan Entry Dates. The eligibility conditions and the Prescription Drug Plan entry
dates are the same as those for the Cafeteria Plan.

Enroliment in the Plan.To become a Participant in the Prescription Drug Plan, you must
enroll using the form or forms provided by the Plan Administrator. These forms must be
completed and returned to the Plan Administrato or before your Prescription Drug Plan entry
date. If you do not elect to participate in the Prescription Drug Plan, you will not receive
any benefits under the Prescription Drug Plan.
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1) Failure to Enroll When First Eligible.If you fail to enroll when you are first eligible to
do so, you will not be allowed to enroll the Prescription Drug Plan until the next
Annual Enroliment Period and your enrollmevitl not take effect until the first day of
the next Plan Year. The same rule appfigsu fail to enroll your dependents (including
your spouse) when you are first eligible tosto This rule does not apply, however, if
you are entitled to HIPAA “Special Enrollment” rights.

(2) HIPAA “Special Enroliment” Rights.If you are declining enrollment in the Prescription
Drug Plan for yourself or youdependents because of otihealth insurance coverage
and that other coverage is subsequently, psti may be able to enroll yourself and/or
your dependents in the Prescription Drug Plaroii request enrollment within thirty (30)
days after your other coverage ends. dditon, if you have a new dependent as a result
of marriage, birth, adoption, or placement for adoption, you may be able to enroll
yourself and your dependents, provided that you request enrollment within thirty (30)
days after the marriage, birth, adoption, @ceiment for adoption. Further, if you and/or
your dependents become eligible forstate premium assistance subsidy under this
Prescription Drug Plan from Medicaid or atsfs children’s health insurance program
(“SCHIP”), the individual must be allowleto enroll in the Prescription Drug Plan,
provided that you request enrollment within sixty (60) days. Finally, if you and/or your
dependents lose eligibility for SCHIP or Medicdiden you will be permitted to enroll in
the Prescription Drug Plan, provided you arbeolvise eligible for coverage and you
request enroliment within sixty (60) days.

(d) Plan Benefits. If you elect to participate in the Prescription Drug Plan, benefits will be provided
by the Employer pursuant to the terms amhditions of a benefit description between the
Employer and Serve You. This Prescription DRign provides you and/or your dependents with
comprehensive prescription drug coverage. S¥me has prepared materials which explain the
benefits provided under this Prescription Drug Plardetail. If you have not received these
materials from Serve You, you should requastopy from the Plan Adinistrator. These
materials are an additional part of this SPD.

(e) Obligation to Pay BenefitsServe You is solely obligated fay for the benefits provided under
the Serve You benefit description. The Emglognakes no promise and will have no obligation
to provide or pay for benefits under the benefit description.

) Premiums.The monthly premiums for insurance coverage under the Prescription Drug Plan are
determined by the Employer, and may chafigen time to time. You may obtain current
premium rates by contacting the Plan Administrator. The Employer will communicate the
portion of the premium which you must pay each year during the Annual Enrollment Period.

(9) Prescription Drug Treatment.The Prescription Drug Plan does not provide prescription drug
treatment or give prescription drug advick.is your responsibility, in consultation with the
physicians of your choice, to get appropriate prescription drug treatment The fact that
some expense may not be eligible for reimbursement by the Prescription Drug Plan does not
mean that you or your dependesit®uld not have that treatment.

(h) Claims Procedureslin the event you have a claim for benefits under the Prescription Drug Plan,
you should follow the procedurestbiied in the materials prepared by Serve You and the claims
procedures in Section (13) of this SPD. Hian Administrator, upon your request, will assist
you in making these claims. Serve You is actindehalf of the Employer in a ministerial and
administrative capacity. The Employer retains full discretionary authority to make all
determinations regarding the admiragion and payment of benefit claims.
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0] Termination of CoverageYour participation in the Presctipn Drug Plan ends on whichever of
the following dates occurs first:

Q) The last day of the month in which you terminate your employment with the Employer;
(2) The date on which your election to participate expires;

3) The end of a period in which you last paidequired contribution, taking into account
any grace periods required by law;

(4) The last day of the month in which you cease to be an eligible employee; or
(5) The date the Employer terminates the Prescription Drug Plan.

Your coverage for benefits undéhe Prescription Drug Plan ends with the termination of your
participation. However, you may, in somecaimstances, be entitled to purchase COBRA continuation
coverage. COBRA continuatimoverage is discussed in a separate section of this SPD.

(6) Health Flexible Spending Account Plan
The Employer maintains a Health FSA that paysefits out of the Employer’s general assets.

(a) Type of Plan. The Health FSA is a self-funded group health plan. The Health FSA is
administered by the Employer; however, benefit claims are processed by the Claims
Administrator.

(b) Eligibility. The eligibility conditions are the ise as those for the Cafeteria Plan.

(©) Election to Participate in the Plan.To become a Participant in the Health FSA, you must
complete and return the form or form®vided by the Plan Administratolf you do not elect to
participate in the Health FSA, the Employer will not provide you with any benefits under
the Health FSA.

1) Failure to Enroll When First Eligible.As a general rule, if you fail to enroll when you
are first eligible to do so, you will not talowed to enroll in the Health FSA until the
next Annual Enroliment Period, in which cageur enroliment will not take effect until
the first day of the next Plan Year. However, if you experience an event that would allow
an Election change under the terms of the Cafeteria Plan (see Section 3(d) of this SPD)
and you have not previously enrolled in the Health FSA, you may enroll in the Health
FSA in the middle of the Plan Year.

2 Election Changes Once Enrolled in the Health FS¥ce you elect to participate in the
Health FSA, you will not be permitted to change your Election in the middle of the Plan
Year. For example, you will not be allovéo change your Election from one dollar
amount to another dollar amount during the middle of a Plan Year. However, some
Election changes are permitted if they are made in connection with FMLA leave. This
exception is summarized in more detail below.

(d) Special Rules Relating to FMLA LeavH.you are a Participant in the Health FSA and you are

taking or returning from FMLA leave, the following special rules apply to your participation in
the Health FSA:
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Q) Taking FMLA Leave.You may continue to participain the Health FSA after you begin
your FMLA leave by continuing to pay the applicable premium while you are on leave or
by making such other arrangements for thgnment of the applicable premiums as may
be permitted under the Cafeteria Plan (sedi@ed2(b) of this SPD). You may also
choose to discontinue your participationtire Health FSA once you begin your FMLA
leave.

2 Returning From FMLA Leavelf you discontinued your participation in the Health FSA
when you began your FMLA leave, you may choose to participate again once you return
to work from your FMLA leave. If you want to resume your participation at the same
coverage level that was in effect before your FMLA leave, you will be required to pay the
premiums that would have been due while you were on FMLA leave. If you do not want
to make up the missed premiums, you may instead choose to resume coverage at a
reduced level. In this event, the amounta¥erage that you elected will be reduced by
the percentage of the Plan Year that youenan FMLA leave. For example, if you had
elected $1,200 for the Plan Year and were on FMLA for two months, your annual
Election would be reduced to $1,000 under this alternative.

(e) Plan Entry Dates.If you elect to participate in the Health FSA, your Election will take effect and
you will become a Participant as follows:

Q) Election Made During Annual Enroliment Periodf you elect to participate during the
Annual Enroliment Period for the CafeteriaaR] your Election will take effect on the
first day of the next Plan Year. In othgords, you will become a participant as of the
first day of the next plan year.

(2) Election Made by A Newly Eligible Employe#. you elect to participate within thirty
(30) days after you first become eligiblegarticipate in this Health FSA, your Election
will take effect on the first day of the month following the receipt of your completed
Election form by the Plan Administrator. If your Election form is received on the first
day of the month, you will become a Participant on that same day.

EXAMPLE. You begin working as a full-time employee on January 15. You complete
one (1) day of employment with the Employer on January 16. If you wish to participate
in the Health FSA, you must make an Electionldoso within thirty (30) days of January

16, (that is, by February 15).

Your plan entry date, in this exampleill depend on the date your completed Election
form is received. If it is received on orfoee February 15, you will enter the Plan on
February 15. If your Election form is reeed after February 15 but no later than March
1, you will enter the Plan on March 1.

If you do not return a completed Election form, or if your completed Election form is
received after March 1, you will not be altbeenter the Health FSA until March 1 of the
following year unless you experience an “Election change event” (see below).

(3) Election Made Following an Election Change Eveiit.you elect to participate within
thirty (30) days after an event that woaltbw you to make an Election change under the
Cafeteria Plan (see Section 3(d) of this SB@)yr Election will take effect on the first
day of the month following the receipt of your completed Election form by the Plan
Administrator. If your Election form is received on the first day of the month, you will
become a Participant on that same day.
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EXAMPLE . During the Annual Enroliment Period, you did not elect to participate in the
Plan. On April 15, your child is born. This a “change in status” which allows you to
make an Election change under the Cafetedm.PIYou may elect to participate in this
Plan if you do so within thirty (30) days after April 15, (that is, by May 14). If you do
not elect to enter the Health FSA within thi(80) days after this “change in status,” you
will not have a second opportunity to enter Health FSA until the first day of the next
Plan Year unless you experience a second Election change event.

Plan Benefits.If you elect to participate in the Health FSA, you must elect the amount by which
you want the Employer to reduce your salary for the Plan Year. To determine how much you
should reduce your salary for medical reimbursement benefits, you should estimate the amount of
medical and dental expenses you expect to havhidoPlan Year in which your health or dental
insurance will not cover. When you incur unirsd medical or dental expenses, the Plan
Administrator will reimburse you for those exges. The amount of salary you reduce for these
medical or dental expenses is not subject to income tax or FICA.

EXAMPLE: You elect to reduce your salary by $1,200 for the Plan Year. Therefore,
$1,200 is your maximum reimbursement fomgored medical expensesurred for that
Plan Year.

If you do not incur uninsured medical expenses for the Plan Year equal to the
maximum reimbursement amount, you will lose the unused portion.

EXAMPLE: Assume you elect to reduce your saly $1,200 for medical expenses, but
incur only $1,000 of uninsured expenses fbe Plan Year. As required by IRS
regulations, you will forfeit the remaining $20@his example illustrates the importance
of carefully estimating your uninsured medical expenses for the Plan Year.

Maximum Benefit AmountUnder the Health FSA, the maxim amount of reimbursement for a

Plan Year is $3,000 or the actual amount of ysalary reduction for the Plan Year, whichever is

less If you or your dependents incur a “qualified medical expense,” you will receive a
reimbursement for the portion of that expenseawsered by health or dental insurance, but no
more than this maximum amount. The Pladministrator will determine your maximum
reimbursement amount on the basis of the total amount of salary you have elected to reduce for
the Plan Year under the Health FSA, even if yimeur the expense before the end of the Plan
Year.

Qualified Medical ExpensesThe “qualified medical expenses” for which you (or your spouse or
“dependent,” as defined in Section 152 of the Internal Revenue Code, without regard to
subsections (b)(1), (b)(2), or (d)(1)(B) and to whom IRS Rev. Proc. 2008-48 applies (regarding
certain children of divorced or separated paresfits receive more than one-half their support for

the calendar year from one or both parents and are in the custody of one or both parents for at
least one-half of the calendar year)) are eutitle reimbursement under the Health FSA are
generally those medical expenses that aredtductible under Section 213(d) of the Internal
Revenue Code and for which ybave not otherwise been reimbursed through insurance or any
other means. Typical expenses include, but are not limited to:

Q) Deductibles and copayment amounts you pay under your medical or dental or vision care
coverage;

12 City of Abilene Cafeteria Plan SPD 04/12



(i)

v. 1.3

(2) Medical, dental and/or vision care expenses in excess of usual, reasonable and customary
rates; and

3) Any other Code 8§ 213(d) medical, dantor vision expenses not reimbursed by
insurance; provided, however, over-the-courttargs or medicine (other than insulin)
that are not purchased pursuant to a prescription are not eligible for reimbursement as
“qualified medical expenses.”

The Health FSA does not reimburse for amounts fmaimbtain other health insurance coverage.

The Health FSA will only reimburse you for quadil medical expenses incurred while you are a
Participant in the Health FSA. Under InterRalvenue Service rules, a qualified medical expense
is generally considered to be “incurred” whigte treatment is provided and not when you are
billed for the treatment or when the treatment is paid for.

Typical expenses natligible for reimbursement by theeHlth FSA include, but are not limited
to:

1) Those reimbursed through any other policy or plan, including Medicare or other Federal
programs;

(2) Those incurred before yanroll in the Health FSA,

3) Those incurred in any year other thae ytear for which Health FSA contributions are
made;

4) Those claimed as a deduction or credit for Federal income tax purposes; and,

(5) Those the IRS would not allow as deductions for Federal income tax purposes, except for
certain over-the-counter drugs.

How to Submit a Claim.In the event you have a claim for benefits under the Health FSA, you
should submit a claim using the claims fomtmat will be provided to you by the Plan
Administrator and following the instructions dhat form. The Claims Administrator may
require you to provide such information as miagsonably be required to process the claims,
including, but not limited to, the following:

Q) The amount, date incurred and nature of each expense;

(2) The name of the person, organizatioemtity with whom the expense was incurred;

3) The name of the person for whom the expense was incurred;

4) The amount (if any) recovered under any insurance arrangement or other plan, with
respect to the expense; and

(5) A statement that the expense (or porti@rebf for which reimbursement is sought under

the Plan) has not been reimbursed and isr@iodbursable under any other health plan
coverage.

13 City of Abilene Cafeteria Plan SPD 04/12



1),

(k)

()

(m)

(n)

(0)

v. 1.3

Claims Administrator. AFLAC will act as Claims Administrator with respect to any claims for
benefits under this Health FSA Plan. AFLAChisreby delegated full discretionary authority to
make all determinations regarding the administraand payment of such benefit claims. Except
as otherwise provided by law, all decisionstbé Claims Administrator shall be final and
binding.

Timing of Claims. You may make your claim for berisffor expenses incurred during any Plan
Year only against your accounts for that PlagalY You may submit your claim for benefits
under the Health FSA Plan during the Plan Yeawliich incurred or within the ninety (90) day
period after February 28 of each Plan Year. If ggrminate your participation in the Health FSA

or if the Employer terminates the Health FSA Plan, you must submit your claim for
reimbursement for that Plan Year through the entth@fPlan Year for claims dated prior to your
termination date. For example, if you termaamployment with the Employer on July 1 of a
particular Plan Year, you must submit your cldgnreimbursement no later than February 28 of
that Plan Year to receive reimbursement for expenses covered by the Plan which you incurred
prior to that July 1.

Time Frame for Deciding Claimslf any claim for benefits under this Health FSA is denied, in
whole or in part, then the Claim Administrator walomptly furnish you, within thirty (30) days
of receipt of the claim, written notice:

Q) Setting forth the reason for the denial;

(2) Making reference to pertinent Health FSrvisions upon which the denial is based;
3 Describing any additional materialinformation which is necessary and why;
(4) Referencing any internal rule, guidelirog, protocol, or similar criterion relied upon in

making the adverse determiiwa (if applicable); and
(5) Explaining the claim review procedure &&th herein, including applicable time limits.

Extension of Time Frame for Deciding ClaimBhe Claim Administrator may seek one extension
of up to fifteen (15) days in order to matkee benefit determination. The extension must be
sought due to matters beyond the control of tlaa.PIlYou will be notified of the extension prior
to the expiration of the initial thirty (30) day ned. If the extension is due to your failure to
submit information necessary to decide thenglathe notice of extension shall specifically
describe the required information and give youleast forty-five (45) days from receipt of the
notice to provide the specifieidformation. The period for making the benefit determination
shall be tolled from the time the notificatiaf extension is sent until the date on which you
responds to the request for information.

Appealing a Claim Denial If your claim is denied, in wholer in part, you have one hundred and
eighty (180) days to submit an appeal. Yowmspon request and free of charge, examine all
pertinent documents and may submit issues and comments in writing.

Time Frame for Deciding AppealThe Plan Administrator shall render a decision on review no
later than sixty (60) days after receipt ofuyaequest for review unless special circumstances
require an extension of time (not to exceed 6@sdaom the date of the initial 60-day period).
You will be furnished with written rtice of any such extension.
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Decision on Appealln conducting the review, no deferengil be given to the initial adverse
determination and a plan fiduciary, other thaa time who originally decided the claim (or the
person’s subordinate), will makke determination upon appeal. €ltiecision on review shall be

in writing. If the claim is once again denied,vimole or in part, then the notification shall (1)
state the reason for the decision, (2) refer éoHbalth FSA provisions upon which it is based, (3)
state your right to receive (upon request aeg fof charge) reasonable access to, and copies of,
all relevant information and (4)edcribe any voluntary appeals procedures.

Payment of ClaimsApproved claims will be paid directtp you. No claims will be paid to the
provider of any services. Prior to making any payment of benefits under the Health FSA,
AFLAC (or the Plan Administrator) may require ybtu provide such information and complete
appropriate documents or fosnmecessary for the proper administration of the Plan. AFLAC
and/or the Plan Administrator may rely uponsalth information furnished to it, including your
current mailing address. Furthermore, AFLAC (or the Plan Administrator), prior to making
payments under the Plan, may request you filagpropriate claims and requests for payment
from any other plan or plans maintained bg tmployer, including requests for payment with
any insurance carrier which has the respalityifor making any beni@ payments under any
plans maintained by the Employer.

(7) Dependent Care Assistance Plan

The Employer maintains a DCAP that pays benefits out of the Employer’s general assets.

(@)

(b)
(©)

(d)
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Type of Plan. The DCAP is a Code Section 129 dependent care assistance plan. The DCAP is
administered by the Employer; however, benefit claims are processed by the Claims
Administrator.

Eligibility. The eligibility conditions are the ise as those for the Cafeteria Plan.

Election to Participate in the PlanTo become a Patrticipant in the DCAP, you must complete
and return the form or forms provided by the Plan Administratiryou do not elect to
participate in the DCAP, the Employer will not provide you with any benefits under the
DCAP.

Plan Entry Dates.If you elect to participate in the DCAP, your Election will take effect and you
will become a Participant as follows:

1) Election Made During Annual Enrollment Periodf you elect to participate during the
Annual Enrollment Period for the CafeteriaaP| your Election will take effect on the
first day of the next Plan Year. In othgords, you will become a participant as of the
first day of the next plan year.

(2) Election Made by A Newly Eligible Employe#. you elect to participate within thirty
(30) days after you first become eligiblegarticipate in this DCAP, your Election will
take effect on the first day of the month following the receipt of your completed Election
form by the Plan Administrator. If your Ekan form is received on the first day of the
month, you will become a Participant on that same day.
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(e)

(f)

(9)

(h)

(i)

v. 1.3

EXAMPLE. You begin working as a full-time employee on April 15. You complete one
(1) day of employment with the Employer on April 16. If you wish to participate in the
DCAP, you must make an Election to do so Witthirty (30) days of April 16, (that is,

by May 15).

Your plan entry date, in this exampleill depend on the date your completed Election
form is received. If it is received on or befdépril 15, you will enter the Plan on May 1.
If your Election form is received after Apd5 but no later than May 15, you will enter
the Plan on June 1.

If you do not return a completed Election form, or if your completed Election form is
received after May 15, you will not be alie enter the DCAP until March 1 of the
following year unless you experience an “Election change event” (see below).

Election Made Following an Election Change Evelftyou elect to participate within thirty (30)
days after an event that would allow you tokenan Election change under the Cafeteria Plan
(see Section 3(d) of this SPD), your Electiwiil take effect on the first day of the month
following the receipt of your completed Election form by the Plan Administrator. If your
Election form is received on the first day of tm®nth, you will become a Participant on that
same day.

EXAMPLE. During the Annual Enrollment Period, you did not elect to participate in the
Plan. On April 15, your spouse begins a fulldijob. This is a “change in status” which
allows you to make an Election change unttee Cafeteria Plan. You may elect to
participate in this Plan if you do so within thirty (30) days after April 15, (that is, by May
14). If you do not elect to enter the DCAP within thirty (30) days after this “change in
status,” you will not have a second opportyrio enter the DCAP until March 1 of the
following year unless you experience a second Election change event.

Plan Benefits.If you elect to participate in the DCAP, you must elect the amount by which you
want the Employer to reduce your salary for the Plan Year. Under the DCAP, the maximum
amount of reimbursement you may receive for a Plan Year is limited to the actual amount of your
salary reduction for the Plan Year.

Maximum Benefit Amount.The benefits you receive undthis DCAP may not exceed the
maximum amount specified in the Internal Rewe Code. The maximum amount specified in
the Internal Revenue Code is $5,000 (or 8Q,F you are a married person filing a separate
return) or, if less, your “earned income lintitea.” The “earned income limitation” is your
earned income, if you are not married. If yoe ararried, the earned income limitation is the
lesser of your earned incomeyamur spouse's earned income.

IRS “Use It or Lose It" RequirementYou should carefully evaluate the amount of your salary
reduction for dependent care expensé$.your dependent care expenses are less than the
amount by which you have reduced your salary for the Plan Year, you will forfeit the excess
amount. This is an IRS requirement.

Election Changes. Once you make an Election to participate in this DCAP, that Election may
not be changed in the middle of the Plan Year, e#éiseio your participation in this Plan or as to
the dollar amount you elected, unlems Election change is pritted under the terms of the
Cafeteria Plan (see Section 3(d) of this SPD).
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1),

(k)

v. 1.3

Federal Income Tax Consideration¥.ou may be able to claim a Dependent Care Tax Credit on
your federal income tax return for your dependent care expenses. The availability of this credit
depends on the number of depemdeyou have and your gross income. More information about
the federal Dependent Care Tax Credit rhayfound in IRS Publication No. 503ou may not

claim a credit on your federal income tax return for any dependent care expenses for which

you have been reimbursed by the DCAP. In many cases, you may save more money by
receiving tax-free reimbursements under this Plan than by claiming the tax cxéoisult your

own tax advisor if you arein doubt as to whether to obtain reimbursements under the Plan or

to take the tax credit.

Qualified Dependent Care Expenseé. dependent care expense is an amount paid by you for the
care of a qualified dependent, including radateousehold services, which enables you to be
gainfully employed. The “qualified” dependeoare expenses for which you are entitled to
reimbursement under the DCAP are generallyséhdependent care expenses that are permitted
under Section 129 of the Internal Revenue Code.

Q) Qualified DependentA qualified dependent is:

0] Your child (as defined in Internal Renue Code 8§ 152) who is under age 13 and
is your “qualifying child” as defied in Code § 152(a)(1); or

(i) Your tax dependent as fileed in Code 8§ 152, but deteined without regard to
Code 8§ 152(b)(1), (b)(2), and (d)(1)(B), who:

A. Is physically or mentally incapbbof caring for himself/herself; and
B. Is living with you for more than one-half of the calendar year.

(i) Your spouse who is physically or milly incapable of self-care and who is
living with you for more than one-half of the calendar year.

If you are divorced or separated and have a child whom you do not claim as a
dependent for Federal income tax purposes, the child must be in your custody for
at least six (6) months out of the year to be a qualified dependent.

(2) Types of Expenses Eligible For Reimbursemdrtite following expenses are eligible for
reimbursement:

0] Payments for the care of a qualifiedodadent in your home. This includes care
provided by a babysitter, nurse or housekeeper in your home, as long as part of
their service benefits the qualified dependent.

(i) Payments for the care of a qualified dependent outside your home. If such
expenses are incurred for services provided by a dependent care center (i.e., a
facility that provides care for more than six (6) individuals not residing at the
facility), the center must comply with all applicable state and local laws and
regulations.

(i) Pre-school care, before and after-school care and day camp during school
vacation.
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3) Types of Expenses Not Eligible For Reimbursemértie following expenses are not
eligible for reimbursement:

0] Expenses paid through another polayplan providing dependent care benefits
to you or your spouse.

(i) Amounts paid to your child who is ageighteen (18) or younger for babysitting
or care of a qualified dependent.

(iii) Expenses paid to a person whom ymuyour spouse are entitled to claim as a
dependent for Federal income tax purposes.

(iv) Expenses incurred prior teeboming a Participant in the DCAP.
()] Education expenses for a child in kindergarten or any higher grade.

(vi) Overnight care at a convalescent nursing home for a dependent spouse or
relative.

(vii)  Overnight camp.
(viiiy  Expenses for lessons, tutoring or teén types of transportation expenses.

(ix) Forfeited deposits, but may include apption fees, agency fees, and deposits if
you are required to pay the expenses to obtain dependent care.

)] Claims Procedures.In the event you have a claimrfbenefits under the DCAP, you should
submit a claim using the claim form that will pevided to you by the Claims Administrator and
follow the instructions on that form.

1) Claims Administrator. The Employer has designated AFLAC to act as the Claims
Administrator for the DCAP. As the Claimdgdministrator, AFLAC shall have the sole
authority to grant or deny any claims for benefits under this Plan. If the Claims
Administrator denies a claim, it will state its denial in writing and will deliver or mail to
the Participant a notice of denial of bdtsefsetting forth the specific reasons for the
denial. In addition, the Claims Administioa will give any Participant whose claim for
benefits has been denied a reasonable opportunity for a review of the decision denying
the claim.

2 When to Submit a Clain¥ou may submit your claim for reimbursement for expenses
you incurred during the Plan Year in which imad or within the ninety (90) day after
February 28 of each Plan Year. If you termingbur participation in the DCAP or if the
Employer terminates the DCAP, you must submit your claim for reimbursement for that
Plan Year through the end of the Plan Y&arclaims dated prior to your termination
date. For example, if you terminate employment with the Employer on July 1 of a
particular Plan Year, you must submit your claim for reimbursement no later than
February 28 of that Plan Year to recefeembursement for expenses covered by the plan
which you incurred prior to that July 1.
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3) Claims Decisions and the Right to AppealVithin a reasonable time, not exceeding
ninety (90) days (unless the Claims Adminigiranotifies you of an extension of up to
ninety (90) days), the Claims Administratsill inform you of its decision to approve or
deny your claim. If the Claims Administrator denies your claim, in whole or in part, you
may have a right to appeal the decision.

4) Payment of Claims.Approved claims will be paid directly to you. No claims will be
paid to the provider of any services.

5) Information Regarding Claims.Prior to making any payment of benefits under the
DCAP, the Claims Administrator may require you to provide such information and
complete appropriate documents or forms necessary for the proper administration of the
Plan. The Claims Administrator may rely arp all such information furnished to it,
including your current mailing address.

(8) Employee Group Vision Plan

The Employer maintains an Employee Group ViskRlan ("Vision Plan") that pays benefits
under insurance contracts with Vision Service Plasurance Company (VSP), 3333 Quality Drive,
Rancho Cordova, CA 95670 and Vision Care Dir@df/8 South 900 East, Ste. 6, Salt Lake City, UT
84106.

€)) Type of Plan. The Vision Plan is a Group Health Plan. The Vision Plan is administered by the
Employer; however, benefit claims are processed by the Claims Administrator.

(b) Eligibility / Plan Entry Dates. The eligibility conditions and thelan entry dates are the same as
those for the Cafeteria Plan, except a particigamgularly scheduled workweek must ordinarily
equal or exceed thirty (30) hours per week.

(c) Enrollment in the Plan.To become a Participant in the Vision Plan, you must enroll using
the form or forms provided by the Plan Administrator. These forms must be completed and
returned to the Plan Administrator on or before your Plan entry détgou do not elect to
participate in the Vision Plan, you will not receive any benefits under the Vision Plan.

Q) Failure to Enroll When First Eligible.If you fail to enroll when you are first eligible to
do so, you will not be allowed to enroll in the Vision Plan until the next Annual
Enroliment Period and your enrollment will not take effect until the first day of the next
Plan Year. The same rule applies if yfail to enroll your dependents (including your
spouse) when you are first eligible to do Jdnis rule does not apply, however, if you are
entitled to HIPAA “Special Enrollment” rights.

(d) Plan Benefit. If you elect to participate in the Vision Plan, you will be insured under a group
contract issued by VSP or Vision Care Direthis policy provides you and/or your dependents
with comprehensive vision coverage. VSP or Vision Care Direct has prepared materials which
explain the benefits of the group contract itade If you have not received these materials from
VSP or Vision Care Direct, you should requastopy from the Plan Administrator. These
materials are an additional part of this Summary Plan Description.

(e) Obligation to Pay BenefitVSP or Vision Care Direct is solely obligated to pay for the benefits

provided under the group contract. The Emplapekes no promise andlishave no obligation
to provide or pay for benefits under the group contract.
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(f)

(9)

(h)

Premiums.The monthly premiums for insurance coage under the Vision Plan are determined
by VSP or Vision Care Direct and may charfgem time to time. You may obtain current
premium rates by contacting the Plan Administrator. The Employer will communicate the
portion of the premium which you must pay each year during the Annual Enrollment Period.
Premiums may be paid on a pre-tax basis through the Cafeteria Plan.

Vision Treatment.The Vision Plan does not provide vision treatment or give vision aditice.
your responsibility, in consultation with the physicians of your choice, to get appropriate
vision treatment. The fact that some expense may beteligible for reimbursement by the
Vision Plan does not mean that you or ydapendents should not have that treatment.

Loss of Benefits.You will no longer be entitled to beritsfunder the Vision Plan if the Plan is
terminated, if you are no longer eligible to participat this Plan, or if you fail to pay your share
of the premiums for coverage under this Pldadowever, if this happens, you may, in some
circumstances, be entitled to purchase COBgAtinuation coverage.COBRA continuation
coverage is discussed in a separatéaeof this Summary Plan Description.

Claims Procedureslin the event you have a claim for benefits under the Vision Plan, you should
follow the procedures outlined in the materials prepd by VSP or Vision Care Direct. The Plan
Administrator, upon your request, will assist you in making these claims.

(9) AFLAC Pre-Tax Plan

The Employer maintains the AFLAC Pre-Tax Plan that permits Participants to elect to receive

benefits under one or more individual policies of inaaeaissued by American Family Life Assurance of
Columbus (“AFLAC”), 1932 Wynnton Road, Columbus, Georgia 31999.

(@)

(b)

(€)

(d)

v. 1.3

Type of Plan. The AFLAC Pre-Tax Plan is administered by the Employer; however, benefit
claims are processed by the Claims Administrator.

Eligibility / Plan Entry Date. The eligibility conditions and the AFLAC Pre-Tax Plan entry date
are the same as those for the Cafeteria Plan, eagegrticipant’s regularly scheduled workweek
must ordinarily equal or exceed thirty (30) hours per week.

Enrollment in the Plan.To become a Patrticipant in the AFLAC Pre-Tax Plan, you must
enroll using the form or forms provided by the Plan Administrator. These forms must be
completed and returned to the Plan Admintsir@n or before your AFLAC Pre-Tax Plan entry
date. If you do not elect to participate in the AFLAC Pre-Tax Plan, you will not receive any
benefits under the AFLAC Pre-Tax Plan.

Plan Benefits.If you elect to participate in the AFLAC Pre-Tax Plan, you will be able to select
from the following individual policies of Burance which are issued by AFLAC:

Q) CancelPlan;
(2) Personal Accident Plan;
(3) Personal Recovery Plus Plan; and/or

4) Personal Intensive Care Plan.
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These individual policies provide you (and your defents, if family coverage is selected) with
various types of insurance. AFLAC has prepamaaterials which explain the benefits of each
individual policy in detail. AFLAC will provide these materials to you. If you do not receive a
copy of these materials, you should requesiy drom the Plan Administrator. These materials
are an additional part of this Summary Plan Description.

(e) Obligation to Pay BenefitsAFLAC is solely obligated to pyafor the benefits provided under the
AFLAC Pre-Tax Plan. The Employer makes nomise and will have no obligation to provide
or pay for benefits under the AFLAC Pre-Tax Plan.

() Premiums.The monthly premiums for insurance coage under the various individual policies
listed in (d) above are determined by AFLAC and may change from time to time. You may obtain
current premium rates by contacting the Plan Adstriator. You are required to pay 100% of the
monthly premium cost. Premiums may be paid on a pre-tax basis through the Cafeteria Plan.

(9) Claims Procedures.In the event you have a claim for benefits under the AFLAC Pre-Tax Plan,
you should follow the procedures outlined in thetenals prepared by AFLAC as applicable.
The Plan Administrator, upon your request, will assist you in making these claims. AFLAC is
hereby delegated full discretionary authority make all determinations regarding the
administration and payment of such benefit claims, in accordance with the terms of the Group
Contract.

(h) Termination of CoverageYour participation in the AFLAQPre-Tax Plan ends on whichever of
the following dates occurs first:

Q) The last day of the month in which you terminate your employment with the Employer;

(2) The date on which your election to papate expires for the applicable policy or
policies;

3) The end of a period in which you last paidequired contribution, taking into account
any grace periods required by law;

(4) The last day of the month in which you cease to be an eligible employee; or
(5) The date the Employer terminates the AFLAC Pre-Tax Plan.

Your coverage for benefits under the AFLAGeHrax Plan ends with the termination of your
participation. However, you may be eligibler a conversion contract offered by AFLAC.
Please refer to the individual policies for further details.

(10) COBRA Coverage for Group Health Plans

COBRA coverage is a temporary extension olerage under group health plans under certain
circumstances when coverage would otherwise ehlde right to COBRA continuation coverage was
created by a federal law, the Consolidatednibxrs Budget ReconciliatioAct of 1985 (“COBRA").
COBRA continuation coverage can become availablgoto and to other members of your family who
are covered under the group health plans when gheatih coverage would otherwise be logthis
section generally explains COBRA coverage, whahmay become available to you and your family,
and what you need to do to protect the right to receive it.
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The group health components of the Plan in whiahipay be enrolled are the Medical Plan, Prescription
Drug Plan, Vision Plan and the Health FSA. ERA (and the description of COBRA coverage
contained in this SPD) applies only to the group hqa#th benefits offered under the Plan and not to any
other benefits offered under the Plan. The Blayvides no greater COBRA rights than what COBRA
requires and nothing in this SPD is intendedxpand your rights beyond COBRA'’s requirements.

(@)

(b)

(€)

v. 1.3

Qualified Beneficiary.After a qualifying event (described belpoccurs and any required notice

of that event is properly provided to the Eoyer, COBRA continuation coverage must be
offered to each person who is‘qualified beneficiary.” You, your spouse, and your dependent
children could become qualified beneficiaries and would be entitled to elect COBRA if coverage
under a group health plan is lost because efghalifying event. (Certain newborns, newly-
adopted children, and alternate recipients uri@RICSOs may also be qualified beneficiaries.
This is discussed in more detail in separate paragraphs below.)

ContinuationCoverage. Continuation coverage is the sagwverage that the group health plan
gives to other participants or beneficiarisder the Plan who are not receiving continuation
coverage. Each qualified beneficiary who elecistinuation coverage will have the same rights
under the group health plan as other participamtsbeneficiaries covered under the plan,
including open enroliment and special enrollineights. Qualified beneficiaries who elect

COBRA continuation coverage must dfay COBRA continuation coverage.

Qualifying EventsCOBRA continuation coverage is a tomation of group health coverage
when coverage would otherwise end becausa &éfe event known as a “qualifying event.”
Specific qualifying events with respect to each type of qualified beneficiary are as follows:

1) Employee. If you are an employee, you will become a qualified beneficiary if you lose
(or will lose) your group health coveragmder the Plan because either one of the
following qualifying events happens:

0] Your hours of employment are reduced; or
(i) Your employment ends for amgason other than for gross misconduct.

(2) Spouse If you are the covered spouse of an employee, you will become a qualified
beneficiary if you lose your group health coverage under the Plan because any of the
following qualifying events happens:

0] Your spouse dies;
(i) Your spouse’s hours of employment are reduced,;

(iii) Your spouse’s employment ends fny reason other than for gross misconduct;

(iv) Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or
both); or

(V) You become divorced or legally separated from your spouse. If your spouse (the
employee) reduces or eliminates coverage in anticipation of a divorce or legal
separation, and a divorce or legal separation later occurs, then the divorce or
legal separation may be considered a qualifying event for you even though your
coverage was reduced or eliminated before the divorce or separation.
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(d)

(e)

v. 1.3

3) DependentslIf you are the covered dependent child of an employee, you will be entitled
to elect COBRA if you lose your group Higacoverage under the Plan because any of the
following qualifying events happens:

0] Your parent-employee dies;
(i) Your parent-employee’s hours of employment are reduced;

(iii) Your parent-employee’s employmernds for any reason other than for gross
misconduct;

(iv) Your parent-employee becomes entitledvtedicare benefits (Part A, Part B, or
both);

(V) Your parents become divorced or legally separated; or
(vi) You stop being eligible for covega under the plan as a “dependent child.”

In addition to the above qualifying events, filiagoroceeding in bankruptcy under Title 11 of the
United States Code can sometimes be a qualifgirt. If a proceeding in bankruptcy is filed

with respect to the Employer, and that bankruptcy results in the loss of coverage of any retired
employee covered under the Plan, the retired emepldy a qualified beneficiary with respect to

the bankruptcy. The retired employee’s spowsseyiving spouse, andependent children will

also become qualified beneficiaries if bankruptegults in the loss of their coverage under the
Plan.

FMLA Leave.lf an employee takes FMLA leave and doe$ murn to work at the end of the
leave, the employee (and the employee’s spondedapendent children, &ny) will be entitled

to elect COBRA if (1) they were covered under Blan on the day before the FMLA leave began
(or became covered during the FMLA leave), &8ylthey will lose Plan coverage within 18
months because of the employee’s failure to retoinvwvork at the end of the leave. (This means
that some individuals may be entitled to elect COBRA at the end of an FMLA leave even if they
were not covered under the group health plainduthe leave.) COBRA coverage elected in
these circumstances will begin on the last dayhef FMLA leave, with the same 18-month
maximum coverage period (subject to extensiorasty termination) generally applicable to the
COBRA qualifying events of terminatiaf employment and reduction of hours.

Trade Adjustment AssistanceSpecial COBRA rights apply to certain employees and former
employees who are eligible for federal tradgustinent assistance (TAA) or alternative trade
adjustment assistance (ATAA). These indivdls are entitled to a second opportunity to elect
COBRA for themselves and certain family members (if they did not already elect COBRA)
during a special second election period. Thiscgd second election period last for 60 days or
less. It is the 60-day period beginning on the @est of the month in which an eligible employee

or former employee becomes eligible for TAAATAA, but only if the election is made within

six months immediately after the individual's grougalth plan coverage ended. There are also
new tax credits for certain individuals who bewo eligible for TAA and for certain retired
employees who are receiving pension payments from the Pension Benefit Guaranty Corporation
(eligible individuals). Under #h new tax provisions, eligible individuals can either take a tax
credit or get advance payment of 65% of premipaid for qualified health insurance, including
COBRA coverage. If you are an employee anfer employee and you qualify or may qualify
for TAA or ATAA, contact the Employer using the plan contact information found in this SPD.
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(f)

(9)

(h)

v. 1.3

You must contact the Employer promptly after qualifying for TAA or ATAA or you will lose the
right to elect COBRA during a special second etecperiod. If you have questions about these
new tax provisions, you may call the Health Carr Teedit Customer Contact Center toll-free at
1-866-628-4282. TTD/TTY callers may call toletr at 1-866-626-4282. More information is
also available avww.doleta.gov/tradeact/2002act_index.asp.

Special Rule for Health FSASCOBRA coverage under a HealB8A will be offered only to
qualified beneficiaries who hawederspent accounts. A qualifibdneficiary has an underspent
account if he or she has not been reimbursed more money than he or she has contributed.

(1)

(2)

COBRA CoverageCOBRA coverage will consist of thdealth FSA coverage in force at

the time of the qualifying event (i.e., thedected annual limit reduced by expenses
reimbursed up to the time of the qualifyimyent). The use-it-or-lose-it rule will
continue to apply, so any unused amounts will be forfeited at the end of the plan year,
and COBRA coverage will terminate at the end of the plan year.

Qualified Beneficiaries.Unless otherwise elected, all qualified beneficiaries who were
covered under the Health FSA will be covered together for Health FSA COBRA
coverage. Each beneficiary, however, l&parate election rights, and each could
alternatively elect separate COBRA coverdagecover that beneficiary only, with a
separate Health FSA annual limit and a separate premium. If you are interested in this
alternative, you should contact the Employer for more information.

Notice Procedures When the qualifying event is the end of employment, reduction of hours of
employment, or death of the employee, Pkan will offer COBRA coverage to qualified
beneficiaries. You need not notify the Ewy#r of any of these three qualifying evenr all

other qualifying events, you must notify the Plan Administrator in writing within 60 days

after the date on which the qualifying benefiiary loses (or would lose) coverage under the
terms of the Plan as a result of the qualifyig event and in accordance with the procedures
outlined in Appendix A to this SPD.

(1)

(2)

Forms. The notice procedures outlined in Appendixnay require that specific forms be
used by you in providing proper notice of certain qualifying events to the Plan. The Plan
will not provide you with an Election Form to begin or extend COBRA coverage if it
does not receive proper notice from you redgay the qualifying events listed in
Appendix A.

Failure to Follow Procedures.If the procedures outlined in Appendix A are not
followed or if notice is not provided in writing to the Plan Administrator during the
60-day notice period, any spouse or dependent child who loses coverage will not be
offered the option to elect continuation coverage.

Electing COBRA CoverageOnce the Plan Administratoeceivegimely notice that a qualifying

event has occurred, COBRA coverage will éered to each qualified beneficiary. Each
gualified beneficiary will have amdependent right to elect continuation coverage. For example,
the covered employee’s spouse may elect COBRA even if the employee does not. COBRA may
be elected for one, several, or &l dependent children who areatjfied beneficiaries. Covered
employees and spouses (if the spouse of a qualiBedficiary) may elect COBRA on behalf of

all of the qualified beneficiaries, and parents relgct COBRA on behalf of their children. For

each qualified beneficiary who timely elects COBBoverage, COBRA covage will begin on

the date that Plan coveragewid otherwise have been lost.
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(i)

)

(k)

v. 1.3

Sixty (60) Day Election PeriodA qualified beneficiary must elect coverage in writing within 60
days of losing coverage under the Plan (olatiér, within 60 days of being provided a COBRA
election notice) using the Plan’s Election Form and following the procedures specified on the
Election Form. (A copy of the Plan’s Election Form may be obtained from the Plan
Administrator.) The Election Form must be mailed or hand delivered to the address indicated at
the beginning of this SPD and as indicated on the Plan’s Election Form. If you mail your
election, it must be postmarked no later tham ldst day of the 60-day election period. The
following are not acceptable as COBRA elections and will not preserve COBRA rights: oral
communications regarding COBRA coverage, udahg in-person or telephone statements about
an individual's COBRA coverage; and el@etic communications, including e-mail and faxed
communications.

Q) Failure to Return Election Formlf you or your covered spouse or covered dependent
children do not elect continuation coveage within the 60-day election period, you
will lose your right to elect continuation coverage.

(2 Rejection of COBRA Rightdf a qualified beneficiary rejects COBRA before the due
date, he or she may change his or tmémd as long as a completed Election Form is
furnished before the due date.

3) Elections Under More-Than-One Group Health PlaQualified beneficiaries may be
enrolled in one or more group health composaitthe Plan at the time of a qualifying
event. If a qualified beneficiary is entitled to a COBRMection as the result of a
qualifying event, he or she may elect COBRA under any or all of the group health
components of the Plan under which he or she was covered on the day before the
qualifying event.

Consequences of Rejecting COBRA Coverage.considering whether to elect continuation
coverage, you should take into account that a fatlmm@ontinue your groupealth coverage will
affect your future rights under federal law:

Q) Preexisting Conditionslf you do not elect COBRA and you have a 63 day or more gap
in health coverage, you may have preengtcondition exclusions applied to you by
other group health plans. An electionamintinuation coverage méhelp you not have
such a gap.

(2) Individual Insurance Policies. If you do not elect COBRA for the maximum time
available to you, you will lose the guaranteed right to purchase individual health
insurance policies that do not impose preexisting condition exclusions.

Finally, you should take into account that you hapecial enrollment rights under federal law.
You have the right to request special enrollmaranother group health plan for which you are
otherwise eligible (such as a plan sponsored/dnyr spouse’s employer) within 30 days after
your group health coverage ends because of afgjonglievent. You will also have the same
special enroliment right at the end of continuatimverage if you getontinuation coverage for
the maximum time available to you.

Length of COBRA CoverageThe COBRA coverage periods described below meximum

coverage periods for each type of qualified eveBOBRA coverage can end before the end of
the maximum coverage periods for seveealsons outlined in subsection () below.
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1) Employee’s Termination of Employme@OBRA continuation coverage may last for up
to 18 months for the former employee, gmuse and any dependents who are qualified
beneficiaries. The 18-month period foretspouse and/or dependent child may be
extended if a qualified beneficiary is disabtadf there is a “second qualifying event” as
described in subsection (I) below.

(2) Employee’s Reduction of HoursCOBRA continuation coverage may last for up to 18
months for the employee, spouse and anyeddents who are qualified beneficiaries.
The 18-month period for the spouse anddependent child may be extended if a
qualified beneficiary is disabled or if theigea “second qualifying ent” as described in
subsection (l) below.

3) Death of Employee COBRA continuation coverage mhast for up to 36 months for the
spouse and any dependents who are qualified beneficiaries.

4) Employee Entitlement to Medicar€ OBRA continuation coverage may last for up to 36
months for the spouse and any depetsle/ho are qualified beneficiaries.

(5) Divorce or Legal Separation COBRA continuation coverage may last for up to 36
months for the spouse and any depeisle/ho are qualified beneficiaries.

(6) Loss of Dependent Statu€ OBRA continuation coverage may last for up to 36 months
for the dependent who is a qualified beneficiary.

(7) Special Rule for Health FSAsRegardless of which of the above qualifying events
occurs, COBRA coverage under the Health FfSdy not be continued beyond the end of
the plan year in which the qualifying event occurred.

)] Extension of Maximum Coverage Peridtbt applicable to Health FSA)If the qualifying event
that resulted in your COBRA election was tkewployee’s termination of employment or
reduction in hours, the 18-month maximum pendy be extended if a qualified beneficiary
who has elected COBRA coverage becomes disalbladsecond qualifying event” occurs, or if
the employee became entitled to Medicare in the 18-month period preceding his or her
termination of employment or reduction of heufThese extension oppanities do not apply to
a period of COBRA coverage resulting fromcavered employee’s death, divorce or legal
separation, or a dependent child’s loss of eligibility.)

1) Disability Extension. If a qualified beneficiary is determined by the Social Security
Administration to be disabled and you notify teployer in a timely fashion, all of the
gualified beneficiaries in your family may ltitled to receive up to an additional 11
months of COBRA coverage, for a total nraxim of 29 months. This extension is
available only for qualified beneficiaries whoe receiving COBRA coverage because of
a qualifying event that was the coveredpéoyee’s termination of employment or
reduction in hours. The disability must have started at some time before'ttiaycdfter
the covered employee’s termination of emplopt@ reduction in hours and must last at
least until the end of the period of COBRA cmage that would be available without the
disability extension (generally 18 month€gjach qualified beneficiary will be entitled to
the disability extension if one of them qualifies.
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(m)

v. 1.3

(2) Extension Due to a Second Qualifying Evelih extension of coverage will be available
to spouses and dependent children whe rceiving COBRA coverage if a second
gualifying event occurs during the 18 monttws, in the case of a disability, the 29
months) following the covered grioyee’s termination of eptoyment or reduction of
hours. The maximum amount of COBRA cmge available when a second qualifying
event occurs is 36 months. Such second guadifevents include the death of a covered
employee, divorce or legal separation from the covered employee, the covered
employee’s becoming entitled to Medicare Hagseor a dependent child’s ceasing to be
eligible for coverage as a dependent underRhan if the first qualifying event had not
occurred.

3) Medicare Extension for Spouse and Dependents.a qualifying event that is a
termination of employment or reduction bburs occurs within 18 months after the
covered employee becomes entitled to Medidden the maximum coverage period for
the spouse and dependent children will end three years from the date the employee
became entitled to Medicare (but the a@eeemployee’s maximum coverage period will
be 18 months).

These extensions are available only if you timelyotify the Employer in writing of the Social
Security Administration’s determination of disability and the second qualifying event
within the 60-day notice period and the etitlement to Medicare within 30-days of
entitlement in accordance with the Plan’s notice procedures found in Appendix A.

4) Special Rule for Health FSAsRegardless of which of the above qualifying events
occurs, COBRA coverage under the Health FSA will not be extended and will only
continue until the end of the plan year in which the initial qualifying event occurred.

Termination of COBRA Coverage before End of Maximum Pe@iodtinuation coverage will be
terminated before the end of the maximum period if:

Q) Any required premium is not paid before the end of the grace period;
2 After electing COBRA coverage, a qualifieeneficiary becomesovered under another
group health plan (but only after any preexigtcondition exclusions of that other plan

have been exhausted or satisfied for a pstiey condition of the qualified beneficiary);

3) After electing COBRA coverage, a quad beneficiary becomes entitled to Medicare
benefits (under Part A, Part B, or both);

4) The employer ceases to provide gnyup health plan for its employees;

(5) During a disability extension period, the diggbqualified beneficiary is determined by
the Social Security Administration to be no longer disabled; or

(6) Coverage would have been terminated utitie same circumstances for a participant or

beneficiary not receiving continuation covgea for example, if a participant or
beneficiary engages in fraudulent activities against the Plan.
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(n)

(0)

Cost of COBRA CoverageEach qualified beneficiary is required to pay the entire cost of
continuation coverage. The amnt a qualified beneficiary may be required to pay may not
exceed 102% (or, in the case of an extensiocpaofinuation coverage due to a disability, 150%)

of the cost to the group health plan (including both employer and employee contributions) for
coverage of a similarly-situated plan papant or beneficiary who is not receiving COBRA
coverage. The amount of your COBRA premiumay change from time to time during your
period of COBRA coverage and will most likellycrease over time. You will be notified of
COBRA premium changes.

First Payment. All COBRA premiums must be paid by check. If you elect continuation
coverage, you do not have to send any payrfmntontinuation coverage with the Election
Form. However, you must make your first panmhfor COBRA coverage within 45 days after

the date of your election. (This is the date Hiection Notice is post-marked, if mailed, or the
date your Election Form is received by the individual at the address specified for delivery of the
Election Form, if hand-delivered.) Your firpayment and all monthly payments for COBRA
coverage must be mailed or hand-delivered éodatidress indicated at beginning of this SPD and
also on the Election Notice. You will not be considered to have made any payment by mailing or
hand delivering a check if your check is returned due to insufficient funds or othetfvismi

do not make your first payment for continuation coverage within that 45 days, you will lose

all continuation coverage rights under the Plan.

Your first payment must cover the cost of COBRA coverage from the time your coverage under
the Plan would have otherwise terminated upugh the end of the month before the month in
which you make your first payment.

Example. You terminate employment on Septeen 30 and lose coxage on September
30. You elect COBRA on November 15.0tf initial payment equals the premiums for
October and November and is due orbefore December 30, which is the‘“ékfay after
the date of your COBRA election. You aesponsible for making sure that the amount
of your first payment is correct. You may contact the Employeronfirm the correct
amount of your first payment.

Claims for reimbursement will not be processed and paid until you have elected COBRA and made the
first payment for it.

(p)

v. 1.3

Monthly Payments for COBRA Coveragdéfter you make your first payment for COBRA
coverage, you will be required tnake monthly payments foaeh subsequent month of COBRA
coverage. The amount due for each month for gaalified beneficiary will be disclosed in the
Election Notice provided to you at the time of your qualifying event. Under the Plan, each of
these monthly payments for COBRA coverage is due orfitsieday of the month for that
month’'s COBRA coverage

Example. You terminate employment on Septeen 30 and lose coxage on September

30. You elect COBRA on October 15. ot initial payment is due on or before
November 29 and should equal the premium for October. You will be required to make
monthly premiums, starting with the month of November, by the first of each month.
This means that the premium for November is due by the first of November.
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(9) Grace Periods Although periodic payments are due on the first day of each month of COBRA
coverage, you will be given aage period of 30 days to make each monthly payment. Your
COBRA coverage will be provided for each coygrgeriod so long as payment for that coverage
period is made before the end of the grace period for that payment. If you pay a monthly
payment later than its due date but during ieecgrperiod, your coverage under the Plan may be
suspended as of the due date and then retrefctiginstated (going back to the due date) when
the periodic payment is made. This means &mt claim you submit for benefits while your
coverage is suspended may denied and may have to besubmitted once your coverage is
reinstated.

If you fail to make a monthly payment before the end of the grace period for that
payment/month, you will lose all rights to COBRA coverage under the Plan.

n Children Born to or Placed for AdoptiorA child born to, adopted by or placed for adoption with
a covered employee during a period of COBRéverage is considered to be a qualified
beneficiary provided that, if the covered eoyde is a qualified beneficiary, the covered
employee has elected continuation coverage fordifros herself. Thehild’'s COBRA coverage
begins when the child is enrolled in thea®l whether through special enroliment or open
enrollment, and it lasts for as long as COBRA cage lasts for other family members of the
employee. To be enrolled in the Plan, the clidst satisfy the otherwise applicable Plan
eligibility requirements (for example, regarding age).

(s) Alternate Recipients Under QMCSQOA.child of the covered employee who is receiving benefits
under the Plan pursuant to a qualified medical child support order (“QMCSQO”) received by the
Employer during the covered employee’s periogmiployment with the Employer is entitled to
the same rights to elect COBRA as an eligible dependent child of the covered employee.

® Address Changes.In order to protect your family’s rights, you should keep the Employer
informed of any changes in the addresses of family members. You should also keep a copy, for
your records, of any notices you send to the Employer.

(u) Questions. Questions concerning your Plan or your COBRA rights should be addressed to the
Plan Administrator. For more information about your rights, including COBRA, HIPAA and
other laws affecting group health plans, contact the nearest regional or district office the U.S.
Department of Labor's Employee Benefits Security Administration (‘EBSA”) or visit the EBSA
website atwww.dol.gov/ebsa(Addresses and phone numbers of regional and district EBSA
offices are available through this website.)

Special Note: The above section only applies if your Employer is required to offer COBRA
continuation coverage. Generally, your Employer is requitéo offer COBRA continuation coverage
unless the “small employer” exception to COBRA applies. This exception is based on the number of
employees that your Employer employed during theiptsvcalendar year. Generally, if such number is
less than twenty (20then your Employer isiot subject to COBRA and you should disregard this
Section. In the event, however, that your Emplogr has twenty (20) or more employees as
determined under COBRA, the above Section will apply to @mployee covered under a group health
plan sponsored by the Employer and to suchleyee’s covered spous@dior covered dependentsf,
COBRA applies, you should read this Section carefully.
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(11) USERRA Continuation Rights

If you are absent from employment as a result of military service, you shall have the right to elect
continuation coverage for a period of up to twenty-four (24) months if such coverage would otherwise be
lost as a result of such military service. Your rightontinue coverage is subject to the following:

(@)

(b)

(@)

(b)

v. 13

Payment of Premium.You must pay the applicable premium for any USERRA continuation
coverage. For a leave of absence for less thay-time (31) days, you may not be required to
pay more than you would have pdidd you not been on leave. For a leave of absence of more
than thirty (30) days, you must pay the entire cost of coverage plus an additional 2%.

Failure to Apply for ReemploymenEollowing completion of your military service, your right to
continue coverage under USERRA will end duydo not apply for reemployment within the
applicable time period set forth in USERRA (43 U.S.C. § 4312(c)).

(12) Recovery of Benefits by the Prescription Drug Plan

Subrogation The right of subrogation means the rightled Prescription Drug Plan to “step into

your shoes” and take over your right to receive payments from third parties or to pursue a cause
of action against third parties, to the extenpayments made by the Prescription Drug Plan. By
accepting benefits from the Prescription Drug Plan, as applicable, you are agreeing to the
Prescription Drug Plan’s right of subrogation tgy aaim or right of action that you may have
against a third party. You may be requiredsign an agreement affirming this right of the
Prescription Drug Plan before any benefits are paidonnection with a particular injury or
condition.

Exampleof Subrogation: You are injured in a car accident and the Medical Plan pays your
medical expenses resulting from thecident. You have a claim against the other driver for your
injuries. The Medical Plan may make a claim agathe other driver because either (1) you do

not assert a claim against the driver, or (2) you assert a claim against the other driver, but it does
not include damages for medical expenses that were paid by the Medical Plan.

ReimbursementThe right of reimbursement is the right of the Prescription Drug Plan to recover
from you or your covered Dependent any and all benefits previously paid by the Prescription
Drug Plan with respect to an injury or conditizvhen you are compensated for such injury or
condition from any source, whether by settlem@ndgment, compromise, or otherwise. The
right to reimbursement also includes future medical expenses, if any.

By acceptingbenefits under the Prescription Drugai®l you are agreeing to reimburse the
Prescription Drug Plan, as applicable, out of any recovery you might receive from third parties.
If you bring a liability claim against any third parbenefits payable under this Prescription Drug
Plan must be included in the claim.

You must not do anything which would prejudice the Prescription Drug Plan’s rights of

reimbursement, and you may be required to siga deliver documents reasonably necessary to
secure the rights of the Prescription Drug Plan to reimbursement.
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Example of ReimbursementYou are injured in a car accident and the Medical Plan pays your
medical expenses resulting from the accident. bfing a claim against the other driver for your
injuries, which you eventually settle against the other driver. The Medical Plan is entitled to
immediate reimbursement from what you recovered in your settlemeait bmnefitspaid by the
Medical Plan in connection with your injuries. You may not reduce the amount owed the
Medical Plan in order to account for attorney’s faed costs. Further, the Medical Plan must be
paidfirst out of thetotal amount of the settlement.

(©) Amount Due. The amount owed to the Prescription Drug Plan may not be reduced by the
attorney’s fees and costs incurred in asserting gtaim against third parties. In addition, the
Prescription Drug Plan’s rights of reimbursemantl subrogation take precedent over your right
to be made whole.

(d) Condition of PaymentAt the Prescription Drug Plan’s reggt, you (or your covered Dependent)
must take any action, give information, andéxecute instruments required by the Plan, in its
discretion, in order to aid the Prescription DrugrPin its enforcement of its rights of recovery
through reimbursement and subrogation. If yauy@ur covered Dependent) fail to comply with
such requests, the Plan may withhold benefitxvices, payments, or credits due under the
Prescription Drug Plan.

(13) Prescription Drug Plan Claims Procedures

Payment by the Claims Administrator is based on flataished by you. In order to collect benefits
under the Plan, you must first provide the Claimsnidstrator with information about your claim for
benefits.

The specific procedures that apply to your claiih depend on whether your claim is a “Post-Service
Claim,” a “Pre-Service Claim,” or an “Urgent Care @tdi The rules applicable to each of these types of
claims are summarized below.

Post-Service Claims

@) Definition. A “Post-Service Claim” is a claim that is submitted after the medical care or medical
treatment or prescription drug has already been provided.

(b) Claims Form. A Post-Service Claim should be fileging the claims form provided by the
Claims Administrator. This form, when cofaefed, contains the essential information necessary
to decide on the validity of a claim for béie Occasionally, further information may be
necessary and you should provide thithie Claims Administrator as requested.

(© Deadline for Filing a Claim. A Post-Service Claim must be received by the Claims
Administrator no later than 12 months after tta#e on which the Clairwas incurred. A Claim
that is not filed within this time period will be denied.

(d) Deadline for Deciding a Claim.The Claims Administrator will ordinarily decide a Post-Service
Claim within 30 days after it was received. €T@laims Administrator may extend this 30 day
period for up to an additional 15 days if thetension is necessary due to matters beyond the
control of the Plan. You will be noitgfd if the 30 day period is extended.
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(e)

(f)

(9

Failure to Submit Necessary Informatioff. you do not submit information that is necessary to
process a Post-Service Claim, the Claims Administrator will notify you of the failure within 30
days after your Claim is received and will ideptihe specific information that is necessary to
process the Claim. You will have 45 days to pdevihe additional information. If the additional
information is not provided within this time ped, the Claim will be denied. If the additional
information is provided, the Claims Administrator will decide the Claim within the number of
days remaining in the original 30 day period (as extended).

Notification Regarding Adverse Benefit Determinatiolfi.a Post-Service Claim is denied, the
Claims Administrator will notify you in writing. The notice will explain why the Claim was
denied and will provide information about your right to appeal the denial of the Claim.

Appealing a Denial. An appeal of a claims denial must be filed with the Claims Administrator
within 180 days after your receipt of a noticeadiverse benefit determination. The appeal will
be decided by an individual or individuals appointed by the Claims Administrator who were not
involved in the original decision to deny the @ai An appeal will be decided within 60 days
after the Claims Administrator's receipt of your request for an appeal. You will be notified in
writing of the decision that was reached onesgp If your appeal was denied, the notice will
explain why and will provide adddnal information about your rights.

Pre-Service Claims

(@)

(b)

(©)

(d)

(e)

(f)

v. 1.3

Definition. A Claim is a “Pre-Service Claim” if ypare required to obtain advance approval for
the underlying medical care or treatment or prescription drug by the Plan’s Utilization Review
Organization in order to obtain the maximum H&nbat is available under this Plan. A Pre-
Service Claim does not include “Urgent Care Claims,” which are explained below.

Claims Form. A Pre-Service Claim should be filed mgithe claims form provided by the Claims
Administrator. This form, when completedpntains the essential information necessary to
decide on the validity of a claim for benefit©ccasionally, further information may be necessary
and you should provide this toetlClaims Administrator as requested.

Deadline for Filing a Claim. A Pre-Service Claim must be filed before the care or treatment is
provided. It should be filed far enough in adea that the Claims Adinistrator has time to
review the Claim before the @or treatment is provided.

Failure to Follow Proper Procedures in Filing a ClaimlIf you fail to follow the proper
procedures in filing a Pre-Service Claim, thai@is Administrator will notify you as quickly as
possible, but not later than 5 days after the failure took place.

Deadline for Deciding a Claim.The Claims Administrator will ordinarily decide a Pre-Service
Claim within 15 days after it was received. €T@laims Administrator may extend this 15 day
period for up to an additional 15 days if thetension is necessary due to matters beyond the
control of the Plan. You will be noiifd if the 15 day period is extended.

Failure to Submit Necessary Informatioff. you do not submit information that is necessary to
process a Pre-Service Claim, the Claims Administrator will notify you of the failure within 15
days after your Claim is received and will ideytihe specific information that is necessary to
process the Claim. You will have 45 days to pdevihe additional information. If the additional
information is not provided within this time ped, the Claim will be denied. If the additional
information is provided, the Claims Administrator will decide the Claim within the number of
days remaining in the original 15 day period (as extended).
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(9)

(h)

Notification Regarding Adverse Benefit Determinatioti.a Pre-Service Claim is denied, the
Claims Administrator will notify you in writing. The notice will explain why the Claim was
denied and will provide information about your right to appeal the denial of the Claim.

Appealing a Denial. An appeal of a claims denial must be filed with the Claims Administrator
within 180 days after your receipt of a noticeaofverse benefit determination. The appeal will
be decided by an individual or individuals appointed by the Claims Administrator who were not
involved in the original decision to deny the olai An appeal will be decided within 30 days
after the Claims Administrator’s receipt of your request for an appeal. You will be naotified in
writing of the decision that was reached onegdp If your appeal was denied, the notice will
explain why and will provide adddnal information about your rights.

Urgent Care Claims

(@)

(b)

(€)

(d)

(e)

(f)

v. 1.3

Definition. A claim is an “Urgent Care Claim” if aifare to treat the claim as urgent could have
one of the following consequences: (1) In the judgment of a prudent layperson with average
knowledge of health and medicineould seriously jeopardize the life or health of the person for
whom the claim is being submitted or the abilitytloéit person to regain maximum function; or

(2) In the opinion of a Physician with knowledgbout the person’s medical condition, would
subject the person to severe pain that cannot éguately managed without the care or treatment
that is the subject of the claim.

Filing an Urgent Care Claim.An Urgent Care Claim may be filed with the Claims Administrator
in writing. If circumstances make this impraefican Urgent Care Claim may also be submitted
electronically, over the telephone, or in some oty that ensures that the Claim is received by
the Claims Administrator on a timely basis.

Information That Must Be Provided When Filing an Urgent Care Clakn.Urgent Care Claim
must include the following information: (1) Tmeedical care or treatment for which approval is
being sought; (2) the name of the person, orgénizar entity to which the expense was or is to
be paid; (3) the name of the claimant and theiozlahip of the claimant to the employee; (4) an
explanation of why the medical care or treatm&muld be considered to be “urgent”; (5) the
amount recovered or expectedomrecovered under any other insurance arrangement or plan; (6)
a statement that the portion of the expensemaich reimbursement is being sought from this
Plan has not been reimbursed and has not beietbursed under any other plan; and (7) any
other information relating to the medical caretr@atment that the claimant considers relevant
and which the claimant wishes the Claims Admmaistr to consider in reviewing the claim.

Deadline for Filing a Claim.An Urgent Care Claim must be filed with the Claims Administrator
as quickly as possible after the claimant, or the claimant’s authorized representative, becomes
aware of the existence of the claim.

Failure to Follow Proper Procedures in Filing a Claimf you (or your representative) fail to
follow the proper procedures in filing a Pre-SeeviClaim, the Claims Administrator will notify

you (or your representative) as quickly as possible, but not later than 24 hours after the failure
took place.

Deadline for Deciding an Urgent Care ClainThe Claims Administrator will ordinarily decide
an Urgent Care Claim withifi2 hours after it was received.
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(9) Failure to Submit Necessary Informatioiff. you do not submit information that is necessary to
process an Urgent Care Claim, the Claims Adstrator will notify you of the failure within 24
hours after your claim is received and will identifie specific information that is necessary to
process the claim. You will have 48 hours to pdevihe additional information. If the additional
information is not provided within thtime period, the claim will be denied.

(h) Notification Regarding Adverse Benefit Determinatiohhe Claims Administrator will notify
you if an Urgent Care Claim is denied. If thetification is provided orally, it will be followed
within three days by a written notification. The written notification will explain why the claim
was denied and will provide information about yaght to appeal the denial of the claim.

0] Appealing a Denial. An appeal of a claims denial must be filed with the Claims Administrator
within 180 days after your receipt of a notice amfverse benefit detemmation. The appeals
procedure will be the same as for a Pre-ServiedanCéxcept that your request for an appeal may
be submitted orally and all necessary information b&yransmitted by telephone, fax, or similar
methods. An appeal will be decided within #urs after the Claims Administrator’s receipt of
your request for an appeal. You will be notifie writing of the decision that was reached on
appeal. If your appeal was denied, the ageotwill explain why and will provide additional
information about your rights.

Concurrent Care Decisions

(@) Definition. A “Concurrent Care Decision” is a decision by the Claims Administrator to reduce or
terminate a course of treatment that was previoagproved, either before the expiration of the
time period that was previously approved or before the number of treatments previously approved
have been provided.

(b) Treatment as an Adverse Benefit Determinat®drConcurrent Care Decision will be treated as
an adverse benefits determination. The Clafasninistrator will notify the claimant of the
decision. If the treatment is considered taubgent, the notification will be given in accordance
with the requirements applicable to Urgent Galaims. Otherwise the notification will be given
in accordance with the requirements applicableres Service Claims. Any such notification will
be given sufficiently in advance of the reductiontenmination to allow the claimant to appeal
and to obtain a determination on reviefithe decision before it takes effect.

Extension of a Course of Treatment That Was Previously Approved

The following rules apply if you request the extension of a course of treatment beyond the period of time
or the number of treatments previously approved:

@) If the course of treatment involves urgent care, the request will be decided as soon as possible,
taking into account the medical exigencies. e Tlaims Administrator will notify you of the
benefit determination within 24 hauafter the receipt of your request.

(b) Notification of the benefit determination witle provided in accordance with the provisions

applicable to Urgent Care Claims, Pre-Service Care Claims, or Post-Service Care Claims, as may
be applicable.
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(© You will have the right to appeal an adse benefit determination in accordance with the
provisions applicable to Urgent Care Claims, Pre-Service Care Claims, or Post-Service Care
Claims, as may be applicable.

These rules apply only if pre-authorization is required under the Plan.
Provisions Applicable to All Claims

Litigation of Claims Disputes.Before filing any legal action against the Plan, the Employer, the Plan
Administrator, or the Claims Administrator, you must first exhaust the administrative remedies
summarized in this SPD. This means, for examphd, tha claim is denied, you must appeal the denial
following the procedures provided by the Plan. If you do not exhaust your administrative remedies, you
will not be allowed to file a civil actionomcerning a claim for benefits under this Plan.

(14) Miscellaneous

Family and Medical Leave Actlf you take an unpaid leave undbe FMLA, the Employer will, to the
extent required by the FMLA, continue to maintain your benefits under a Group Health Plan on the same
terms and conditions as though youevstill an active Employee.

If you choose to continue your coverage while yoaor-MLA leave, the Employer will continue to pay
its share (if any) of the premiums. You will be reqdjré you choose to continue your coverage, to pay
your share of the premiums in one or more of the following ways:

(@) You may pay your share of the premiums \aitier-tax dollars while you are on FMLA leave (or
with pre-tax dollars to the extent you raeeicompensation from the Employer during your
leave).

(b) You may pay your share of the premium purstiarsuch other arrangement as may be agreed
upon between you and the Plan Administrator.

If your coverage ceases while you are on FMLA é&ayou will be permitted to reenter the Plan
immediately upon your return from FMLA leave on the same basis that you were participating in the Plan
prior to your leave, or as otherwise required by the FMLA.

(15) Notice of Hospital Rights for Newborns and Mothers

HIPAA requires this Summary Plan Description tolude the following explanation of your rights under

the Health Insurance Portability and Accountability AE1996. Please note that this statement is made

to you by the Federal government. Therefore, the Employer and the Plan Administrator are not
responsible for the accuracy orngpleteness of the explanation, and some of the provisions may not
apply to the Plan.

“Group health plans and healthsurance issuers generally may ,nohder Federal law, restrict
benefits for any hospital length of stay in conractvith childbirth for the mother or newborn child

to less than 48 hours follomg a vaginal delivery, or leghan 96 hours following a caesarean
section. However, federal law generally does piathibit the mother's or newborn's attending
provider, after consulting with the mother, fronsaharging the mother or her newborn earlier than

48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal law,
require that a provider obtain authorization frora filan or the issuer for prescribing a length of

stay not in excess of 48 hours (or 96 hours).”
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(16) Notice of Rights under the Women’s Health and Cancer Rights Act of 1998
The Employer is required by federal law to provide the following notice:

“If a group medical plan provides medical and surgical benefits for mastectomies, that plan
must also provide coverage for the followinthey are agreed upon by a participant or
beneficiary who is receiving benefits in connection with a mastectomy and that person’s
attending physician:

€) Reconstruction of the breast on which the mastectomy has been performed;
(b) Reconstruction of the other breast to produce a symmetrical appearance; and
(©) Prostheses and physical complications of mastectomies, including lymphedemas.

This coverage must be the same as for any other benefit under the plan and is subject to the
plan’s annual deductibles and co-payment requirements.”

(17) Notice of Opportunity to Enroll Adult Children to Age 26

Effective March 1, 2011, under the Patient Protection and Affordable Care Act of 2010, your children
generally can be covered undee tBmployee Group Medical Plan until they attain age 26, regardless of
their student or marital status and regardless of wenetour home is their principal place of abode or
whether you support them. Thus, children whose coverage under the Medical Plan ended, who were
denied coverage, or who were nbgible for coverage, because the availability of dependent coverage of
children under the Plan ended before attainment of age 26 may be eligible for coverage under the Plan
beginning March 1, 2011.

Coverage is not available to chiésh who have attained age 26 dnowvill attain age 26 on or before
March 1, 2011. Coverage is also not available toadult child who is eligible to enroll in another
employer-provided group health plan (not including a plan of the child’s othemtfgaemployer. In order

for your child to be covered under the Medical Plan, you must also be enrolled for coverage.

To request coverage for a child who has notirsthage 26 as of March 1, 2011, proper enroliment
materials must be completed and returned withirty (30) days from the date this noticeimgtially

provided to you (whether provided through this SPDotirerwise) to the Plan Administrator at the
address provided at the beginning of this SPD. Any questions regarding this right may also be directed to
the Plan Administrator.

(18) No Lifetime Limit under the Medical Plan

Effective March 1, 2011, the lifetime limit on thelldo value of benefits under the Medical Plan no
longer applies. Individuals whose coverage énbg reason of reaching a lifetime limit under the
Medical Plan are eligible to enroll in the Medicah®! Individuals have 30 days from the date that this
notice isinitially provided to them, whether in this SPDaiherwise, to request enrollment. For more
information, contact the Plan Administrator at the address provided at the beginning of this SPD.
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(19) Grandfathered Status Notice for the Medical Plan

The Medical Plan believes it is a “grandfathered theallan” under the Patient Protection and Affordable
Care Act ("PPACA”"). As permitted by PPACA, a gtHathered health plan can preserve certain basic
health coverage that was already in effect whenléivatwas enacted. Being a grandfathered health plan
means that your Plan may not include certain consumer protections under PPACA that apply to other
plans. For example, PPACA requires that preventive health services be provided-gsandfathered

plans without any cost sharing. Grandfathered hga#ths, however, do not have to provide preventive
health services without any cost sharing. Grahéfatd plans do have to comply with certain other
consumer protections under PPACA, such as the following:

the elimination of lifetime limits on essential health care benefits; and

the prohibition on pre-existing condition exdtuss (generally effective for plan years
beginning on or after January 1, 2014, but effective for plan years beginning on or after
September 23, 2010 for enrolled individuals under the age of 19).

Questions regarding which protecticsply and which protections do ragply to a grandfathered health

plan and what might cause a plan to change from grandfathered health plan status can be directed to the
plan administrator at the address provided at the beginning of this SPD. You may also contact the
Employee Benefits Security Administration, SJ. Department of Labor at 1-866-444-3272 or
www.dol.gov/ebsa/healthrefornthis website has a table summarizing which protections do and do not
apply to grandfathered health plans. You may alsatact the U.S. Department of Health and Human
Services atvww.healthcare.gav

(20) Right of Employer to Amend or Terminate

The Employer may at any time amend or terminateRkas and/or any of the Component Benefit Plans
by a written instrument signed by the City Managérthe Employer, as provided for in each of the
respective plan documents. Any amendment to @lap will be added to the Plan in writing and

communicated to Participants.

* * * * * * * * * * * * * * *
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APPENDIX A
COBRA NoOTICE PROCEDURES

As an individual covered by the Plan, your right to begin COBRA coverage or to extend or maintain current COBRA coverage is affected by the events listed in the first column of the table
below. If you wish to qualify for COBRA continuation coverage, you must provide the Plan with notice of the occurrence of any one of these events in accordance with the procedures
outlined in this table. Any required forms may be obtained from the Plan Administrator. Once completed, the various kinds of notices described below must be mailed or hand-delivered to
the following address:

Penny Soukup

City of Abilene

P.O. Box 519

Abilene, Kansas 67410

xed) notices are also not acceptable. If mailed,
vidual a t the address specified above no later than the

Notice must be in writing. Oral notice, including notice by telephone is not acceptable. Electronic (including e-mailed or fa
notice must be postmarked no later than the deadline date. If hand-delivered, your notice must be received by the indi
deadline date.

If COBRA coverage should have been terminated but was not, due to a lack of notice from a qualified beneficiary, the Employer will immediately terminate coverage and require payment to
the Plan of all benefits paid after what should have been the termination date.
QB = Qualified Beneficiary = SSA = Social Security Administration

The following terms have been abbreviated: QE = Qualifying Event

NOTICE OF: DEADLINE FOR REQUIRED INFORMATION IN THE NOTICE INCOMPLETE NoTICES" WHO MAY PROVIDE NOTICE
PROVIDING NOTICE
DIVORCE OR Notice must be Your notice must contain the following: If you provide a notice that does not contain all of the | (1) Covered Employee;
LEGAL provided 60 days information and documentation required by these (2) Formerly Covered Employee;
SEPARATION? after the date on (1) Name of the Plan; notice procedures, such a notice will nevertheless be | (3) A QB with respect to the QE;

which covered
spouse would lose
coverage under the
terms of the Plan as
a result of the
divorce or legal
separation.

(2) Name/address of employee or former employee
who is/was covered;

(3) Name/address of all QBs who lost coverage due
to the QE;

(4) The QE;

(5) A copy of the divorce or legal separation decree;

(6) Date of the QE; and

(7) Signature, name and contact information of
individual sending the notice.

conssjdered timely if all of the following conditions are
met:

(1) Notice is mailed/hand-delivered to the address
specified at the beginning of this Appendix;

(2) Notice deadline is met;

(3) From the written notice provided, the Employer
can tell that the notice relates to the Plan; and

(4) From the written notice provided, the Employer is
able to identify the covered employee and QB(s),
the QE, and the date on which it occurred.

or

(4) Representative acting on
behalf of the covered (or
formerly covered) employee
or the QB.

A notice provided by any of the
above listed individuals will
satisfy any responsibility to
provide notice on behalf of all
QBs who lost coverage due to
the QE described in the notice.

! In addition to the conditions listed in this column, for each qualifying event, the notice must also be supplemented in writing with the additional information and documentation necessary to meet the Plan’s
requirements within 15 business days after a written or oral request from Employer for more information.

2 Anticipation of Divorce or Legal Separation. If your coverage is reduced or eliminated and a divorce or legal separation later occurs, you may be able to receive COBRA coverage if you can show that your
coverage was reduced or eliminated in anticipation of the divorce or legal separation. You must notify the Employer of this within 60 days of the divorce or legal separation in accordance with these procedures.
You must also provide evidence satisfactory to the Employer that your coverage was reduced or eliminated in anticipation of the divorce or legal separation.
3 any one of the conditions is not met, the incomplete notice will be rejected and COBRA will not be offered. If all of these conditions are met, the Plan will treat the notice as having been provided on the date
that the Plan receives all of the required information and documentation but will accept the notice as timely.

A-1 04/12



QE = Qualifying Event

QB = QualifiechBficiary

SSA = Social Security Admimistmn

NOTICE OF: DEADLINE FOR REQUIRED INFORMATION IN THE NOTICE INCOMPLETE NOTICES" WHo MAY PRoVIDE NOTICE
PROVIDING NOTICE
Loss oF Notice must be Your notice must contain the following: Same as above. Same as above.
DEPENDENT provided 60 days
STATUS UNDER | after the date on (1) Name of the Plan;
THE PLAN which the covered (2) Name/address of employee or former employee

dependent child who is/was covered;

would lose coverage | (3) Name/address of all QBs who lost coverage due

under the terms of to QE;

the Plan due to the (4) Statement of the QE;

loss of dependent (5) Date of the QE;

status. (6) If requested, documentation satisfactory to
Employer of the date of the QE (e.qg., a birth
certificate to establish the date that a child
reached the limiting age, a marriage certificate to
establish the date that a child married, or a
transcript showing the last date of enrollment in an
educational institution);4 and

(7) Signature, name and contact information of
individual sending the notice.
DISABILITY Notice must be Your notice must contain the following: If you provide a notice that does not contain all of the | Same as above.

provided 60 days
after the latest of (1)
the date of the
SSA’s disability
determination; and
(2) the date on which
the QB would lose
coverage under the
terms of the Plan as
a result of the
termination of
employment or
reduction in hours.

Your notice must
also be provided
within 18 months
after the QEs of
termination of
employment and
reduction of hours.

(1) Name of the Plan;

(2) Name/address of employee or former employee
who is/was covered under the Plan;

(3) The initial QE that started COBRA coverage (i.e.,
termination of employment or reduction in hours);

(4) Name/address of all QBs who lost coverage due
to the initial QE and who are receiving COBRA
coverage at the time of the notice;

(5) Name/address of disabled QB;

(6) Date of the QE;

(7) Date SSA made its determination of disability;

(8) Statement as to whether or not SSA has
subsequently determined that QB is no longer
disabled; and

(9) Signature, name and contact information of
individual sending the notice.

Notice must include a copy of SSA’s determination of
disability.

information and documentation required by these
notice procedures, such a notice will nevertheless be
conssidered timely if all of the following conditions are
met:

(1) Notice is mailed/hand-delivered to address
specified at the beginning of this Appendix;

(2) Notice deadline is met;

(3) From the written notice provided, Employer can
tell that the notice relates to the Plan and the
QB’s disability; and

(4) From the written notice provided, Employer is able
to identify the covered employee, the QB(s), the
QE, and the date on which the covered
employee’s termination of employment or
reduction in hours occurred.

A notice provided by any of these
individuals will satisfy any
responsibility to provide notice on
behalf of all QBs who may be
entitled to an extension of the
maximum COBRA coverage
period due to the disability
reported in the notice.

* This will allow the Employer to determine that you gave timely notice of the QE and were consequently entitled to elect COBRA. If you do not provide satisfactory evidence within 15 business days after a written
or oral request from Employer that the child ceased to be a dependent on the date specified in your notice of QE, his or her COBRA coverage may be terminated (retroactively if applicable) as of the date that
COBRA coverage would have started.
® If any one of the above conditions is not met, the incomplete notice will be rejected and COBRA will not be extended. If all of these conditions are met, the Plan will treat the notice as having been provided on
the date that the Plan receives all of the required information and documentation but will accept the notice as timely.
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QE = Qualifying Event

QB = QualifiechBficiary

SSA = Social Security Admimistmn

NOTICE OF: DEADLINE FOR REQUIRED INFORMATION IN THE NOTICE INCOMPLETE NOTICES" WHo MAY PRoVIDE NOTICE
PROVIDING NOTICE
SECOND Notice must be Your notice must contain the following: If you provide a notice that does not contain all of the |(1) Covered Employee
QUALIFYING provided 60 days information and documentation required by these (2) Formerly Covered Employee
EVENT after the date on (1) Name of the Plan; notice procedures, such a notice will nevertheless be |(3) A QB who lost coverage due
which covered (2) Name/address of employee or former employee considered timely if all of the following conditions are to the covered employee’s
- spouse would lose who is/was covered; met:® termination or reduction of
coverage under the (3) The initial QE that started your COBRA coverage hours and who is still
DIVORCE OR terms of the Plan as (i.e., termination of employment or reduction of (1) Notice is mailed/hand-delivered to address receiving COBRA coverage
LEGAL a result of the hours); specified at the beginning of this Appendix; (4) Representative acting on
SEPARATION divorce or legal (4) Name/address of all QBs who lost coverage due (2)Notice deadline is met; behalf of the covered (or
separation if it had to above stated QE and who are receiving (3) From the written notice provided, the Employer formerly covered) employee
occurred while the COBRA at the time of the notice; can tell that the notice relates to the Plan; and or the QB
QB was still actively | (5) The second QE (i.e., divorce or legal separation); (4)From the written notice provided, the Employer is
covered under the (6) Date of the second QE; able to identify the covered employee and QB(s), | A notice provided by any of the
Plan. (7) A copy of the decree of divorce or legal the first QE, the date on which the first QE above listed individuals will
separation; and occurred, the second QE, and the date on which satisfy any responsibility to
(8) Signature, name and contact information of the second QE occurred. provide notice on behalf of all
individual sending the notice. QBs who lost coverage due to
the QE described in the notice.
SECOND Notice must be Your notice must contain the following: If you provide a notice that does not contain all of the |Same as divorce (or legal
QUALIFYING provided 60 days information and documentation required by these separation) when it is a second
EVENT after the date on (1) Name of the Plan; notice procedures, such a notice will nevertheless be |QE.
which covered (2) Name/address of employee or former employee considered timely if all of the following conditions are
— dependent child who is/was covered; met®
would lose coverage | (3) The initial QE that started your COBRA coverage
Loss oF under the terms of (i.e., termination of employment or reduction of (1) Notice is mailed/hand-delivered to address
DEPENDENT the Plan as a result hours); specified at the beginning of this Appendix;
STATUS of the second QE if (4) Name/address of all QBs who lost coverage due |(2) Notice deadline is met;

the event had
occurred while the
QB was still actively
covered under the
Plan.

to above stated QE and who are receiving
COBRA at the time of the notice;

(5) The second QE;

(6) Date of the second QE;

(7) If requested, documentation that is satisfactory to
Employer (e.g., a birth certificate to establish the
date that a child reached the limiting age, a
marriage certificate to establish the date that a
child married, or a transcript showing the last
date of enrollment in an educational institution) of
the date of the QE;’ and

(8) Signature, name and contact information of
individual sending the notice.

(3) From the written notice provided, the Employer
can tell that the notice relates to the Plan; and

(4) From the written notice provided, the Employer is
able to identify the covered employee and QB(s),
the first QE, the date on which the first QE
occurred, the second QE, and the date on which
the second QE occurred.

® If any one of the above conditions is not met, the incomplete notice will be rejected and COBRA will not be extended. If all of these conditions are met, the Plan will treat the notice as having been provided on
the date that the Plan receives all of the required information and documentation but will accept the notice as timely.
" This will allow the Employer to determine that you gave timely notice of the second QE and were consequently entitled to an extension of COBRA coverage. If you do not provide satisfactory evidence within 15
business days after a written or oral request from Employer that the child ceased to be a dependent on the date specified in your notice, his or her COBRA coverage may be terminated (retroactively if applicable)

as of the date that COBRA coverage would have ended without an extension due to loss of dependent status.

8 if any one of the above conditions is not met, the incomplete notice will be rejected and COBRA will not be extended. If all of these conditions are met, the Plan will treat the notice as having been provided on
the date that the Plan receives all of the required information and documentation but will accept the notice as timely.
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QE = Qualifying Event QB = QualifiechBficiary SSA = Social Security Admimistmn

NOTICE OF: DEADLINE FOR REQUIRED INFORMATION IN THE NOTICE INCOMPLETE NOTICES" WHO MAY PRoVIDE NOTICE
PROVIDING NOTICE
SECOND Notice must be Your notice must contain the following: If you provide a notice that does not contain all of the | Same as divorce (or legal
QUALIFYING provided 60 days information and documentation required by these separation) when it is a second
EVENT after the date on (1) Name of the Plan; notice procedures, such a notice will nevertheless be | QE.
which covered (2) Name/address of employee or former employee considered timely if all of the following conditions are
- spouse or who is/was covered; met:*°
dependent child (3) The initial QE that started your COBRA coverage
DEATH OF would lose coverage (i.e., termination of employment or reduction of (1) Notice is mailed/hand-delivered to address
EmpPLOYEE OR | under the terms of hours); specified at the beginning of this Appendix;
FORMERLY the Plan as a result (4) Name/address of all QBs who lost coverage due |(2) Notice deadline is met;
COVERED of the death of the to above stated QE and who are receiving (3) From the written notice provided, the Employer
EMPLOYEE covered employee or COBRA at the time of the notice; can tell that the notice relates to the Plan; and
formerly covered (5) The second QE; (4) From the written notice provided, the Employer is
employee if the (6) Date of the second QE; able to identify the covered employee and QB(S),
death had occurred (7) If requested, documentation of the date of the the first QE, the date on which the first QE
while the QB was death that is satisfactory to Employer (e.g., a occurred, the second QE, and the date on which
still actively covered death certificate or published obituary);9 and the second QE occurred.
under the Plan. (8) Signature, name and contact information of

individual sending the notice.

OTHER Notice that a QB has [Your notice must contain the following: If a QB first becomes covered by other group health Same as divorce (or legal
COVERAGE become covered plan coverage after electing COBRA, that QB’s separation) when it is an initial
after electing (1) Name of the Plan; COBRA coverage will terminate (retroactively if QE.
COBRA under other | (2) Name/address of employee or former employee applicable) as described in the COBRA Continuation
group health plan, who is/was covered; Coverage section of the SPD.
coverage must be (3) Name/address of all QBs, specifying the one
provided 30 days who obtained other coverage;
after the other (4) The QE that started your COBRA coverage;
coverage becomes (5) Date of the QE;
effective or, if later, (6) The date the other coverage became effective;*
30 days after (7) Evidence of the effective date of the other
exhaustion or coverage (e.g., copy of insurance card or
satisfaction of any application for coverage); and
preexisting condition | (8) Signature, name and contact information of
exclusions for a individual sending the notice.
preexisting condition
of the QB. * |f there were any preexisting condition exclusions

applicable to the QB, include the date that these
were exhausted or satisfied.

® This will allow the Employer to determine that you gave timely notice of the second QE and were consequently entitled to an extension of COBRA coverage. If you do not provide satisfactory evidence within 15
business days after a written or oral request from Employer that the death was the date specified in your notice of QE, the COBRA coverage of all QBs receiving an extension of COBRA as a result of the covered
employee’s death may be terminated (retroactively if applicable) as of the date that COBRA coverage would have ended without an extension due to the covered employee’s death.
10f any one of the above conditions is not met, the incomplete notice will be rejected and COBRA will not be extended. If all of these conditions are met, the Plan will treat the notice as having been provided on
the date that the Plan receives all of the required information and documentation but will accept the notice as timely.
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QE = Qualifying Event

QB = QualifiechBficiary

SSA = Social Security Admimistmn

NOTICE OF: DEADLINE FOR REQUIRED INFORMATION IN THE NOTICE INCOMPLETE NOTICES" WHO MAY PRoVIDE NOTICE
PROVIDING NOTICE
MEDICARE Notice that a QB has | Your notice must contain the following: If a QB first becomes entitled to Medicare Part A, Part | Same as divorce (or legal
ENTITLEMENT become entitled, B, or both after electing COBRA, that QB’s COBRA separation) when it is an initial

after electing
COBRA, to Medicare
Part A, Part B or
both, must be
provided 30 days
after the beginning
of Medicare
entittement (as
shown on the
Medicare card).

(1) Name of the Plan;

(2) Name/address of employee or former employee
who is/was covered;

(3) Name/address of all QBs, specifying the one
who became entitled to Medicare;

(4) The QE that started your COBRA coverage;

(5) Date of that QE and the date that Medicare
entitlement occurred,;

(6) A copy of the Medicare card showing the date of
Medicare entitlement; and

(7) Signature, name and contact information of
individual sending the notice.

coverage will terminate (retroactively if applicable) as
described in the COBRA Continuation Coverage
section of the SPD.

QE.

CESSATION OF
DisABILITY

Notice that a
disabled QB whose
disability resulted in
an extended COBRA
coverage period is
no longer disabled
(as determined by
the SSA) must be
provided 30 days
after the other
coverage becomes
effective or, if later,
30 days after the
date of the SSA’s
determination.

Your notice must contain the following:

(1) Name of the Plan;

(2) Name/address of employee or former employee
who is/was covered;

(3) Name/address of all QBs, specifying who was
the disabled QB;

(4) State the QE that started your COBRA coverage;

(5) Date of the QE;

(6) Date of the SSA’s determination that QB is no
longer disabled,;

(7) A copy of SSA determination; and

(8) Signature, name and contact information of
individual sending the notice.

If a disabled QB is determined by SSA to be no
longer disabled, COBRA coverage for all QBs whose
COBRA coverage is extended due to the disability
will terminate (retroactively if applicable) as described
in the COBRA Continuation Coverage section of the
SPD.

Same as divorce (or legal
separation) when it is an initial

QE.
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CITY OF ABILENE
EMPLOYEE GROUP MEDICAL PLAN

The City of Abilene, Kansas (“Employer”) establishes this Group Medical Plan (“Medical Plan”)
for the benefit of its Eligible Employees. This dleal Plan is available through the City of Abilene
Cafeteria Plan (“Cafeteria Plan”). Any term usedhie Cafeteria Plan has the same meaning in this
Medical Plan, unless inconsistent with the provisions of this Medical Plan.

ARTICLE |
INTRODUCTION

Section 1.01 _Name of PlanThe name of this Plan is the City of Abilene Employee Group
Medical Plan.

Section 1.02 _Purpose of Plaifhe purpose of this Plan is to provide eligible Employees with
medical benefits.

Section 1.03 _Qualified Plan Statu§he Employer intends this Plan to qualify as a health plan
within the meaning of Section 105(e) of the Code aatlttie benefits payable under this Plan be eligible
for exclusion from gross income under Section 105(b) of the Code.

Sectionl.04 Plan Operation This Plan shall continue without interruption and may be
reviewed and amended from time to time.

Section 1.05 [Reserved].

Section 1.06 _Character of Benefits Providétis Medical Plan does not provide medical
treatment or advice. It merely pays for the cosselected benefits as described in, and in accordance
with, the provisions of the Group Contract. The thet a particular medical service may not be eligible
for reimbursement under this Medical Plan does mean that a Participant or other person who is
covered under this Medical Plan should not receive that service.

[The remainder of this page is intentionally left blank.]
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ARTICLE Il
ELIGIBILITY AND PARTICIPATION

Section 2.01 _Eligibility to Participate Each Eligible Employee of the Employer is eligible to
participate in this Medical Plan on the first day tbe first month coincident with or next following
completion of one day of active employment with the Employer.

Section 2.02 _Special Eligibility Rule for Employees Changing from Part-Time to Full-Time
Employment Each Employee who is not an Eligible Bloyee, but who has completed one day of
active employment with the Employer, becomes eligibleaiticipate in this Medical Plan on the first day of
the month coincident with or next following the datewhich he or she becomes an Eligible Employee.

Section 2.03 _Election to Participaté an Eligible Employee wishés participate in this Medical
Plan, the Employee must complete the benefit election fsovided by the Plan Administrator and make an
election under the Cafeteria Plan to pay the appgiécpbemium under this Medical Plan. An Employee
becomes a Participant in this Medical Plan on the dpecified on the Employee’s benefit election form,
provided the form has been properly completed andmetuto the Plan Administrator, or the date the
employee becomes eligible to participatehis Medical Plan, whichever is later.

Section2.04 Termindion of Participation. A Participant ceases to be a Participant as of the
earliest of:

(a) the last day of the month coincident wothnext following the date on which the Participant
terminates employment with the Employer;

(b) the date on which the Participant's election to participate expires;

(© the end of a period for which a required cdnittion by the Participant was last paid, taking
into account any grace periods required by law;

(d) the last day of the month coincident with or next following the date on which the Participant
ceases to be an Eligible Employee; or

(e) the date on which this Medical Plan terminates.

Notwithstanding anything in this section toetltontrary, an individual who would normally be
required to terminate participation megntinue to be a Participant in thdedical Plan if and to the extent
such individual elects continuation of benefits under the rules in Section 2.06.

Section 2.05 _Reinstatement of Former Participafitformer Participant may participate in this
Medical Plan again upon satisfaction of the eligibility iegments in Section 2.01 or, if applicable, Section
2.02. However, a former Participant who returns¢tive employment with the Employer after an unpaid
leave of absence may become a Paditipn this Medical Plan on the first day of the first month coincident
with or next following such return.

Section 2.06 _ Continuation of Coverage under COBRW.a “qualified beneficiary” loses (or
would lose) coverage under this Plan as a result of difgjog event,” the Plan Administrator will give that

2.1 City of Abilene Medical Plan 07/10



qgualified beneficiary the opportunity to continue cage by returning a COBRA election form and by
paying the applicable premium. The qualified beneficiary’s right to continue coverage under this Plan is
subject to the following:

(a) Qualified Beneficiary. For purposes of this section, a “qualified beneficiary” means the
Participant, the Participant’s spouse, and Participant’'s dependents, but only if such
persons were covered under this Plan on thebddore the “qualifying event.” The term
“qualified beneficiary” shall also include wrchildren who are born to or adopted by the
Participant while the Participant is conting his/her coverage under COBRA.

(b) Qualifying Event. For purposes of this section, a “qualifying event” means one of the
following if the qualified beneficiary would bérwise lose his/her eligibility for coverage
under this Plan as a result of such an event:

D Termination of the Participant’s empiognt (other than for “gross misconduct”) or a
reduction in the number of hours the Participant normally works.

2) Death of the Participant.
3) Divorce or legal separation of the fRépant and the Participant’'s covered spouse.
4) The Participant’s entitlement to Medicare.

(5) A covered dependent no longetisgeges the conditions for being covered as a
dependent of the Participant.

(© Election to Continue CoverageAny election to continue coverage that would otherwise be
lost as a result of a qualifying event mustrbade within the time frame established by the
COBRA statute and must be made in accordavittesuch reasonable procedures as the plan
administrator may establish.

(d) Premium for COBRA Continuation Coveragg.qualified beneficiary who elects to continue
coverage must pay the entire cost for suaecage along with andditional 2% charge or,
with respect to an extension of the maximooverage period due to a subsequent disability,
an additional 50% charge. Premiums must e pa a timely basis in accordance with such
reasonable procedures as the Plan Administrator may establish.

(e) Maximum Coverage PeriodThe maximum period of time for which COBRA continuation
coverage will be proded shall be as follows:

D Termination of Employment or Reduction in HoursEighteen (18) months if
coverage is lost as a result of termioatiof the Participant's employment or a
reduction in the Participant’s hours.

2) Disability Extension. Twenty-nine (29) months if a qualified beneficiary is

determined by the Social Security Adnsitnation to have been disabled at any time
during the first sixty (60) days of COBRAoverage and the qualified beneficiary
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(f)

(9)

(h)

(i)

0)

notifies the Plan Administrator of such determination while COBRA continuation
coverage is still in effect and in accordanwith such reasonable procedures as the
Plan Administrator may establish.

3 Second Qualifying EventThirty-six (36) months if a second qualifying event takes
place while coverage is being continuetddaing the original qualifying event and
the second qualifying event is other than the termination of the Participant’s
employment or a reduction in the Participant’s hours.

4) Any Other Qualifying Event.Thirty-six (36) months for any qualifying event for
which a shorter maximum coverage periodas set forth in this subsection (e).

Termination of COBRA Continuation Coverag€€ OBRA continuation coverage may be
terminated prior to the expiration of the maxim coverage period if a qualified beneficiary
becomes covered under another group health glanrequired premium is not paid within
the applicable deadline (includirzgny applicable grace period), or if the Employer terminates
this Plan and no longer offecsverage under a group health plan to any of its Employees.

Coverage Provided During COBRA Continuation Perioflhe coverage provided during the
COBRA continuation period shall be identicalth® coverage provided to similarly situated
persons covered under the Plan with respect to whom a qualifying event has not occurred. If
coverage under the Plan is modified for any grotisimilarly situated persons, the coverage
shall also be modified in the same manneralbgualified beneficiaries who have elected to
continue their coverage under COBRA.

Calculation of COBRA DeadlinesThe maximum coverage period shall begin as of the date
on which the qualified beneficiary would otherwibse coverage as a result of the original
qualifying event (as opposed to beginning on the date of the qualifying event itself). The
deadline for the Employer to notify the Plan Administrator of a qualifying event (if
applicable) and the deadline for a qualified beneficiary to notify the Plan of a qualifying event
(if applicable) shall also be measured from the date that coverage is lost.

Construction and Application.This section shall be constduand applied in a way that is
consistent with the requirements of the COB&atute and COBRA regulations issued by the
Internal Revenue Service and the Department of Health & Human Services.

Employers Not Required to Offer COBRA Continuation Coverafeis Section shall not

apply to the Employer if the Employer is meiquired by law to offer COBRA continuation
coverage. The Employer, for example, will not be not requiredféo GOBRA continuation
coverage if the Employer qualified for the “small employer” exception to COBRA based on
the number of employees that it employed dutlmg previous calendar year. Generally, if

this number is less than twenty (20), thea Employer is not subject to COBRA. In the
event, however, that the Employer has twenty (20) or more employees as determined under
COBRA (considering “controlled group” rules and special rules for part-time employees),
this Section will apply as described above.
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Section2.07 [Reserved]

Section2.08 USERRA ContinuationRights A Participant who is absent from employment as a
result of military service shall have the right to elemttmuation coverage for a fed of up to twenty-four
(24) months. The Participant’s right to continue coverage is subject to the following:

(@)

(b)

(©)

(d)

Payment of Premium.The Participant must pay the applicable premium for any USERRA
continuation coverage. For a leave of absence of less than thirty-one (31) days, the
Participant may not be required to pay moranttthe Participant would have paid had the
Participant not been on leave. For a leave of absence of more than thirty (30) days, the
Participant must pay the entire costokerage plus an additional 2%.

Failure to Apply for ReemploymentFollowing completion of the Participant’'s military
service, the Participant’s right to continwueverage under USERRA shall end if the
Participant does not apply for reemployment within the applicable time period set forth in
USERRA (43 U.S.C. § 4312(c)).

Reasonable ProceduresThe Plan Administrator shall have the authority to adopt such
reasonable procedures as the Plan Administrator may consider necessary or advisable in order
to implement the provisions of this section.

Construction and Application.This section shall be constduand applied in a way that is
consistent with the requirements of the USER&a&tute and any applicable regulations that

may be issued by the Department of Labor.

[The remainder of this page is intentionally left blank.]
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ARTICLE 1l
MEDICAL BENEFITS

Section3.01  Medical Benefits. Benefits under this MedicaPlan are identical to those
described in, and shall be paid pursuant to thegeinthe group contract ("Group Contract") between
Preferred Health Systems (“PHS”) and the Empld@moup Contract #781101). The provisions of that
contract, as it may be amended from time to time, incorporated herein by reference, solely as a
description of the benefits provided by PHS. eTEmployer makes no promise and shall have no
obligation to provide or pay sudienefits from its own assets. The rights and conditions with respect to
the benefits payable under this Medical Plamllshe determined from the Group Contract. The
Participant shall bear fully any drll risk of PHS’s insolvency.

Section 3.02 _Election to Participatdf an Eligible Employee vghes to participate in this
Medical Plan, the Employee must complete the benefit election form provided by the Plan Administrator
and if necessary, elect, in accordance with the terhrtbe Cafeteria Plan, to reduce the Employee's
Compensation in the amount of the applicable premium under Section 3.03.

Section 3.03 _Cost of Coverag&he Participant's monthly premiums are determined pursuant
to the Group Contract. Under that agreement, Rt&4$ change the premiums from time to time. The
Employer will designate for each Plan Yeae tportion of the monthly premium for which the
responsibility for payment will fall upon the Participant.

[The remainder of this page is intentionally left blank.]
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ARTICLE IV
ADMINISTRATION OF THE PLAN

Sectiord.01  Plan Administration. The Employer, as Plan Administrator, is charged with
supervision of the administration of this Medicahf®l The Plan Administrator has full discretionary
authority to administer this Medical Plan in all respects, including the right to make and enforce rules and
regulations it deems necessary, teipret this Medical Plan, and to decide all questions concerning this
Medical Plan and its administration, including all dieess of Employee eligibility. Except as otherwise
provided by law, all decisions of the Plan Admirasor are final and binding oall parties. The Plan
Administrator shall keep all such books, accourgsprds and other data as may be necessary for the
proper administration of this Medical Plan. The PAaiministrator may appoint such agents, attorneys,
accountants, consultants, Claims Administrators amg other persons as aneeded or required for
proper administration of this Medical Plan.

Sectiord.02  Claims Administration. PHS will act as Claims Administrator with respect to
any claim for benefits under this Medical Plan. PBl®ereby delegated full discretionary authority to
make all determinations regarding the administratiod payment of such benefit claims, in accordance
with the terms of the Group Contract. Except as provided by law, all decisions of the Claims
Administrator shall be final and binding.

[The remainder of this page is intentionally left blank.]
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ARTICLE V
[RESERVED]

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
ADMINISTRATION OF THE MEDICAL PLAN

Section6.01  Plan Administration. The Employer, as Plan Administrator, is charged with
supervision of the administration of this Medicahf®l The Plan Administrator has full discretionary
authority to administer this Medical Plan in all respects, including the right to make and enforce rules and
regulations it deems necessary, tetpret this Medical Plan, and to decide all questions concerning this
Medical Plan and its administration, including all dieess of Employee eligibility. Except as otherwise
provided by law, all decisions of the Plan Admirasor are final and binding oal parties. The Plan
Administrator shall keep all such books, accourgsprds and other data as may be necessary for the
proper administration of this Medical Plan. The PAaiministrator may appoint such agents, attorneys,
accountants, consultants, Claims Administrators amg other persons as aneeded or required for
proper administration of this Medical Plan.

Section6.02 Claims Administration. PHS will act as Claims Administrator with respect to
any claim for benefits under this Medical Plan. PH&adgng on behalf of the Employer in a ministerial
and administrative capacity. The Employer retainsdisitretionary authority to make all determinations
regarding the administration and payment of benefit claims.

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
[RESERVED]

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
TERMINATION AND AMENDMENT OF THE PLAN

Section8.01 Termimation and Amendment. The Employer may amend or terminate this
Medical Plan at any time by written instrument signed by the City Manager of the Employer.

[The remainder of this page is intentionally left blank.]
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ARTICLE IX
MISCELLANEOUS

Section9.01  Nonassignability. The right of any Participant to receive any benefits under this
Medical Plan is not subject to alienation or assignment and is not subject to the claims of the creditors of
the Participant except to the extent provided by law.

Section9.02 StateLaw. The laws of the State of Kansas will determine all questions arising
with respect to the provisions of this Medical Péacept to the extent superseded by Federal law.

Section9.03  Construction. Words used in the masculine atgaply to the feminine and words
used in the feminine also apply lee masculine. Wherever the corttdictates, the plural includes the
singular and the singular includes the plural.

Section 9.04 _No Guarantee of Tax Consequenddsither the Plan Administrator nor the
Employer makes any commitment or guarantee that any amounts paid to or for the benefit of a Participant
under this Medical Plan will be excludable from thetiegrant's gross income férederal or state income
tax purposes, or that any other Federal or statetremtment will apply to or be available to any
Participant.

Section9.05 Severability If any provision of this Plan she held invalid or unenforceable,
such invalidity or unenforceability shalot affect any other provisiorthereof, and this Plan shall be
construed and enforced as if such provisions had not been included.

Section9.06 Contract of Employment Nothing contained herein shall be construed to
constitute a contract of employment between the Employer and any Employee. Nothing contained herein
shall be deemed to give any Employee the right to be retained in the employ of the Employer or to
interfere with the right of the Employer to disoparany Employee at any time without regard to the
effect such discharge might have on the Employee as a participant under this Plan.

[The remainder of this page intentionally left blank]
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IN WITNESS WHEREOF, the Employer adopts this Medical Plan effective the 1% day of March, 2010.
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CERTIFICATION BY THE EMPLOYER TO
CITY OF ABILENE EMPLOYEE GROUP MEDICAL PLAN

I hereby certify on behalf of City of Abilene (the “Plan Sponsor”) that the City of Abilene Employee
Group Medical Plan (the “Plan”) has been amended io incorporate the provisions required by 45 C.F.R.
§ 164.504(H)(2)(11), effective as of March 1, 2010. I further certify on behalf of the Plan Sponsor that the Plan
Sponsor agrees to comply with the provisions of the Plan, as amended, governing the use and disclosure of
Protected Health Information by the Plan to the Plan Sponsor. This Certification is made pursuant to 45
C.F.R. § 164.504(H)(2)(11).

CITY OF ABILENE
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CITY OF ABILENE

EMPLOYEE GROUP VISION PLAN




CITY OF ABILENE
EMPLOYEE GROUP VISION PLAN

City of Abilene (“Employer”) adopts this Vision Plan for the benefit of its Eligible
EmployeesThis Vision Plan is available through the City Alfilene Cafeteria Plafi‘Cafeteria Plan”).
Any term used in the Cafeteria Plan has the samaning in this Vision Plan, unless inconsistent with
the provisions of this Vision Plan.

ARTICLE |
INTRODUCTION

Section 1.01 _Name of Plarthe name of this Plan is the City of Abilene Employee Group
Vision Plan.

Section 1.02 _Purpose of Plamhe purpose of this Plan is poovide eligible Employees with
vision benefits.

Section 1.03 _Health Plan StatuBhe Employer intends this Plan to qualify as a health plan
within the meaning of Section 105(e) of the Code aatittie benefits payable under this Plan be eligible
for exclusion from gross income under Section 105(b) of the Code.

Section 1.04 _Plan Operatiofhis Plan shall continue without interruption and may be
reviewed and amended from time to time.

Sectionl.05 [Reserved.]

Section 1.06 _Character of Benefits Providddhis Vision Plan does not provide vision
treatment or advice. It merely pays for the cosselected benefits as described in, and in accordance
with, the provisions of the Group Contract. The fact that a particular vision service may not be eligible
for reimbursement under this Vision Plan does not mean that a Participant or other person who is covered
under this Vision Plan should not receive that service.

[The remainder of this page is intentionally left blank.]
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ARTICLE Il
DEFINITIONS

Section2.01  “Claims Administrator” mears the Plan Administrator, unless the Employer
retains another person to serve as the claims fidufdarthis Vision Plan with the authority to grant or
deny claims for benefits.

Section 2.02 “COBRA” means the ConsolethOmnibus Budget Renciliation Act of 1985,
as amended from time to time.

Section 2.03  “Code” means the Internal Rew® Code of 1986, as amended from time to
time.

Section 2.04  “Effective Date” means the origidate on which this Vision Plan took effect,
which date is March 1, 2009; provided, however, thttis Vision Plan is subsequently amended, such
new or amended provisions shall be effective on fatelh date as shall be determined by the Employer.

Section 2.05  “Eligible Employee” means an Employee, other than a Temporary Employee,
actively employed by the Employer in a regulariestuled work week ordinarily equaling or exceeding
thirty (30) hours. Such status will be deemeddatinue during any paid leave of absence approved by
the Employer An Employee ceases to be an Eligible Emyele during the period of time such Employee
enters active service in the armed forces of any tepuexcept for temporary active service of two (2)
weeks or less.

Section 2.06  “Employee” means an individwnployed by the Employer, including any
individual who is, with respect to the Employer, self-employed within the meaning of Section 401(c)(1)
of the Code or who is treated as a partner urgtmtion 1372 of the Code. The term “Employee”
excludes those persons covered by a collective mangaagreement and those persons classified by the
Employer on its payroll records as "leased employees" as that term is used in Section 414(n) of the Code.

Section 2.07  “Employer” means City of Abilene, Kansas

Section 2.08 “Participant” means an Employee who participates in this Vision Plan in
accordance with Article III.

Section 2.09  “Plan Administrator” means the Employer. The Employer may designate from
time to time one or more individuals or other persiansarry out various administrative and other duties
with respect to this Plan in a mannensistent with the terms of this Plan.

Section 2.10 “Plan Year” means the fiscal year of this Vision Plan, the twelve (12)
consecutive month period ending every February 28.

Section 2.11  “Temporary Employee” means an Employee who is employed for a limited time
period not exceeding 120 consecutive days.

Section 2.12 “USERRA” means the Uniformed Services Employment and Reemployment
Rights Act of 1994, as amended from time to time.

[The remainder of this page is intentionally left blank.]

v. 2.0 2.1 04/12



ARTICLE 1l
ELIGIBILITY AND PARTICIPATION

Section 3.01 _Eligibility to Participate.Each Eligible Employee of the Employer is eligible to
participate in this Vision Plan on the first day of thenth following or coincident with one day of active
employment.

@) Special Rule for Eligible Employedsmployed on the Effective Datéll Eligible
Employees who are employed by the Employer on the Effective Date will be eligible to
participate in this Vision Plan on the Effee Date, without regard to whether such
Eligible Employees have completed one day of active employment.

Section3.02 [Reserved.]

Section 3.03 _Election to Participatdf an Eligible Employee wghes to participate in this
Vision Plan, the Employee must complete the bemddiction form provided by the Plan Administrator
and make an election under the Cafeteria Plan to pay the applicable premium under this Vision Plan. An
Employee becomes a Participant in this Vision Rianthe date specified on the Employee’s benefit
election form, provided the form has been properly deted and returned to the Plan Administrator, or
the date the employee becomes eligible to ppdie in this Vision Plan, whichever is later.

Section3.04 Termindion of Participation. A Participant ceases to be a Participant as of the
earliest of:

€) The last day of the month coincidemith or next following the date on which the
Participant terminates employment with the Employer;

(b) The date on which the Participant's election to participate expires;

(© The end of a period for which a requiraahitibution by the Participant was last paid,
taking into account any grace periods required by law;

(d) The last day of the month coincident with or next following the date on which the
Participant ceases to be an Eligible Employee; or

(e) The date on which this Vision Plan terminates.

Notwithstanding anything in this section to tbentrary, an individual who would normally be
required to terminate participation may continue to Pawicipant in this Vision Plan if and to the extent
such individual elects continuation of benefits under the rules in Section 3.06.

Section 3.05 _Reinstatement of Former ParticipaAtformer Participant may participate in
this Vision Plan again upon satisfaction of the ellgjbrequirements in Section 3.01 or, if applicable,
Section 3.02. However, a former Participant wharres to active employment with the Employer after
an unpaid leave of absence may become a ParticiptnisiXision Plan on the first day of the first month
coincident with or next following such return.
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Section3.06  Continuation of Coverage under COBRAIf a “qualified beneficiary” loses (or
would lose) coverage under this Plan as a result‘gf@ialifying event,” the Plan Administrator will give

that qualified beneficiary the opportunity to continue coverage by returning a COBRA election form and
by paying the applicable premium. The qualified lierey’s right to continue coverage under this Plan

is subject to the following:

(@)

(b)

(€)

(d)

(e)

Qualified Beneficiary. For purposes of this section, a “qualified beneficiary” means the
Participant, the Participant’s spouse, anel Barticipant's dependents, but only if such
persons were covered under this Plan ordthebefore the “qualifying event.” The term
“qualified beneficiary” shall also include amhildren who are born to or adopted by the
Participant while the Participant is comting his/her coverage under COBRA.

Qualifying Event. For purposes of this section,‘gualifying event” means one of the
following if the qualified beneficiary would berwise lose his/her eligibility for coverage
under this Plan as a result of such an event:

D Termination of the Participant’'s playment (other than for “gross misconduct”)
or a reduction in the number of hours the Participant normally works.

2) Death of the Participant.

3) Divorce or legal separation of the Participant and the Participant's covered
spouse.

(4) The Participant’s entitlement to Medicare.

(5) A covered dependent no longer satisfies the conditions for being covered as a
dependent of the Participant.

Election to Continue CoveragéAny election to continueaverage that would otherwise

be lost as a result of a qualifying event must be made within the time frame established
by the COBRA statute and must be madadnordance with such reasonable procedures
as the plan administrator may establish.

Premium for COBRA Continuation Coveragé\ qualified beneficiary who elects to
continue coverage must pay the entire cassfich coverage along with an additional 2%
charge or, with respect to an extensiohthe maximum coverage period due to a
subsequent disability, an additional 50% charge. Premiums must be paid on a timely
basis in accordance with such reasonable procedures as the plan administrator may
establish.

Maximum Coverage Period. The maximum period of time for which COBRA
continuation coverage will bgrovided shall be as follows:

QD Termination of Employment or Reduction in HourEighteen (18) months if

coverage is lost as a result of termioatof the Participant’s employment or a
reduction in the Participant’s hours.
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2) Disability Extension. Twenty-nine (29) months if a qualified beneficiary is
determined by the Social Security Adnsitnation to have been disabled at any
time during the first sixty (60) daysf COBRA coverage and the qualified
beneficiary notifies the Plan Administoa of such determination while COBRA
continuation coverage idils in effect and in accordance with such reasonable
procedures as the Plan Administrator may establish.

3) Second Qualifying EventThirty-six (36) months if a second qualifying event
takes place while coverage is beirmntinued following the original qualifying
event and the second qualifying event is other than the termination of the
Participant's employment or a redian in the Participant’s hours.

(4) Any Other Qualifying EventThirty-six (36) months for any qualifying event for
which a shorter maximum coverage periodas set forth in this subsection (e).

Termination of COBRA Continuation CoveragéOBRA continuation coverage may be

terminated prior to the expiration of ehmaximum coverage period if a qualified

beneficiary becomes covered under anotheugrhealth plan, if a required premium is

not paid within the applicable deadline (iding any applicable grace period), or if the
Employer terminates this Plan and no londgégrs coverage under a group health plan to
any of its Employees.

Coverage Provided During COBRA Continuation Perioflhe coverage provided during

the COBRA continuation period shall be ideatito the coverage provided to similarly
situated persons covered under the Plan with respect to whom a qualifying event has not
occurred. If coverage under the Plan iedified for any group of similarly situated
persons, the coverage shall also be ffiedliin the same manner for all qualified
beneficiaries who have elected tmtinue their coverage under COBRA.

Calculation of COBRA DeadlinesThe maximum coverage period shall begin as of the
date on which the qualified beneficiary wowltherwise lose coverage as a result of the
original qualifying event (as opposed to beginning on the date of the qualifying event
itself). The deadline for the Employer to notify the Plan Administrator of a qualifying
event (if applicable) and the deadline for alijiea beneficiary to notify the Plan of a
qualifying event (if applicable) shall also beasured from the date that coverage is lost.

Construction and ApplicationThis section shall be congad and applied in a way that
is consistent with the requirements of @®BRA statute and COBRA regulations issued
by the Internal Revenue Serviaad the Department of Labor.

Employers Not Required to Offer COBRA Continuation Coverdgps Section shall not
apply to the Employer if the Employer is not required by law to offer COBRA
continuation coverage. The Employer, forample, will not be not required to offer
COBRA continuation coverage if the Eroper qualified for the “small employer”
exception to COBRA based on the number of employees that it employed during the
previous calendar year. Generally, if tmsmber is less than twenty (20), then the
Employer is not subject to COBRA. In thee@t, however, that the Employer has twenty
(20) or more employees as determined under COBRA (considering “controlled group”
rules and special rules for part-time employees), this Section will apply as described
above.
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Section3.07 [Reserved].

Section 3.08 _USERRA Continuation Right&.Participant who is absent from employment as
a result of military service shall have the right to etesttinuation coverage for a period of up to twenty-
four (24) months. The Participant’s right to continue coverage is subject to the following:

(@)

(b)

(€)

(d)

Payment of Premium. The Participant must pay the applicable premium for any
USERRA continuation coverage. For a leave of absence of less than thirty-one (31) days,
the Participant may not be required to pay nthem the Participant would have paid had

the Participant not been on leave. For a leave of absence of more than thirty (30) days,
the Participant must pay the entire cofstoverage pluan additional 2%.

Failure to Apply for Reemploymentollowing completion of the Participant’s military

service, the Participant’s right to contingeverage under USERRA shall end if the
Participant does not apply for reemployment imittne applicable time period set forth in

USERRA (43 U.S.C. § 4312(c)).

Reasonable ProceduresThe Plan Administrator shall have the authority to adopt such
reasonable procedures as the Plan Administrator may consider necessary or advisable in
order to implement the provisions of this section.

Construction and ApplicationThis section shall be congad and applied in a way that

is consistent with the requirements of thBERRA statute and any applicable regulations

that may be issued by the Department of Labor.

[The remainder of this page is intentionally left blank.]
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ARTICLE IV
VISION BENEFITS

Sectiod.01  Vision Benefits. Benefits under this Vision Plan are identical to those described
in, and shall be paid pursuant to the terms d, ghoup contract (“Group Contract”) between Vision
Service Plan Insurance Companyw$P”) or Vision Care Directrad the Employer (Group Contract
#30013104-VSP or #3568-Vision Care Direct). Thevjgmions of that contract, as it may be amended
from time to time, are incorporated herein by refeeesolely as a description of the benefits provided by
VSP or Vision Care Direct, as applicable. The Employer makes no promise and shall have no obligation
to provide or pay such benefits from its own assétse rights and conditions with respect to the benefits
payable under this Vision Plan shall be determiinedh the Group Contract. The Participant shall bear
fully any and all risk of VSP’s or Vision Care Direct’s insolvency.

Section 4.02 _Election to Participatdf an Eligible Employee vghes to participate in this
Vision Plan, the Employee must complete the bemddiction form provided by the Plan Administrator
and if necessary, elect, in accordance with the terfrthe Cafeteria Plan, to reduce the Employee's
Compensation in the amount of the applicable premium under Section 4.03.

Section 4.03 _Cost of Coverag@he Participant's monthly premiums are determined pursuant
to the Group Contract. Under that agreement, VSPigion Care Direct, as applicable, may change the
premiums from time to time. The Employer will dpsite for each Plan Year the portion of the monthly
premium for which the responsibility fpayment will fall upon the Participant.

[The remainder of this page is intentionally left blank.]
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ARTICLE V
RESERVED

v. 2.0 51 05/09



ARTICLE VI
ADMINISTRATION OF THE VISION PLAN

Section6.01  Plan Administration. The Employer, as Plan Administrator, is charged with
supervision of the administration of this VisionaRl The Plan Administrator has full discretionary
authority to administer this Vision Plan in all resps, including the right to make and enforce rules and
regulations it deems necessaryijrterpret this Vision Plan, and tecide all questions concerning this
Vision Plan and its administration, including all qimss of Employee eligibility. Except as otherwise
provided by law, all decisions of the Plan Admirasbr are final and binding oall parties. The Plan
Administrator shall keep all such books, accourgsprds and other data as may be necessary for the
proper administration of this Vision Plan. The Phaiministrator may appoint such agents, attorneys,
accountants, consultants, Claims Administrators amg other persons as aneeded or required for
proper administration of this Vision Plan.

Section6.02  Claims Administration. VSP or Vision Care Direct, as applicable, will act as
Claims Administrator with respetd any claim for benefits under thidsion Plan. VSP or Vision Care
Direct, as applicable, is hereby delegated full discretioaathority to make all determinations regarding
the administration and payment of such benefiine$, in accordance with the terms of the Group
Contract. Except as provided by law, all decisions of the Claims Administrator shall be final and binding.

[The remainder of this page is intentionally left blank.]
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ARTICLE VII
TERMINATION AND AMENDMENT OF THE VISION PLAN

Section7.01 Termimation and Amendment. The Employer may amend or terminate this
Vision Plan at any time by written instrument duly adopted by the Employer.

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
MISCELLANEQOUS

Section8.01  Construction. Words used in the masculine abgaply to the feminine and words
used in the feminine also apply tlee masculine. Wherever the coritdictates, the plural includes the
singular and the singular includes the plural.

Section 8.02 _Employment Not Guaranteddothing contained in this Vision Plan or in any
other plan which is a part of the Vision Plan, or amdification or amendment to this Vision Plan, or in
the creation of any account, or the payment of anyfliegives any Employee, Participant or beneficiary
any right to continue employment, any legal or equitable right against the Employer, its Employees or
agents, or against the Plan Administratocept as expressly provided by this Vision Plan.

Section8.03  Indemnification. To the extent permitted by law, the Employer shall indemnify
and hold harmless any Employee to whom fiduciasponsibility with respect to this Vision Plan is
allocated or delegated, from andaatst any and all liabilities, costd expenses incurred by any such
Employee as a result of any act, or omission to act, in connection with the performance of duties,
responsibilities and obligations under this Vision Plather than such liabilities, costs and expenses as
may result from the gross negligence or willful misconduct of any such person.

Section8.04 Information. The Plan Administrator may require each Participant to supply such
information and sign such documents as may be necessary to implement this Vision Plan.

Section 8.05 _Limitation on Liability.A Vision Plan fiduciary shall be entitled to rely upon
information from any source assumed in good faitbbeocorrect. No person shall be subject to any
liability with respect to duties under this Vision Plan unless that person acts fraudulently or in bad faith.
No person shall be liable for any breach of fiduciagponsibility resulting from the act or omission of
any other fiduciary or any person to whom fiducieggponsibilities have been allocated or delegated.

Section8.06 Named Fiduciary. The named fiduciary of this Vision Plan shall be the
Employer. The Employer shall have completeharity to control and manage the operation and
administration of this Vision Plan.

Section8.07  Negative Paychecks. The Employer shall have the power to adopt rules and
procedures addressing the sequence in which asosimill be deducted or withheld from the
compensation payable from the Employer to a Partitipatine event that such compensation is less than
the combined total of the following:

@) Taxes required to be withheld from the Participant’s compensation;
(b) The amounts the Participant has elected to defer into a plan maintained by the Employer;

(© The salary reductions elected by the Participant under this Vision Plan or under any
similar plan maintained by the Employer; and

(d) Such other amounts that the Employer may be required to withhold or deduct from the
Participant’'s compensation.
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If no such rules or procedures have been adopbedEmployer shall deduct amounts required to be
withheld for taxes and amounts necessary to pay &PHrticipant’s vision coverage prior to deducting
any other amounts.

Section 8.08 _No Guarantee of Tax Consequendesither the Plan Administrator nor the
Employer makes any commitment or guarantee that any amounts paid to or for the benefit of a Participant
under this Vision Plan will be excludable from the Pgstiot's gross income for Federal or state income
tax purposes, or that any other Federal or statetreatment will apply to or be available to any
Participant.

Section8.09  Nonassignability. The right of any Participant to receive any benefits under this
Vision Plan is not subject to alienation or assignment and is not subject to the claims of the creditors of
the Participant except to the extent provided by law.

Section 8.10 _Prohibition Against Retroactive Entry into the Plamnthe event that a person
was determined to be ineligible to participatetia Vision Plan due to the person’s classification as an
independent contractor (or Temporary Employee) and clasiification is later determined by a court or
administrative agency to have been incorrect, thegpeshall be eligible to enter the Vision Plan on a
prospective basis only. Except as may be required in connection with HIPAA special enroliment rights,
no person shall be allowed to enter Yhigsion Plan on a retroactive basis.

Section 8.11 _Return of Premiufi.money is returned in anfprm by an insurance company
that provided or is providing beriesf under this Plan, including, but not limited to, a rebate of premiums
previously paid or proceeds from demutualizatior, Blan Administrator shall have the discretion to
apply such amounts to the payment of Plan expenses and/or the reduction of premiums.

Section 8.12 _Rights to Employer's Assetdo Participant or beneficiary has any right to, or
interest in, any assets of the Employer upon terioinaf employment or otherwise, except as provided
from time to time under this Vision Plan, and then dolthe extent that the benefits payable under the
Component Benefit Plans are payable solely from the assets of the Employer.

Section8.13  Separatd_iability. No fiduciary shall have the duty to question whether any
other fiduciary is fulfilling all the responsibilities imped upon such other fiduciary by this Vision Plan,
by the Code, or by any regulations or rulings isswsder the Code. No fiduciary shall have any liability
for a breach of fiduciary responsibility of anotheduitiary with respect to this Vision Plan unless it
participates knowingly in such breach, knowingiyndertakes to conceal such breach, has actual
knowledge of such breach and fails to take reasonable remedial action to remedy such breach, or, through
its negligence in performing its own specific fiduciaggponsibilities, it has enkgal such other fiduciary
to commit a breach of the latter's fiduciary responsibilities.

Section8.14  StateLaw. The laws of the state of Kansas will determine all questions arising
with respect to the provisions of this Vision Prctept to the extent superseded by Federal law.

[The remainder of this page is intentionally left blank.]

v. 2.0 8.2 05/09



IN WITNESS WHEREOF, the Employer adopts this Vision Plan effective the 28" day of February,
2009,

CITY OF ARILENE

By: i F;___;f’;"" /"""{:{

llen Dinkel, City Manager
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CITY OF ABILENE
PRESCRIPTION DRUG PLAN

The City of Abilene, Kansas (“Employer”) establishes this Prescription Drug Plan (“Prescription
Drug Plan”) for the benefit of its Eligible Employee$his Prescription Drug Plan is available through
the City of Abilene Cafeteria PlgfiCafeteria Plan”). Any term usdd the Cafeteria Plan has the same
meaning in this Prescription Drug Plan, unless incomdistith the provisions of this Prescription Drug
Plan.

ARTICLE |
INTRODUCTION

Section 1.01 _Name of PlanThe name of this Plan is the City of Abilene Prescription Drug
Plan.

Section 1.02 _ Purpose of Plaithe purpose of this Plan is to provide eligible Employees with
prescription drug benefits.

Section 1.03 _Qualified Plan Statu§he Employer intends this Plan to qualify as a health plan
within the meaning of Section 105(e) of the Code aatlttie benefits payable under this Plan be eligible
for exclusion from gross income under Section 105(b) of the Code.

Sectionl.04 Plan Operation This Plan shall continue without interruption and may be
reviewed and amended from time to time.

Section 1.05 _Funding Policy and Method.The prescription drug benefits under this
Prescription Drug Plan are funded by the Employer. The cost of providing these prescription drug
benefits is paid for by Employer and Employee contions. The Employer, in its sole discretion, may
purchase a group insurance policy to fund some or all of the benefits under this Prescription Drug Plan.

Section 1.06 _Character of Benefits Provid&tis Prescription Drug Plan does not provide
prescription advice. It merely pays for the cost of selected benefits as described in, and in accordance
with, the provisions of the Benefit Description. €lfact that a particular prescription drug service may
not be eligible for reimbursement under this Presanipdrug Plan does not mean that a Participant or
other person who is cored under this Prescription Drug Plan should not receive that service.

Sectionl.07 Subrogation/ReimbursemeRights of the Prescription Drug Plan.

(a) PrescriptionDrug Plars Right to Subrogation.The Prescription Drug Plan shall
be subrogated to all rights that a ti@pant, Covered Dependent, or his/her
assignee has against any person, firmpa@tion, insurer (including, but not
limited to, worker’'s compensation or any other occupational disease act or law,
uninsured motorist coverage, and simess/homeowners medical insurance
coverage or payments) or other entity with respecartg and all benefits
previously paid by the Prescription Driian, or on behalf of the Prescription
Drug Plan, to such individual for anyjumies, expenses, or loss which may be
caused by the negligence or wrongful act of a third party.
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(b) Plan’'sRight to Reimbursement.A Participant, Covered Dependent, or assignee
agrees to include the amounts of any and all benefits paid by the Prescription
Drug Plan (or any amount considered to be for future medical expenses) in any
claim such individual brings against any person, firm, corporation, insurer, or
other entity. Upon any recovery made by a Participant, Covered Dependent, or
assignee from any source of compensation, whether by judgment, settlement,
compromise, or otherwise, the Prescription Drug Plan shall have first lien upon
such recovery and be entitled to imnadireimbursement to the extent of any
and all benefits paid by the Prescription Drug Plan.

Section1.08 Amount of Recovery. The Prescription Drug Planas the right to recovery,
whether by subrogation or reimbursement, for any alhtienefits paid by the Prescription Drug Plan.
The amount due shall not be reduced due to attorrfiegs and/or costs incurred in pursuing a claim or
reimbursement. In addition, these rights take priority over the Participant’'s, Covered Individual's, or
assignee’s right to be made whole.

Sectionl.09 Conditionof Payment. By accepting benefits from the Prescription Drug Plan, a
Participant, Covered Dependent, a/her assignee agrees to the following:

(@)

(b)

(€)

(d)

The Prescription Drug Plan may requirBaticipant, Covered Dependent, assignee, or
someone legally qualified and authorized tofacsuch person, to agree to the provisions

in this Prescription Drug Plan, Sections 120 1.09 in writing, and execute any and all

other instruments reasonably necessary ferRrescription Drug Plan to assert its rights

under these Sections;

Any amounts recovered by such individual or by the Prescription Drug Plan by judgment,
settlement, or otherwise will be applied first to reimburse the Prescription Drug Plan;

The Prescription Drug Plan shall be subteddo all claims, demands, actions, and rights
of recovery against a third party to the extent of any and all payments made by the
Prescription Drug Plan; and

At the Prescription Drug Plan’s request, a Participant, Covered Dependent, or assignee
must take any action, give information, and/or execute instruments required by the
Prescription Drug Plan, in its discretion, in order to aid the Prescription Drug Plan in its
enforcement of its rights of recovery, reimbement, and subrogation. If such individual

fails to comply with such requests, tReescription Drug Plan may withhold benefits,
services, payments, or credits due under the Plan.

[The remainder of this page is intentionally left blank.]
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ARTICLE Il
ELIGIBILITY AND PARTICIPATION

Section2.01  Eligibility to Participate Each Eligible Employee of the Employer is eligible to
participate in this Prescription Drug Plan on the first day of the first month coincident with or next
following completion of one day of active employment with the Employer.

Section 2.02 _ Special Eligibility Rule for Employees Changing from Part-Time to Full-Time
Employment Each Employee who is not an Eligible Bloyee, but who has completed one day of
active employment with the Employer, becomes eligibl@articipate in this Prescription Drug Plan on
the first day of the month coincident with or ndéatlowing the date on which he or she becomes an
Eligible Employee.

Section 2.03 _Election to Participatdf an Eligible Employee vghes to participate in this
Prescription Drug Plan, the Employee must complete the benefit election form provided by the Plan
Administrator and make an election under the Ce#etelan to pay the applicable premium under this
Prescription Drug Plan. An Employee becomes a Raatit in this Prescription Drug Plan on the date
specified on the Employee’s benefit election form, provided the form has been properly completed and
returned to the Plan Administrator, or the date #mployee becomes eligible to participate in this
Prescription Drug Plan, whichever is later.

Section2.04 Termindion of Participation. A Participant ceases to be a Participant as of the
earliest of:

(a) the last day of the month coincident with or next following the date on which the
Participant terminates employment with the Employer;

(b) the date on which the Participant's election to participate expires;

(© the end of a period for which a requirazhiribution by the Participant was last paid,
taking into account any grace periods required by law;

(d) the last day of the month coincident with or next following the date on which the
Participant ceases to be an Eligible Employee; or

(e) the date on which this Prescription Drug Plan terminates.

Notwithstanding anything in this section to tentrary, an individual who would normally be
required to terminate participation ynaontinue to be a Participant tinis Prescription Drug Plan if and
to the extent such individual elects continuation of benefits under the rules in Section 2.06.

Section 2.05 _Reinstatement of Former ParticipaAtformer Participant may participate in
this Prescription Drug Plan again upon satisfaction efelgibility requirements in Section 2.01 or, if
applicable, Section 2.02. However, a former iBigdnt who returns to active employment with the
Employer after an unpaid leave of absence may beeoReaticipant in this Prescription Drug Plan on the
first day of the first month coincident with or next following such return.
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Section2.06 Continuaton of Coverage under COBRAIf a “qualified beneficiary” loses (or
would lose) coverage under this Plan as a result qtialifying event,” the Plan Administrator will give that
qualified beneficiary the opportunity to continueverage by returning a COBRA election form and by
paying the applicable premium. The qualified beneficiary’s right to continue coverage under this Plan is
subject to the following:

(@)

(b)

(©)

(d)

(€)

Qualified Beneficiary. For purposes of this section, a “qualified beneficiary” means the
Participant, the Participant's spouse, and farticipant’s dependents, but only if such
persons were covered under this Plan ondéne before the “qualifying event.” The term
“qualified beneficiary” shall also include arghildren who are born to or adopted by the
Participant while the Participant is conting his/her coverage under COBRA.

Qualifying Event. For purposes of this section, a “qualifying event” means one of the
following if the qualified beneficiary would lérwise lose his/her eligibility for coverage
under this Plan as a result of such an event:

QD Termination of the Participant’s pfayment (other than for “gross misconduct”) or
a reduction in the number of hours the Participant normally works.

2) Death of the Participant.
3 Divorce or legal separation of the tiRépant and the Participant’'s covered spouse.
4) The Participant’s entitlement to Medicare.

(5) A covered dependent no longer satisfies the conditions for being covered as a
dependent of the Participant.

Election to Continue CoveragéAny election to continue covage that would otherwise be

lost as a result of a qualifying event must be made within the time frame established by the
COBRA statute and must be made in accordance with such reasonable procedures as the
plan administrator may establish.

Premium for COBRA Continuation CoverageA qualified beneficiary who elects to
continue coverage must pay the entire coststaeh coverage along with an additional 2%
charge or, with respect to an extension efiti|aximum coverage period due to a subsequent
disability, an additional 50% charge. Premiums must be paid on a timely basis in
accordance with such reasonable procedasdbe Plan Administrator may establish.

Maximum Coverage PeriodThe maximum period of time for which COBRA continuation
coverage will be proded shall be as follows:

D Termination of Employment or Reduction in Hour&kighteen (18) months if

coverage is lost as a result of termioatiof the Participant's employment or a
reduction in the Participant’s hours.
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(f)

(9)

(h)

(i)

()

2) Disability Extension. Twenty-nine (29) months if a qualified beneficiary is
determined by the Social Security Adminggion to have been disabled at any time
during the first sixty (60) days of COBRéoverage and the qualified beneficiary
notifies the Plan Administrator of suaetermination whileCOBRA continuation
coverage is still in effect and in accargte with such reasonable procedures as the
Plan Administrator may establish.

3 Second Qualifying EventThirty-six (36) months if a second qualifying event takes
place while coverage is being continued following the original qualifying event and
the second qualifying event is other thdre termination of the Participant’s
employment or a reduction in the Participant’s hours.

4) Any Other Qualifying Event.Thirty-six (36) months for any qualifying event for
which a shorter maximum coverage periodas set forth in this subsection (e).

Termination of COBRA Continuation Coverag€OBRA continuation coverage may be
terminated prior to the expiration of the maxim coverage period if a qualified beneficiary
becomes covered under another group health glanrequired premium is not paid within
the applicable deadline (including any hpgble grace period), or if the Employer
terminates this Plan and no longefers coverage under a group health plan to any of its
Employees.

Coverage Provided During COBRA Continuation Period:he coverage provided during

the COBRA continuation period shall be identical to the coverage provided to similarly
situated persons covered under the Plan with respect to whom a qualifying event has not
occurred. If coverage under the Plan is medifior any group of similarly situated persons,

the coverage shall also be modified in Hzene manner for all qualified beneficiaries who
have elected to contindkeir coverage under COBRA.

Calculation of COBRA DeadlinesThe maximum coverage period shall begin as of the date
on which the qualified beneficiary would othes@ilose coverage as a result of the original
qualifying event (as opposed to beginning on the date of the qualifying event itself). The
deadline for the Employer to notify the Plan Administrator of a qualifying event (if
applicable) and the deadline for a qualifiechéféciary to notify the Plan of a qualifying
event (if applicable) shall also be measuit®m the date that coverage is lost.

Construction and Application.This section shall be constdiand applied in a way that is
consistent with the requirements of the BRA statute and COBRA regulations issued by
the Internal Revenue Service and the Depant of Health & Human Services.

Employers Not Required to Offer COBRA Continuation Coverades Section shall not
apply to the Employer if the Employer is mequired by law to offer COBRA continuation
coverage. The Employer, for examphjll not be not required to offer COBRA
continuation coverage if thEmployer qualified for the “small employer” exception to
COBRA based on the number of employees that it employed during the previous calendar
year. Generally, if this number is less thaerty (20), then the Employer is not subject to
COBRA. In the event, however, that the layer has twenty (20) or more employees as
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determined under COBRA (considering “colid group” rules and special rules for part-
time employees), this Section will apply as described above.

Section2.07 [Reserved]

Section 2.08 _USERRA Continuation Righ#sParticipant who is absent from employment as
a result of military service shall have the right to etesttinuation coverage for a period of up to twenty-
four (24) months. The Participant’s right to continue coverage is subject to the following:

(@)

(b)

(©)

(d)

Payment of Premium. The Participant must pay the applicable premium for any
USERRA continuation coverage. For a leave of absence of less than thirty-one (31) days,
the Participant may not be required to pay ntbhem the Participant would have paid had

the Participant not been on leave. For a leave of absence of more than thirty (30) days,
the Participant must pay the entire aoistoverage pluan additional 2%.

Failure to Apply for Reemploymengollowing completion of the Participant’s military

service, the Participant’s right to contineeverage under USERRA shall end if the
Participant does not apply for reemployment imittne applicable time period set forth in

USERRA (43 U.S.C. § 4312(c)).

Reasonable ProceduresThe Plan Administrator shall have the authority to adopt such
reasonable procedures as the Plan Administrator may consider necessary or advisable in
order to implement the provisions of this section.

Construction and ApplicationThis section shall be conséd and applied in a way that

is consistent with the requirements of th8ERRA statute and any applicable regulations
that may be issued by the Department of Labor.

[The remainder of this page is intentionally left blank.]
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ARTICLE 1l
PRESCRIPTION DRUG BENEFITS

Section 3.01 _Prescription Drug BenefitsBenefits under this Prescription Drug Plan are
identical to those described in, and shall be pgaidsuant to the terms of, the Serve You Benefit
Description (“Benefit Description”) prepared for the Employer (Group #3496) by Serve You. The
provisions of the Benefit Description, as it may be agegl from time to time, are incorporated herein by
reference and the rights and conditions with respect to the benefits payable under this Prescription Drug
Plan shall be determined from the Benefit Dedmip provided, however, that should there be any
contradictions between the Béih®escription and this documegrthis document will control.

Section 3.02 _Election to Participatdf an Eligible Employee wghes to participate in this
Prescription Drug Plan, the Employee must complete the benefit election form provided by the Plan
Administrator and if necessary, elect, in accordanitk the terms of the Cafeteria Plan, to reduce the
Employee's Compensation in the amount of the applicable premium under Section 3.03.

Section 3.03 _Cost of Coveragéhe Participant's monthly premiums are determined by the
Employer. The Employer may change the premiums from time to time. The Employer will designate for
each Plan Year the portion of the monthly premium for which the responsibility for payment will fall
upon the Participant.

[The remainder of this page is intentionally left blank.]
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ARTICLE IV
ADMINISTRATION OF THE PLAN

Sectior4.01  Plan Administration. The Employer, as Plan Administrator, is charged with
supervision of the administration of this Presioip Drug Plan. The Plan Administrator has full
discretionary authority to administer this Prescriptionmug Plan in all respects, including the right to
make and enforce rules and regulations it deems necessarigrpret this Prescription Drug Plan, and to
decide all questions concerning this Prescription Drag Bhd its administration, including all questions
of Employee eligibility. Except as otherwise provided by law, all decisions of the Plan Administrator are
final and binding on all parties. The Plan Administrator shall keep all such books, accounts, records and
other data as may be necessary for the proper administration of this Prescription Drug Plan. The Plan
Administrator may appoint such agents, attornegspantants, consultants, Claims Administrators and
any other persons as are needed or required formpadpanistration of this Prescription Drug Plan.

Sectiord.02  Claims Administration. Serve You will act as Claims Administrator and are
hereby delegated full discretionary authority to makealeterminations regairty the administration and
payment of benefit claims, in accordance with thengeof the Group Contracts. All decisions of the
Claims Administrator shall be final and binding.

[The remainder of this page is intentionally left blank.]
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ARTICLE V
HIPAA MEDICAL PRIVACY

PART |
PREAMBLE

Section 5.01 _ Purpose and Effective Dalehis HIPAA Medical Privacy Article is adopted in
response to the provisions of the Medical Priv&ggulations issued under the Health Insurance
Portability and Accountability Act of 1996 (“HIPAA”) Except as otherwise praled, this Article shall
be effective as of April 14, 2004 (the “Effective Date”).

Section 5.02 _ Application of Article.This Article shall applyto City of Abilene Employee
Group Prescription Drug Plan (hereafter referred tthas'Group Health Plan”) and shall supersede the
provisions of the Plan to the extent those provisamesnconsistent with the provisions of this Article.

PART I
DISCLOSURE OF PROTECTED HEALTH INFORMATION TO THE EMPLOYER

Section 5.03 _ Prohibition Against Disclosing Protected Health Information to the Employer.
Except as permitted by this Part Il, the Group Health Bfaior a health insurae issuer with respect to
the Group Health Plan may not disclose Preié¢iealth Information to the Employer.

Section5.04  Definitions. For purposes of this Part Il, the following definitions shall apply.
These definitions are based on and shall be construed and applied in a manner that is consistent with the
definitions set forth in Part 160 and Part 164 iie 45 of the Code of Federal Regulations.

(a) “Breach means the unauthorized acquisition, access, use, or disclosure of PHI which
compromises the security or privacy etich PHI. The following three types of
unauthorized acquisition, access, use or disclosure are excluded from the definition of a
“breach:”

Q) Any unintentional acquisition, access, or use of PHI by an Employee or
individual acting under the authority of the Group Health Plan if such
acquisition, access, or use was madeaod faith and within the course and
scope of employment or other professional relationship of such Employee or
individual, respectively, with the Grougealth Plan, and the information is not
further acquired, accessed, used, or disclosed by any person in a manner not
permitted by the HIPAA Medical Privacy or Security Rules;

(2) Any inadvertent disclosure from an individual who is otherwise authorized to
access PHI at a facility operated by theoup Health Plan to another similarly
situated individual at the same facility so long as the information received is not
further used or disclosed in a manmet permitted by the HIPAA Medical
Privacy or Security Rules; and

(3) Any disclosure to an unauthorizedrgmn where the PHI that was disclosed
would not reasonably have been retained by such person.

51 City of Abilene Prescription Drug Plan 04/12



(b)

(€)

(d)

(e)

(f)

(9)

“De-identified Health Information”means health information that does not identify an
individual and for which there is no reasoreabhsis for believing that the information

may be identified with a specific individuaHealth information will be considered to be
De-identified Health Information if the inforation listed in Section 164.514(b)(2)(ii) of

Title 45 of the Code of Federal Regulations has been removed. Information that must be
removed, pursuant to this section of thgulations, includes (but is not limited to)
names, geographical locations more specific tharfirst three digits of a ZIP code, dates
(except for the year of birth), telephone diaxl numbers, and Social Security numbers.

“Electronic Media” means:

Q Electronicstoragemediaincluding memory devices in computers (hard drives)
and any removable/transportable digite@mory medium, such as magnetic tape
or disk, optical tape, or digital memory card; or

2) Transmissiommediausedto exchangenformation already in electronic storage
media. Transmission media include, fomamwple, the Internet, extranet (using
Internet technology to link a businesgth information accessible only to
collaborating parties), leased linesaldiip lines, private networks, and the
physical movement of removable/trandpbte electronic storage media. Certain
transmissions, including paper, facsimile, and voice via telephone are not
considered to be transmissions via electronic media, because the information
being exchanged did not exist in electronic form before the transmission.

“Electronic Protected Health Information” (“e-PHI”)is PHI that is transmitted or
maintained in electronic media.

“Individually Identifiable Health Information”’means information for which each of the
following conditions is met:

D) The information is created or recalvey a health care provider, a health plan
(including a group health plan or a health insurance issuer), an employer, or a
health care clearinghouse;

2) The information relates to the pasggant, or future physical or mental health of
an individual, the provision diealth care to an individyar the past, present, or
future payment for the provision of health care to an individual;

3 The information either identifiesghndividual or provides a reasonable basis for
believing that the information can be used to identify the individual.

“Plan Administration Functions” means administrative functions performed by the
Employer on behalf of the Group Healtra®! Plan Administration Functions do not
include any functions performed by the Employer in connection with any other benefit or
benefit plan.

“Protected Health Information” means Individually Identifiable Health Information
except that Protected Health Informatioregaot include employment records held by a
covered entity in its role as an employeducational records covered by the Family
Educational Rights and Privacy Act, oedith care records of post-secondary degree
students.
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(h)

(i)

0)

(k)

“Security Incident” (as defined in 45 C.F.R. 164,304) means the attempted or successful
unauthorized access, use, disclosure, modidica or destruction of information or
interference with system operations in an information system.

“Security Rule” shall mean the Security Standards and Implementation Specifications in
45 C.F.R. Part 160 and Part 164, subpart C.

“Summary Health Information’'means information that summarizes the claims history,
claims expenses, and/or types of claiggerienced by individuals for whom the
Employer has provided prescription drug aagge under the Group Health Plan and from
which the identifying information listed iSection 164.514(b)(2)(ii) of Title 45 of the
Code of Federal Regulations has beenowsd, except that geographical locations may
be described using a five digit ZIP code.

“Unsecured PHI” means PHI that is not secured through the use of a technology or
methodology specified by the Secretary of Health and Human Services through guidance
issued by the Secretary.

Section 5.05 _Enrollment / Disenrollment Informatiofihe Group Health Plan and/or a health
insurance issuer with respect to the Group Health Plan may disclose information to the Employer as to
whether a given individual is enrolled in, or Hasen disenrolled in, the prescription drug coverage
provided under the Group Health Plan.

Section 5.06 _Plan Administration FunctionBhe Group Health Plan and/or a health insurance
issuer with respect to the Group Health Plan magldse Protected Health Information to the Employer
if the Employer requires such information in ordec&ry out its responsibilities in connection with the
administration of the Group Health Plan.cBuesponsibilities may include the following:

(@)

(b)

(€)

(d)

(e)
(f)
(9)

(h)

Reviewing the performance of the Groupalth Plan, including the performance of any
insurance companies providing group heatihietage for the Group Health Plan and the
performance of any business asates of the Group Health Plan;

Overseeing the adjudication of benefifigls, including the responsibility to provide
coverage upon the initial submission of claiamsl the disposition of any appeals that are
filed with respect to claims that are denied in whole or in part;

Overseeing the coordination of benefitsd pursuing and/or responding to claims for
subrogation;

Conducting cost management and plannifated analysis, including the forecasting of
expected healthcare costs based on current utilization of benefits;

Detecting fraud or abuse;
Determining whether charges for see$ are appropriate or justified;

Requesting underwriting or premium ratingdaother activities related to the creation,
renewal or replacement of a contract of health insurance;

Securing, placing, and/or receiving paymemnissuant to a policy of stop-loss or excess
loss insurance in the event the Group Healdém® self-insured in whole or in part;
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(i)

1),

(k)
()

(m)

Ensuring that the required premiums tbe coverage provided under the Group Health
Plan are obtained from the persons obédato pay the same and remitting such
premiums to the appropriate insurance carriers and/or third party service providers as
may be necessary or appropriate;

Providing assistance, upon request, totiBigants and their covered dependents in
addressing and resolving problems that they may encounter with the approval and
payment of claims that have been submitted on their behalf;

Reporting corporate finances with to respgeaturrent and projected healthcare costs;

Providing information that is legally geiired in response to a court order, subpoena,
discovery, or other process or to the Dypant of Health and Human Services in
connection with its enforcement activities, but only to the extent that the Employer is
required to act on behalf of the Group HedMan in providing such information and
only if the Group Health Plan is permittedrni@ake the disclosure under the provisions of
the HIPAA Medical Privacy Regulations; and

Performing other functions as required dffectively offer benefits under the Group
Health Plan.

The use and disclosure of Protected Health Infoonapiursuant to this Section 5.06 is subject to the
provisions of Section 5.07.

Section 5.07 _Conditions for Disclogufor Plan Administration Functions.With respect to
any Protected Health Information that is disclosed to the Employer by the Group Health Plan and/or a
health insurance issuer twirespect to the Group Health Plan pursuant to Section 5.06, the Employer
agrees to do the following:

)

(b)

(€)

(d)

Not use or further disclose Protectddalth Information other than as permitted or
required by the Group Health Plan document or as required by law;

Ensure that any agents or subcontractors to whom the Employer provides Protected
Health Information received from the Group Hie&Plan agree to thsame restrictions

and conditions that apply to the Employeith respect to such Protected Health
Information;

Not to use or disclose Protected Hedttlormation for employment-related actions and
decisions or in connection with any othieenefit or employee benefit plans of the
Employer;

Report to the Group Health Plan any usdiseclosure of PHI or e-PHI that is inconsistent
with the uses or disclosures permitted by this Group Health Plan to the extent it becomes
aware of such information. If and as reqdifey any applicable HHS regulations, this
reporting requirement will also include reporting to the Group Health Plan any Breach of
Unsecured PHI that it discovers, so that the affected individual(s), the media (if
applicable), and the Department of Health and Human Services (“HHS”) may be
appropriately notified of the Breach as reqdi by the regulations issued regarding
breach notifications;
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(e)

(f)

(9)

(h)

(i)

1),

(k)

()
(m)

Effective February 17, 2010, restrict the disclosure of PHI of an individual (unless the
disclosure is otherwise required by law) wdéme disclosure is to the Group Health Plan

for purposes of carrying out payment or health care operations (and not treatment) and
the PHI pertains to a health care itemservice for which the health care provider has
been paid out-of-pocket in full;

Make the PHI or e-PHI that it receives from the Group Health Plan and/or health
insurance issuer available to the individtalwhom it relates in accordance with the
individual’s right to access his or her own information as that right is set forth in Section
164.524 of Title 45 of the Cod® Federal Regulations;

Make PHI or e-PHI available for amendment and to incorporate any requested
amendments in accordance wittddn the extent required by Section 164.526 of Title 45
of the Code of Federal Regulations;

Make available the information that igjuéred to provide an accoting to an individual
of the disclosures that have been mad¢hefindividual's PHI or e-PHI in accordance
with and to the extent required by Sectib®.528 of Title 45 of the Code of Federal
Regulations;

Make its internal practices, books, argards relating to the use and disclosure of PHI

or e-PHI available to the Secretary of Health and Human Services for purposes of
allowing the Secretary to determine compliance by the Group Health Plan with HIPAA's
medical privacy and security requirements;

If feasible, return or destroy all PHI erPHI received from the Group Health Plan or a
health insurance issuer whench information is no longaeeded for the purpose for
which disclosure was made, except that, if stathrn or destruction is not feasible, the
Employer may limit further uses and disclosuethose purposes that make the return or
destruction of the information infeasible;

Ensure that adequate separation betwleeiEmployer and the Group Health Plan exists,
as set forth in more detail in Part Ill;

Provide a certification to the Group Health Plan as required by Section 7.08; and
If the Employer creates, receives, maditga or transmits any e-PHI (other than
enrolliment/disenrollment information and rBonary Health Information, which are not

subject to these restrictions) on behalf of the Group Health Plan, it will do the following:

D) Implement administrative, physical, and technical safeguards that reasonably and
appropriately protect the confidentiality, integrity, and availability of the e-PHI;

(2) Ensures that any agents (includindpsontractors) to whom it provides such e-
PHI agrees to implement reasonable and appropriate security measures to protect
the information; and

3) Report to the Group Health Plan aSgcurity Incident of which it becomes
aware.
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Section 5.08 _ Certification by the Employein the absence of an authorization, the Group
Health Plan may not disclose any Protected Healtbhrmation to the Employer unless and until the
Group Health Plan is in receipt of a certification from the Employer. The Employer must certify in the
certification that the Group Health Plan has baermended to incorporate the provisions required by
Section 164.504(f)(2)(ii) of Title 45 of the Code Béderal Regulations. The Employer must further
certify in the certification that the Employer agrees to the conditions of disclosure as set forth in Section
5.07 and in Part III.

PART Il
ADMINISTRATIVE SAFEGUARDS

Section5.09 AdequateSeparatiorBetween the Employer and the PlaNo person employed
by the Employer may receive or have access to Reatétealth Information from the Group Health Plan
except as set forth in this Part Ill. This Part lll doesapgly to information that is not considered to be
Protected Health Information, such as Summaigalth Information and De-identified Health
Information, or to information that the Employeceives in a way that is separate and independent from
this Group Health Plan.

Section5.10  Authorized Employees. The following Employees (“Authorized Employees”)
are permitted to use and have access to Protectdth Higarmation to the ebent necessary to perform
the plan administration functions, as set forth in Part Il above, that the Employer performs for the Group
Health Plan in order to provide benefits to participants:

City Manager
City Clerk / Privacy Officer

In the case of an unanticipatedunusual event, for a limited time and purpose only, Employees
designated in writing by the Privacy Officer at thedimf such event to rels@ the unanticipated or
unusual event may have access to PHI. For examplemployee in the IT department may need access,
but only for the limited purpose of accessing a dadabcontaining PHI to correct a computer virus or
similar problem, hardware defect, or other systemeisssimilarly, in-house counsel of the Employer (if
applicable), including counsel’s support staff, may reszkess to PHI, but only for the limited purpose of
assisting in the investigation of and otherwise responding to complaints alleging violations of the policies
and procedures established by the Employer.

Such Employees accessing Protected Health Infasmetie to an unanticipated or unusual event
may be identified by names, job title, or any ottlesignation that adequately identifies the Employees.
In addition, the Employees shall receive propeningj regarding the HIPAA medical privacy rules and
shall comply fully with the Plan’s policy and medures. Any such appointment shall be documented
and available for inspection and copying.

Section 5.11 _Use Pursuant to an AuthorizatiBmployees of the Employer may use and have
access to Protected Health Information to the exstiiorized by a valid authorization for the purposes
set forth in the authorization.

Section 5.12 _ Consequences of Unauthorized Use of IPilis determined that an Employee
has obtained, used, or disclosed Protected Healthmatmon in a manner or way that is not permitted by
this Part 1ll, the Employee will be subject to diie by the Employer ilmccordance with policies and
procedures established by the Employer.

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
ADMINISTRATION OF THE PRESCRIPTION DRUG PLAN

Section6.01  Plan Administration. The Employer, as Plan Administrator, is charged with
supervision of the administration of this Presoip Drug Plan. The Plan Administrator has full
discretionary authority to administer this Prescriptionmug Plan in all respects, including the right to
make and enforce rules and regulations it deems necessangrpret this Prescription Drug Plan, and to
decide all questions concerning this Prescription Drag Bhd its administration, including all questions
of Employee eligibility. Except as otherwise provided by law, all decisions of the Plan Administrator are
final and binding on all parties. The Plan Administrator shall keep all such books, accounts, records and
other data as may be necessary for the proper administration of this Prescription Drug Plan. The Plan
Administrator may appoint such agents, attornegspantants, consultants, Claims Administrators and
any other persons as are needed or required formpadp@nistration of this Prescription Drug Plan.

Section6.02  Claims Administration. Serve You will act as Claims Administrator with
respect to any claim for benefits under this PresonpDrug Plan. Serve You is acting on behalf of the
Employer in a ministerial and administrative capacitihe Employer retains full discretionary authority
to make all determinations regarding thenadstration and payment of benefit claims.

[The remainder of this page is intentionally left blank.]
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ARTICLE VII
CLAIMS PROCEDURES

Section 7.01 _Where to File Claim&ny claim for benefits which arises under a group health
plan of the Plan shall be filed with the Claims Administrator.

Section 7.02 _Persons Who May File ClainfSlaims may be filed by the claimant or by the
claimant’s duly authorized representative.

(@) Prior to recognizing any such appointmeh&n authorized representative, the Claims
Administrator may require proof that the representative has been duly appointed.

(b) Notwithstanding the foregoing rule, a health care professional with knowledge of the
claimant’s medical condition shall be permiitti® act as the authorized representative of
the claimant with respect to Urgent Care Claims (as defined in Section 7.51).
Sections 7.03 - 7.09 [Reserved.]
PART | - POST-SERVICE CLAIMS

Section 7.10 _ Application of Part ISections 7.10 through 7.29 apply to Post-Service Claims,
as defined below.

Section 7.11 _ Definition of Post-Service ClaimA Post-Service Claim is a claim that is
submitted after the underlying medical caréreatment has already been provided.

Section 7.12 _ Previously Approved FBervice Claims and Urgent Care ClaimsA Pre-
Service Claim (as defined in Section 7.31) that has been approved inaaosondith the provisions
applicable to Pre-Service Claims or an Urgent Galeem (as described in Section 7.51) that has been
approved in accordance with the procedures applidablérgent Care Claims will be treated as a Post-
Service Claim once the underlying mealicare or treatment has been provided and will be subject to the
provisions of the Plan that apply to Post-Servi@laims. In such an event, however, the Claims
Administrator will not deny coverage for any medical care or treatment that had previously been
approved under the procedures applicable ¢aS&rvice Claims or Urgent Care Claims.

Section 7.13 _ How to File a ClainClaims must be filed using the form or forms prescribed by
the Claims Administrator and shéalkclude the following information:

(a) The amount, date and nature of each expense;
(b) The name of the person, organization or gtitwhich the expense was or is to be paid;

(© The name of the claimant for whom #isgense was incurred and, if such person is not
the Employee requesting the benefit, the relationship of such claimant to the Employee;

(d) The amount recovered or expected todm®vered, under any insurance arrangement or
other plan, with respect to the expense; and
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(e) A statement that the expense (or portimreof for which reimbursement is sought under
the Plan) has not been reimbursed and iseiptbursable under any other plan coverage.

Section 7.14 _Time Period for Filing ClaimsClaims must be received by the Claims
Administrator no later than twelve (12) months aftee date on which the claim was incurred. A claim
that is not filed within this time period will be denied.

Section 7.15 _ Deadline for Deciding Claim3he Claims Administrator shall decide a Post-
Service Claim that has been submitted in accordance with the provisitms Afticle not later than 30
days following the receipt of the claim. The @iai Administrator may extend this 30-day period for up
to 15 additional days if the extension is necessary due to matters beyond the control of #mel flan
claimant is notified of the extension prior to the eafon of the original 30-day period. A situation that
is beyond the control of the Plan includes, but islingted to, a situation in which the claimant fails to
submit information that is necessary to decide a claim.

Section 7.16 _Failure to Submit Necessary Informatidh.the claimant or the claimant’s
authorized representative fails to submit informatiat th necessary to process a Post-Service Claim, the
Claims Administrator shall notify the claimant or the claimant’s authorized representative of such failure
within 30 days following the receipt of the claim and shall identify the specific information that is
necessary to complete the claim.

(a) Upon receipt of such notification, the odaint or the claimant’s authorized representative
shall have 45 days to provide the requestéatimation to the Claims Administrator.

(b) During the period between the date thetamdhl information is regested and the date it
is received by the Claims Administrator, ttheadline for deciding #hclaim, as set forth
in Section 7.15, shall be suspended.

(© Following receipt of the additional formation that was requested by the Claims
Administrator, the Claims Administrator shdicide the claim within the number of days
that were remaining in the original 30-d@eriod (as extended) as of the date the
additional information was requested.

(d) If the requested information is not receiu®y the Claims Administrator within 45 days
after the claimant or the claimant’s authorized representative received the Claims
Administrator's request for such informatiotine Claims Administrator shall deny the
claim.

Section7.17 Notification Regaring Adverse Bené&f Determination. The Claims
Administrator shall notify the claimant in writing & Post-Service Claim is denied. The notice provided
to the claimant shall be written in a manner calcdlatebe understood by the claimant and shall set forth
the following:

(a) The specific reason(s) for denial of the claim;
(b) A reference to the specific Plarogisions upon which the denial is based;
(© A description of any additional material mformation necessary for the claimant to

perfect the claim, along with an explaati why such material or information is
necessary;
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(d)

(€)

(f)

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

If an internal rule, guideline, protocol other similar criterion was relied upon in making
the adverse determination, the notification shall either state the internal rule, guideline,
protocol, or other criterion that was used, include a statement that such a criterion was
used and that a copy of the rule, guideline, protocol, or other similar criterion will be
provided free of charge upon request; and

If the denial of the claim is based on the lafk‘medical necessity” or an exclusion for
“experimental treatment” or other, similar exclusions or limits, the notification shall either
contain an explanation of the scientific dinical judgment for such determination or a
statement that such explanation willfm@vided free of charge upon request.

Section 7.18 _ Deadline for Filing an Appedlhe claimant shall have 180 days following receipt
of a notice of an adverse benefit determination toafileppeal. Any appeal shall be filed with the Claims

Administrator.

Section 7.19 _ Procedures for an Appedh any appeal filed pursuant to Section 7.18, the
following procedures shall be observed:

(@)

(b)

(€)

(d)

The Claims Administrator shall designae appropriate individual or individuals to
consider the appeal. The individual(s) ddesng the appeal shall not be the same
individual(s) who originally decided the claim nor shall they be subordinates of the
individual(s) who originally decided the claim;

In considering the appeal, no deference shall be given to the initial adverse benefit
determination;

If initial adverse benefit determinatiomas based on a medical judgment, including a
judgment as to whether treatment was “medically necessary” or “experimental,” the
individual(s) considering the appeal shahsult with a health care professional who has
appropriate training and experience in theldiof medicine involved in the medical
judgment. Any health care professional whaassulted for this purpose shall not have
been involved with or consulted regarding timitial adverse benefit determination nor
shall such a professional be a subordinataryf professional who was involved with or
consulted regarding the initiati@erse benefit determination; and

In connection with the appeal, the @lai Administrator must identify any medical or
vocational experts whose advice was obtaioedehalf of the plan in making the initial
adverse benefit determinaticegardless of whether suctivice was relied upon in making
the initial adverse benefit determination.

Section 7.20 _Deadline for Deciding an Appeah appeal that hasebkn filed in accordance with
Section 7.18 shall be decided witltih days following the Claims Administrator’s receipt of the Claimant’s
request for the appeal.
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Section7.21  [Reserved]

Section 7.22 _Notification Regarding Decision on Appéldie Claims Administrator shall notify
the claimant of the decision made on appeal. édiise of an adverse benefit determination, the notice
shall set forth the following:

(@)
(b)
(€)

(d)

(e)

(f)

(9)

The specific reason(s) for the adverse determination;
A reference to the specific plan pigigns upon which the ¢ermination is based,;

A statement that the claimant is entitled to receive, upon request and free of charge,
reasonable access to, and copies of, all documemisrds, and other information relevant
to the claimant’s claim;

A statement describing any voluntary appiegits (if the group health plan is amended at a
later date to provide such rights);

If an internal rule, guideline, protoam other similar criterion was relied upon in making
the adverse determination, the notification shall either state the internal rule, guideline,
protocol, or other criterion that was used, include a statement that such a criterion was
used and that a copy of the rule, guideline, protocol, or other similar criterion will be
provided free of charge upon request;

If the denial of the claim is based on tlaeK of “medical necessity” or an exclusion for
“experimental treatment” or other similar exclusions or limits, the notification shall either
contain an explanation of the scientific dinical judgment for such determination or a
statement that such explanation willgrevided free of charge upon request; and

The following statement: “You and your plaray have other voluntary alternative dispute
resolution options, such as mediation. One way to find out what may be available is to
contact your local U.S. Department of Lal@ffice and your State insurance regulatory
agency.”

Sections 7.23-7.29 [Reserved.]

PART Il - PRE-SERVICE CLAIMS

Section 7.30 _ Application of Part lISections 7.30 through 7.49 apply to Pre-Service Claims, as

defined below.

Section7.31 Definition of Pre-Service&Claim. A Pre-Service Claim is a claim for which each of
the following conditions is satisfied:

(@)

(b)

The benefit payable by the Plan depends, in whole or in part, upon the approval of the
underlying medical care or treatment by the Plan’s Utilization Review Organization; and

The claim is not an Urgent @aClaim (as defined in Section 7.51).

7.4 City of Abilene Prescription Drug Plan 07/10



Section 7.32 _How to File a Pre-Service ClairA. Pre-Service Claim nai be filed using the
form or forms prescribed by the Claims Administraand shall include thiellowing information:

(a) The amount, date and nature of each expense;
(b) The name of the person, organization orgtitwhich the expense was or is to be paid,;

(c) The name of the claimant for whom thppeoval is being sought and, if such person is not
the Employee requesting the benefit, the relationship of such claimant to the Employee;

(d) An explanation of why the medical canetreatment in question should be approved,

(e) The amount recovered or expected tadmdvered, under any insurance arrangement or
other plan, with respect to the expense; and

0] A statement that the expense (or portioarélof for which reimbursement is sought under
this Plan) has not been reimbursed and igeiatbursable under any other Plan coverage.

Section 7.33 _Time Period for Filing a Pre-Service ClafkPre-Service Claim must be received
by the Claims Administrator sufficiently in adwan of the proposed treatment date that the Claims
Administrator is able to process the claim.

Section 7.34 _ Failure to Follow Prog@rocedures in Filing a Pre-Service Claifithe claimant
or the claimant’'s authorized representative fails to follow the proper procedures in filing a Pre-Service
Claim, the Claims Administrator shall notify the claint or the claimant’'s authorized representative as
quickly as possible. In no event will the notificationrbade more than five days after the time the failure
took place.

Section 7.35 _Deadline for Deciding a Pre-Service Clafollowing the submission of a Pre-
Service Claim that has been filedancordance with the provisions of this Part, the Claims Administrator
shall decide the Pre-Service Claim not later than 35 dallowing the receipt of the claim. The Claims
Administrator may extend this 15-day period for udfoadditional days if the extension is necessary due
to matters beyond the control of the Péardl the claimant is notified of the extension prior to the expiration
of the original 15-day period. A situation that is beyond the control of the Plan includes, but is not limited
to, a situation in which the claimant fails to subimformation that is necessary to decide a claim.

Section 7.36 _Failure to Submit Necessary Informatioli. the claimant or the claimant’s
authorized representative fails to submit informaticat ie necessary to process a Pre-Service Claim, the
Claims Administrator shall notify the claimant or tblaimant’s authorized representative of such failure
and shall identify the specific informatiorathis necessary to complete the claim.

(a) Upon receipt of such notification, the claimant or the claimant’'s authorized representative
shall have 45 days to provide the requestéatimation to the Claims Administrator.

(b) During the period between the date the addiicnformation is requested and the date it is

received by the Claims Administrator, the deaallfor deciding the claim, as set forth in
Section 7.35, shall be suspended.
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(©)

(d)

Following receipt of the additional infoation that was requested by the Claims
Administrator, the Claims Administrator shdkcide the claim within the number of days

that were remaining in the original 15-dayipd (as extended) as of the date the additional
information was requested.

If the requested information is not re@avby the Claims Administrator within 45 days
after the claimant or the claimant's authorized representative received the Claims
Administrator's request for such informatiothe Claims Administrator shall deny the
claim.

Section 7.37 _ Notification Regarding Decision on a Pre-Service Clainthe Claims
Administrator shall notify the claimant in writing of the decision that has been made on a Pre-Service
Claim. If the claim is denied, the notice providedhe claimant shall be written in a manner calculated to
be understood by the claimant and shall set forth the following:

(@)
(b)
(©)

(d)

(e)

(f)

The specific reason(s) for denial of the claim;
A reference to the specific Plaropisions upon which the denial is based;

A description of any additional material ofdrmation necessary for the claimant to perfect
the claim, along with an explanation weych material or information is necessary;

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

If an internal rule, guideline, protocol other similar criterion was relied upon in making
the adverse determination, the notification shall either state the internal rule, guideline,
protocol, or other criterion that was used, include a statement that such a criterion was
used and that a copy of the rule, guideline, protocol, or other similar criterion will be
provided free of charge upon request; and

If the denial of the claim is based on the lafk‘medical necessity” or an exclusion for
“experimental treatment” or other, similar exclusions or limits, the notification shall either
contain an explanation of the scientific dinical judgment for such determination or a
statement that such explanation willfm@vided free of charge upon request.

Section 7.38 _ Deadline for Filing an Appedlhe claimant shall have 365 days following receipt
of a notice of an adverse benefit determination toafileppeal. Any appeal shall be filed with the Claims

Administrator.

Section 7.39 _ Procedures for an Appedh any appeal filed pursuant to Section 7.38, the
following procedures shall be observed:

(@)

The Claims Administrator shall designae appropriate individual or individuals to
consider the appeal. The individual(s) ddesng the appeal shall not be the same
individual(s) who originally decided the claim nor shall they be subordinates of the
individual(s) who originally decided the claim;

7.6 City of Abilene Prescription Drug Plan 07/10



(b)

(€)

(d)

In considering the appeal, no deference shall be given to the initial adverse benefit
determination;

If initial adverse benefit determinatiomas based on a medical judgment, including a
judgment as to whether treatment was “medically necessary” or “experimental,” the
individual(s) considering the appeal shahsult with a health care professional who has
appropriate training and experience in theldiof medicine involved in the medical
judgment. Any health care professional whadssulted for this purpose shall not have
been involved with or consulted regarding timitial adverse benefit determination nor
shall such a professional be a subordinatargf professional who was involved with or
consulted regarding the initiati@erse benefit determination; and

In connection with the appeal, the @lai Administrator must identify any medical or
vocational experts whose advice was obtaioedehalf of the plan in making the initial
adverse benefit determinaticegardless of whether suctivice was relied upon in making
the initial adverse benefit determination.

Section 7.40 _Deadline for Deciding an Appeah appeal that hasebkn filed in accordance with
Section 7.38 shall be decided witl3@ days following the Claims Administrator’s receipt of the claimant’s
request for the appeal.

Section7.41  [Reserved]

Section 7.42 _Notification Regarding Decision on Appéldie Claims Administrator shall notify
the claimant of the decision made on appeal. Ifdbeision is adverse, the Claims Administrator shall
provide a written notice that sets forth the following:

(@)
(b)
(€)

(d)

(e)

(f)

The specific reason(s) for the adverse determination;
A reference to the specific plan pigigns upon which the ¢ermination is based,;

A statement that the claimant is entitled to receive, upon request and free of charge,
reasonable access to, and copies of, all documemisrds, and other information relevant
to the claimant’s claim;

A statement describing voluntary appeghts (if the group health plan is amended at a
later date to provide such rights);

If an internal rule, guideline, protoam other similar criterion was relied upon in making
the adverse determination, the notification shall either state the internal rule, guideline,
protocol, or other criterion that was used,include a statement that such a criterion was
used and that a copy of the rule, guideline, protocol, or other similar criterion will be
provided free of charge upon request;

If the denial of the claim is based on tlaek of “medical necessity” or an exclusion for
“experimental treatment” or other, similar exéturss or limits, the notification shall either
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(9)

contain an explanation of the scientific or clinical judgment for such determination or a
statement that such explanation willgrevided free of charge upon request; and

The following statement: “You and your plaray have other voluntary alternative dispute
resolution options, such as mediation. One way to find out what may be available is to
contact your local U.S. Department of Lal@ffice and your State insurance regulatory

agency.”

Sections 7.43 - 7.49 [Reserved.]

PART Il - URGENT CARE CLAIMS

Section 7.50 _ Application of Part IlISections 7.50 through 7.69 apply to Urgent Care Claims, as

defined below.

Section 7.51 _ Definition of Urgent Care ClainAn Urgent Care Claim is a claim for which a
failure to treat the claim as urgent:

(@)

(b)

Could, in the judgment of a prudenyparson with average knowledge of health and
medicine, seriously jeopardize the life or hieeof the claimant or the ability of the
claimant to regain maximum function; or

Would, in the opinion of a physiciaritiv knowledge of the claimant’s medical condition,
subject the claimant to severe pain thatnta be adequately managed without the care or
treatment that is the subject of the claim.

Section 7.52 _How to File an Urgent Care Claimn Urgent Care Claim shall include the
following information:

(@)
(b)
(€)

(d)

(e)

(f)

The medical care or treatment for which approval is being sought;
The name of the person, organization orgtitwhich the expense was or is to be paid;

The name of the claimant for whom thppeoval is being sought and, if such person is not
the Employee requesting the benefit, the relationship of such claimant to the Employee;

An explanation of why the medical cardr@atment in question shalbe considered to be
urgent;

The amount recovered or expected tadmovered, under any insurance arrangement or
other plan, with respect to the expense;

A statement that the expense (or portioarélof for which reimbursement is sought under
this Plan) has not been reimbursed and is not reimbursable under any other Plan coverage;

and
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(9) Any other information relating to the medi care or treatment in question that the
claimant considers relevant and which thairmbnt wishes the Claims Administrator to
consider in reviewing the claim.

An Urgent Care Claim may be filed in writing. If the circumstances make the filing of a written Claim
impractical, an Urgent Care Claim may also be gtibthto the Claims Administrator electronically, over
the telephone, or in some other way that is similakgeditious and which ensures that the Urgent Care
Claim is received by the Claims Administrator on a timely basis.

Section 7.53 _Time Period for Filing an Urgent Care Clafin.Urgent Care Claim must be filed
with the Claims Administrator as quickly as possibaliéer the claimant or the claimant’'s authorized
representative becomes aware of the existence of the claim.

Section 7.54 _Failure to Follow Prop@rocedures in Filing an Urgent Care Clainif the
claimant or the claimant’s authorized representatiile fa follow the proper procedure in filing an Urgent
Care Claim, the Claims Administrator shall notify ttlaimant or the claimant’s authorized representative
as quickly as possible. In no event will the notiiima be made more than 24 hours after the time the
failure took place.

Section 7.55 _ Failure to Submit Necessary Informatiolf. the claimant or the claimant’s
authorized representative fails to submit information iaecessary to process the Urgent Care Claim, the
Claims Administrator shall notify the claimant or tblaimant’'s authorized representative of such failure,
shall identify the specific informatn that is necessary to complete ttlaim, and shall state that the
claimant or the claimant’s authorized representatiad slave a period of noess than 48 hours to provide
the additional information that has been request&dich notification shall be provided as quickly as
possible after the claim has been reedi In no event, will such nathtion be provided more than 24
hours after the claim has been received.

Section 7.56 _ Deadline for Deciding an Urgent Care Claiollowing the submission of an
Urgent Care Claim that has been filed in accotdawith the provisions of this Article, the Claims
Administrator shall decide the Urgent Care Claingagkly as possible. In no event will the decision on
the claim be made more than 72 I®after the claim has been received.

Section 7.57 _ Notification Regarding Initial Benefit Determination for an Urgent Care Claim.
The Claims Administrator shall notify the claimanttbé Initial Benefit Determination on an Urgent Care
Claim. For a claim that has been denied, the notice provided to the claimant shall be written in a manner
calculated to be understood by the claimant and shall set forth the following:

(a) The specific reason(s) for denial of the claim;
(b) A reference to the specific Plarovisions upon which the denial is based;

(© A description of any additional materialioformation necessary for the claimant to perfect
the claim, along with an explanation weych material or information is necessary;
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(d) A description of the Plan's claim revi@rocedures and the time limits applicable to such
procedures, including a statement of the expedited review process applicable to Urgent
Care Claims;

(e) If an internal rule, guideline, protoam other similar criterion was relied upon in making
the adverse determination, the notification shall either state the internal rule, guideline,
protocol, or other criterion that was used, include a statement that such a criterion was
used and that a copy of the rule, guideline, protocol, or other similar criterion will be
provided free of charge upon request; and

()] If the denial of the claim is based on tlael of “medical necessity” or an exclusion for
“experimental treatment” or other, similar exclusions or limits, the notification shall either
contain an explanation of the scientific dinical judgment for such determination or a
statement that such explanation willfrevided free of charge upon request.

The notification required by this Section 7.57 as to the approval or denial of a claim may be provided orally
if a written notification is provided within three days after the oral notification.

Section 7.58 Deadline for Filing axppeal for an Urgent Care ClaimlThe claimant shall have
365 days following receipt of a notice of an adverseebedetermination to file an appeal. Any appeal
shall be filed with the Claims Administrator.

Section 7.59 _ Procedure for an Appeal of an Urgent Care Clahm.procedure for an appeal of
an Urgent Care Claim shall be the same as the proeéoiuthe appeal of a Pre-Service Care Claim, as set
forth in Section 7.39, except that the Claims Admiatsir must allow a request for an expedited appeal to
be submitted orally or in writing by the claimamidaall necessary informationahbe transmitted between
the Claims Administrator and the Claimant by pélene, facsimile, or any other similarly expeditious
method.

Section 7.60 _ Notification Regarding Decision on Appeal of an Urgent Care CldimClaims
Administrator shall notify the claimant of the decisibade on appeal. The notification shall be in writing
and the content of the notification shall be the sambaigequired for the notification of the decision made
on appeal of a Pre-Service Claim, as set forth ini@et42. The Claims Administrator shall transmit the
determination that has been made on appeal toldm@ant by telephone, facsimile, or any other similarly
expeditious method.

Sections 7.61 - 7.69 [Reserved.]
PART IV - CONCURRENT CARE DECISIONS

Section 7.70 _ Application of Part IV.Sections 7.70 through 7.79 apply to Concurrent Care
Decisions, as defined below.

Section 7.71 _ Definition of Concurrent Care DecisiédnConcurrent Car®ecision is a decision
to reduce or terminate a course of treatment previcystyoved before the expiration of the time period
previously approved or before the Claimant had received the number of treatments previously approved.
Because the Plan does not, as a general rule, reqeiggpproval for a course of treatment, it is anticipated
that Concurrent Care decisions will arise omijiere a Claimant seeks to extend a non-emergency
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hospitalization beyond the period originally approvede®ks to remain hospitalizédyond the period that
is automatically approved for engemncies or following childbirth.

Section7.72  Procedured\pplicale to Concurrent Care Decisions. Concurrent Care Decision
shall be treated as an adverse benefit determinaliba.Claims Administrator shall notify the Claimant of
the Concurrent Care Decision. If the treatment is censito be urgent, the notification shall be given in
accordance with the requirements applicable to Ur@emé Claims. Otherwise, the notification shall be
given in accordance with the requirements applicabRréeService Claims. Any such notification shall be
given sufficiently in advance of the reduction or termination to allow the Claimant to appeal and to obtain a
determination on review of & adverse benefit determtiwan before it takes effect.

Section 7.73 _Extension of a Course of Treatmeihe following rules apply if a Claimant
requests the extension of a course of treatmeporiake the period of time or number of treatments
previously approved:

(a) If the course of treatment involves urgeate, the request shall be decided as soon as
possible, taking into account the medical exiges, and the Claim&dministrator shall
notify the Claimant of the benefit determination within 24 hours after receipt of the request;
(b) Notification of the benefit determitian shall be provided in accordance with the
provisions applicable to Urgent Care Claims, Pre-Service Care Claims, or Post-Service
Care Claims, as may be applicable; and

(© The Claimant shall have the right to eplban adverse benefit determination in accordance
with the provisions applicable to Urgent Ca&&ims, Pre-Service Care Claims, or Post-
Service Care Claims, as may be applicable.

Sections 7.74 - 7.79 [Reserved.]

PART V - PROVISIONS COMMON TO ALL CLAIMS

Section 7.80 Duties of Claims AdministratorThe Claims Administrator shall have the
discretionary power and authority to perform the following duties:

(a) Make determinations as to the eligibility of individuals to participate in this Plan and/or to
be considered as a Dependent;

(b) Make determinations leging to coverage under the Plan, including termination and
continuation of a Participant's coverage;

(c) Receive claims for benefits and rendecigions respecting such claims under this Plan;
(d) Compute the amounts payable for any Fpdit or other person in accordance with the

provisions of this Plan, determine the manaad time of payment, and determine and
authorize the person or personsvitom such payments will be paid;
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(€)

(f)

(9)

(h)

(i)

()

(k)

()
(m)

Whenever it may be necessary, investigatedetermine the eligibility for coverage of an
applicant where the existence of any fact, status, or circumstance is a condition of
coverage;

Make discretionary interpretations regardihg terms relating to administration of claims
under this Plan, its interpretations to baeafi and conclusive omll persons claiming
benefits under this Plan;

Make and enforce such rules and ratiohs as it deems necessary or proper for the
efficient administration of claims under this Plan;

Adopt such rules and procedures relatingthe administration of claims as it deems
necessary or desirable;

Be responsible for all claims adminigtoa reporting and disclosure requirements for this
Plan under the law;

Receive from the Company, Employees, Pgrdiots and other persons such information as
shall be necessary for the proper administration of claims under this Plan;

Furnish to the Company upon request, repwitis respect to the awlinistration of claims
under this Plan;

Maintain all claims administration records of this Plan; and

Provide for and administer a mechanisntlierappeal of denied claims in accordance with
the provisions of this Plan.

Section 7.81 Litigation of Claim.Prior to initiating legal action concerning a claim in any
court, state or Federal, against this Plan, any trust used in conjunction iwifPlgh, the Company, the
Claims Administrator, and/or the Plan Administrator, a Claimant must first exhaust the administrative
remedies provided in this ArticleFailure to exhaust the administrative remedies provided in this Article
shall be a bar to any civil action concegia Claim for benefits under this Plan.

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
TERMINATION AND AMENDMENT OF THE PLAN

Section8.01 Termimation and Amendment. The Employer may amend or terminate this
Prescription Drug Plan at any time by written instrument signed by the City Manager of the Employer.

[The remainder of this page is intentionally left blank.]
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ARTICLE IX
MISCELLANEOUS

Section9.01  Nonassignability. The right of any Participant to receive any benefits under this
Prescription Drug Plan is not subje¢otalienation or assignment andnist subject to the claims of the
creditors of the Participant exceptthe extent provided by law.

Section9.02 StateLaw. The laws of the State of Kansas will determine all questions arising
with respect to the provisions of this Prescription Drug Plan except to the extent superseded by Federal
law.

Section9.03  Construction. Words used in the masculine atgaply to the feminine and words
used in the feminine also apply lee masculine. Wherever the corttdictates, the plural includes the
singular and the singular includes the plural.

Section 9.04 _No Guarantee of Tax Consequenddsither the Plan Administrator nor the
Employer makes any commitment or guarantee that any amounts paid to or for the benefit of a Participant
under this Prescription Drug Plan will be excludablenfrihe Participant's gross income for Federal or
state income tax purposes, or that any other Federal or state tax treatment will apply to or be available to
any Participant.

Section9.05 Severability If any provision of this Plan sh#e held invalid or unenforceable,
such invalidity or unenforceability shalot affect any other provisiorthereof, and this Plan shall be
construed and enforced as if such provisions had not been included.

Section9.06 Contract of Employment Nothing contained herein shall be construed to
constitute a contract of employment between the Employer and any Employee. Nothing contained herein
shall be deemed to give any Employee the right to be retained in the employ of the Employer or to
interfere with the right of the Employer to disoparany Employee at any time without regard to the
effect such discharge might have on the Employee as a participant under this Plan.

[The remainder of this page intentionally left blank]
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IN WITNESS WHEREOF, the Employer adopts this Prescription Drug Plan effective the 1% day of March, 2010,

uman Resource Manager



CERTIFICATION BY THE EMPLOYER TO
CITY OF ABILENE PRESCRIPTION DRUG PLAN

I hereby certify on behalf of City of Abilene (the “Plan Sponsor”) that the City of Abilene
Prescription Drug Plan (the “Plan”) has been amended to incorporate the provisions required by 45 C.F.R.
§ 164.504()(2)(i1), effective as of March 1, 2010. I further certify on behalf of the Plan Sponsor that the Plan
Sponsor agrees to comply with the provisions of the Plan, as amended, governing the use and disclosure of
Protected Health Information by the Plan to the Plan Sponsor. This Certification is made pursuant to 45
CF.R. § 164.504(5)(2)(11).

CITY OF ABILENE

By@ﬁiﬁ%* Shu.ka_/) Date: Sz- IOWIO
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CITY OF ABILENE
HEALTH FLEXIBLE SPENDING ACCOUNT PLAN

City of Abilene ("Employer") adopts this H&aFlexible Spending Account Plan ("Health FSA")
for the benefit of its Eligible Employees. This Hed®A is available through the City of Abilene Cafeteria
Plan ("Cafeteria Plan"). Any term used in the Cafatelan has the same meaning in this Health FSA, unless
inconsistent with the prosions of this Health FSA.

The Employer has designed this Health FSA to en@atécipants in this Health FSA to elect to
receive reimbursements for their qualified unreimbursed medical expenses incurred during a Plan Year. The
Employer intends this Health FSA to qualify und@®ection 105 of the Internal Revenue Code so the
Employer's reimbursements under this Health F®feacludable from the Participant's gross income.

ARTICLE |
ELIGIBILITY AND PARTICIPATION

Section 1.01 _Eligibility. An Employee is eligible to beconaeParticipant in this Health FSA if
the Employee is an Eligible Employee and the Employee has completed one (1) day of active employment
with the Employer.

Section 1.02 _Election to Participatd o become a Participant in this Health FSA, an Eligible
Employee must make an election under the Cafeteria Ppamtioipate in this Health FSA. Such an election
must be made pursuant to the terms and provisions of the Cafeteria Plan.

Section 1.03 _Plan Entry Daté\n election to participate in this Health FSA shall take effect as
follows:

(@) If an Eligible Employee’s election was deeduring the Annual Enroliment Period under the
Cafeteria Plan, the election shall take effect as of the first day of the next plan year;

(b) If the Eligible Employee’s election was madéhin thirty (30) days after the Eligible
Employee first became eligible to participatéhiis Health FSA, the election shall take effect
as of the first day of the month following origoident with the date that the completed
election form is received by the Plan Administrator; or

(© If the Eligible Employee’s election was madghin thirty (30) days after an event that
would allow an election change to be made uttteterms of the Cafeteria Plan, the election
shall take effect as of the first day of thnenth on or after the date that the completed
election form is received by the Plan Administrator; provided, however, that this Section
1.03(c) shall apply if and only if the Eligiblanployee had not previously been a Participant
in this Health FSA at any time during the Plan Year.

Section 1.04 _Election Change®nce an Eligible Employee has become a Participant in this
Health FSA, he/she may notake any election changes during the middle of a Plan Year. The preceding
sentence shall not, however, apply to an election change which a Participant is entitled to make in connection
with leave under the FMLA.

Section1.05 _FMLA LeaveA Participant who is taking or returning from FMLA leave shall have
the following options with respect to Higr participation in this Health FSA:
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(@)

(b)

Taking FMLA Leave.Upon commencement of FMLA leave, a Participant may continue
his/her coverage under this Health FSA bgittuing to pay the applicable premium during

the period of the FMLA leave or by making such other arrangements as may be permitted
under the provisions of the Cafeteria Pla&iternatively, upon commencement of FMLA
leave, a Participant may revoke his/her parétgn in this Health FSA, in which event the
Participant will no longer be coxed under this Health FSA as of the date that his/her FMLA
leave commenced.

Returning from FMLA Leave.f a Participant’s participation in this Health FSA was
terminated when the Participant began hisFMLA leave, the former Participant may,
upon returning to work from an FMLA leave, elect to resume higasicipation in this
Health FSA as of the date that he/she returns to work.

® Such a Participant may elect to resuco@erage at the prior coverage level, in
which event the Participant will be required to make up the premiums that would
have been due during the period the Participant was on FMLA leave.

(i) In lieu of making up the missed premiums, such a Participant may instead choose
to resume coverage at a reduced levebkulch an event, the Participant’s coverage
for the Plan Year shall be reduced on a pro rata basis by the portion of the Plan Year
that the Participant was absent frarark due to his/her FMLA leave.

[The remainder of this page is intentionally left blank.]
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ARTICLE I
MEDICAL REIMBURSEMENT

Section 2.01 _Qualified Medical Expens&he term “Qualified Medical Expense” means an
expense incurred by the Participant, or by the spar Dependent (as defined in Code § 152(a) without
regard to subsections (b)(1), (b)(2) or (d)(1)(BY do whom IRS Rev. Proc. 2008-48 applies (regarding
certain children of divorced or separated parents et®ive more than one-half their support for the calendar
year from one or both parents and are in the custoalyeodr both parents for at least one-half of the calendar
year)) of a Participant, for medical care as defined in Code § 213(d). The term includes, but is not limited
to, amounts paid for hospital bills, doctor and debiiéd or prescription medicine and drugs, but does not
include reimbursement paid for other health coverfageother plans maintained by the Employer or
reimbursement for over-the-counter drugs or medicitfee(@dhan insulin) that are not purchased pursuant
to a prescription.

Section 2.02 _Reimbursementhe Employer will reimburse the Participant in the Plan Year for
Qualified Medical Expenses incurred by the Participaming the Plan Year subject to the other limitations
of this Health FSA. However, the Employer will not make any reimbursement to a Participant if the
Participant receives reimbursemdat the expense through insuranmeunder any other means. The
Employer will only reimburse for Qualified Medical Expenses incurred while the employee participates in
the Health FSA. An expense is incurred when the Participant is provided with the medical care that gives rise
to the Qualified Medical Expenses, and not when the Reatitis formally billed or charged for, or pays for
the medical care.

Section 2.03 _Reimbursable @lilied Medical Expenses.The following expenses constitute
Qualified Medical Expenses that mlag reimbursed under this Health FSA:

€)) Deductibles and copayment amounts the Raatit pays under his or her medical and/or
dental and/or vision care coverage; and

(b) Medical and/or dental and/or vision care expenses in excess of usual, reasonable and
customary rates; and

(c) Any Code § 213(d) medical, dental, or vision care expenses not reimbursed by insurance;
provided, however, over-the-counter drugs oditiee (other than insulin) that are not
purchased pursuant to a prescription areetigible for reimbursement as Qualified
Medical Expenses

The Plan Administrator has discretion to constaind apply what may be reimbursable under this
Plan in accordance with such final or informal guidance as the IRS might provide.

Section2.04 _Maximum Amount of Reimbursemeértie maximum amount of reimbursement for
any Plan Year is the lesser of $3,000, or the amouhedParticipant's Health FSA. A Participant may not
carry over an unused amount to a succeeding Yider Employer will reimburse the Participant throughout
the coverage period for the total amount the Partitiglants to reduce Compensation irrespective of whether
the Participant has made sufficient salary reductions to his or her Health FSA.

Section 2.05 _Withholding - Accountind@he Employer will establish and maintain a Health FSA
for each Participant who has elected to receive #adthiFSA benefit under this Health FSA. The Employer
will credit to the Participant's Health FSA an amount of the Participant's Compensation which he or she elects
to reduce. The amounts credited to the Participeietdth FSA are the property of the Employer until the
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Employer actually makes reimbursement to the Partitip@ine Employer will debit a Participant's Health
FSA for the amount of the reimbursement made for tinkcipant. A Participant's Health FSA will never
exceed the dollar amount specified in Section 2.04 above of this Health FSA.

Section 2.06 _Year End Accounting - Forfeiturdhie Employer will use the amount credited to
a Participant's Health FSA for any Plan Year imbairse the Participant for Qualified Medical Expenses.
If any balance remains in the Participant's Health E8Any Plan Year after the Employer has made the
reimbursements for the Plan Year, Barticipant will forfeit the unused amount.

[The remainder of this page is intentionally left blank.]
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ARTICLE IV
TERMINATION OF HEALTH FLEXIBLE SPENDING ACCOUNT AND
CONTINUATION OF COVERAGE

Section 4.01 _Termination of Participation.

@) General Rule A Participant will cease participationtinis Health FSA on the earlier of the
following dates:

Q) The date on which this Health FSA terminates; or
(2) The date on which the Partiait ceases to be an Eligible Employee.

Although a Participant's participation under tHsalth FSA terminates on the above date,
coverage or benefits under the Health FSA mantinue if and to the extent provided by
such benefit.

If a Participant ceases to be a Participant in this Health FSA for any reason, the Participant's election
to receive reimbursements for Qualified Medical Exgesrterminates on that date. The Participant may only
receive reimbursement for Qualified Medical Expensesriied within the same Plan Year and prior to the
first day after the day the Participant terminates ppéiion in this Health FSA. Notwithstanding anything
in this section to the contrary, an individual who vebabrmally be required to terminate participation may
continue to be a Participant in this Health FSAnidl 4o the extent such an individual elects continuation of
benefits under the rules in Section 4.03 belowa Marticipant ceases participation under this Health FSA,
the Participant must apply for reimbursement in accordance with Article-11l through the end of the Plan Year
for claims dated prior to the Participant’s termination date.

Section 4.02 _Continuatioof Coverage under COBRAIf a “qualified beneficiary” loses (or
would lose) coverage under this Plan as a result@fialifying event,” the Plan Administrator will give that
gualified beneficiary the opportunity to continugverage by returning a COBRA election form and by
paying the applicable premium. The qualified beneficsaright to continue coverage under this Plan is
subject to the following:

@) Qualified Beneficiary. For purposes of this section, a “qualified beneficiary” means the
Participant, the Participant’s spouse, and the Participant’s degentteit only if such
persons were covered under this Plan ordthebefore the “qualifying event.” The term
“qualified beneficiary” shall also include wamchildren who are born to or adopted by the
Participant while the Participantéentinuing his/her coverage under COBRA.

COBRA coverage under the Health FSA will obeyoffered to qualified beneficiaries losing
coverage who have undpent accounts. A qualified bdiogary has an underspent account
if he or she has been reimbad for an awunt that is éss than his or her contributions
through the time of the qualifying event.

(b) Qualifying Event. For purposes of this section, a “qualifying event” means one of the
following if the qualified beneficiary would bérwise lose his/her eligibility for coverage
under this Plan as a result of such an event:

Q) Termination of the Participant’'s erogiment (other than for “gross misconduct”)
or a reduction in the number of hours the Participant normally works.

(2) Death of the Participant.
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(©)

(d)

(e)

(f)

(9

(h)

(i)

3) Divorce or legal separation of the Papamnt and the Participant’s covered spouse.
4) The Participant’s entitlement to Medicare.

(5) A covered dependent no longer satisfies the conditions for being covered as a
dependent of the Participant.

Election to Continue Coveragény election to continue covage that would otherwise be

lost as a result of a qualifying event must be made within the time frame established by the
COBRA statute and must be made in accozdavith such reasonable procedures as the plan
administrator may establish. Each qualifiheficiary has separate election rights, and
each could alternatively elect separate COBByetage to cover that beneficiary only, with

a separate annual limit and a separate premium.

Premium for COBRA Continuation Coveragéd qualified beneficiary who elects to
continue coverage must pay the entire tmssuch coverage along with an additional 2%
charge or, with respect to an extensiothefmaximum coverage period due to a subsequent
disability, an additional 50% charge. Premiumsst be paid on a timely basis in accordance
with such reasonable procedures @&splan administrator may establish.

Maximum Coverage PeriodZOBRA coverage will end on thast day of the plan yean
which the qualifying event occurred, reg&sH of the qualifying event. Any unused amount
will be forfeited at the end of the Plan Year.

Termination of COBRA Continuation CoverageOBRA continuation coverage may be
terminated prior to the expiration of the nraxim coverage period if a qualified beneficiary
becomes covered under another group health fplamequired premium is not paid within

the applicable deadline (including any applicable grace period), or if the Employer
terminates this Plan and no longer offers coverage under a group health plan to any of its
Employees.

Coverage Provided During COBRA Continuation Perioflhe coverage provided during
the COBRA continuation period shall be ideatito the coverage provided to similarly
situated persons covered unttee Plan with respect to whom a qualifying event has not
occurred. If coverage under the Plan is medifor any group of similarly situated persons,
the coverage shall also be modified ie #ame manner for all qualified beneficiaries who
have elected to contindkeir coverage under COBRA.

Calculation of COBRA Deadline3.he maximum coverage period shall begin as of the date
on which the qualified beneficiary would othése/lose coverage as a result of the original
gualifying event (as opposed to beginning on the date of the qualifying event itself). The
deadline for the Employer to notify thealRl Administrator of a qualifying event (if
applicable) and the deadline for a qualified beneficiary to notify the Plan of a qualifying
event (if applicable) shall also be measuitem the date that coverage is lost.

Construction and ApplicationThis section shall be constduand applied in a way that is

consistent with the requirements of the BRRA statute and COBRA regulations issued by
the Internal Revenue Service and the Depant of Health and Human Services.
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0) Employers Not Required to Offer COBRA Continuation Coverdgés Section shall not
apply to the Employer if the Employer is metjuired by law to offer COBRA continuation
coverage. The Employer, for example, will not be not required to offer COBRA
continuation coverage if the Employer qualified for the “small employer” exception to
COBRA based on the number of employees that it employed during the previous calendar
year. Generally, if this number is less than twenty (20), then the Employer is not subject to
COBRA. In the event, however, that the Employer has twenty (20) or more employees as
determined under COBRA (considering “contrdlgroup” rules and special rules for part-
time employees), this Section will apply as described above.

Section4.03 _Limits on Continuation Coveragreimbursements under Section 4.02 above shall
be made for expenses incurred in any Plan Year only if the Participant applies for such reimbursement in
accordance with Article 11l through the end of the P¥ear for claims dated prior to the Participant’s
termination date. In the event of the Participant's death, the Participant's spouse (or, if none, the Participant's
executor or administrator) may apply on the Partidipdrehalf for reimbursements permitted under Section
4.02 above. No reimbursement under Section 4.02 aballeegheed the remaining balance, if any, in the
Participant's health flexible spending account ferRfan Year in which the expenses were incurred.

Section 4.04 _USERRA Continuation Righ#sParticipant who is absent from employment as a
result of military service shall have the right to etmttinuation coverage forperiod of up to twenty-four
(24) months. If, however, a Participant exercised hireoright to continueaverage under USERRA before
December 10, 2004, the Participant’s right to contomesrage is limited to a maximum period of eighteen
(18) months if such coverage would otherwise bedesd result of such militagervice. The Participant’s
right to continue coverage is subject to the following:

(@) Payment of PremiumThe Participant must pay theplicable premium for any USERRA
continuation coverage. For a leave of absence of less than thirty-one (31) days, the
Participant may not be required to pay mihv@n the Participant would have paid had the
Participant not been on leave. For a leavalidence of more than thirty (30) days, the
Participant must pay the entire co$toverage plus an additional 2%.

(b) Failure to Apply for Reemploymentollowing completion of the Participant’'s military
service, the Participant’'s right to contingeverage under USERRA shall end if the
Participant does not apply for reemploymeithim the applicable time period set forth in
USERRA (43 U.S.C. § 4312(c)).

(c) Reasonable ProceduresThe Plan Administrator shall have the authority to adopt such
reasonable procedures as the Plan Administrator may consider necessary or advisable in
order to implement the provisions of this section.

(d) Construction and ApplicationThis section shall be consttuand applied in a way that is
consistent with the requirements of the USERSRa#ute and any applicable regulations that
may be issued by the Department of Labor.

[The remainder of this page is intentionally left blank.]

4.3 07/10



ARTICLE V
HIPAA MEDICAL PRIVACY

PART |
PREAMBLE

Section 5.01 _Purpose and Effective Daféhis HIPAA Medical Privacy Article is adopted in
response to the provisions of the Medical PrivacguRaions issued under the Health Insurance Portability
and Accountability Act of 1996 (“HIPAA").

Section 5.02 _Application of ArticleThis Article shall apply to City of Abilene Health Flexible
Spending Account Plan (hereafter referred to as theugHealth Plan™) and shall supersede the provisions
of the Plan to the extent those provisions are inconsistent with the provisions of this Article.

PART I
DISCLOSURE OF PROTECTED HEALTH INFORMATION TO THE EMPLOYER

Section 5.03 _Prohibition Against Disclosing Rrcted Health Informain to the Employer.
Except as permitted by this Part Il, the Group Health &taifor a health insuranesuer with respect to the
Group Health Plan may not disclose Protected Health Information to the Employer.

Section5.04 _Definitions-or purposes of this Part I, the following definitions shall apply. These
definitions are based on and shaltbestrued and applied in a manner teabnsistent with the definitions
set forth in Part 160 and Part 164 of Tk of the Code of Federal Regulations.

(a) “Breach” means the unauthorized acquisition, access, use, or disclosure of PHI which
compromises the security or privacy of sédl. The following three types of unauthorized
acquisition, access, use or disclosure are excluded from the definition of a “breach:”

Q) Any unintentional acquisition, access, or use of PHI by an Employee or individual
acting under the authority of the Group Hedlan if such acquisition, access, or
use was made in good faith and withintberse and scope of employment or other
professional relationship of such Employee or individual, respectively, with the
Group Health Plan, and the information is not further acquired, accessed, used, or
disclosed by any person in a manner not permitted by the HIPAA Medical Privacy
or Security Rules;

2 Any inadvertent disclosure from an individual who is otherwise authorized to access
PHI at a facility operated by the Group Health Plan to another similarly situated
individual at the same facility so long as the information received is not further used
or disclosed in a manner not permitted by the HIPAA Medical Privacy or Security
Rules; and

3 Any disclosure to an unauthorized person where the PHI that was disclosed would
not reasonably have been retained by such person.
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(b)

(©)

(d)

(e)

(f)

(9

“De-identified Health Information”means health information that does not identify an
individual and for which there is no reasonable basis for believing that the information may
be identified with a specific individual. Héainformation will be considered to be De-
identified Health Information if the infornian listed in Section 164.514(b)(2)(ii) of Title

45 of the Code of Federal Regulations has be@oved. Information that must be removed,
pursuant to this section of the regulations, includes (but is not limited to) names,
geographical locations more specific than tingt tihree digits of a ZIP code, dates (except
for the year of birth), telephone and faumbers, and Social Security numbers.

“Individually Identifiable Health Information’means information for which each of the
following conditions is met:

Q) The information is created or received by a health care provider, a health plan
(including a group health plan or a healtburance issuer), an employer, or a health
care clearinghouse;

(2) The information relates to the past, present, or future physical or mental health of
an individual, the provision of health care to an individual, or the past, present, or
future payment for the provision of health care to an individual;

3) The information either identifies the individual or provides a reasonable basis for
believing that the information can be used to identify the individual.

“Plan Administration Functions” means administrative functions performed by the
Employer on behalf of the Group Health PI&tan Administration Functions do notinclude
any functions performed by the Employercmnnection with any otlmébenefit or benefit
plan.

“Protected Health Information’means Individually Identifiable Health Information except
that Protected Health Information does not include employment records held by a covered
entity in its role as an employer, educational records covered by the Family Educational
Rights and Privacy Act, or health care records of post-secondary degree students.

“Summary Health Information’means information that summarizes the claims history,
claims expenses, and/or types of claims experienced by individuals for whom the Employer
has provided medical coverage under the Group Health Plan and from which the identifying
information listed in Section 164.514(b)(2)(ii) Ttle 45 of the Code of Federal Regulations

has been removed, except that geographicditotsamay be described using a five digit ZIP
code.

“Unsecured PHI” means PHI that is not secured through the use of a technology or
methodology specified by the Secretary of Health and Human Services through guidance
issued by the Secretary.

Section 5.05 _Enroliment / Disenroliment Informatiofhe Group Health Plan and/or a health
insurance issuer with respect to the Group Health Plan may disclose information to the Employer as to
whether a given individual is enrolled in, or has baisenrolled in, the medical coverage provided under the
Group Health Plan.
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Section 5.06 _Plan Administration FunctionBhe Group Health Plan and/or a health insurance
issuer with respect to the Group Health Plan may ascProtected Health Information to the Employer if
the Employer requires such information in ordercéory out its responsibilities in connection with the
administration of the Group Health Plan. Such responsibilities may include the following:

(@)

(b)

()

(d)

(e)
()
(9)

(h)

(i)

()

(k)
()

(m)

Reviewing the performance of the Groupatth Plan, including the performance of any
insurance companies providing group heatitierage for the Group Health Plan and the
performance of any business associates of the Group Health Plan;

Overseeing the adjudication of benefit claims, including the responsibility to provide
coverage upon the initial submission of claiaml the disposition of any appeals that are
filed with respect to claims that are denied in whole or in part;

Overseeing the coordination of benefitsd pursuing and/or responding to claims for
subrogation;

Conducting cost management and plannifgted analysis, including the forecasting of
expected healthcare costs based on current utilization of benefits;

Detecting fraud or abuse;
Determining whether charges for services are appropriate or justified;

Requesting underwriting or premium ratinagd other activities related to the creation,
renewal or replacement of a contract of health insurance;

Securing, placing, and/or receiving paymenmisuant to a policy of stop-loss or excess loss
insurance in the event the Group Health Réaself-insured in whole or in part;

Ensuring that the required premiums foe ttoverage provided under the Group Health Plan

are obtained from the persons obligated tothaysame and remitting such premiums to the
appropriate insurance carriers and/or third party service providers as may be necessary or
appropriate;

Providing assistance, upon request, totiBigants and their covered dependents in
addressing and resolving problems that they emcounter with the approval and payment
of claims that have been submitted on their behalf;

Reporting corporate finances with to resgeaturrent and projected healthcare costs;

Providing information that is legally reqeid in response to a court order, subpoena,
discovery, or other process or to the Department of Health and Human Services in
connection with its enforcement activities, but only to the extent that the Employer is
required to act on behalf of the Group He#lthn in providing such information and only

if the Group Health Plan is permitted to keahe disclosure under the provisions of the
HIPAA Medical Privacy Regulations; and

Performing other functions as required fieetively offer benefits under the Group Health
Plan.
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The use and disclosure of Protected Health Infoonatiursuant to this Section 5.06 is subject to the
provisions of Section 5.07.

Section 5.07 _Conditions for Disclosure for Plan Administration Functioiéh respect to any
Protected Health Information that is disclosed ® Employer by the Group Health Plan and/or a health
insurance issuer with respect te tBroup Health Plan pursuant to Section 5.06, the Employer agrees to do
the following:

(@) Not use or further disclose Protected Hdalfbrmation other than as permitted or required
by the Group Health Plan document or as required by law;

(b) Ensure that any agents or subcontrad¢tovehom the Employer provides Protected Health
Information received from the Group Health Plan agree to the same restrictions and
conditions that apply to the Employer witspect to such Protected Health Information;

(© Not to use or disclose Protected Hedttformation for employment-related actions and
decisions or in connection with any other érme employee benefit plans of the Employer;

(d) Report to the Group Health Plan any use scldsure of PHI or e-PHI that is inconsistent
with the uses or disclosures permitted by this Group Health Plan to the extent it becomes
aware of such information. If and as required by any applicable HHS regulations, this
reporting requirement will also include reporting to the Group Health Plan any Breach of
Unsecured PHI that it discovers, so that thecéd individual(s), the media (if applicable),
and the Department of Health and Humarviges (“HHS") may be appropriately notified
of the Breach as required by the regulations issued regarding breach notifications;

(e) EffectiveFebruaryl7, 2010, restrict the sitlosure of PHI of an individual (unless the
disclosure is otherwise required by law) where the disclosure is to the Group Health Plan for
purposes of carrying out payment or healtte @gerations (and not treatment) and the PHI
pertains to a health care item or servicewbich the health care provider has been paid
out-of-pocket in full;

0] Make the Protected Health Information titateceives from the Group Health Plan and/or
health insurance issuer available to theviutlial to whom it relates in accordance with the
individual’s right to access his or her own information as that right is set forth in Section
164.524 of Title 45 of the Cod# Federal Regulations;

(9) Make Protected Health Information #shle for amendment and to incorporate any
requested amendments in accordance with and to the extent required by Section 164.526 of
Title 45 of the Code of Federal Regulations;

(h) Make available the information that is regui to provide an accounting to an individual of
the disclosures that have been made ofintbdezidual’s Protected Health Information in
accordance with and to the extent requirecsbgtion 164.528 of Title 45 of the Code of
Federal Regulations;

0] Make its internal practices, books, and resgrlating to the use and disclosure of Protected
Health Information available to the Seenst of Health and Human Services for purposes
of allowing the Secretary to determine commptia by the Group Health Plan with HIPAA's
medical privacy requirements;
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0) If feasible, return or destroy all Protected Health Information received from the Group
Health Plan or a health insm@e issuer when such infortian is no longer needed for the
purpose for which disclosure was made, excegt, ih such return or destruction is not
feasible, the Employer may limit further uses and disclosures to those purposes that make
the return or destruction of the information infeasible;

(K) Ensure that adequate separation between the Employer and the Group Health Plan exists, as
set forth in more detail in Part 1ll; and

)] Provide a certification to the Group Health Plan as required by Section 5.08.

Section 5.08 _ Certification by the Employén.the absence of an authorization, the Group Health
Plan may not disclose any Protected Health In&tiom to the Employer unless and until the Group Health
Plan is in receipt of a certification from the Employ€he Employer must certify in the certification that the
Group Health Plan has been amended to incomptinatprovisions required by Section 164.504(f)(2)(ii) of
Title 45 of the Code of Federal Regulations. The Bygr must further certify in the certification that the
Employer agrees to the conditions of disclosure as set forth in Section 5.07 and in Part IlI.

PART Il
ADMINISTRATIVE SAFEGUARDS

Section 5.09 _Adequate Separatioriideen the Employer and the Plako person employed by
the Employer may receive or have access to PHIRHEfrom the Group Health Plan except as set forth in
this Part Ill. The Employer will ensure that the@ysions of this Part are supported by reasonable and
appropriate security measures to the extent tledtatlithorized employees” have access to e-PHI. Further,
this Part Il does not apply to information that is caisidered to be PHI or e-PHI, such as Summary Health
Information and De-identified Health Information, oméormation that the Employer receives in a way that
is separate and independent from this Group Health Plan.

Section 5.10 _ Authorized Employeeghe following Employees (“Authorized Employees”) are
permitted to use and have access to PHI or e-PHetextent necessary to perform the plan administration
functions, as set forth in Part 1l above, that the Byl performs for the Group Health Plan in order to
provide benefits to participants:

City Manager
City Clerk / Privacy Officer

In the case of an unanticipated or unusual event, for a limited time and purpose only, Employees
designated in writing by the Privacy Officer at the tmhsuch event to resolve the unanticipated or unusual
event may have access to PHI or e-PHI. For exaraplemployee in the IT department may need access,
but only for the limited purpose of accessing a database containing PHI or e-PHI to correct a computer virus
or similar problem, hardware defect, or other system issue. Similarly, in-house counsel of the Employer (if
applicable), including counsel's support staff, may need access to PHI or e-PHI, but only for the limited
purpose of assisting in the investigation of and otterwesponding to complaints alleging violations of the
policies and procedures established by the Employer.
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Such Employees accessing PHI or e-PHI due to amtigiated or unusual event may be identified
by names, job title, or angther designation that adequately identifies the Employees. In addition, the
Employees shall receive proper training regarding the HIPAA medical privacy rules and shall comply fully
with the Plan’s policy and procedures. Any sagpointment shall be documented and available for
inspection and copying.

Section 5.11 _Use Pursuant to an AuthorizatiBmployees of the Employer may use and have
access to PHI or e-PHI to the extent authorized tglid authorization for the purposes set forth in the
authorization.

Section 5.12 _Consequences of Unauthorized Use of PHI or edPHlis determined that an
Employee has obtained, used, or disclosed PHI or érRtHihanner or way that is not permitted by this Part
I, the Employee will be subject to discipline by the Employer in accordance with policies and procedures
established by the Employer.

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
TERMINATION AND AMENDMENT OF THE HEALTH FSA

The Employer may amend or terminate this Health FSA at any time by written instrument duly
adopted by the Employer.

[The remainder of this page is intentionally left blank.]
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ARTICLE VII
MISCELLANEOUS

Section 7.01 _ConstructionWords used in the masculine akgaply to the feminine and words
used in the feminine also apply to the masculikiéherever the context dictates, the plural includes the
singular and the singular includes the plural.

Section7.02 _Employment Not Guarantedlibthing contained in this Health FSA or in any other
plan which is a part of the Health FSA, or any modification or amendment to this Health FSA, or in the
creation of any account, or the payment of any bergg¥ies any Employee, Participant or beneficiary any
right to continue employment, any legal or equitalgkt against the Employer, its Employees or agents, or
against the Plan Administrator, except as expressly provided by this Health FSA.

Section 7.03 _IndemnificationT o the extent permitted by law, the Employer shall indemnify and
hold harmless any Employee to whom fiduciary respditgilvith respect to this Health FSA is allocated
or delegated, from and against any and all liabilitests and expenses incurred by any such Employee as
a result of any act, or omission to act, in conmmectvith the performance of duties, responsibilities and
obligations under this Health FSA, other than sudiilitees, costs and expenses as may result from the gross
negligence or willful misconduct of any such person.

Section 7.04 _InformationThe Plan Administrator may require each Participant to supply such
information and sign such documents as may be necessary to implement this Health FSA.

Section 7.05 _Limitation on Liability A Plan fiduciary shall be entitled to rely upon information
from any source assumed in good faith to be correcipexsnn shall be subject to any liability with respect
to duties under this Health FSA unless that person aaguiently or in bad faith. No person shall be liable
for any breach of fiduciary responsibility resulting from the act or omission of any other fiduciary or any
person to whom fiduciary responsibilitivave been allocated or delegated.

Section 7.06 _Named Fiduciarf.he named fiduciary of this Health FSA shall be the Employer.
The Employer shall have complete authority to cardnd manage the operation and administration of this
Health FSA.

Section 7.07 _Negative Paycheckd.he Employer shall have the power to adopt rules and
procedures addressing the sequence in which amoulitsesdaducted or withheld from the compensation
payable from the Employer to a Participant in the etleitsuch compensation &sk than the combined total
of the following:

(@) Taxes required to be withhdldm the Participant’s compensation;
(b) The amounts the Participant has elected terdeto a plan maintained by the Employer;

(© The salary reductions elected by the Pauicipunder this Health FSA or under any similar
plan maintained by the Employer; and

(d) Such other amounts that the Employerrha required to withhold or deduct from the
Participant’'s compensation.
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If no such rules or procedures have been adopteBntipdoyer shall deduct amounts required to be withheld
for taxes and amounts necessary to pay for the Particpaadical coverage prior to deducting any other
amounts.

Section 7.08 _No Guarantee of Tax Consequenddsither the Plan Administrator nor the
Employer makes any commitment or guarantee that aoyiais paid to or for the benefit of a Participant
under this Health FSA will be excludable from the Paréioifs gross income for Federal or state income tax
purposes, or that any other Federal or state tax traataiéapply to or be available to any Participant.

Section 7.09 _NonassignabilityThe right of any Participand receive any benefits under this
Health FSA is not subject to alienation or assignmenisandt subject to the claims of the creditors of the
Participant except to the extent provided by law.

Section 7.10 _Prohibition Against Retroactive Entry into the Plarthe event that a person was
determined to be ineligible to participate time Health FSA due to the person’s classification as an
independent contractor (or Temporary Employee) acH slassification is later determined by a court or
administrative agency to have been incorrect, thegoeshall be eligible to enter the Health FSA on a
prospective basis only.

Section 7.11 _Rights to Employer's Assetdo Participant or beneficiary has any right to, or
interestin, any assets of the Employer upon termination of employment or otherwise, except as provided from
time to time under this Health FSA, and then only gogtkitent that the benefits payable under the Component
Benefit Plans are payable solely from the assets of the Employer.

Section 7.12 _Separate LiabilityNo fiduciary shall have the duty to question whether any other
fiduciary is fulfilling all the responsibilities imposed upsuch other fiduciary by this Health FSA, by the
Code, or by any regulations or rulings issued undeiQbde. No fiduciary shall have any liability for a
breach of fiduciary responsibility of another fiduciarigh respect to this Health FSA unless it participates
knowingly in such breach, knowingly undertakesémceal such breach, has actual knowledge of such
breach and fails to take reasonable remedial attiormedy such breach, or, through its negligence in
performing its own specific fiduciary responsibilitieyds enabled such other fiduciary to commit a breach
of the latter's fiduciary responsibilities.

Section 7.13 _State Lawlhe laws of the state of Kansas will determine all questions arising with
respect to the provisions of this Health FSA&ept to the extent superseded by Federal law.

[The remainder of this page intentionally left blank.]
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INWITNESS WHEREOF, the Employer adopts this Health FSA effective the 1st day of April, 2004.

CITY OF ABILENE

By:

Mark Arbuthnot, City Manager



CERTIFICATION BY THE EMPLOYER TO
CITY OF ABILENE HEALTH FLEXIBLE SPENDING ACCOUNT PLAN

I hereby certify on behalf of City of Abiler(¢he “Plan Sponsor”) thdahe City of Abilene Health
Flexible Spending Account Plan (the “Plan”) has bexended to incorporate the provisions required by 45
C.F.R. 8 164.504(f)(2)(ii), effective as of April 14, 2004urther certify on behalf of the Plan Sponsor that
the Plan Sponsor agrees to comply with the promssiof the Plan, as amended, governing the use and
disclosure of Protected Health Infioation by the Plan to the Pl&@ponsor. This Certification is made

pursuant to 45 C.F.R. § 164.504(f)(2)(ii).

CITY OF ABILENE

By: Date:




CITY OF ABILENE

DEPENDENT CARE ASSISTANCE PLAN




CITY OF ABILENE
DEPENDENT CARE SPENDING ASSISTANCE PLAN

City of Abilene ("Employer") adopts this Dependent Care Spending Account Plan ("DCAP”) for the
benefit of its Eligible Employees. This DCAP is a part of the City of Abilene Cafeteria Plan ("Cafeteria
Plan"). Any term used in the Cafeteria Plan has the same meaning in this DCAP, unless inconsistent with
the terms of this DCAP.

The Employer has designed this DCAP to enable Participants in this DCAP to elect to receive
reimbursements for their Qualified Dependent Care Expenses during a Plan Year. The Employer intends this
DCAP to qualify under Section 129 of the Internal Revenue Code so the Employer's reimbursements under
this DCAP are excludable from the Participant's gross income.

ARTICLE 1
ELIGIBILITY AND PARTICIPATION

Section 1.01  Eligibility. An Employee is eligible to become a Participant in this DCAP if the
Employee is an Eligible Employee and the Employee has completed one (1) day of active employment with
the Employer.

Section 1.02  Election to Participate. To become a Participant in this DCAP, an Eligible Employee
must make an election under the Cafeteria Plan to participate in this DCAP. Such an election must be made
pursuant to the terms and provisions of the Cafeteria Plan.

Section 1.03  Plan Entry Date. An election to participate in this DCAP shall take effect as follows:

(a) Ifan Eligible Employee’s election was made during the Annual Enrollment Period under the
Cafeteria Plan, the election shall take effect as of the first day of the next plan year;

(b) If the Eligible Employee’s election was made within thirty (30) days after the Eligible
Employee first became eligible to participate in this DCAP, the election shall take effect as
of'the first day of the month following or coincident with the date that the completed election
form is received by the Claims Administrator; or

(©) If the Eligible Employee’s election was made within thirty (30) days after an event that
would allow an election change to be made under the terms of the Cafeteria Plan, the election
shall take effect as of the first day of the month on or coincident with the date that the
completed election form is received by the Claims Administrator.

Section 1.04  Election Changes. A Participant in this DCAP may change his/her election during
the middle of a Plan Year, either as to participation in this Plan or as to the dollar amount of the benefit
elected, if and only if such an election change is permitted under the terms of the Cafeteria Plan.

[The remainder of this page is intentionally left blank.]

v.DCIl.1 1.1 04/04



ARTICLE IT
DEPENDENT CARE REIMBURSEMENT

Section2.02  Qualified Dependent Care Expense. The term “Qualified Dependent Care Expense”
means an amount paid by the Participant for care of a Dependent, including related household services, which
enables the Participant to be gainfully employed.

(a)

(b)

(©)

(d)

Dependent Care Expenses That Are Not “Qualified.” Qualified Dependent Care Expenses
do not include the following:

(D Amounts paid to a child of the Participant who is under age 19;

2) Amounts paid to an individual for whom the Participant or the Participant’s spouse
is entitled to an exemption under Code §151(c); and

3) Amounts paid to a dependent care center that is not a Dependent Care Center as
defined in Section 2.02(d) below.

Special Rule for Services Performed Outside the Home. Amounts paid for services
performed outside the Participant’s household are not Qualified Dependent Care Expenses
unless the expenses are for a Dependent as defined in Sections 2.02(¢)(1) or 2.02(¢)(2) below
who spends at least eight (8) hours each day in the Participant’s home.

Dependent. For purposes of this DCAP benefit, the term "Dependent” means an individual
meeting one of the following:

(1 Under the age of 13 who is a dependent of the Participant and for whom the
Participant is entitled to an exemption under Code §151(c); or

2) A dependent or spouse of the Participant who is physically or mentally incapable of
self care.

Dependent Care Center. The term "Dependent Care Center" means a facility, organized and
operated in compliance with all applicable laws and regulations, for care of more than six
(6) persons, including one (1) or more Dependents of the Participant, other than persons who
reside there and which facility receives a fee, payment or grant for providing services for any
of the six (6) individuals regardless of whether the facility operates at a profit.

Section2.03  Reimbursement. The Employer will reimburse a Participant for his or her Qualified
Dependent Care Expenses incurred by the Participant during the Plan Year subject to the other limitations
ofthis DCAP. The Employer will only reimburse for Qualified Dependent Care Expenses incurred while the
Employee participated in the DCAP benefit under the Cafeteria Plan.

Section 2.04  Reimbursable Qualified Dependent Care Expenses. Reimbursable Qualified
Dependent Care Expenses do not include:

(a)

v.DC1.1

Education expenses for a child in the first grade or above;
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(b) Overnight care at a convalescent nursing home for a Dependent;
(©) Overnight camp;
(d) Expenses for lessons, tutoring or transportation;

(e) Expenses paid through another policy or DCAP of the Participant or the Participant’s spouse;
or

® Expenses incurred before the Participant elected to participate in the DCAP benefit.

Section 2.05  Maximum Amount of Reimbursement. The maximum amount of reimbursement
during a Plan Year may not exceed the lesser of the exclusion amount or the earned income limitation. The
exclusion amount for any Plan Year is $5,000 ($2,500 if a married person filing a separate return). The
earned income limitation is the earned income of an unmarried Participant or, for a married Participant, the
lesser of the earned income of the Participant or the Participant’s spouse. The Claims Administrator will
determine earned income pursuant to Code §32(c)(2). In no event will the Employer reimburse more than
the dollar amount elected by the Participant. Additionally, in no event will the Employer reimburse more than
the dollar amount actually credited to the Participant’s DCAP for the year minus amounts previously
reimbursed for the year.

Section 2.06  Withholding - Accounting. The Employer will establish and maintain a DCAP for
each Participant who has elected to receive the DCAP benefit under the Cafeteria Plan. The Employer will
credit to the Participant's DCAP an amount of the Participant's Compensation which he or she elects to
reduce. The amounts credited to the Participant's DCAP are the property of the Employer until the Employer
actually makes reimbursement. The Employer will debit a Participant's DCAP for the amount of the
reimbursement made to the Participant. A Participant's DCAP will never exceed the maximum amount
specified in Section 2.05 above.

Section 2.07  Year End Accounting - Forfeitures. The Employer will use the amount credited to
a Participant's DCAP for any Plan Year to reimburse the Participant for Qualified Dependent Care Expenses.
If any balance remains in the Participant's DCAP for any Plan Year after the Employer has made all
reimbursements for the Plan Year, the Participant will forfeit the unused amount.

[The remainder of this page is intentionally left blank.]
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ARTICLE III
CLAIMS PROCEDURES

Section 3.01 ~ When to File a Claim. Subject to Section 4.01 the Participant must submit the
application for reimbursement for expenses for a Plan Year not later than ninety (90) days after February 28
of each Plan Year.

Section 3.02  How to Submit Claims. A Participant desiring to be reimbursed for Qualified
Dependent Care Expenses must make a claim for reimbursement by completing the application form provided
by the Claims Administrator. The Claims Administrator may require the Participant to provide such
information as may reasonably be required to process the claims, including, but not limited to, the following:

(a) The amount and date of services rendered and the nature of each expense with respect to
which a benefit is requested;

(b) The name of the person, organization or entity to which the expense was or is to be paid;
(©) The signature of the daycare provider; and
(d) Such other information as the Claims Administrator may from time to time require.

Such application shall be accompanied by bills, invoices, receipts or other statements or certifications
showing the amounts of such expenses, together with any additional documentation which the Employer may
request. Such application may be made before or after the Participant has paid such expense, but not before
the Participant has incurred such expense.

Claims may be filed by the Participant or by the Participant’s duly authorized representative. Prior
to recognizing any such appointment of an authorized representative, the Claims Administrator may require
proof that the representative has been duly appointed

Section3.03 ~ Who Decides Claims. AFLAC will act as Claims Administrator with respect to any
claims for benefits under this DCAP. AFLAC is hereby delegated full discretionary authority to make all
determinations regarding the administration and payment of such benefit claims. Except as otherwise
provided by law, all decisions of the Claims Administrator shall be final and binding.

Section 3.04  Limitation on Reimbursements with Respect to Certain Participants. No more than
25% of the total amounts reimbursed from all dependent care assistance accounts maintained by all
Participants under this DCAP during any Plan Year may be reimbursed with respect to the class of individuals
who own more than 5% of the stock of the Employer (or their spouses or dependents). Notwithstanding any
other provision of this DCAP, the Claims Administrator may limit the amounts reimbursed with respect to
any Participant who is a highly compensated employee (within the meaning of Code §414(g)) to the extent
the Claims Administrator deems such limitation to be advisable to assure compliance with the restriction
described in the preceding sentence or with any nondiscrimination provision of the Code. Such limitation
may be imposed whether or not it results in a forfeiture under Section 2.07 above.

Section 3.05  Time Frame for Deciding Claims. The claim for reimbursement shall be approved
or denied within a reasonable period (but no later than 90 days) after receipt of the claim by the Claims
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Administrator. The initial 90-day period begins at the time the claim is filed whether or not all the necessary
information for determining the claim is provided at that time.

Section3.06  Extension of Time Frame for Deciding Claims. Notwithstanding Section 3.05 above,
if the Claims Administrator determines that special circumstances require an extension of time (up to 90 days
from the end of the initial 90-day period) for processing the claim for reimbursement, written notice of the
extension shall be furnished to the Participant before the end of the initial 90-day period. The written notice
shall indicate the special circumstances requiring an extension of time and the date by which the Plan expects
to render the benefit determination.

Section 3.07  Notification Regarding the Claim Decision. If any claim for reimbursement of
expenses under this DCAP is denied, in whole or in part, then the Claims Administrator shall furnish the
Participant written notice within the applicable time periods described in 3.05 or 3.06 above:

(a) Setting forth the reason for the denial;

(b) Making reference to pertinent DCAP provisions upon which the denial is based;

(©) Describing any additional material or information from the Participant which is necessary
and why; and
(d) Explaining the claim review procedure and the applicable time frames set forth herein.

Section3.08  Rightto Appeal the Decision. Within sixty (60) days after receipt of the notification
of the denial to reimburse an expense, the Participant may request in writing a review of the denial by the
Claims Administrator.

Section3.09  Time Frame for Deciding Appeal. Subject to 3.10 below, the Claims Administrator
shall render a decision on review of a denied claim within a reasonable period of time, but no later than sixty
(60) days after receipt of the request for review hereunder unless special circumstances require an extension
of time.

This 60-day period begins at the time an appeal is filed without regard to whether all the information
necessary to determine on review whether an expense is reimbursable accompanies the filing. However, if
an extension is required, as described below, due to the Participant’s failure to submit necessary information,
the period of time for making the determination shall be tolled from the date on which the notification of
extension is sent to the Participant until the date on which the Participant responds to the request.

Section 3.10  Sixty (60) Day Extension of Time. If the Claims Administrator determines that
special circumstances require an extension of time (up to 60 days from the end of the initial 60-day period)
for processing the claim, written notice shall be furnished to the Participant before the end of the initial 60-
day period. The written notice shall indicate the special circumstances requiring an extension of time and the
date by which the Plan expects to render the determination on appeal.

Section 3.11  Decision on Appeal. In the case of an adverse decision on appeal, the Claims
Administrator shall send the Participant a notification:

(a) Setting forth the reason for the denial;
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(b)
(©)

(d)

v.DC1.1

Making reference to pertinent DCAP provisions upon which the denial is based;
Stating the Participant is entitled to receive, upon request and free of charge, reasonable
access to, and copies of, all documents, records, and other information relevant to the claim;

and

Explaining any voluntary appeals procedures and the Participant’s right to information
regarding these procedures, if any.

[The remainder of this page is intentionally left blank.]
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ARTICLE 1V
TERMINATION OF DEPENDENT CARE ASSISTANCE PLAN

Section 4.01 Termination of Participation.

(a) General Rule. A Participant will cease participation in this DCAP on the earlier of the
following dates:

(D The date on which this DCAP terminates; or
2) The date on which the Participant ceases to be an Eligible Employee.

Although a Participant's participation under this DCAP terminates on the above date,
coverage or benefits under the Pre-Tax Benefits may continue if and to the extent provided
by such Pre-Tax Benefits.

If a Participant ceases to participate in this DCAP for any reason, the Participant's election to receive
reimbursements for Qualified Dependent Care Expenses terminates on that date. A Participant may receive
reimbursement only for Qualified Dependent Care Expenses incurred within the same DCAP Year and only
during the period that the Participant was a Participant in this DCAP. If a Participant ceases participation
under this DCAP, the Participant must apply for reimbursement in accordance with Article III through the
end of the Plan Year for claims dated prior to the Participant’s termination date.

[The remainder of this page is intentionally left blank.]
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ARTICLE V
TERMINATION AND AMENDMENT OF THE DCAP

The Employer may amend or terminate this DCAP at any time by written instrument duly adopted
by the Employer.

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
MISCELLANEOUS

Section 6.01  Construction. Words used in the masculine also apply to the feminine and words
used in the feminine also apply to the masculine. Wherever the context dictates, the plural includes the
singular and the singular includes the plural.

Section 6.02  Employment Not Guaranteed. Nothing contained in this DCAP or in any other plan
which is a part of the DCAP, or any modification or amendment to this DCAP, or in the creation of any
account, or the payment of any benefit, gives any Employee, Participant or beneficiary any right to continue
employment, any legal or equitable right against the Employer, its Employees or agents, or against the Claims
Administrator, except as expressly provided by this DCAP.

Section 6.04  Indemnification. To the extent permitted by law, the Employer shall indemnify and
hold harmless any Employee to whom fiduciary responsibility with respect to this DCAP is allocated or
delegated, from and against any and all liabilities, costs and expenses incurred by any such Employee as a
result of any act, or omission to act, in connection with the performance of duties, responsibilities and
obligations under this DCAP, other than such liabilities, costs and expenses as may result from the gross
negligence or willful misconduct of any such person.

Section 6.05  Information. The Claims Administrator may require each Participant to supply such
information and sign such documents as may be necessary to implement this DCAP.

Section 6.06  Limitation on Liability. A Plan fiduciary shall be entitled to rely upon information
from any source assumed in good faith to be correct. No person shall be subject to any liability with respect
to duties under this DCAP unless that person acts fraudulently or in bad faith. No person shall be liable for
any breach of fiduciary responsibility resulting from the act or omission of any other fiduciary or any person
to whom fiduciary responsibilities have been allocated or delegated.

Section 6.07  Named Fiduciary. The named fiduciary of this DCAP shall be the Employer. The
Employer shall have complete authority to control and manage the operation and administration of this
DCAP.

Section 6.08  Negative Paychecks. The Employer shall have the power to adopt rules and
procedures addressing the sequence in which amounts shall be deducted or withheld from the compensation
payable from the Employer to a Participant in the event that such compensation is less than the combined total
of the following:

(a) Taxes required to be withheld from the Participant’s compensation;
(b) The amounts the Participant has elected to defer into a plan maintained by the Employer;

(©) The salary reductions elected by the Participant under this DCAP or under any similar plan
maintained by the Employer; and

(d) Such other amounts that the Employer may be required to withhold or deduct from the
Participant’s compensation.
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Ifno such rules or procedures have been adopted, the Employer shall deduct amounts required to be withheld
for taxes and amounts necessary to pay for the Participant’s medical coverage prior to deducting any other
amounts.

Section 6.09  No Guarantee of Tax Consequences. Neither the Claims Administrator nor the
Employer makes any commitment or guarantee that any amounts paid to or for the benefit of a Participant
under this DCAP will be excludable from the Participant's gross income for Federal or state income tax
purposes, or that any other Federal or state tax treatment will apply to or be available to any Participant.

Section 6.10  Nonassignability. The right of any Participant to receive any benefits under this
DCAP is not subject to alienation or assignment and is not subject to the claims of the creditors of the
Participant except to the extent provided by law.

Section 6.11  Prohibition Against Retroactive Entry into the Plan. In the event that a person was
determined to be ineligible to participate in the DCAP due to the person’s classification as an independent
contractor (or Temporary Employee) and such classification is later determined by a court or administrative
agency to have been incorrect, the person shall be eligible to enter the DCAP on a prospective basis only.

Section 6.12  Rights to Employer's Assets. No Participant or beneficiary has any right to, or
interest in, any assets of the Employer upon termination of employment or otherwise, except as provided from
time to time under this DCAP, and then only to the extent that the benefits payable under the Component
Benefit Plans are payable solely from the assets of the Employer.

Section 6.13  Separate Liability. No fiduciary shall have the duty to question whether any other
fiduciary is fulfilling all the responsibilities imposed upon such other fiduciary by this DCAP, by the Code,
or by any regulations or rulings issued under the Code. No fiduciary shall have any liability for a breach of
fiduciary responsibility of another fiduciary with respect to this DCAP unless it participates knowingly in
such breach, knowingly undertakes to conceal such breach, has actual knowledge of such breach and fails
to take reasonable remedial action to remedy such breach, or, through its negligence in performing its own
specific fiduciary responsibilities, it has enabled such other fiduciary to commit a breach of the latter's
fiduciary responsibilities.

Section 6.14  State Law. The laws of the state of Kansas will determine all questions arising with
respect to the provisions of this DCAP except to the extent superseded by Federal law.

[The remainder of this page intentionally left blank.]
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IN WITNESS WHEREOF, the Employer adopts this Vision Plan effective the 28" day of February,
2009,

CITY OF ARILENE

By: i F;___;f’;"" /"""{:{

llen Dinkel, City Manager
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CITY OF ABILENE
AFLAC PRE-TAX PLAN

City of Abilene (“Employer”) adopts this AFL& Pre-Tax Plan (“AFLAC Pre-Tax Plan”) for the
benefit of its Eligible Employees. This AFLAC PrexTalan is an amendment and restatement of the Plan
originally adopted effective March 1, 2001, as sgbosatly amended and restated effective March 1, 2010.
This AFLAC Pre-Tax Plan is available through the @ityAbilene Cafeteria Plan (“Cafeteria Plan”). Any
term used in the Cafeteria Plaas the same meaning in this AFLAC Pre-Tax Plan, unless inconsistent with
the provisions of this AFLAC Pre-Tax Plan.

ARTICLE |
INTRODUCTION

Section 1.01 _Name of Plaifhe name of this Plan is the City of Abilene AFLAC Pre-Tax Plan.

Section 1.02 _Purpose of Plaithe purpose of this Plan is to provide eligible Employees with
insurance benefits.

Section 1.03 _Plan Operatioithis Plan shall continue vkibut interruption and may be reviewed
and amended from time to time.

Section1.04 _Character of Benefits ProvidBus AFLAC Pre-Tax Pladoes not provide medical
treatment or advice. It merely pays for the costedécted benefits as describedand in accordance with,
the provisions of the individual policies. The fact thadarticular medical service may not be eligible for
reimbursement under this AFLAC Pre-Tax Plan doeswmedn that a Participant or other person who is
covered under this AFLAC Pre-Tax Plginould not receive that service.

[The remainder of this page is intentionally left blank.]
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ARTICLE I
ELIGIBILITY AND PARTICIPATION

Section 2.01 _Eligibility to ParticipateEach Eligible Employee of the Employer shall become a
Participant in this AFLAC Pre-Tax Plan on the first @&yhe first month coincident with or next following
completion of one day of active employment with the Employer.

Section 2.02 _Employees Changing from Part-Time to Full-Time Employnteath Employee
who is not an Eligible Employee, but who has cotgal®ne day of continuous, active employment with the
Employer, becomes eligible to participate in tAELAC Pre-Tax Plan on the first day of the month
coincident with or next following the date which he or she becomes an Eligible Employee.

Section 2.03 _Election to Participatéan Eligible Employee wishes to participate in this AFLAC
Pre-Tax Plan, the Employee must complete the benefit election form provided by the Plan Administrator and
make an election under the Cafeteria Plan to paafiplicable premium under this AFLAC Pre-Tax Plan.

An Employee becomes a Participant in this AFLA@-Pax Plan on the date specified on the Employee’s
benefit election form, provided the form has been prgpennpleted and returned to the Plan Administrator,
or the date the employee becomes eligible to paatieijm this AFLAC Pre-Tax Plan, whichever is later.

Section 2.04 _Termination of ParticipatiorA Participant ceases to be a Participant as of the
earliest of:

@) The last day of the month coincident witmexkt following the date on which the Participant
terminates employment with the Employer;

(b) The last day of the month coincident with or next following the date on which the Participant
ceases to be an Eligible Employee; or

(© The date on which this AFLAC Pre-Tax Plan terminates.

[The remainder of this page is intentionally left blank.]
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ARTICLE Il
BENEFITS

Section 3.01 _Benefits Praleéd under Individual PoliciedJnder the AFLAC Pre-Tax Plan, the
Participant may choose to receive benefits under one or more of the following policies of insurance:

€)) Cancer Plan.Benefits under this Cancer Plan are iit=al to those described in, and shall
be paid pursuant to the terms of, the indivigadicy of insurance issued by AFLAC to the
Participant. The provisions of that policy, as it may be amended from time to time, are
incorporated herein by reference, solelg description of the benefits provided by AFLAC.

(b) Personal Accident PlanBenefits under thiBersonal Accident Plan are identical to those
described in, and shall be paid pursuant éoténms of, the individual policy of insurance
issued by AFLAC to the Participant. The provisions of that policy, as it may be amended
from time to time, are incorporated herein bigrence, solely as a description of the benefits
provided by AFLAC.

(c) Personal Recovery Plus PlaBenefits under the Personal Recovery Plus Plan are identical
to those described in, and shall be paid pursuant to the terms of, the individual policy of
insurance issued by AFLAC tbe Participant. The provisions of that policy, as it may be
amended from time to time, are incorporatectimeby reference, solely as a description of
the benefits provided by AFLAC.

(d) Personal Intensive Care PlaBenefits under this Personal Intensive Care Plan are identical
to those described in, and shall be paid pursuant to the terms of, the individual policy of
insurance issued by AFLAC to the Participant. The provisions of that policy, as it may be
amended from time to time, are incorporatectimeby reference, solely as a description of
the benefits provided by AFLAC.

Section 3.02 _Election to Participatéan Eligible Employee wishes to participate in this AFLAC
Pre-Tax Plan, the Employee must complete the benefit election form provided by the Plan Administrator and
if necessary, elect, in accordance wlithterms of the Cafeteria Planréaluce the Employee's Compensation
in the amount of the applicable premium under Section 3.03.

Section 3.03 _Cost of Coverag€&he Participant's monthly premiums are determined pursuant to
the individual policies. Under those agreements, AFLAC may change the premiums from time to time. The
Employer will designate for each Plan Year the-fax portion of the monthly premium for which the
responsibility for payment M fall upon the Participant.A Participant who is self-employed within the
meaning of Section 401(c)(1) of the Code or whoeiated as a partner under Section 1372 of the Code must
pay his or her portion of the premium onafter-taxbasis.

[The remainder of this page is intentionally left blank.]
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ARTICLE IV
ADMINISTRATION OF THE AFLAC PRE-TAX PLAN

Section 4.01 _Plan Administration.The Employer, as Plan Administrator, is charged with
supervision of the administration of this AFLAC PrexRdan. The Plan Administrator has full discretionary
authority to administer this AFLAC Pre-Tax Planlir@spects, including the right to make and enforce rules
and regulations it deems necessary, to interpretARISAC Pre-Tax Plan, and to decide all questions
concerning this AFLAC Pre-Tax Plan and its admmaison, including all questions of Employee eligibility.
Except as otherwise provided by law, all decisionthefPlan Administrator are final and binding on all
parties. The Plan Administrator shall keepsaith books, accounts, records and other data as may be
necessary for the proper administration of this AFLAC Pre-Tax Plan. The Plan Administrator may appoint
such agents, attorneys, accountants, consultantmy&ladministrators and any other persons as are needed
or required for proper administration of this AFLAC Pre-Tax Plan.

Section 4.02 _Claims AdministrationAFLAC will act as Claims Administrator with respect to
any claim for benefits under this AFLAC Pre-Tava?l AFLAC is hereby degated full discretionary
authority to make all determinatis regarding the admsiration and payment of such benefit claims, in
accordance with the terms of the Group Contract. Except as provided by law, all decisions of the Claims
Administrator shall be final and binding.

[The remainder of this page is intentionally left blank.]
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ARTICLE V
TERMINATION AND AMENDMENT OF THE AFLAC PRE-TAX PLAN

The Employer may amend or terminate this AFLAC Pre-Tax Plan at any time by written instrument
duly adopted by the Employer.

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
MISCELLANEOUS

Section 6.01 _ConstructionwWords used in the masculine akgaply to the feminine and words
used in the feminine also apply to the masculikiherever the context dictates, the plural includes the
singular and the singular includes the plural.

Section 6.02 _Employment Not Guarante@bthing contained in this AFLAC Pre-Tax Plan or
in any other plan which is a part of the AFLAGePrrax Plan, or any modification or amendment to this
AFLAC Pre-Tax Plan, or in the creation of any account, or the payment of any benefit, gives any Employee,
Participant or beneficiary any right to continueptoyment, any legal or equitable right against the
Employer, its Employees or agents, or against the Plan Administrator, except as expressly provided by this
AFLAC Pre-Tax Plan.

Section 6.03 _IndemnificationTo the extent permitted by law, the Employer shall indemnify and
hold harmless any Employee to whom fiduciary respdlitgikvith respect to this AFLAC Pre-Tax Plan is
allocated or delegated, from and against any &#rdhhkilities, costs and expenses incurred by any such
Employee as a result of any act, or omissiora¢ty in connection with the performance of duties,
responsibilities and obligations under this AFLAC R Plan, other than such liabilities, costs and
expenses as may result from the gross negigen willful misconduct of any such person.

Section 6.04 _InformationThe Plan Administrator may require each Participant to supply such
information and sign such documents as may be necessary to implement this AFLAC Pre-Tax Plan.

Section 6.05 _Limitation on Liability A AFLAC Pre-Tax Plan fiduciary shall be entitled to rely
upon information from any source assumed in good failetoorrect. No person shall be subject to any
liability with respect to duties under this AFLAC Prex Plan unless that person acts fraudulently or in bad
faith. No person shall be liable for any breach ddifiary responsibility resulting from the act or omission
of any other fiduciary or any person to whom fidugigesponsibilities have been allocated or delegated.

Section 6.06 _Named Fiduciaryfhe named fiduciary of thBFLAC Pre-Tax Plan shall be the
Employer. The Employer shall have completeghatity to control and manage the operation and
administration of this AFLAC Pre-Tax Plan.

Section 6.07 _Negative Paycheckd.he Employer shall have the power to adopt rules and
procedures addressing the sequence in which amouiitsesdaducted or withheld from the compensation
payable from the Employer to a Participant in the etrextsuch compensation é&sk than the combined total
of the following:

@) Taxes required to be withhdldm the Participant's compensation;
(b) The amounts the Participant has elected ferdieto a plan maintained by the Employer;

(© The salary reductions elected by the Participant under this AFRra{ax Plan or under
any similar plan maintained by the Employer; and

(d) Such other amounts that the Employer may be required to withhold or deduct from the
Participant’'s compensation.
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If no such rules or procedures have been adopteBntipioyer shall deduct amounts required to be withheld
for taxes and amounts necessary to pay for the Panitt§ocoverage prior to deducting any other amounts.

Section 6.08 _No Guarantee of Tax Consequenddsither the Plan Administrator nor the
Employer makes any commitment or guarantee that any amounts paid to or for the benefit of a Participant
under this AFLAC Pre-Tax Plan will be excludable froma Barticipant's gross income for Federal or state
income tax purposes, or that any other Federal or state tax treatment will apply to or be available to any
Participant.

Section 6.09 _NonassignabilityThe right of any Participant receive any benefits under this
AFLAC Pre-Tax Plan is not subject to alienationagsignment and is not subject to the claims of the
creditors of the Participant except to the extent provided by law.

Section 6.10 _Prohibition Against Retroactive Entry into the Plarnhe event that a person was
determined to be ineligible to participate in &feLAC Pre-Tax Plan due to the person’s classification as an
independent contractor (or Temporary Employee) ant slassification is later determined by a court or
administrative agency to have been incorrect, the person shall be eligible to enter the AFLAC Pre-Tax Plan
on a prospective basis only. Except as may be refuinnection with HIPAA special enrollment rights,
no person shall be allowed to enter tHeLAC Pre-Tax Plan on a retroactive basis.

Section 6.11 _Return of Premiuthmoney is returned in anyfim by an insurance company that
provided or is providing benefitgnder this Plan, including, but not limited to, a rebate of premiums
previously paid or proceeds from demutualization, the Plan Administrator shall have the discretion to apply
such amounts to the payment of Plan expenses and/or the reduction of premiums.

Section 6.12 _Rights to Employer's Assetdo Participant or beneficiary has any right to, or
interestin, any assets of the Employer upon termination of employment or otherwise, except as provided from
time to time under this AFLAC Pre-Tax Plan, and thely tmkhe extent that the benefits payable under the
Component Benefit Plans are payable solely from the assets of the Employer.

Section 6.13 _Separate LiabilityNo fiduciary shall have the duty to question whether any other
fiduciary is fulfilling all the responsibilities imposed upsurch other fiduciary by this AFLAC Pre-Tax Plan,
by the Code, or by any regulations or rulings issueter the Code. No fiduciary shall have any liability for
a breach of fiduciary responsibility of another fiduciangh respect to this AFLAC Pre-Tax Plan unless it
participates knowingly in such breach, knowingly utalees to conceal such breach, has actual knowledge
of such breach and fails to take reasonable remactiah to remedy such breach, or, through its negligence
in performing its own specific fiduciary responsibilitigshas enabled such other fiduciary to commit a
breach of the latter's fiduciary responsibilities.

Section 6.14 _State Lawl he laws of the state of Kansas will determine all questions arising with
respect to the provisions of this AFLAC Pre-Tax Rtanept to the extent superseded by Federal law.

[The remainder of this page is intentionally left blank.]

v. PT-AF 2.0 6.2 07/10



IN WITNESS WHEREOF, the Employer adopts this amended and restated AFLAC Pre-Tax Plan effective the 1% day
of March, 2010.

R City of Abilene
o,
S IR 'S
EPAY ukup, CMC
”c/,;. City Clegk/Human Resource Manager
///, )\" ....'.."
2
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CITY OF ABILENE
AFLAC AFTER-TAX PLAN

City of Abilene (“Employer”) adopts this amded and restated AFLAC After-Tax Plan (“AFLAC
After-Tax Plan”) for the benefit of its Eligible Engylees. This AFLAC After-Tax Plan is an amendment
and restatement of the AFLAC After-Tax Plan orain adopted effective March 1, 2001, as subsequently
amended and restated effective March 1, 2010. Theoparof this AFLAC After-Tax Plan is to provide
Eligible Employees with insurance benefits.

ARTICLE |
DEFINITIONS

Section1.01  “Claims Administrator” means the Plan Administrator, unless the Employer retains
another person to serve as the claims fiduciary fo¥RISAC After-Tax Plan with the authority to grant or
deny claims for benefits.

Section 1.02  “Code” means the Internal Revenue Code of 1986, as amended from time to time.

Section 1.03  “Effective Date” means the origidate on which this AFLAC After-Tax Plan took
effect, which date is March 1, 20Qdrovided, however, that if thisELAC After-Tax Plan is subsequently
amended, such new or amended provisions shall baieffen such later date as shall be determined by the
Employer.

Section 1.04  “Eligible Employee” means an joyee, other than a Temporary Employee,
actively employed by the Employer in a regularlyestiied work week ordinarily equaling or exceeding
thirty (30) hours. Such status will be deemedaatinue during any paid leave of absence approved by the
Employer An Employee ceases to be an Eligible Employee during the period of time such Employee enters
active service in the armed forces of any country, exoetgmporary active service of two (2) weeks or less.

Section 1.05 “Employee” means an individuathployed by the Employer, including any
individual who is, with respect to the Employer fsahployed within the meaning of Section 401(c)(1) of
the Code or who is treated as a partner underd®et72 of the Code. The term “Employee” excludes those
persons covered by a collective bargaining agreement and those persons classified by the Employer on its
payroll records as “leased employees” as that temnsed in Section 414(n) of the Code.

Section 1.06  “Employer” means City of Abilene

Section 1.07  “Participant” means an Employd®warticipates in this AFLAC After-Tax Plan
in accordance with Article I1.

Section 1.08  “Plan Administrator” means the Employer. The Employer may designate from time
to time one or more individuals other persons to carry out varicadministrative and other duties with
respect to this AFLAC After-Tax Plan in a nreer consistent with the terms of this Plan.

Section 1.09  “Plan Year” means the fiscal year of this AFLAC After-Tax Plan, the twelve (12)
consecutive month period ending on the last day of February.
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Section 1.10  “Temporary Employee” means arnpkayee who is employed for a limited time
period not exceeding 120 consecutive days.

[The remainder of this page is intentionally left blank.]
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ARTICLE I
ELIGIBILITY AND PARTICIPATION

Section 2.01 _Eligibility to ParticipateEach Eligible Employee of the Employer shall become a
Participantin this AFLAC After-Tax Plan on the firsyda the first month coincident with or next following
completion of one day of active employment with the Employer.

Section 2.02 _Employees Changing from Part-Time to Full-Time Employnteath Employee
who is not an Eligible Employee, but who has cortgal®ne day of continuous, active employment with the
Employer, becomes eligible to participate in tAISLAC After-Tax Plan on the first day of the month
coincident with or next following the date which he or she becomes an Eligible Employee.

Section 2.03 _Election to Participatéan Eligible Employee wishes to participate in this AFLAC
After-Tax Plan, the Employee must complete the beakdction form provided by the Plan Administrator
and pay the applicable premium under this AFLAC After-Tax Plan. An Employee becomes a Participant in
this AFLAC After-Tax Plan on the date specifiedtba Employee’s benefit election form, provided the form
has been properly completed and returned to the ARfamnistrator, or the date the employee becomes
eligible to participate in this AFL& After-Tax Plan, whichever is later.

Section 2.04 _Termination of ParticipatiorA Participant ceases to be a Participant as of the
earliest of:

@) The last day of the month coincident witext following the date on which the Participant
terminates employment with the Employer;

(b) The last day of the month coincident with or next following the date on which the Participant
ceases to be an Eligible Employee; or
(© The date on which this AFLAC After-Tax Plan terminates.

[The remainder of this page is intentionally left blank.]
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ARTICLE Il
BENEFITS

Section 3.01 _Benefits Provided under Individual Polici¢sder the AFLAC After-Tax Plan, the
Participant may choose to receive benefits in one or more of the following policies of insurance:

€)) Short Term Disability PlanBenefits under this Short Term Disability Plan are identical to
those described in, and shall be paid pamsuo the terms of, the individual policy of
insurance issued by AFLAC tbe Participant. The provisions of that policy, as it may be
amended from time to time, are incorporateckhmeby reference, solely as a description of
the benefits provided by AFLAC.

Section 3.02 _Cost of Coverag€&he Participant's monthly premiums are determined pursuant to
the individual policies. Under that agreemernELAC may change the premiums from time to time. The
Employee is required to pay 100% of the monthly premium cost on an after-tax basis.

[The remainder of this page is intentionally left blank.]
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ARTICLE IV
ADMINISTRATION OF THE AFLAC AFTER-TAX PLAN

Section 4.01 _Plan Administration.The Employer, as Plan Administrator, is charged with
supervision of the administration of this AFLAGfter-Tax Plan. The Plan Administrator has full
discretionary authority to administer this AFLAC Aff€ax Plan in all respects, including the right to make
and enforce rules and regulations it deems necessanyetpret the AFLAC After-Tax Plan, and to decide
all questions concerning this AFLAC After-Tax Pland its administration, including all questions of
Employee eligibility. Except as otherwise provided by lalivjecisions of the Plan Administrator are final
and binding on all parties. The Plan Administrat@lldteep all such books, accounts, records and other data
as may be necessary for the proper administration oAELIAC After-Tax Plan. The Plan Administrator
may appoint such agents, attorneys, accountants, ltammtsy Claims Administrators and any other persons
as are needed or required for proper administration of this AFLAC After-Tax Plan.

Section 4.02 _Claims AdministrationAFLAC will act as Claims Administrator with respect to
any claim for benefits under this AFLAC After-TaxaRl AFLAC is hereby degated full discretionary
authority to make all determinatis regarding the admsiration and payment of such benefit claims, in
accordance with the terms of the Group Contract. Except as provided by law, all decisions of the Claims
Administrator shall be final and binding.

[The remainder of this page is intentionally left blank.]
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ARTICLE V
TERMINATION AND AMENDMENT OF THE AFLAC AFTER-TAX PLAN

The Employer may amend or terminate this AFLAC After-Tax Plan at any time by written instrument
duly adopted by the Employer.

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
MISCELLANEOUS

Section 6.01 _ConstructionwWords used in the masculine akgaply to the feminine and words
used in the feminine also apply to the masculikiherever the context dictates, the plural includes the
singular and the singular includes the plural.

Section 6.02 _Employment Not Guarante@tbthing contained in this AFLAC After-Tax Plan,
or any modification or amendment to this AFLAC Afeax Plan, or in the creation of any account, or the
payment of any benefit, gives any Employee, Parti¢ipabeneficiary any right to continue employment,
any legal or equitable right against the Employer, or Employees of the Employer, or its agents, or against the
Plan Administrator, except as expressly provided by this AFLAC After-Tax Plan.

Section 6.03 _IndemnificationTo the extent permitted by law, the Employer shall indemnify and
hold harmless any employee to whom fiduciary resibditg with respect to this AFLAC After-Tax Plan
is allocated or delegated, fromdhagainst any and all liabilities, costs and expenses incurred by any such
employee as a result of any act, or omission to act, in connection with the performance of duties,
responsibilities and obligations undeistAFLAC After-Tax Plan, othethan such liabilities, costs and
expenses as may result from the gross negigen willful misconduct of any such person.

Section 6.04 _InformationThe Plan Administrator may require each Participant to supply such
information and sign such documents as maydeessary to implement this AFLAC After-Tax Plan.

Section 6.05 _Limitation on Liability A plan fiduciary shall be entitled to rely upon information
from any source assumed in good faith to be correctpexspn shall be subject to any liability with respect
to duties under this AFLAC After-Tax Plan unless tpatson acts fraudulently or in bad faith. No person
shall be liable for any breach of fiduciary responsibility resulting from the act or omission of any other
fiduciary or any person to whom fiduciarysponsibilities have been allocated or delegated.

Section 6.06 _Named Fiduciarfrhe named fiduciary of this AFLAC After-Tax Plan shall be the
Employer. The Employer shall have completeghatity to control and manage the operation and
administration of this AFLAC After-Tax Plan.

Section 6.07 _Negative Paycheckdhe Employer shall have the power to adopt rules and
procedures addressing the sequence in which amoulitsesbdaducted or withheld from the compensation
payable from the Employer to a Participant in the etrgitsuch compensation ésk than the combined total
of the following:

@) Taxes required to be withhdldm the Participant's compensation;
(b) The amounts the Participant has elected ferdieto a plan maintained by the Employer;

(© The salary reductions elected by the Pasigipunder this plan or under any similar plan
maintained by the Employer; and

(d) Such other amounts that the Employer may be required to withhold or deduct from the
Participant’'s compensation.
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If no such rules or procedures have been adopteBntipioyer shall deduct amounts required to be withheld
for taxes and amounts necessary to pay for the Panitt§ocoverage prior to deducting any other amounts.

Section 6.08 _Prohibition Against Retroactive Entry into the Planhe event that a person was
determined to be ineligible to participate in tieLAC After-Tax Plan due to the person’s classification as
an independent contractor (or Temporary Employed)saich classification is later determined by a court
or administrative agency to have been incorrect, the person shidjibke ¢o enter the AFLAC After-Tax
Plan on a prospective basis only.

Section 6.09 _Return of Premiuthmoney is returned in anyfim by an insurance company that
provided or is providing benefits under this Plargluding, but not limited to, a rebate of premiums
previously paid or proceeds from demutualization, the Plan Administrator shall have the discretion to apply
such amounts to the payment of Plan expenses and/or the reduction of premiums.

Section 6.10 _Rights to Employer's Assefdo Participant or beneficiary has any right to, or
interest in, any assets of the Employer upon termination of employment or otherwise.

Section 6.11 _Separate LiabilityNo fiduciary shall have the duty to question whether any other
fiduciary is fulfilling all the reponsibilities imposed upon sudther fiduciary by this AFLAC After-Tax
Plan, by the Code, or by any regidas or rulings issued under thed2. No fiduciary shall have any
liability for a breach of fiduciary responsibility of ahet fiduciary with respect to this AFLAC After-Tax
Plan unlessiit participates knowingly in such breach, kmgiywundertakes to conceal such breach, has actual
knowledge of such breach and fails to take reasomaivledial action to remedy such breach, or, through its
negligence in performing its own specific fiduciagsponsibilities, it has enabled such other fiduciary to
commit a breach of the latter's fiduciary responsibilities.

Section 6.12 _State Lawlhe laws of the state of Kansas will determine all questions arising with
respect to the provisions of this AFLAC After-TaxaRlexcept to the extent superseded by Federal law.

[The remainder of this page intentionally left blank]
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IN WITNESS WHEREOF, the Employer adopts this amended and restated AFLAC After-Tax Plan effoctive the 1%

day of March, 2010.
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Human Resource Manager
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CITY OF ABILENE
AFLAC AFTER-TAX PLAN
SUMMARY PLAN DESCRIPTION

(1) General. The name, address, telephone number, Feedteral tax identification number of the
Employer are:

City of Abilene

P.O. Box 519

Abilene, Kansas 67410
(785) 263-2550

EIN: 48-6017973

The Employer has established this welfare benefitiol@ive eligible employees insurance benefits. This
summary is a highlight of the important provisions @ fiian. In the event there is a conflict between this
summary and the plan itself, the terms of the plan will control. Upon request, you may obtain a copy of the
plan from the Plan Administrator.

2 Identification of Plan. The name of the plan is the City of Abilene AFLAC After-Tax Plan
(“AFLAC After-Tax Plan”). The Employer has assigned number 504 as the plan number for the plan. The
plan year is the period on which the plan maintains its records: March 1 through February 28.

3 Typeof Plan. The Employer sponsors short term digibenefits through individual policies with
AFLAC.

(4) Plan Administrator / Service of Process. The Employer is the Plan Administrator. The Plan
Administrator is responsible for providing you and ofh&rticipants information regarding your rights and
benefits under the plan. The Plan Administrator may also be required to file various reports, forms and
returns with the Department of Lalbamd with the Internal Revenue Service.

The name of the person designated as the Agentifeic8®f Legal Process is Allen Dinkel, whose address
is the same as the Employer's address.

5) Eligibility. To be eligible to participate in thdFAAC After-Tax Plan, the following conditions must
be met:

(a) Employee.You must be an individual employed by the Employer;

(b) Regularly Scheduled Hours Per We#lkaur regularly scheduled workweek must ordinarily
equal or exceed thirty (30) hours per week. For purposes of this AFLAC After-Tax Plan,
this is considered to be “full-time™;

(c) One (1) Dayof Active Employment.You must have completed one (1) day of active
employment with the Employer; and

(d) Not Excluded from ParticipationYou must not be excluded from participation. You are
excluded from participation if you are (IQwered under a collective bargaining agreement;
or (2) classified on the Employer’s payroll records as a “leased” employee.

(6) Plan Entry Date. If all of the eligibility conditions have been met and you have completed the
appropriate enrollment form(s), you will entbe AFLAC After-Tax Plan on the next day.
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EXAMPLE #1.You begin working as a full-time employee March 15. You complete one (1) day

of active employment with the Employer on March 16 and you enroll in the AFLAC After-Tax Plan
using the form(s) provided by the Plan Admirasbr. You will automatically enter the AFLAC
After-Tax Plan on March 16.

@) Cost of Coverage. Your monthly premiums are determined pursuant to the individual policies.
Under that agreement, AFLAC may change the premiums from time to time. You are required to pay 100%
of the monthly premium cost on an after-tax basis.

(8) Terms of the Plan. The plan is governed by a separate plan document. Please refer to such
document for information regarding specific terms emaditions of the plan. The following is a summary
of the plan.

Once you satisfy the eligibility requirements in Sec{irand you enroll in the AFLAC After-Tax Plan, you
will be insured under the individual policies with AFCA This contract provides insurance benefits for
eligible employees. AFLAC has prepared materialEkvexplain the benefits of the individual policies in
detail. You should obtain a copy of those materials from the Plan Administrator.

AFLAC is obligated to pay the benefits provided urnithe individual policies. The Employer makes no
promise and shall have no obligation to prowidgay benefits under the individual policies.

(9) Termination of Coverage. Your participation in the plames on whichever of the following dates
occurs first:

@) The last day of the month in which you terminate your employment with the Employer;
(b) The date in which your election to participate expires for the applicable policy or policies;
(©) The last day of the month in which you are no longer an eligible employee; or
(d) The day the Employer terminates the AFLAC After-Tax Plan.

Your coverage for benefits under thampkends with the termination of yquatrticipation. However, you may

be eligible for a conversion contract offered by AFLAC. Please refer to the individual policies for further
details.

(10) ClaimsProcedure. AFLAC, as the Claims Administrator, is responsible for deciding all claims for
benefits under the AFLAC After-Tax Plan.

If you have a claim for benefits, you should submit that claim to the Claims Administrator. In submitting the
claim, you should follow the procedures that are elibnefits summary that was prepared by AFLAC.

Once a claim has been submitted, the Claims Adtnator will decide thatlaim in accordance with its
reasonable claims procedures. If the claim is approved, the Claims Administrator will pay the claim. If the
claim is denied, in whole or in part, the Claims Administrator will send you a written notice explaining the
specific reasons your claim was denied. If your claim was denied because you did not provide all of the
information the Claims Administrator needed to decihe claim, the notice will describe the additional
material or information the Claims Administratorghi need and will give you the opportunity to provide

that additional material or information. If your efaivas denied, the notice will also give you information
about your right to appeal the denial of your claim.
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If your claim was denied, you will have the right to eglthe denial to the Claims Administrator. The Claims
Administrator will decide your appeal in acdance with its reasonable claims procedures.

If you do not appeal on time, you wils® your right to go to court. Yanust appeal the denial of a claim
to the Claims Administrator and must give the Clafdsministrator the opportunity to look at your claim
a second time before you may file suit in a court of law.

The claims procedures that are followed by the Cla@dmsinistrator are contained in the benefits summary

that was prepared by AFLAC. This summary is being provided to you automatically, without charge, as a
separate document. If you did not receive a copy of this summary, you should ask the Plan Administrator for
a copy.

(11) Claims Administration. AFLAC will act as Claims Administrator with respect to any claim for
benefits under this AFLAC After-Tax Plan. AFLACHsereby delegated full discretionary authority to make

all determinations regarding thenaithistration and payment of such benefit claims, in accordance with the
terms of the Group Contract. Except as provided by law, all decisions of the Claims Administrator shall be
final and binding.

(12) Return of Premium. If money is returned in any form by @msurance company that provided or is
providing benefits under thi8lan, including, but not limited to, a rébaof premiums previously paid or
proceeds from demutualization, the Plan Administratall flave the discretion to apply such amounts to the
payment of Plan expenses and/or the reduction of premiums.

(13) Right of Employer to Amend or Terminate. The Employer may amend or terminate the City of
Abilene AFLAC After-Tax Plan at any time by writtdnstrument signed by the City Manager of the
Employer. Any change to the plan will be addeth®plan document in writing and communicated to the
participants.

* * % * % * % *x % *x % *x * *x *
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CITY OF ABILENE
HEALTH REIMBURSEMEN T ARRANGEMENT PLAN

ARTICLE |
INTRODUCTION

Section 1.01 _Establishment of Plafihe City of Abilene (the “Employer”) hereby establishes
the City of Abilene Health Reimbsement Arrangement Plan (the “Rlpeffective March 1, 2012 (the
“Effective Date”). Capitalized tersmused in this Plan that are nmtherwise defined shall have the
meanings set forth in Article I1.

Section 1.02 _Legal StatusThis Plan is intended to qualify as an employer-provided medical
reimbursement plan under Code 88 105 and 1@ regulations issued thereunder, and as a health
reimbursement arrangement as defined under IRE&&002-45, and shall be interpreted to accomplish
that objective. The Medical Care Expenses reimbutseter the Plan are intended to be eligible for
exclusion from participating Employeegoss income under Code § 105(b).

[The remainder of this page is intentionally left blank.]
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ARTICLE Il
DEFINITIONS

Section 2.01  “Benefits” means the reimbursetnéenefits for Medical Care Expenses
described under Article VI.

Section 2.02  “Claims Administratorieans Freedom Claims.

Section 2.03  “COBRA'means the Consolidated Omniliisdget Reconciliation Act of 1985,
as amended.

Section 2.04 “Codeineans the Internal Revenue Code of 1986, as amended.
Section 2.05 [Reserved]

Section 2.06 “Compensatiorfheans the wages, salary or other remuneration paid to an
Employee by the Employer, but does not include amounts contributed by the Employer to a qualified
plan, other than elective deferrals made to a 40d@) or a 403(b) or arrangements on behalf of the
Participant, and does not include any other fringe fitesrer medical benefits provided by the Employer.

Section 2.07  “Dependenttheans any individual who is a dependent of the Participant as
defined in Code § 105(b), with the following two exceptions:

@) Dependent children who are not disabledlarly covered through the end of the month
in which they turn age 26; and

(b) Any child to whom Code § 152(e) applies, regarding a child of divorced parents, etc.,
where one or both parents have custody efdhild for more than half of the calendar
year and where the parents together provideertitan half of the child’s support for the
calendar yeatr, is treated as a dependent of both parents.

Notwithstanding the foregoing, the HRA Planllwprovide Benefits in accordance with the
applicable requirements of any QMCSO, even ifdhiéd does not meet the definition of “Dependent.”

Section 2.08 [Reserved]

Section 2.09  “Eligible Employeetheans an Employee eligible to participate in this Plan, as
provided in Section 3.01.

Section 2.10 “Employee” means an individual that the Employer classifies as a common-law
employee and who is on the Employer’'s W-2 payroll, but does not include the following:

@) Any leased employee and reclassified employees. The reclassified employee exclusion
applies to any person the Employer does not treat as an employee (including, but not
limited to, independent contractors, perstins Employer pays outside of its payroll
system and outsourced workers) for federal income tax withholding purposes under Code
section 3401(a), irrespective of whether there is a binding determination that the
individual is an Employee or a leased employee of the Employer;
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(b) Any individual who performs services for the Employer but who is paid by a temporary
or other employment or staffing agency for the period during which such individual is
paid by such agency, whether or not such individual is determined by the IRS or others to
be a common-law employee of the Employer;

(© Any employee covered under a collective bargaining agreement;

(d) Any self-employed individual;

(e) Any partner in a partnership; and/or

() Any more-than-2% shareholder in a Subchapteorporation, including those deemed to
be more-than-2% shareholder by virtue of the Code § 318 ownership attribution rules.

The term “Employee” does not include “former Employees” for the limited purpose of allowing
continued eligibility for Benefits in accordance with Section 3.02.

Section 2.11  “Employerineans the City of Abilene.
Section 2.12  “Employment Commencement Dateieans the first regularly-scheduled
working day on which the Employee first performs an hour of service for the Employer for

Compensation.

Section 2.13  “Enrollment Formtheans the form provided byetPlan Administrator for the
purpose of allowing an Eligible Employee to participate in this Plan.

Section 2.14  “ERISA’means the Employee Retirementdme Security Act of 1974, as
amended.

Section 2.15 “FMLA” means the Family and Medical Leave Act of 1993, as amended.
Section 2.16  [Reserved]
Section 2.17  [Reserved]

Section 2.18  “Highly Compensated Individuatieans an individual defined under Code 8§
105(h), as amended, as a “highly compensatedithdil” or “highly compensated employee.”

Section 2.19  “HIPAA” means the Health Insurance Portability and Accountability Act of
1996, as amended.

Section 2.20 “HRA” means a health reimbunsmt arrangement as defined in IRS Notice
2002-45.

Section 2.21  “HRA Accountineans the HRA Account described in Section 6.04.
Section 2.22  “Medical Care Expensegsithe meaning defined in Section 6.02.
Section 2.23  “Medical Plan” means the plaattthe Employer maintains for its Employees

(and for their Spouses and Dependents that may beleligider the terms of sh plan) providing major
medical type benefits.
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Section 2.24  “Open Enrollment Period” with respto a Plan Year means the calendar month
of February in the year immediately preceding the Plan Year, or such other period as may be prescribed
by the Plan Administrator, in which Ellde Employees enroll in welfare benefits.

Section 2.25  “Participant” means a persamo is an Eligible Employee and who is
participating in this Plan in accordamwith the provisions of Article III.

Section 2.26  “Period of Coverage” means Bian Year, with the following exceptions:
@) For Employees who first become eligibleparticipate, “period of coverage” shall mean
the portion of the Plan Year following the date participation commences, as described in

Section 3.01; and

(b) For Employees who terminate participation, “period of coverage” shall mean the portion
of the Plan Year prior to the date participation terminates, as described in Section 3.02.

A different Period of Coverage.(e, monthly) may be established by the Plan Administrator and
communicated to Participants.

Section 2.27  “Plan” means the City of Al Health Reimbursement Arrangement Plan
(“HRA Plan”) as set forth herein and as amended from time to time.

Section 2.28  “Plan Administrator” means the Employer. The Employer may designate from
time to time one or more individuals or other persiansarry out various administrative and other duties
(such as claims administration) with respect to HigA Plan in a manner consistent with the terms of
this HRA Plan and ERISA.

Section 2.29  “Plan Year” means the 12-nfoperiod commencing each March 1 and ending
on February 28, except in the case of a short plan year representing the initial Plan Year or where the Plan
Year is being changed, in which case the Rlaar shall be the entire short plan year.

Section 2.30  “Privacy Officer” shall hatlee meaning described in 45 C.F.R §164.530(a).

Section 2.31 [Reserved]

Section 2.32  “QMCSO” means a qualified medidaild support order, as defined in ERISA §
609(a).

Section 2.33  “Related Employer” means anypkayer affiliated with the City of Abilene,
under Code § 414(b), (c), or (m), is treated as a single employer with the City of Abilene for purposes of
Code § 105.

Section 2.34  "Spouse” means an individual wisolegally married to a Participant as
determined under applicable state law (esm is treated as a spouse under the Code).

Section 2.35  “SPD” means the separate sumplaty description describing the terms of this
HRA Plan.

Section 2.36  [Reserved]
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Section 2.37  “Suspension Election Form” metmesform provided by the Plan Administrator
for the purposes of allowing a Participant to susphis or her HRA Account for a Plan Year.

Section 2.38 “USERRA” means the Uniformed Services Employment and Reemployment
Rights Act of 1994, as amended.

[The remainder of this page is intentionally left blank.]
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ARTICLE 1l
ELIGIBILITY AND PARTICIPATION

Section 3.01 _ Eligibility to ParticipateAn individual is eligible to participate in this HRA Plan
if the individual satisfies all of the following conditions:

@) Employee.The individual is an Employee;

(b) Regularly Scheduled to WorR he individual is regularly scheduled to work twenty (20)
or more hours per week; and

(© Participation in Medical PlanThe individual participates in one of the options under the
Medical Plan other than a “high-deductible health plan” option.

Once an Employee has met the HRA Plan’s dligybrequirements, the Employee’s coverage
will commence on the first day of the month coincident with or next following completion and
submission to the Plan Administrator of an Enroliment Form.

Section 3.02 _Termir®n of Participation. A Participant will cease to be a Participant in this
HRA Plan upon the earlier of:

(@) The termination of this HRA Plan; or

(b) The date on which the Employee ceases (because of retirement, termination of
employment, layoff, reduction of hours, oryasther reason) to be an Eligible Employee,
provided that eligibility may continue beyond such date for purposes of COBRA
coverage, as may be permitted by the Pd@ministrator on a uniform and consistent
basis under Section 6.07.

Reimbursements from the HRA Account after teraion of participation will be made pursuant
to Section 6.07 (relating to a run-out period for submitting claims incurred prior to termination and
relating to COBRA).

Section 3.03 _ Participation Following Termiizen of Employment or Loss of Eligibility.If a
Participant terminates his/her employment for any reason, including (but not limited to) disability,
retirement, layoff or voluntary resignation, and themekired within 30 days or less of the date of a
termination of employment, the Employee will bénstated with the same HRAccount balance that
such individual had before termination. If an [oyee (whether or not a Participant) terminates
employment and is not rehired within 30 days orsesdo be an Eligible Employee for any other reason,
including (but not limited to) a reduction in hoursidathen becomes an Eligible Employee again, the
Employee must again enter the HRA Plan pursuant to Section 3.01 and the Employee’'s HRA Account
balance will be credited as a newly eligiParticipant pursuant to Section 6.04.

Section 3.04 _FMLA and USERRA Leaves of Absendiotwithstanding any provision to the
contrary in this HRA Plan, if a Participant goes on a qualifying leave under the FMLA or USERRA, then
to the extent required by the FMLA or USERRA,agplicable, the Employer will continue to maintain
the Participant’'s Benefits on the same terms amutitions as if the Participant were still an active
Employee.
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Section 3.05 _Non-FMLA and Non-USERRA Leaves of Absentfea Participant goes on a
leave of absence that is not subject to the FMItAJSERRA, the Participant will be treated as having
terminated participation as detbed above under Section 3.02.

[The remainder of this page is intentionally left blank.]

Health Reimbursement Arrangement 3.2 04/12



ARTICLE IV
METHOD AND TIMING OF ENROLLMENT

Section 4.01 _Enrollment When First EligibleAn Employee who first becomes eligible to
participate in this HRA Plan will commence participation the first day of the month coincident with or
next following the date the eligibility requiremerase satisfied, provided that an Enrollment Form is
submitted to the Plan Administrator before partgipn commences. Once enrolled, the Employee’s
participation will continue mohtto-month and year-to-year until the Employee’s participation ceases
pursuant to Section 3.02.

[The remainder of this page is intentionally left blank.]
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ARTICLE V
BENEFITS OFFERED AND METHOD OF FUNDING

Sections 5.01 _ Benefits Offered.When an Eligible Employee becomes a Participant in
accordance with Articles Ill and IV, an HRA Accounilivbe established for such Participant to receive
Benefits in the form of reimbursements for Medical Care Expenses, as described in Article VI. In no
event shall Benefits be provided in the form of cashny other taxable or nontaxable benefit other than
reimbursement for Medical Care Expenses.

Section 5.02 _Employer andParticipant Contributions. The following describes the
contributions under the HRA Plan:

@) Employer Contributions. The Employer shall provide the full amount of the HRA
Accounts.

(b) Participant Contributions. There are no Participant contributions for Benefits under the
HRA Plan.

(© No Contributions Under Cafeteria PlanUnder no circumstances will the Benefits be
provided through salary reduction contributioriSmployer contributions (e.g., flex
credits) or otherwise under a cafeteria plan, nor will salary reduction contributions or
employer contributions be treated as Employer contributions to the HRA Plan.

Section 5.03 _Funding this HRA Plarll of the amounts payable under this HRA Plan shall
be paid from the general assets of the EmployHiothing herein will be onstrued to require the
Employer or the Plan Administrator to maintain dngd or to segregate any amount for the benefit of a
Participant, and no Participant ohet person shall have any claim against, right to, or security or other
interest in any fund, account or asset of the Employer from which any payment under this HRA Plan may
be made. There is not a trust dnextfund from which Benefits are paid.

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
HEALTH REIMBURSEMENT BENEFITS

Section 6.01 _BenefitsThe HRA Plan will reimburse Participants for Medical Care Expenses
up to the unused amount in the Participant's HRA Account, as set forth and adjusted under Section 6.04.

Section 6.02 _Eligible Medical Care Expensednder the HRA Account, a Participant may
receive reimbursement for Medical CangpEnses incurred duringReriod of Coverage.

(@)

(b)

(©)

(d)

(e)

Incurred. Medical Care Expenses are incurred at the time the medical care or service
giving rise to the expenses is furnished, and not when the individual incurring the
expenses is formally billed focharged for, or pays for the medical care. Medical Care
Expenses incurred before a Participant firstomes covered by the HRA Plan are not
eligible.

Participant's Share of the True Deductible Has Been SatisBefbre a medical care
expense is eligible for reimbursement, thetiPant must satisfy his/her portion of the
Medical Plan deductible. The portion of the “true” deductible which is the Participant’s
responsibility to pay shall be determinedtbg Plan Administrator for each Plan Year.

Medical Care Expenses GenerallyMedical Care Expensegheans expenses incurred

by a Participant or his or her Spouse op8&adents in meeting their deductible under the
Medical Plan for medical care, as defined Code 8 213 (including, for example,
amounts for certain hospital bills, doctor adental bills and prescription drugs), but
shall not include expenses that are desdribesubsection (d) below. Reimbursements
due for Medical Care Expenses incurred by the Participant or the Participant’s Spouse or
Dependents shall be charged agatihe Participant's HRA Account.

Medical Care Expenses ExclusionsMedical Care Expenses” shall not include (1)
health insurance premiums for individual policies or for any other group health plan
(including a plan sponsored by the Emplgyand (2) the expenses listed as exclusions
under Appendix A to this HRA Plan. Notwithstanding the foregoing, an HRA Account
may reimburse COBRA premiums that a Pgiat pays on an after-tax basis under any
other group health plan sponsored by the Employer.

Cannot Be Reimbursed or Reimbursable from Another Soueglical Care Expenses
can only be reimbursed to the extent tthet Participant or other person incurring the
expense is not reimbursed for the expense itirte expense reimbursable) through the
Medical Plan, other insurance, or any otherdei or health plan. If only a portion of a
Medical Care Expense has been reimburdsdwhere (e.g., because the Medical Plan
imposes co-payment or deductible limitations), the HRA Account can reimburse the
remaining portion of such Expense if it othesgvmeets the requirements of this Article
VI.

Section 6.03 _Maximum Benefits.

(@)

Maximum Benefits. The maximum dollar amount that may be credited to an HRA
Account for an Employee who participates &m entire 12-month Period of Coverage is
$4,000. Unused amounts may not be carried over to the next Period of Coverage, as
provided in Section 6.05.
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(b)

(©)

Changes. For subsequent Plan Years, the maximum dollar limit may be changed by the
Plan Administrator and shall be communicated to Employees through the Enrollment
Form, the SPD or another document.

Nondiscrimination. Reimbursements to Highly Compensated Individuals may be limited
or treated as taxable compensation to comply with Cdtebgh), as may be determined
by the Plan Administrator in its sole discretion.

Section 6.04 _Establishment of Accounthe Plan Administrator will establish and maintain
an HRA Account with respect to each Participént will not create a separate fund or otherwise
segregate assets for this purposehe HRA Account so establishedll merely be a recordkeeping
account with the purpose of keeping track of dbations and available reimbursement amounts.

(@)

(b)

(€)

Crediting of AccountsA newly eligible Participant, such as a Participant who becomes
covered under the HRA Plan on thiéday of the Plan Year (i.e., was not enrolled in the
prior Plan Year) or a Participant who becomes covered under the HRA Plan mid-Plan
Year (e.g., a new hire who meets the ibllgy conditions), will have his/her HRA
Account credited with an amount equal te @pplicable maximum dollar limit for the
Period of Coverage.

Debiting of Accounts A Participant's HRA Account wilbe debited during each Period
of Coverage for any reimbursement of MediCare Expenses incurred during the Period
of Coverage.

Available Amount.The amount available for reimbursement of Medical Care Expenses is
the amount credited to the Participant's HRA Account under subsection (A) reduced by
prior reimbursements debited under subsection (B).

Section 6.05 _No Carryover of Accountdf any balance remains in the Participant's HRA
Account for a Period of Coverage after all reimbursements have betnforahe Period of Coverage,
such balance shall ntie carried over to reimburse the Participant for Medical Care Expenses incurred
during a subsequent Period of Cowgra Upon termination of employmentt other loss of eligibility, the
Participant's coverage ceases, and expenses é@dcafter such time will not be reimbursed unless
COBRA is elected as provided in Section 6.08. In addition, any HRA benefit payments that are
unclaimed (e.g., uncashed benefit checks) by the olobe Plan Year following the Period of Coverage
in which the Medical Care Expsa was incurred shall be forfeited.

Section 6.06 Reimbursement Procedure.

(@)

(b)

Where to File Claims.Any claim for Benefits which arises under the HRA Plan shall be
filed with the Claims Administrator.

Timing. Within 30 days after receipt by the Claims Administrator of a reimbursement
claim from a Participant, the Employer wilim&burse the Participant for the Participant’s
Medical Care Expenses (if the Claims Admtrator approves the claim), or the Claims
Administrator will notify the Participant thatis or her claim has been denied (see
Section 8.01 regarding procedures for claiemials and appeals procedures). This time
period may be extended for an additionaldHys for matters beyond the control of the
Claims Administrator, including in cases where a reimbursement claim is incomplete.
The Claims Administrator will provide written notice of any extension, including the
reasons for the extension, and will allow the Participant 45 days in which to complete an
incomplete reimbursement claim.
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(c) Claims Substantiation A Participant who seeks Benefits may apply for reimbursement
by submitting an application in writing to the Claims Administrator in such form as the
Claims Administrator may prescribe, by no fatean ninety (90) days following the close
of the Plan Year in which the Medidahre Expense was incurred, setting forth:

Q) The person or persons on whose HeMedical Care Expenses have been
incurred,

(2) The nature and date of the Expenses so incurred;
3) The amount of the requested reimbursement; and

(4) A statement that such Expenses have not otherwise been reimbursed and are not
reimbursable through any other source.

The application shall be accompanied hishinvoices, or other statements from an
independent third-party showing that the Medical Care Expenses have been incurred and
the amounts of such Expenses, togethéh vany additional documentation that the
Claims Administrator may request.

(d) Claims Denied.For reimbursement claims that are denied, see the appeals procedure in
Article VIII.

Section 6.07 _Reimbursements Affeermination of EmploymentWhen a Participant ceases
to be a Participant under Section 3.02, the Partitipdlh not be able to receive reimbursements for
Medical Care Expenses incurred after his/her participdaerminates. However, such Participant (or the
Participant’s estate) may claim reimbursement for ledical Care Expenses incurred during the Period
of Coverage prior to the terminati of participation, provided thatehParticipant (or the Participant’s
estate) files a claim within ninety (90) days follogyithe close of the PlaYiear in which the Medical
Care Expense arose.

Section 6.08 _COBRA Notwithstanding any provision todfcontrary in this HRA Plan, to the
extent required by COBRA, the Participantdahis or her Spouse and Dependents (Qualified
Beneficiaries, as that term is defined in COBRwhose coverage terminates under the HRA Account
because of a COBRA qualifying event, shall be giverofigortunity to continue (on a self-pay basis) the
same coverage that he or she had under the HRA Account the day before the qualifying event for the
periods prescribed by COBRA (subject to all conditiand limitations under COBRA). However, in the
event that such coverage is modified for all sirjlgituated non-COBRA Participants prior to the date
continuation coverage is elected, (fied Beneficiaries shall be eligié to continue the same coverage
that is provided to similarly-situated non-COBRA Patrticipants. At the beginning of each month in the
Plan Year, Qualified Beneficiaries shall be cratliteith the monthly reimbursement accrual (i.e., the
maximum annual reimbursement amount, divided by thebeu of months in that Plan Year) that is
made available to similarly-situated non-COBRAnékciaries. A premium for continuation coverage
shall be charged to Qualified Beneficiaries in saohounts and shall be payable at such times as are
established by the Plan Administrator and permitted by COBRA.

Section 6.09 _[Reserved]
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Section 6.10 _Compliance With Laws Applicable to Group Health Pla®snefits shall be

provided in compliance with COBRA, HIPAA, FMLA,SERRA, and other group health plan laws to the
extent required by such laws.

Section 6.11 _Coordination of BenefitsBenefits under the HRA Plan are intended to pay
Benefits solely for Medical Care Expenses not pnesipreimbursed or reimbursable elsewhere and only
to the extent that the deductible under the Medical REsnot been satisfied. To the extent that an
otherwise eligible Medical Care Expense is pagai reimbursable from another source, that other
source shall pay or reimburse prior to payhw@mreimbursement from this HRA Plan.

[The remainder of this page is intentionally left blank.]
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ARTICLE VII
HIPAA PRIVACY AND SECURITY

PART I
PREAMBLE

Section 7.01 _Purpose and Effective Daléhis HIPAA Medical Privacy Article is adopted in
response to the provisions of the Medical Priv&ggulations issued under the Health Insurance
Portability and Accountability Act of 1996 (“HIPAA”).

PART I
DISCLOSURE OF PROTECTED HEALTH INFORMATION TO THE EMPLOYER

Section 7.02 _Prohibition Against Disclosing Protected Health Information to the Employer.
Except as permitted by this Part Il, the HRA Plan and/ health insurance issuwith respect to the
HRA Plan may not disclose PHI to the Employer.

Section 7.03 _Definitions.For purposes of this Part Il, the following definitions shall apply.
These definitions are based on and shall be construed and applied in a manner that is consistent with the
definitions set forth in Part 160 and Part 164 itle 45 of the Code of Federal Regulations.

(a) “Breach” means the unauthorized acquisition, access, use, or disclosure of PHI which
compromises the security or privacy etich PHI. The following three types of
unauthorized acquisition, access, use or disclosure are excluded from the definition of a
“breach:”

Q) Any unintentional acquisition, access, or use of PHI by an Employee or
individual acting under the authority of the HRA Plan if such acquisition, access,
or use was made in good faith and within the course and scope of employment or
other professional relationship of such Eayae or individual, respectively, with
the HRA Plan, and the information is not further acquired, accessed, used, or
disclosed by any person in a manner not permitted by the HIPAA Medical
Privacy or Security Rules;

2 Any inadvertent disclosure from an individual who is otherwise authorized to
access PHI at a facility operated by the HRA Plan to another similarly situated
individual at the same facility so long as the information received is not further
used or disclosed in a manner not p&ed by the HIPAA Medical Privacy or
Security Rules; and

3) Any disclosure to an unauthorizedrgmn where the PHI that was disclosed
would not reasonably have been retained by such person.

(b) “De-identified Health Information”means health information that does not identify an
individual and for which there is no reasomabhsis for believing that the information
may be identified with a specific individuaHealth information will be considered to be
De-identified Health Information if the inforation listed in Section 164.514(b)(2)(ii) of
Title 45 of the Code of Federal Regulations has been removed. Information that must be
removed, pursuant to this section of thgulations, includes (but is not limited to)
names, geographical locations more specific tharfirst three digits of a ZIP code, dates
(except for the year of birth), telephone diaxi numbers, and Social Security numbers.
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(©)

(d)

(e)

(f)

(9

(h)

“Electronic Media” means:

Q) Electronic storage media including magnaevices in computers (hard drives)
and any removable/transportable digit@mory medium, such as magnetic tape
or disk, optical tape, or digital memory card; or

(2) Transmission media used to exchaigermation already in electronic storage
media. Transmission media include, fommwple, the Internet, extranet (using
Internet technology to link a businesgth information accessible only to
collaborating parties), leased linesaldiip lines, private networks, and the
physical movement of removable/trandpbte electronic storage media. Certain
transmissions, including paper, facsimile, and voice via telephone are not
considered to be transmissions via electronic media, because the information
being exchanged did not exist in electronic form before the transmission.

“Electronic Protected Health Information” (“e-PHI”)is PHI that is transmitted or
maintained in electronic media.

“Individually Identifiable Health Information’means information for which each of the
following conditions is met:

(1) The information is created or received dyhealth care provider, a health plan
(including a plan or a health insurance issuer), an employer, or a health care
clearinghouse;

(2) The information relates to the past, presenfuture physical or mental health of
an individual, the provision dfealth care to an individyar the past, present, or
future payment for the provision of health care to an individual; and

3) The information either identifies the individual or provides a reasonable basis for
believing that the information can be used to identify the individual.

“Plan Administration Functions” means administrative functions performed by the
Employer on behalf of the HRA Plan. Plan Administration Functions do not include any
functions performed by the Employer iommection with any other benefit or benefit
plan.

“Protected Health Information (PHI)” means Individually Identifiable Health
Information except that PHI does not include employment records held by a covered
entity in its role as an employer, educatiorgcords covered by the Family Educational
Rights and Privacy Act, or health care records of post-secondary degree students.

“Security Incident” (as defined in 45 CFR 164,304) means the attempted or successful
unauthorized access, use, disclosure, modiifica or destruction of information or
interference with system operations in an information system.

“Security Rule” (as defined in 45 CFR 164,304) means the attempted or successful
unauthorized access, use, disclosure, modifica or destruction of information or
interference with system operations in an information system.
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)] “Summary Health Information'means information that summarizes the claims history,
claims expenses, and/or types of claiggerienced by individuals for whom the
Employer has provided medical coverageder the HRA Plan and from which the
identifying information listed in Section 164.514(b)(ii) of Title 45 of the Code of Federal
Regulations has been removed, except that geographical locations may be described
using a five digit ZIP code.

(K) “Unsecured PHI” means PHI that is not secured through the use of a technology or
methodology specified by the Secretary of Health and Human Services through guidance
issued by the Secretary.

Section 7.04 _Enrollment / Disenrollment InformationThe HRA Plan and/or a health
insurance issuer with respect to the HRA Plan may disclose information to the Employer as to whether a
given individual is enrolled in, or has been disdewin, the medical coverage provided under the HRA
Plan.

Section 7.05 _Plan Administration Function¥he HRA Plan and/or kealth insurance issuer
with respect to the HRA Plan may disclose PHI étHd-to the Employer if the Employer requires such
information in order to carry out its responsibilitiesconnection with the administration of the HRA
Plan. Such responsibilities may include the following:

(a) Reviewing the performance of the HRA Rlentluding the performance of any insurance
companies providing group health coverdgethe HRA Plan and the performance of
any business associates of the HRA Plan;

(b) Overseeing the adjudication of benefidinis, including the responsibility to provide
coverage upon the initial submission of claiamsl the disposition of any appeals that are
filed with respect to claims that are denied in whole or in part;

(© Overseeing the coordination of Benefiisd pursuing and/or responding to claims for
subrogation;

(d) Conducting cost management and plannitated analysis, including the forecasting of
expected healthcare costs based on current utilization of Benefits;

(e) Detecting fraud or abuse;
0] Determining whether charges for sees are appropriate or justified;
(9) Requesting underwriting or premium ratingdaother activities related to the creation,

renewal or replacement of a contract of health insurance;

(h) Securing, placing, and/or receiving paymemnissuant to a policy of stop-loss or excess
loss insurance in thevent the HRA Plan is self-insured in whole or in part;

0] Ensuring that the required premiums foe ttoverage provided under the HRA Plan are
obtained from the persons obligated to pay shme and remitting such premiums to the
appropriate insurance carriers and/or thuegty service providers as may be necessary or
appropriate;
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()

(k)
()

(m)

Providing assistance, upon request, toti€ipants and their covered dependents in
addressing and resolving problems that they may encounter with the approval and
payment of claims that have been submitted on their behalf;

Reporting corporate finances with respiecturrent and projected healthcare costs;

Providing information that is legally geired in response to a court order, subpoena,
discovery, or other process or to the Diypant of Health and Human Services in
connection with its enforcement activities, but only to the extent that the Employer is
required to act on behalf of the HRA Planpiroviding such information and only if the
HRA Plan is permitted to make the disslire under the provisions of the HIPAA
Medical Privacy Regulations; and

Performing other functiores required to effectively offer Benefits under the HRA Plan.

The use and disclosure of PHI or e-PHI pursuant to this Section 7.05 is subject to the provisions
of Section 7.06.

Section 7.06 _Conditions for Disclogufor Plan Administration FunctionsWith respect to
any PHI or e-PHI that is disclosed to the Employer by the HRA Plan and/or a health insurance issuer with
respect to the HRA Plan pursuant to Seciid)b, the Employer agrees to do the following:

(@)

(b)

(€)

(d)

(e)

(f)

Not use or further disclose PHI or e-Rither than as permitted or required by the HRA
Plan document or as required by law;

Ensure that any agents or subcontradimnshom the Employer provides PHI or e-PHI
received from the HRA Plan agree to the saesdrictions and coiiibns that apply to
the Employer with respect to such PHI or-e-PHI;

Not use or disclose PHI or e-PHI for employment-related actions and decisions or in
connection with any other benefit or ployee benefit plans of the Employer;

Report to the HRA Plan any use or disclosafri®HI or e-PHI that is inconsistent with
the uses or disclosures permitted by this HRA Rbathe extent it becomes aware of such
information. If and as required by any #pable Department of Health and Human
Services regulations, this reporting requirement will also include reporting to the HRA
Plan any Breach of Unsecured PHI that it disesygo that the affected individual(s), the
media (if applicable), and the Departmesit Health and Human Services may be
appropriately notified of the Breach as reqdi by the regulations issued regarding
breach notification;

Restrict the disclosure of PHI of an indival (unless the disclosure is otherwise required
by law) where the disclosure is to the HIRfan for purposes of carrying out payment or
health care operations (and not treatment) thedPHI pertains to a health care item or
service for which the health care provitis been paid out-of-pocket in full;

Make the PHI or e-PHI that it receives frone tHRA Plan and/or health insurance issuer
available to the individual to whom it red¢st in accordance with the individual’s right to

access his or her own information as that rigtget forth in Section 164.524 of Title 45

of the Code of Federal Regulations;
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(9) Make PHI or e-PHI available for amendment and to incorporate any requested
amendments in accordance witldao the extent required by Section 164.526 of Title 45
of the Code of Federal Regulations;

(h) Make available the information that is remui to provide an accounting to an individual
of the disclosures that have been mad¢hefindividual's PHI or e-PHI in accordance
with and to the extent required by Sectibdr.528 of Title 45 of the Code of Federal
Regulations;

0] Make its internal practices, books, and mesorelating to the use and disclosure of PHI
or e-PHI available to the Secretary of Health and Human Services for purposes of
allowing the Secretary to determine comptiarby the HRA Plan with HIPAA’s medical
privacy and security requirements;

)] If feasible, return or destroy all PHI or e-PHI received from the HRA Plan or a health
insurance issuer when such informatiomds longer needed fahe purpose for which
disclosure was made, except that, if sucturre or destruction is not feasible, the
Employer may limit further uses and disclosuethose purposes that make the return or
destruction of the information infeasible;

(K) Ensure that adequate separation betwbherEmployer and the HRA Plan exists, as set
forth in more detail in Part Ill;

)] Provide a certification to the HRA Plan as required by Section 7.07; and

(m) If the Employer creates, receives, madimga or transmits any e-PHI (other than
enrolliment/disenrollment information and rBonary Health Information, which are not
subject to these restrictions) on behalftef HRA Plan, it will do the following:

Q) Implement administrative, physical, and technical safeguards that reasonably and
appropriately protect the confidentiality, integrity, and availability of the e-PHI;

(2) Ensure that any agents (includingbsontractors) to whom it provides such e-
PHI agrees to implement reasonable and appropriate security measures to protect
the information; and

3) Report to the HRA Plan any Securibcident of which it becomes aware.

Section 7.07 _ Certification by the Employdn the absence of an authorization, the HRA Plan
may not disclose any PHI or e-PHI to the Employer unless and until the HRA Plan is in receipt of a
certification from the Employer. The Employer must certify in the certification that the HRA Plan has
been amended to incorporate the provisions requirégeoyion 164.504(f)(2)(ii) of Title 45 of the Code
of Federal Regulations. The Employer must further certify in the certification that the Employer agrees to
the conditions of disclosure as set forth in Section 7.06 and in Part IlI.
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PART Il
ADMINISTRATIVE SAFEGUARDS

Section 7.08 _Adequate Separation Between the Employer and the HRA Riarmperson
employed by the Employer may receive or have access to PHI or e-PHI from the HRA Plan except as set
forth in this Part 1l of Article VII. The Employewill ensure that the provisions of this Part are
supported by reasonable and appropriate security measures to the extent that the “authorized employees”
have access to e-PHI. Further, this Part 11l oficke VII does not apply tanformation that is not
considered to be PHI or e-PHI, such as Summidealth Information and De-identified Health
Information, or to information that the Employeceives in a way that is separate and independent from
this HRA Plan.

Section7.09  Authorized Employees. The following Employees (“Authorized Employees”)
are permitted to use and have access to PHI orletdlthe extent necessatp perform the plan
administration functions, as set forth in Part Il abdhat the Employer performs for the HRA Plan in
order to provide Benefits to participants:

Privacy Official

Employees in the Employer's Human Resources Department

Employees in the Employer’s Office of General Counsel

Any other class of employees designated in writing by the Privacy Official

In the case of an unanticipatedunusual event, for a limited time and purpose only, Employees
designated in writing by the Privacy Officer at thedimf such event to relse the unanticipated or
unusual event may have access to PHI or e-PHI. ekample, an employee in the IT department may
need access, but only for the limited purpose of acugssdatabase containing PHI or e-PHI to correct a
computer virus or similar problem, hardware defectber system issue. Similarly, in-house counsel of
the Employer (if applicable), including counsel’s sopistaff, may need access to PHI or e-PHI, but only
for the limited purpose of assisting in the investigation of and otherwise responding to complaints
alleging violations of the policies and procedures established by the Employer.

Such Employees accessing PHI or e-PHI due taumemticipated or unusual event may be
identified by names, job title, or any other desigmatthat adequately identifies the Employees. In
addition, the Employees shall receive proper training regarding the HIPAA medical privacy and security
rules and shall comply fully with the HRA Plan’slipy and procedures. Any such appointment shall be
documented and available for inspection and copying.

Section 7.10 _Use Pursuant to an AuthorizatiBmployees of the Employer may use and have
access to PHI or e-PHI to the extent authorize@ lglid authorization for the purposes set forth in the
authorization.

Section 7.11 _ Consequences of Unauthorized Use of PHI or edPHlis determined that an
Employee has obtained, used, or disclosed PHI or e-PHI in a manner or way that is not permitted by this
Part 1ll, the Employee will be subject to discigimy the Employer in accordance with policies and
procedures established by the Employer.

[The remainder of this page is intentionally left blank.]
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ARTICLE VI
APPEALS PROCEDURE

Section 8.01 _Procedure If Benefits Are Denied Under This HRA Pléna claim for
reimbursement under this HRA Plan is wholly ontjadly denied, claims shall be administered in
accordance with the claims pedure set forth below.

Section 8.02_Timeframe to Accept or Deny ClaiWithin 30 days after the Claims
Administrator’'s receipt of the claim, the Participamist be notified of the decision with regard to the
claim. This 30-day period may be extended by aritiaddl period of up to 15 days if the extension is
necessary due to conditions beyond the control of the Claims Administrator. The Claims Administrator is
required to notify the Participant of the need for ¢léension and the time by which the Participant will
receive a determination on his/her claim. If the extsms necessary because of the Participant’s failure
to submit the information necessary to decide thérglthen the Claims Administrator will notify the
Participant regarding what additional information thetiBipant is required to submit, and the Participant
will be given at least 45 days after such notice to submit the additional information. If the Participant does
not submit the additional information, the Claiddministrator will make the decision based on the
information that it has.

Section 8.03 _Denial Noticéf the claim is denied, the notitkat the Participant receives from
the Claims Administrator will include the following information:

(@) Information about the claim, including the date of service, health care provider, claim
amount, and any diagnosis and treatment code and their corresponding meanings, to the
extent such information is available;

(b) The specific reason for the denial;
(© A reference to the specific HRA Plaropision(s) on which the denial is based;
(d) Any denial code (and its corresponding meghthat was used in denying the claim;

(e) A description of any additional material or information necessary to complete the claim
and an explanation of why such texdal or information is necessary;

() A description of the HRA Plan’s review praiges and the time limits applicable to such
procedures; and

(9) If the Claims Administrator relied on anténnal rule, guideline, protocol, or similar
criteria in making its determination, eitharcopy of the specificule, guideline, or
protocol, or a statement that such a rgeideline, protocol, or similar criterion was
relied upon in making the determination and tnabpy of such rule, guideline, protocol,
or similar criterion will be provided free of charge upon request.

Section 8.04 _Internal Appeal of Denial of Clairti.the Participant appeals a claim denial, the
appeal must be in writing, must be provided to@te&ims Administrator, and must include the following
information:

(a) Participant’'s name and address;
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(b) The fact that the Participant is disputindeaial of a claim or the Claims Administrator's
act or omission;

(©) The date of the notice that the Claimsnfuistrator informed the Participant of the
denied claim; and

(d) The reason(s), in clear and concise terms, for disputing the denial of the claim or the
Claims Administrator’s act or omission.

The Participant should also include any documentation that he/she has not already provided to the
Claims Administrator.

Section 8.05 _ Deadline for Filing Internal Appeah internal appeal must be delivered to the
Claims Administrator within 180 days after receiving tkenial notice or the Claims Administrator act or
omission.If the Participant does not file the appeal withimis 180-day period, the Participant shall lose
his/her right to appealThe appeal will be heard and decided by the Claims Administrator.

Section 8.06 _Documents Upon Internal Appeahytime before the appeal deadline, the
Participant may submit copies of all relevant docusienrecords, written comments, testimony, and other
information to the Claims Administrator. The HRRlan is required to provide the Participant with
reasonable access to and copies of all documentgdse@nd other information related to the claim.
When reviewing the Participant’s internal appeéht Claims Administrator will take into account all
relevant documents, records, comments, and otliermation that the Participant has provided with
regard to the claim, regardless of whether or nohdaformation was submitted or considered in the
initial determination.

If the Claims Administrator receives new or ditohal evidence that it considered, relied upon, or
generated in connection with the claim, other thadesce that the Participant provided, the Participant
shall be provided with this information and given a reasonable opportunity to respond to the evidence
before the due date for the Claims Administrator'saeoof final internal aduwse benefit determination.

If the Claims Administrator identifies a new or addlital reason for denying the Participant’s claim, said
new or additional reason shall be disclosed to Riaeticipant and the Participant shall be given a
reasonable opportunity to respondstmd new or additional reason before the due date for the Claims
Administrator’s notice of final intelal adverse benefit determination.

The internal appeal determination will not affaleference to the initial termination and will be
conducted by a fiduciary of the HRA Plan who is neither the individual who made the original
determination nor an individual whoassubordinate of the individuaho made the initial determination,
nor an individual whose terms and conditions of ewplent are affected by the results of his/her
decision.

If the internal appeal determination will baded on the medical judgment of a health care
professional retained by the Claims Administrator, the health care professional retained for purposes of
the internal appeal shall not be or be a subordiwad® individual who was consulted in connection with
the determination that is being appealed.

Section 8.07 _Notification of Decision on Internal AppeBhe Claims Administrator must
notify the Participant of the decision on internal appeal within 60 days after receipt of the Participant’s
request for review.
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Section 8.08 _Information in Notice of Denial of Internal Appdélthe internal appeal is
denied, the notice that the Participant receives fternClaims Administrator shall include the following

information:

(@)

(b)

(©)

(d)

(e)

(f)

(9

Information about the claim, including the date of service, health care provider, claim
amount, and any diagnosis and treatment code and their corresponding meanings, to the
extent such information is available.;

The specific reason for the denial upon review;
A reference to the specific HRA Plaropision(s) on which the denial is based;
Any denial code (and its corresponding meghthat was used in denying the claim;

A statement providing that the Participantgguired to receive, upon request and free of
charge, reasonable access to and copiel dbeuments, records, and other information
relevant to the claim for Benefits;

If an internal rule, guideline, protocol, similar criterion was relied upon in making the
review determination, either the specific rudgiideline, or protocol, or a statement that
such a rule, guideline, protocol, or simititerion was relied upon in making the review
determination and that a copy of such ruledgline, protocol, or similar criterion will be
provided to the Participant free of charge upon request; and

A statement of the Participant’s right tangr an external appeal or a civil action under
ERISA § 502(a).

Section 8.09 _Right to External RevieWhe Participant has a right to an external review of the
Claims Administrator’s denial of the Participant’s internal appeal unless the Benefit denial was based on
the failure of the Participant’s, dlher Spouse’s, or his/her Dependent’s failure to meet the HRA Plan’s
eligibility requirements.

Section 8.10 External Appeal of Denied Claim.

(@)

Determination Whether Claim is Eligible for External RevieWVithin 5 days after
receiving a Participant’'s request for extdrreview, the Plan Administrator shall
determine whether the claim is eligible faview under the external review process.
This determination is based on whether:

Q) The Participant is or was covered undexr HHRA Plan at the time the claim was
made or incurred;

(2) The denial relates to the faipant’s failure to meethe HRA Plan’s eligibility
requirements;

3) The Participant has exhausted the HRAan’'s internal claims and appeal
procedures; and

4) The Participant has provided all the information required to process an external
review.
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Within one (1) business day after completioh this preliminary review, the Plan
Administrator will provide written notification to the Participant of whether the claim is
eligible for external review.

If the request for review is complete but not eligible for external review, the Plan
Administrator will notify the Participant of éhreasons for its ineligibility. The notice
will include contact information for the Employee Benefits Security Administration at its
toll free number (866-444-3272).

If the request is not complete, the Plamniministrator's notice will describe the
information needed to complete it. The tR#pant will have 48 hours or until the last
day of the 4-month filing period, whicheverlaer, to submit the additional information.

(b) Assignment to Independent Review Organization for External Reifitlve Participant’s
request is eligible for the external rewi process, the HRA Plan will assign it to a
qualified independent reviewganization (“IRO”). The IRO is responsible for notifying
the Participant, in writing, that the requést external review &s been accepted. The
notice will include a statement that the tR#pant may submit in writing, within 10
business days, additional information theOlRnust consider when conducting the
review. The IRO will share this information with the HRA Plan. The HRA Plan may
consider this information and decide to reseeits denial of the claim. If the denial is
reversed, the external review process will end.

(c) Evaluation of Claim by IROIf the HRA Plan does not reverse its denial, the IRO will
make its decision on the basis of its revievalbf the information in the record, as well
as additional information where appropriatel available, such as the following:

1) The Participant’s medical records;

(2) The attending health care professional’s recommendation;

3) Reports from appropriate health eamprofessionals and other documents
submitted by the HRA Plan or issuer,riRapant, or Participant’s treating
provider;

4) The terms of the HRA Plan;

(5) Appropriate practice guidelines;

(6) Any applicable clinical review criterideveloped and used by the HRA Plan; and

(7 The opinion of the IRO’s clinical reviewer.

Section 8.11 _Deadline for Filing External Appe&h external appeal nstibe delivered to the

IRO within four (4) months of the date the Papant was served with the Claims Administrator’s

response to the Participant’s internal appédhe Participant does not file ¢happeal within this 4-month
period, the Participant shall lose his/her right to appeal.

Section 8.12 _ Natification of Decision on External AppealThe IRO must notify the
Participant and the Claims Administrator of its demison external appeal within 45 days after receipt of
the Participant’s request for external review. The IRO’s decision notice must contain the following:
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@) A general description of the reason for thgternal review, including information
sufficient to identify the claim;

(b) The date the IRO received the assignment to conduct the review and the date of the IRO’s
decision;

(c) References to the evidence or documentation the IRO considered in reaching its decision;
(d) Discussion of the principal reason(s) for the IRO’s decision;

(e) A statement that the determination is bindjagcept to the extent other remedies may be
available under State or Federal law); and

) Contact information for any applicable offioé health insurance consumer assistance or
ombudsman established under the Patientieletion and Affordable Care Act.

In addition, if the Participant resides ircaunty where 10% or more of the population does not

speak English, the notice must be setifan the applicable non-English language.

[The remainder of this page is intentionally left blank.]
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ARTICLE IX
RECORDKEEPING AND ADMINISTRATION

Section 9.01 _Plan AdministratorThe administration of the HRA Plan shall be under the
supervision of the Plan Administrator. It is the pijral duty of the Plan Administrator to see that this
HRA Plan is carried out, in accordance with its ®rior the exclusive benefit of persons entitled to
participate in this HRA Plan without discriminaii among them. The Plan Administrator has appointed
Freedom Claims Management, Inc. to act as Claims Administrator.

Section 9.02 _Compensation of Plan Administratoinless otherwise determined by the
Employer and permitted by law, any Plan Administrato is also an Employee of the Employer shall
serve without Compensation for services renderesligh capacity, but all reasonable expenses incurred
in the performance of their dutiskall be paid by the Employer.

Section 9.03 _Effect of Mistakeln the event of a mistake &sthe eligibility or participation
of an Employee, or the allocations made to the acamfusmiy Participant, or the amount of Benefits paid
or to be paid to a Participant or other person,Rle Administrator shall, tthe extent that it deems
administratively possible and otherwise permissilsiden Code § 105, the regulations issued thereunder
or other applicable law, cause to be allocated osean be withheld or accelerated, or otherwise make
adjustment of, such amounts as it will in its judgtmaccord to such Participant or other person the
credits to the HRA Account or distributions to whilse or she is properly entitled under the HRA Plan.
Such action by the Plan Administrator may include withholding of any amounts due to the HRA Plan or
the Employer from Compensation paid by the Employer.

Section 9.04 _Fiduciary Liability.To the extent permitted by law, the Plan Administrator shall
not incur any liability for any acts or for failure &mt except for their own willful misconduct or willful
breach of this HRA Plan.

Section 9.05 _Inability to Locate Paye#.the Plan Administrator is unable to make payment
to any Participant or other person to whom gnpent is due under the HRA Plan because it cannot
ascertain the identity or whereabouts of such Participant or other person after reasonable efforts have been
made to identify or locate such person, then sugimpat and all subsequent payments otherwise due to
such Participant or other person shall be forfeitdlbiang a reasonable time after the date that such
payment first became due.

Section 9.06 _Insurance ContractsThe Employer shall have the right (1) to enter into a
contract with one or more insurance companieshfe purposes of providing any Benefits under the HRA
Plan; and (2) to replace any of sudsurance companies or contractny dividends, retroactive rate
adjustments or other refunds of any type thay tneacome payable under any such insurance contract
shall not be assets of the HRA Plan but shall be tbpepty of, and be retained by, the Employer, to the
extent that such amounts are less than aggrégapéoyer contributions toward such insurance.

Section 9.07 _Powers of the Plan Administratbhe Plan Administrator shall have such duties
and powers as it considers necessary or appropriatsdbadie its duties. It shall have the exclusive
right to interpret the HRA Plan and to decide all matters thereunder, andesihiiations of the Plan
Administrator with respect to any matter hereundalisbe conclusive and binding on all persons.
Without limiting the generality of the foregoing,ethPlan Administrator shall have the following
discretionary authority:
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€) To construe and interpret this ARPIlan, including all possible ambiguities,
inconsistencies and omissions in the HRA Rlad related documentand to decide all
questions of fact, questions relating to ity and participaton, and questions of
Benefits under this HRA Plan (provided thagtwithstanding the first paragraph in this
Section, the Claims Administrator shall exercise such exclusive power with respect to an
appeal of a claim under Section 8.01);

(b) To prescribe procedures to be followed and the forms to be used by Employees and
Participants to enroll in and subrolaims pursuant to this HRA Plan;

(© To prepare and distribute information explaining this HRA Plan and the Benefits under
this HRA Plan in such manner as the Plamimirdstrator determines to be appropriate;

(d) To request and receive from all Employees and Participants such information as the Plan
Administrator shall from time to time determine to be necessary for the proper
administration of this HRA Plan;

(e) To furnish each Employee and Participavith such reports with respect to the
administration of this HRA Plan as the Plan Administrator determines to be reasonable
and appropriate;

() To receive, review and keep on file suelports and information concerning the Benefits
covered by this HRA Plan as the Plan Admsirator determines from time to time to be
necessary and proper;

(9) To appoint and employ such individuals or entities to assist in the administration of this
HRA Plan as it determines to be necessanadxisable, including legal counsel and
benefit consultants;

(h) To sign documents for the purposes of administering this HRA Plan, or to designate an
individual or individuds to sign documents for the purposes of administering this HRA
Plan;

0] To secure independent medical or other advice and require such evidence as it deems
necessary to decide any claim or appeal; and

)] To maintain the books of accounts, resrdnd other data in the manner necessary for
proper administration of this HRA Plamd to meet any applicable disclosure and
reporting requirements.

Section 9.08 _Provision for Third-Party Plan Service Providefe Plan Administrator,
subject to approval of the Employer, may employdéerices of such persons as it may deem necessary
or desirable in connection with the operation & HRA Plan. Unless otherwise provided in the service
agreement, obligations under this HRA Pé&iall remain the obligation of the Employer.

Section 9.09 _Reliance on Patrticipant, Tables, dtee Plan Administrator may rely upon the
information submitted by a Participant as being proper under the HRA Plan and shall not be responsible
for any act or failure to act because of a direcwrnlack of direction by a Participant. The Plan
Administrator will also be entitled, to the extent péted by law, to rely conclusively on all tables,
valuations, certificates, opinions, and reports thataréshed by accountants, attorneys, or other experts
employed or engaged by the Plan Administrator.

[The remainder of this page is intentionally left blank.]
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ARTICLE X
GENERAL PROVISIONS

Section 10.01 _Amendment and Terminatiofhis HRA Plan has been established with the
intent of being maintained for an indefinite mekiof time. Nonetheless, the Employer may amend or
terminate all or any part of this HRA Plan at any time for any reason by resolution of the City
Commission or by any person or persons authorized by the City Commission to take such action.

Section 10.02 _Code Compliancelt is intended that thiHRA Plan meet all applicable
requirements of the Code, and of all regulations isshertunder. This HRA Plan shall be construed,
operated and administered accordingly, and inethent of any conflict between any part, clause or
provision of this HRA Plan and the Code, the provisiohthe Code shall be deemed controlling, and any
conflicting part, clause or provision of this HRA Plglmall be deemed superseded to the extent of the
conflict.

Section 10.03 _Expensedll reasonable expenses incurred in administering the HRA Plan are
currently paid by the Employer.

Section 10.04 _Governing LawThis HRA Plan shall be construed, administered and enforced
according to the law of the State of Kansas, to the extent not supebgethedCode or any other federal
law.

Section 10.05 _HeadingsThe headings of the various Articles and Sections are inserted for
convenience of reference and are not to be regaadedart of this HRA Plan or as indicating or
controlling the meaning ooaistruction of any provision.

Section 10.06 _Indemnification of Employelf any Participant receives one or more payments
or reimbursements under this HRA Plan on a tax-fretspand such payments do not qualify for such
treatment under the Code, such Participant shalhindg and reimburse the Employer for any liability it
may incur for failure to withhold federal income tax&scial Security taxeyr other taxes from such
payments or reimbursements.

Section 10.07 _No Contract of EmploymerNothing herein contained is intended to be or shall
be construed as constituting a contract or othengemment between any Employee and the Employer to
the effect that such Employee will be employed for any specific period of time. All Employees are
considered to be employed at the will of the Employer.

Section 10.08 _No Guarantee of Tax Consequendésither the Plan Administrator nor the
Employer makes any commitment or guarantee that any amounts paid to or for the benefit of a Participant
under this HRA Plan will be excludable from the Pamot's gross income for federal, state or local
income tax purposes. It shall be the obligatiorath Participant to determine whether each payment
under this HRA Plan is excludable from the Participagtoss income for federatate and local income
tax purposes, and to notify the Plan Administratdhé Participant has any reasto believe that such
payment is not so excludable.

Section 10.09 _Non-Assignability of Rights.The right of any Participant to receive any
reimbursement under this HRA Plan shall not benalide by the Participant by assignment or any other
method and shall not be subject to claims by thédizant's creditors by any process whatsoever. Any
attempt to cause such right to be so subjectednetllbe recognized, except to such extent as may be
required by law.
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Section 10.10 _ HRA Plan Provisions Controllingn the event that the terms or provisions of
any summary or description of this HRA Plan, orasfy other instrument, are in any construction

interpreted as being in conflict with the provisionstlis HRA Plan as set forth in this document, the
provisions of this HRA Plan shall be controlling.

Section 10.11 _ SeverabilityShould any part of this HRA Plan subsequently be invalidated by a

court of competent jurisdiction, the remainder o tHRA Plan shall be given effect to the maximum
extent possible.

[The remainder of this page is intentionally left blank.]
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IN WITNESS WHEREOF, and as conclusive evidence tife adoption of the foregoing
instrument comprising the City of Abilene HeaReimbursement Plan, the City of Abilene has caused
this HRA Plan to be executed in its name and®hehalf, on this day of , 2012.

CITY OF ABILENE, KANSAS

By:

Withess
Signature:




HIPAA PRIVACY CERTIFICATION BY THE EMPLOYER
TO THE HRA PLAN

| hereby certify on behalf of Plan Sponsor (the “Plan Sponsor”) that the HRA Plan has
incorporated the provisions required by 45 C.F.R68.504(f)(2)(ii), effectiveas of March 1, 2012.

| further certify on behalf of #h Plan Sponsor that the Plan Sponsor agrees to comply with the
provisions of the Plan governing the use and discéos@iPHI or e-PHI by the HRA Plan to the Plan
Sponsor. This Certification is made puaatito 45 C.F.R. § 164.504(f)(2)(ii).

CITY OF ABILENE

By: Date:




APPENDIX A

The HRA Plan contains the general rules governing what Medical Care Expenses are reimbursable.

This Appendix, as referenced in the HRA Rilmcument, specifies certain expensesatanot reimbursable
even if they meet the definition of “medical care” under Code § 213 and may otherwise be reimbursable under
IRS guidance pertaining to HRAs.

Exclusions:

The following expensese not reimbursablesven if they meet the defirati of “medical care” under Code §
213 and may otherwise be reimbursable under IRS guidance pertaining to HRAs.

Health insurance premiums for any other plan (including a plan sponsored by the Employer).
Long-term care services.

Cosmetic surgery or other similar proceduresless the surgery gorocedure is necessary to
ameliorate a deformity arising from, or directly tethito, a congenital abnorlityg a personal injury
resulting from an accident or trauma, or afiguring disease. “Cosmetic surgery” means any
procedure that is directed at improving the grdts appearance and does meaningfully promote
the proper function dhe body or preent or treat illness or disease.

The salary expense of a nurseaoe for a healthy newborn at home.
Funeral and burial expenses.

Household and domestic help (even though recommended by a qualified physician due to an
Employee’s, Spouse’s, or Dependent’s inability to perform physical housework).

Custodial care.

Costs for sending a problem child to a special scfowddenefits that the dd may receive from the
course of study and disciplinary methods.

Social activities, such as dance lessons (evamgthcecommended by a physician for general health
improvement).

Bottled water.

Cosmetics, toiletries, toothpaste, etc.

Uniforms or special clothinguch as maternity clothing.

Automobile insurance premiums.

Transportation expenses of any sort, includiagsportation expenses to receive medical care.

Marijuana and other controlled substances that are in violation of federal laws, even if prescribed by a
physician.

Any item that does not constitute “meali care” as defined under Code § 213(d).

Over-the-counter drugs or medicines tha purchased without a prescription.

[The remainder of this page is intentionally left blank.]
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City of Abilene
Health Reimbursement Arrangement Plan
Summary Plan Description

Introduction

The City of Abilene (the Employer) offerthe City of Abilene Health Reimbursement
Arrangement Plan (the “HRA Plan”) for Eligible Employees. Under federal tax law, the HRA Plan is
known as a “Health Reimbursement Arrangement.”.

This summary plan description (SPD) descrilles basic features of the HRA Plan, how it
operates, and how you can get the maximum advaritag it. The SPD is only a summary of the key
parts of the HRA Plan and a brief description of ydgints as a Participant. If there is a conflict between
the HRA Plan document and this SPD, the HRA Plan document will control. Definitions of capitalized
terms used in this SPD are contained in Part V.

PART |. General Information About the HRA Plan

I-1. What is the purpose of the HRA Plan?

The purpose of the HRA Plan is to reimburse Eligible Employees, up to certain limits, for their
own and their covered SpousegsdaDependents’ Medical Care Expenses. Reimbursements for Medical
Care Expenses paid by the HRA Plangally are excludable from taxable income.

I-2.  When did the HRA Plan take effect?
The HRA Plan became effective March 1, 2012.
I-3. Who can participate in the HRA Plan?
In order to become a Participant, youstsatisfy each of the following conditions:

@) Employee.You are an Employee of the Employer;

(b) Regularly Scheduled to Work{ou are regularly scheduled to work twenty (20) or more
hours per week; and

(© Participation in Medical PlanYou participate in one of the options under the Medical
Plan other than a “high-deductible health plan” option.

Once you have met the HRA Plan’s eligibility requients, your coverage will commence on the first
day of the month coincident with or next followingmpletion and submission to the Plan Administrator
of the Enrollment Form for the Medical Plan.

If you are a Participant, you may also be iaimsed for eligible Medical Care Expenses incurred
by your Spouse and Dependents.
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I-4. What Benefits are offered through the HRA Plan?

Once you become a Participant, the HRA Pladhmaintain an “HRA Account” in your name to
keep a record of the amounts available to you ferrdimbursement of eligiblsledical Care Expenses.
Your HRA Account is merely a recordkeeping acdoitris not funded (all reimbursements are paid from
the general assets of the Employer), and it does notifteagst or accrue earnings of any kind. Benefits
must first be reimbursed from angdlth insurance plan (as well ag tBmployer’s health FSA (if any)),
before any Benefits are payable from the HRA Plan.

Before the start of each Plan Year, the Employer will determine a maximum annual amount that
may be credited during that Plan Year to theAHRcount of each Participant in the HRA Plan.

If you are covered under the HRA Plan on thet filmy of the Plan Year, the maximum annual
amount set forth below will be available to you on Mar&hliLyou were not covered under the HRA
Plan on March % of the current Plan Year (e.g., you wex employed by the Employer, you were not
eligible for coverage), your HRA Aount will be reduced by any amounigto you, or for your benefit,
for eligible Medical Care Expenses. The amount available for reimbursement of Medical Care Expenses
as of any given date will be the total amount creditegour HRA Account as of such date, reduced by
any prior reimbursements made to you as of that date.

After the end of the Plan Year, the unused am@tiany) in your HRA Account will not remain
available in the next Plan Year.

I-5. How will the HRA Plan work?

The HRA Plan will reimburse you for eligible Medi Care Expenses to the extent that you have
a positive balance in your HRA Account. The following procedure should be followed:

(a) You must submit a claim to the ClaimMglministrator and provide any additional
information requested by the Claims Administrator;

(b) A request for payment must relate Ntedical Care Expenses incurred by you, your
Spouse, or your Dependent during the tiypa were a Participant under this HRA Plan;
and

(© A request for payment must be submitted within ninety (90) days following the close of
the Plan Year in which the Metdil Care Expense was incurred.

Claims must be submitted in writing. The Claitidministrator may require that Participants
submit claims on a form provided by the Claims Administrator. The claim must set forth:

€) The individual(s) on whose behalétiMedical Care Expenses were incurred;
(b) The nature and date of the Medical Care Expenses so incurred;
(© The amount of the requested reimbursement; and

(d) A statement that such Medical Care Enges have not otherwise been reimbursed and
are not reimbursable through any other source.
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Each claim must be accompanied by bills, invoicesither statements from an independent third
party (e.g., a hospital, physician, or pharmasldwing that the Medical Care Expenses have been
incurred and showing the amounts of such MadiCare Expenses, along with any additional
documentation that the Claims Administrator may request.

I-6. Are there any limitations on Benefits available from the HRA Plan?

Only Medical Care Expenses are covered by the HRA Plan. A Medical Care Expense is an
expense that is related to the diagnosis, carégation, treatment, or prevention of disease. Some
examples of eligible Medical Care Expenses ar@i@jcription and over-the-counter drugs or medicines
purchased pursuant to a prescription; (b) dental esqser{c) dermatology; (d) physical therapy; and (e)
contact lenses or glasses used to correct vision impair@aht.Medical Care Expenses incurred in
order to meet the deductible under the City of Abilene Medical Plan are eligible for reimbursement.

Your Employer or the Claims Administrator cqmovide you with more information about which
expenses are eligible for reimbursement.

Some examples of expenses that are Metlical Care Expenses and are mdigible for
reimbursement include the following:

@) Pregnancy testing kits.

(b) Health insurance premiums for any oth@an (including a plan sponsored by the
Employer).
(© Long-term care services.

(d) Cosmetic surgery or other similar pealures, unless the surgery or procedure is
necessary to ameliorate a deformity arisfrgm, or directly related to, a congenital
abnormality, a personal injury resulting from an accident or trauma, or a disfiguring
disease. “Cosmetic surgery” means any procedure that is directed at improving the
patient’'s appearance and that does not imgéully promote the proper function of the
body or prevent or treat illness or disease.

(e) The salary expenses of a nurse to care for a healthy newborn at home.
0] Funeral and burial expenses.

(9) Household and domestic help (eveneéammended by a qualified physician due to an
employee’s, Spouse’s, or Dependent’s inability to perform physical housework).

(h) Massageherapy.
() Home or automobile improvements.
()] Custodialcare.

(k) Costs for sending a problem child to a&ajpl school for benefits that the child may
receive from the course of study and disciplinary methods.
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)] Health club or fitness program dues, everthe program is necessary to alleviate a
specific medical condition such as obesity.

(m) Social activities, such as dance lessomsr(ef recommended by a physician for general
health improvement).

(n) Bottledwater.
(0) Maternityclothes.
(p) Diaper service or diapers.

(@) Cosmetics, toiletries, toothpaste, etc.

0 Vitamins and food supplements eevif prescribed by a physician.
(s) Uniforms or special clothing, such as maternity clothing.
® Automobile insurance premiums.

(u) Transportation expenses of any sort, ineglgdransportation expenses to receive medical
care.

(V) Psychotherapgincluding psychoanalysis).

(w) Marijuana and other controlled substances that are in violation of federal laws, even if
prescribed by a physician.

x) Any item that does not constitute “medical care” as defined under Code § 213.

I-7. How do | become a Participant?

If you meet the eligibility requirements describiedSection I-3, you are an Eligible Employee
and may become a Participant in the HRA Plan orfitsieday of the calendar month coincident with or
next following the date you enroll in the HRA Planaccordance with procedures established by your
Employer.

I-8. What if | terminate my employment during the Plan Year?

If you cease to be an Eligible Employee (fexample, if you die, retire, or terminate
employment), your participation in the HRAaRIwill terminate unless you elect COBRA continuation
coverage as described below. You will be reimbdifee any Medical Care Expenses incurred prior to
your termination date, up to your account balance in the HRA Account, provided that you comply with
the reimbursement request procedures required under the HRA Plan (see Section I-5 for more information
on the reimbursement request process).
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1-9. What is COBRA continuation coverage?If | or my Spouse or Dependent has a COBRA
Qualifying Event, can | continueto participate in the HRA Plan?

COBRA is a federal law that gives certain employees, spouses, and dependent children of
employees the right to temporary continuation of their health care coverage under the Employer’s major
medical or other health insurance plan at group rates. If you, your Spouse, or your Dependent children
incur an event known as a “Qualifying Event,” andsiifch individual is covered under the HRA Plan
when the Qualifying Event occurthen the individual incurring the Qualifying Event will be entitled
under COBRA (except in the case of certain small engp&)yto elect to continue his or her coverage
under the HRA Plan if he or she pays the applicpbdenium for such coverage. “Qualifying Events” are
certain types of events that would cause, except toafplication of COBRA's rules, an individual to
lose his or her health insurance coverag@ualifying Event includes the following events:

(@) Your termination from emplogent or reduction of hours;

(b) Your divorce or legal separation from your Spouse;

(© Your becoming eligible to receive Medicare benefits; or
(d) Your Dependent child’s ceagj to qualify as a Dependent.

If the Qualifying Event is termination from enogiment, then the COBRA continuation coverage
runs for a period of 18 months following the datatthegular coverage ended. COBRA continuation
coverage may be extended to 36 rhenif another Qualifying Event occurs during the initial 18-month
period. You are responsible for informing the Phdministrator of the second Qualifying Event within
60 days after the second Qualifying Event occursBR® continuation coverage may also be extended
to 29 months in the case of an individual, disdblgthin 60 days after the date the entitlement to
COBRA continuation coverage initially arose and wdumtinues to be disabled at the end of the 18
months. In all other cases to which COBRA appl@®BRA continuation coverage shall be for a period
of 36 months.

I-10. Wil I have any administrative costs under the HRA Plan?

Generally, no. The Employer is currently bearihg entire cost of administering the HRA Plan
while you are an Employee.

I-11. How long will the HRA Plan remain in effect?

Although the Employer expects to maintain the HRA Plan indefinitely, it has the right to
terminate the HRA Plan at any time. The Employso akserves the right to amend the HRA Plan at any
time and in any manner that it deemas@nable, in its sole discretion.

I-12.  Are my Benefits taxable?

The HRA Plan is intended to meet certain reguents of existing federal tax laws, under which

the Benefits that you receive under the HRA Planegaly are not taxable to you. However, the

Employer cannot guarantee the tax treatment to argndParticipant, since individual circumstances may
produce different results. If there is any doubt, you should consult your own tax advisor.
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I-13.  What happens if my claim for Benefits is denied?

If your claim for Benefits is denied, then you have the right to be notified of the denial and to
appeal the denial, both within certain time limitseThles regarding denied claims for Benefits under the
HRA Plan are discussed below.

(@) When must | receive a decision on my claim?

You are entitled to notification of the decision your claim within 30 dg after the Claims
Administrator’s receipt of the claim. This 30ydperiod may be extended by an additional period
of up to 15 days if the extension is necessarytdumnditions beyond the control of the Claims
Administrator. The Claims Administrator is reggd to notify you of the need for the extension
and the time by which you will receive a determination on your claim. If the extension is
necessary because of your failure to submit tfarimation necessary to decide the claim, then
the Claims Administrator will notify you regdamd) what additional information you are required

to submit, and you will be given at least 45yslafter such notice to submit the additional
information. If you do not submit the additionafdrmation, the Claims Administrator will make
the decision based on the information that it has.

(b) What information will a notice of denial of a claim contain?

If your claim is denied, the notice that you recdien the Claims Administrator will include the
following information:

Q) Information about your claim, includingettdate of service, health care provider, claim
amount, and any diagnosis and treatment code and their corresponding meanings, to the
extent such information is available;

(2) The specific reason for the denial;

(3) A reference to the specific HRA Plaropision(s) on which the denial is based;

4) Any denial code (and its corresponding nieghthat was used in denying the claim;

(5) A description of any additional materiat information necessary for you to complete
your claim and an explanation of why such material or information is necessary;

(6) A description of the HRA Plan’s internal and external review procedures and the time
limits applicable to such procedures; and

(7) If the Claims Administrator relied on antémnal rule, guideline, protocol, or similar
criteria in making its determination, eitharcopy of the specificule, guideline, or
protocol, or a statement that such a rgeideline, protocol, or similar criterion was
relied upon in making the determination and tnabpy of such rule, guideline, protocol,
or similar criterion will be providg to you free of charge upon request.

(c) Do | havetheright to appeal a denied claim?

Yes, you have the right to an internal appeahefClaims Administrator’s denial of your claim,
and, if applicable, an external review by an independent review organization (“IRO").

6 04/12



(d) Do | haveto appeal a denied claim before | go to court?

You will not be allowed to takéegal action against the HRA Plan, the Employer, the Claims
Administrator, or any other entity to whom administrative or claims processing functions have
been delegated unless you exhaust yotarnal appeal rights. But you do not have to pursue
externalreview in order to preserve your right to file a lawsuit. (In fact, as explained later in this
SPD, you may be unable to take further legaloacii you pursue an external appeal because the
external appeal process results in a binding determination.)

(e) What are the requirements of my internal appeal ?

Your internal appeal must be in writing, mustgrevided to the Claims Administrator, and must
include the following information:

1) Your name and address;

2 The fact that you are disputing a deniabadlaim or the Claim&dministrator’s act or
omission;

3) The date of the notice that the Claims Adistrator informed you of the denied claim;
and

(4) The reason(s), in clear and concise terms, for disputing the denial of the claim or the
Claims Administrator’s act or omission.

You should also include any documentation tyat have not already provided to the Claims
Administrator.

() I sthere a deadline for filing my internal appeal ?

Yes. Your internal appeal must be deliveredhte Claims Administrator within 180 days after
receiving the denial notice or the Claims Administrator's act or omisHigou do not file your
internal appeal within this 180-dayedod, you lose your right to appeafour internal appeal
will be heard and decided by the Claims Administrator.

(9) How will my internal appeal be reviewed?

Anytime before the internal appeal deadligeuy may submit copies @ll relevant documents,
records, written comments, testimony, and oth&rmation to the Claims Administrator. The
HRA Plan is required to provide you witkeasonable access to and copies of all documents,
records, and other information related to thaml When reviewing your internal appeal, the
Claims Administrator will take into account allegant documents, records, comments, and other
information that you have provided with regard to the claim, regardless of whether or not such
information was submitted or considdrin the initial determination.

If the Claims Administrator receives new or #itthal evidence that it considered, relied upon, or
generated in connection with the claim, othlean evidence that you provided, you will be
provided with this information and given a reaable opportunity to respond to the evidence
before the due date for the Claims Adminigirs notice of final internal adverse benefit
determination. Similarly, if the Claims Administrator identifies a new or additional reason for
denying your claim, said new or additional r@asvill be disclosed to you and you will be given

a reasonable opportunity to respond to said neadditional reason before the due date for the
Claims Administrator’s notice of final iarnal adverse befiedetermination.
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The internal appeal determination will not affaleference to the initial termination and will be
conducted by a fiduciary of the HRA Plan whonigither the individual who made the original
determination nor an individual who is a sutioate of the individual who made the initial
determination, nor an individual whose terms and conditions of employment are affected by the
results of his/her decision.

If the internal appeal determination will beded on the medical judgment of a health care
professional retained by the Claims Administrator, the health care professional retained for
purposes of the internal appeal shall not bebera subordinate to an individual who was
consulted in connection with the deténation that is being appealed.

(h) When will | be notified of the decision on my internal appeal ?

The Claims Administrator must notify you of the decision on your internal appeal within 60 days
after receipt of your request for review.

0] What information isincluded in the notice of the denial of my internal appeal ?

If your internal appeal is denied, the notice that you receive from the Claims Administrator will
include the following information:

(1) Information about your claim, including tldate of service, health care provider, claim
amount, and any diagnosis and treatment code and their corresponding meanings, to the
extent such information is available;

(2) The specific reason for the denial upon review;

3) A reference to the specific HRA Plaropision(s) on which the denial is based;

(4) Any denial code (and its corresponding niegnthat was used in denying the claim;

(5) A statement providing that you are required to receive, upon request and free of charge,
reasonable access to and copies of all documeaisrds, and other information relevant
to your claim for Benefits;

(6) If an internal rule, guideline, protocol, similar criterion was relied upon in making the
review determination, either the specific rudgiideline, or protocol, or a statement that
such a rule, guideline, protocol, or simiiterion was relied upon in making the review
determination and that a copy of such ruledglihe, protocol, or similar criterion will be

provided to you free of charge upon request;

@) A statement of your right to bring an external appeal or a civil action under ERISA §
502(a).

)] Do | havetheright to seek a review of a denied claim to an external third-party?

You have the right to an external review of aims Administrator’s daal of your internal
appeal unless the Benefit denial was based on fwurour Spouse’s or Dependent’s) failure to
meet the HRA Plan’s eligibility requirements.
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(K) What are the requirements of my external review?

Within 5 days after receiving your request fexternal review, the Plan Administrator will
determine whether the claim is eligible forviev under the external review process. This
determination is based on whether:

(1) You are or were covered under the HRA Plathattime the claim was made or incurred,;

(2) The denial relates to your failure to mées¢ HRA Plan’s eligibility requirements (if the
claim involves an eligibility issue, &rnal review is not available);

3) You have exhausted the HRA Plan’s in@ralaims and appeal procedures; and
4) You have provided all the informatioaquired to process an external review.

Within one (1) business day after completion a$ ghreliminary review, the Plan Administrator
will provide written notification to you of whethé¢he claim is eligible for external review.

If the request for review is complete but not iblig for external review, the Plan Administrator
will notify you of the reasons for its ineligibility. The notice will include contact information for
the Employee Benefits Security Admimegion at its toll free number (866-444-3272).

If the request is not complete, the Plan Administrator's notice will describe the information
needed to complete it. You will have 48 hourainotil the last day of the 4-month filing period,
whichever is later, to sulbhthe additional information.

If your request is eligible for the external revipwocess, the HRA Plan will assign it to an IRO.
The IRO is responsible for notifying you, in writinlpat the request for external review has been
accepted. The notice will include a statement that you may submit in writing, within 10 business
days, additional information the IRO must consider when conducting the review. The IRO will
share this information with the HRA Plan. efHRA Plan may consider this information and
decide to reverse its denial of the claim. If demial is reversed, the exnal review process will

end.

If the HRA Plan does not reverse the denial, IfR@ will make its decision on the basis of its
review of all the information in the records well as additional information where appropriate
and available, such as the following:

Q) Your medical records, or the medical records of your Spouse or your Dependent, as
applicable;

(2) The attending health care professional’'s recommendation;

3) Reports from appropriate health care pesionals and other documents submitted by
you, the HRA Plan or issuer, or the treating provider;

4) The terms of the HRA Plan;
(5) Appropriate practice guidelines;
(6) Any applicable clinical review criterideveloped and used by the HRA Plan; and

(7 The opinion of the IRO'’s clinical reviewer.

9 04/12



The IRO must provide written notice to you and theAHRan of its final decision within 45 days
after the IRO receives the request for the makreview. The IRO’s decision notice must
contain the following:

(1) A general description of the reason for theternal review, including information
sufficient to identify the claim;

(2) The date the IRO received the assignment to conduct the review and the date of the IRO’s
decision;

3) References to the evidence or documentation the IRO considered in reaching its decision;
(4) Discussion of the principal reason(s) for the IRO’s decision;

(5) A statement that the determination is bindjagcept to the extent other remedies may be
available under State or Federal law);

(6) A statement that judicial review may be available to you; and

(7) Contact information for any applicable offioé health insurance consumer assistance or
ombudsman established under the Patientieletion and Affordable Care Act.

In addition, if you reside in a county whet®% or more of the population does not speak
English, the notice must be set forth in the applicable non-English language.

(m)  When will I be notified of the decision on my external appeal ?

The 1SO must notify you and the Claims Administrator of its decision on your external appeal
within 45 days after its receipt of your requestdaternal review. The ISO’s decision is binding

upon the parties unless other State or Federal law remedies are available. Such remedies may or
may not exist. Therefore, unless another legal right exists under your claim, use of the external
review process may terminate your right to bring a lawsuit on your claim.

I-14. Who is the Plan Administrator?
The Employer is the Plan Administrator and the named fiduciary for the HRA Plan.

PART Il. Administrative Information

The City of Abilene appoints Freedom Claimsatd as the Claims Administrator with respect to
claims for benefits under this HRA Plan. Freedomr@sais hereby delegated full discretionary authority
to make all determinations regarding the admirtisinaand payment of such benefit claims. The Plan
Administrator’s failure to enforce any provision of tHRA Plan shall not affect its right to later enforce
that provision or any other provision of the HRA Plan. The Plan Administrator may delegate some of its
administrative duties to agents.
Name ofHRA Plan: City of Abilene Health Reimbursement Arrangement Plan
Plan Sponsoring: City of Abilene, Kansas
Plan Administrator: City of Abilene, Kansas

Contact Person: Penny Soukup
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Plan Administrator’'s Telephone Number: (785) 263-2550

Plan Administrator's Employer Identification Number (EIN): 48-6017973
Plan Number: 512

Plan Year: March 1 through February 28

Agent for Service of Process: Service may be mada the Plan Administrator at the address listed
above.

Type of Plan: The HRA Plan is intended to qualify asemployer-provided medical reimbursement plan
under Code 88 105 and 106 and the regulations isthez@under, and as a health reimbursement
arrangement as defined under IRS Notice 2002-45.

Type of Administration: The Plan Administrator pays applicable Benefits from the general assets of the
Employer.

Funding: The HRA Plan is paid for by the Employer out of the Employer’s general assets. There is no
trust or other fund from which Benefits are paid.

PART lll. HIPAA Privacy Rights

Use and Disclosure of Protected Health Information

Except for certain permitted uses and disclesurthe Privacy Rule issued by the federal
government prohibits the HRA Plan from using or disig certain health information about you that is
created or received by the HRA Plan without youittem authorization (see the definition of “Protected
Health Information” in Part 1V). For addition information about your privacy rights, please either refer to
the HRA Plan’s Privacy Notice or contact the HRA Plan’s Privacy Officer: Penny Soukup Human
Resources Director/City Clerk at P.O. Box 519lée, Kansas 67410 or by phone at (785) 263-2550.

If you wish to authorize the HRA Plan to use or disclose your PHI in a manner that is not
otherwise permitted, you must submit a signed and completed authorization form to the HRA Plan. You
may request a copy of the authorization form from Human Resources.

Permitted Uses and Disclosures

The HRA Plan is permitted under the Privacy Rule to use or disclose your PHI without your
authorization only for the purposes related to:

@) Health care treatment;
(b) Payment of health care;
(©) Health care operations; and

(d) Other specifically permitted exceptions,clsuas disclosures to assist disaster relief,
disclosures to lessen serious health or safebats, or disclosures to business associates.

For a complete list of permitted exceptions, ple@ser to the HRA Plan’s Privacy Notice or
contact the HRA Plan’s Privacy Officer.

11 04/12



Disclosures of the Employer

After the Employer has certified to the HRA Plaat it is in compliance with the Privacy Rule,
the HRA Plan may disclose PHI to the Employer withgar authorization to the extent that the PHI is
necessary for the Employer to perform HRA Plaministration functions. The HRA Plan may not
disclose any more PHI to the Employer thenédseassary for the Employer to fulfill its administrative
functions, and the HRA Plan may not disclose RiHthe Employer for purposes of any employment-
related actions or in connection with anji@temployee benefit provided by the Employer.

To the extent that your PHI is disclosed to the Employer, the Employer will:

(@)

(b)

(€)

(d)

(€)

()
(9

(h)

(i)

()

Not use or further disclose PHI other than as permitted or required by the Privacy Officer
of the HRA Plan document or as required by law;

Ensure that any agents to whom tEmployer provides PHI (or certain Electronic
Protected Health Information (e-PHI)) reosil from the HRA Plan agree to the same
restrictions and conditions that apply to the Employer with respect to PHI;

Not use or disclose PHI for employment-related actions and decisions unless authorized
by you;

Not use or disclose PHI in connection with any other benefit provided by the Employer
unless authorized by you;

Promptly report to the HRA Plan’s Privacy Officer any misuse or improper disclosure of
PHI it learns about;

Make PHI available to you in accordancihithe requirements of the Privacy Rule;

Make PHI available to you for amendmemd incorporate any amendments to PHI in
accordance with the requirements of the Privacy Rule;

Make available to you the information remai to provide an accounting of disclosures in
accordance with the requirements of the Privacy Rule;

Make internal practices, books, and recamlating to the Employer’s use and disclosure
of PHI available to the Secretary of Health and Human Services for the purpose of
determining the HRA Plan’s agpliance with HIPAA; and

If feasible, return or destroy all PHI reced from the HRA Plan that the Employer still
maintains in any form, and retain no copies of the PHI, when the PHI is no longer needed
for the purpose for which the disclosure wasdendor if return or destruction is not
feasible, limit further uses and disclosurestiiose purposes that make the return or
destruction infeasible).

The Employer may only disclose your PHI (or certain e-PHI) to the following Employees and
may only do so to the extent that the Employees perform HRA Plan administration functions:

(@)

PrivacyOfficer;
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(b)
(€)
(d)

Employees in the Employer's Human Resources Department;
Employees in the Employer’s Office of General Counsel; and

Any other class of Employees designated in writing by the Privacy Officer.

If an Employee does not comply with the requiemts of the Privacy Rule, then the Employer
may apply appropriate sanctions to the Employeederaio ensure compliance with the Privacy Rule. If
you become aware of any inappropriate use or imprdelosure of PHI, contact the Privacy Officer

immediately.

PART IV. Definitions

In this SPD, the following terms, when cap#ed, shall have the following meanings unless a
different meaning is clearly required by the context.

(@)

(b)

(€)

(d)

(e)

(f)
(9)

(h)

(i)

Benefits. The reimbursement benefits for Medical Care Expenses described in the HRA
Plan.

City CommissionersThe City Commission of the Employer, or such other person or
Commissioners as may be appointed by the Employer to supervise the administration of
the HRA Plan or decide appeals.

Claims AdministratorFreedom Claims.

COBRA. The Consolidated Omnibus Buddreconciliation Act of 1985, as amended.
Code. The Internal Revenue Code of 1986, as amended.

CompensationThe wages or salary paid to an Employee by the Employer.

DependentA dependent is a Participant’s chidd defined in Code 8§ 152(f)(1) who has

not attained age 26, or a dependent as d@im&€ode § 105(b); provided, however, that

any child to whom Code §152(e) applies shalltreated as a dependent of both parents.
Note that the Code 8105(b) definition is simila the Code 8§ 152 definition that is used

to determine your tax dependents, except that an individual's status as a Dependent is
determined without regard to the gross meolimitation for a “qualifying relative” and
certain other provisions of Code 8§152.€eTiCode § 105(b) definition also allows
dependent children up to age @6be covered. The HRA Plan will provide Benefits in
accordance with the applicablequirements of any qualified medical child support order,
even if the child does not meet the definition of Dependent.

Electronic Protected Health Information or e-PHHas the meaning described in 45
C.F.R. 8 160.103 and generally includes Pretk¢iealth Information that is transmitted
by electronic media or maintained in etectic media. Unless otherwise specifically
noted, Electronic  Protected Health Information  shall not include
enrollment/disenrollment information and sunmgnhealth information (such as terms are
defined in HIPAA).

Eligible Employee An Employee who meets the eligibility requirements of the HRA
Plan.
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0) Employee An Employee of the Employer who receives Compensation from the
Employer. The term shall not include (1) any individual employed by the Employer at a
location outside the United States; (2) adapendent contractor; and (3) self-employed
individuals.

(K) Employer The City of Abilene, Kansas.

)] HRA AccountThe recordkeeping account established in your name by the Employer on
the basis of which your eligible Medical @aExpenses will bpaid or reimbursed.

(m)  HRA Plan The City of Abilene Health Reimbursent Arrangement Plan, as amended or
restated from time to time.

(n) Medical Care ExpenseSee Section I-6 for a description of Medical Care Expenses.

(0) Medical Plan. The group health plan providing fa medical benefits which is
sponsored and maintained by the Employer.

(p) Participant. An Eligible Employee who becomesParticipant in the HRA Plan.

(e)) Plan Administrator The Employer.

(N Protected Health Information or PHIThis generally includes all information, whether
written or oral, in connection with the HRA&PI that (1) is created or received by the
HRA Plan; (2) relates to your past, present, or future physical or mental health, the
provision of health care to you, or the past, present, or future payment for the provision of
health care; and (3) identifies you or could be used to identify you.

(s) Plan Year The 12-month period ending on February 28.

® Spouse. An individual who is legally married to a Participant as determined under
applicable state law (and who is treated as a spouse under the Code).

PART V. Miscellaneous

Effect of the HRA Plan on Your Employment Rights

The HRA Plan is not to be construed as giving you any rights against the HRA Plan except those
expressly described in this SPD. The HRA Plan is not a contract of employment between you and the
Employer.

Prohibition Against Assignment of Benefits

No Benefits payable at any time under the HRA Rlaaill be subject in any manner to alienation,
sale, transfer, assignment, pledge, attachment, or encumbrance of any kind.

Overpayments or Errors
If it is later determined that you and/or y&pouse or Dependent(s) received an overpayment or

a payment was made in error, you will be required to refund the overpaynerroeous reimbursement
to the HRA Plan.
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If you do not refund the overpayment or erraune payment, the HRA Plan and the Employer
reserve the right to offset future reimbursement etputiie overpayment or erroneous payment or, if that
is not feasible, to withhold such funds from your pay.
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CITY OF ABILENE
HEALTH REIMBURSEMENT ARRANGEMENT PLAN
ENROLLMENT FORM

PART I: EMPLOYEE INFORMATION (Please print)

Employee Name; Social Security Number;

Daytime Phone Number:

PART II: CoverReD DEPENDENTS. Please enter the name of your spouse and any dependentsuhaill cover under thiplan. Dependent children
up to age 26 may be covered under this Plan.

Name of Covered Individuals Relationship of Family Member Date of Birth of Family Member
Example: Jane Spouse 03-18-67
1.
2.
3.
4,

PART Ill: CERTIFICATION

| certify that the above listed individuals under Part Il arespguse and/or dependents and are eligible to be coveredthmdran.

EmployeeSignature; Date:

Please return Enroliment Form to:

City of Abilene
P.O. Box 519
Abilene, Kansas 67410

For internal use only: Approval:
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CiTY OF ABILENE
HEALTH REIMBURSEMENT ARRANGEMENT PLAN
REIMBURSEMENT CLAIMS FORM

PART I: EMPLOYEE INFORMATION (Please print)

Employee Name: Employee I.D.:
Social Security Number: Daytime Phone Number:
PART Il: HEALTH CARE EXPENSES
Name & Date of
Relationship of ; Description Documentation**
Name of Provider Family Member for ?:'gr?“?f g::\?igé of (Please circle the type of Aggggtoé)?ztr;gfe'
Whom Service was y Expense* documentation attached) P
. Member
Provided
Example: Dr. Fisher Bert / Son 03-18-90 04-11-1N§§;?§“eﬁ?' Itemized Receipt $ 10.00
1. EOB Itemized $
Receipt
2. EOB Itemized $
Receipt
3. EOB Itemized $
Receipt
4. EOB Itemized $
Receipt
TOTAL REIMBURSEMENT $
* Please describe the expense, e.g., mediephgment, Rx co-payment, co-insurance, etc.
** An “EOB” refers to an “explanation of benefits” which is provided by youriearthe requirements for an itemized receim described below.
An jtemized receipt must document the following information:
1. Date of service performed 3. Service provider's name 5. To whom service was provided

2. Type of service received 4. Seryicevider's address 6. Actual cost to you

Definition of Dependent:
The Deductible Reimbursemeflan only permits the reimbursement of qualifieedical expenses for the participant, spouse fasther
“dependents.” Under the Internal Revenue Codefdliowing individuals may be your “dependents”:

1. An adult child under the age of 26.

2. A grandchild, (step-)brother/sisteniece or nephew (a) who lives with you foore than ¥ the taxable year, (b) who is uradgr 19 (or a
student under age 24)(or permanently andlyodésabled (with no age limit)), and)(@ho has not provided over Y2 his/her own support.

3. The individuals listed in (2) above plusgaandparent, (step-)mother/father, aunt/unsidaw (a) whose gross income is lghsn the
exemption amount in Internal Revenue Cd@kxtion 151(d) (beginning in 2009, this $8,650 (before phaseout), (b) for whom the
taxpayer provides more than ¥ the support,(@hdho does not fit the definition in (2) above.

PART Ill: CERTIFICATION

| certify that the expenses on this Claims Form are accurate and true. | further certify that these expenses are foo\eeptaanmder the Truck
Parts & Equipment, Inc. Medical Plan, thepenses are eligible expenses which hastebeen previously reimbursed under thisuwy other benefi
plan, and these expenses will not be claimed as an income tax deduction.

EmployeeSignature; Date:

Please return Claims Form to:

City of Abilene
P.O. Box 519
Abilene, Kansas 67410

You should retain a copy of the claim and attachsémtyour records prior to submitting your claim.

For internal use only: Approval:

HRA 04/12



MINUTES / RESOLUTIONS



RESOLUTION NO.

A RESOLUTION OF THE CITY OF ABILENE, KANSAS, AUTHORIZING THE
AMENDMENT AND ADOPTION OF CERTAIN WELFARE BENEFIT PLAN
DOCUMENTS; AND AUTHORIZING THE EXECUTION OF ALL SUCH
DOCUMENTS NECESSARY TO IMPLEMENT SUCH PLANS.

WHEREAS, the Mayor of the City of Abilene, Kansas (the “City”) has recommended that the City of
Abilene Cafeteria Plan be amended by replacement pages, effective April 1, 2004, to provide for the addition
of new welfare benefit plans.

WHEREAS, the Mayor of the City of Abilene, Kansas has recommended that the following Plans
be adopted, effective April 1, 2004:

City of Abilene Health Flexible Spending Account Plan; and
City of Abilene Dependent Care Assistance Plan.

WHEREAS, the Mayor of the City of Abilene, Kansas has recommended that the City of Abilene
Health Flexible Spending Account be amended in accordance with the Health Insurance Portability and
Accountability Act of 1996, as amended, to permit such plan to share “protected health information” with
“authorized employees” for “plan administration functions”;

WHEREAS, the Mayor deems it to be in the best interests of the City to further approve the same;

NOW THEREFORE, BE IT RESOLVED BY THE GOVERNING BODY OF THE CITY OF
ABILENE, KANSAS:

Section 1. The City Manager of the City of Abilene, Kansas is authorized and directed to execute
and deliver the City of Abilene Cafeteria Plan, as amended by replacement pages, which is to be effective
as of April 1, 2004. The amendments to the City of Abilene Cafeteria Plan shall be, and hereby are,
adopted, and the amended Articles I, III and I'V dated “04/03" shall be substituted for Articles II, IIl and IV
of the current document, a copy of the amended Articles shall be attached to and made a part of this
Resolution, and a copy of the Articles being replaced shall be retained as part of the permanent records of the
City.

Section 2. The City Manager of the City of Abilene, Kansas is authorized and directed to execute
and deliver the Plans listed above as adopted, each of which Plans is to be effective as of April 1, 2004.

Section 3. The City Manager of the City of Abilene, Kansas is authorized and directed to execute and
deliver the HIPA A medical privacy amendments to the City of Abilene Health Flexible Spending Account,
which is to be effective as of April 14, 2004. A copy of the Amendments shall be attached to and made a part
of this Resolution.

Section 4. The City shall, and the officers, agents and employees of the City are hereby authorized
and directed to, take such action and execute such other documents, certificates and instruments as may be
necessary or desirable to carry out and comply with the provisions of this Resolution.

Section 5. This Resolution shall take effect and be in full force from and after its approval by the
governing body of the City.



RESOLUTION NO.

A RESOLUTION OF THE CITY OF ABILENE, KANSAS, AUTHORIZING THE
AMENDMENT OF CERTAIN WELFARE BENEFIT PLAN DOCUMENTS; AND
AUTHORIZING THE EXECUTION OF ALL SUCH DOCUMENTS NECESSARY TO
IMPLEMENT SUCH AMENDMENTS.

WHEREAS, the Mayor of the City of Abilene, Kansas (the “City”) has recommended that the City of
Abilene Cafeteria Plan, the City of Abilene Medical Plan and the City of Abilene Health Flexible Spending
Account Plan be amended by replacement pages, effective March 1, 2005, in order to comply with the final
Department of Labor COBRA regulations;

WHEREAS, the Mayor deems it to be in the best interests of the City to further approve the same;

NOW THEREFORE, BE IT RESOLVED BY THE GOVERNING BODY OF THE CITY OF
ABILENE, KANSAS:

Section 1. The City Manager of the City of Abilene, Kansas is authorized and directed to execute
and deliver the City of Abilene Cafeteria Plan the City of Abilene Medical Plan and the City of Abilene
Health Flexible Spending Account Plan, as amended by replacement pages, which is to be effective as of
March 1, 2005. The amendments shall be, and hereby are, adopted, and the existing pages 2.1 and 2.2 of the
Cafeteria Plan, existing pages 1 through 4 of the Medical Plan and the existing pages 4.1 and 4.2 of the Health
Flexible Spending Account Plan shall be replaced with the new pages 2.1 through 2.3 of the Cafeteria Plan,
the new pages 1 through 6 of the Medical Plan and the new pages 4.1 through 4.3 of the Health Flexible
Spending Account Plan, a copy of the new pages shall be attached to and made a part of this Resolution, and
a copy of the pages being replaced shall be retained as part of the permanent records.

Section 2. The City shall, and the officers, agents and employees of the City are hereby authorized
and directed to, take such action and execute such other documents, certificates and instruments as may be
necessary or desirable to carry out and comply with the provisions of this Resolution.

Section 3. This Resolution shall take effect and be in full force from and after its approval by the
governing body of the City.

PASSED, APPROVED AND RESOLVED by the governing body of the City of Abilene,
Kansas, this day of ,2005.

CITY OF ABILENE, KANSAS

By:
[Seal] Lynn Peterson, Mayor

ATTEST:

Penny L. Soukup, City Clerk



RESOLUTION NO.

A RESOLUTION OF THE CITY OF ABILENE, KANSAS, AUTHORIZING THE
AMENDMENT OF CERTAIN WELFARE BENEFIT PLAN DOCUMENTS; AND
AUTHORIZING THE EXECUTION OF ALL SUCH DOCUMENTS NECESSARY TO
IMPLEMENT SUCH AMENDMENTS.

WHEREAS, the Mayor of the City of Abilene, Kansas (the “City”’) has recommended that the City of
Abilene Medical Plan be amended by replacement pages, effective March 1, 2007, in order to provide for a
change in the insurance company for the Prescription Drug Coverage.

WHEREAS, the Mayor deems it to be in the best interests of the City to further approve the same;

NOW THEREFORE, BE IT RESOLVED BY THE GOVERNING BODY OF THE CITY OF
ABILENE, KANSAS:

Section 1. The City Manager of the City of Abilene, Kansas is authorized and directed to execute and
deliver the City of Abilene Medical Plan, as amended by replacement pages, which is to be effective as of
March 1, 2007. The amendments shall be, and hereby are, adopted, and the existing pages 5 and 6 of the
Medical Plan shall be replaced with the new pages 5 and 6 of the Medical Plan, a copy of the new pages shall
be attached to and made a part of this Resolution, and a copy of the pages being replaced shall be retained as
part of the permanent records.

Section 2. The City shall, and the officers, agents and employees of the City are hereby authorized and
directed to, take such action and execute such other documents, certificates and instruments as may be necessary
or desirable to carry out and comply with the provisions of this Resolution.

Section 3. This Resolution shall take effect and be in full force from and after its approval by the
governing body of the City.

PASSED, APPROVED AND RESOLVED by the governing body of the City of Abilene,
Kansas, this day of ,2007.

CITY OF ABILENE, KANSAS

By:
[Seal] Judy Leyerzapf, Mayor

ATTEST:

Penny L. Soukup, City Clerk



RESOLUTION NO, 052609

A RESOLUTION OF THE CITY OF ABILENE, KANSAS, AUTHORIZING THE
AMENDMENT OF CERTAIN WELFARE BENEFIT PLAN DOCUMENTS; AND

AUTHORIZING THE EXECUTION OF ALL SUCH DOCUMENTS NECESSARY TO
IMPLEMENT SUCH AMENDMENTS.

WHEREAS, the Mayor of the City of Abilene, Kansas (the “City™) has recommended that the City of
Abilene Employee Growp Vision Plan be adopted and approved, effective March |, 2004,

WHEREAS, the Mayor deems it 1o be in the best interests of the City to further approve the same;

NOW THEREFORE, BE IT RESOLVED BY THE GOVERNING BODY OF THE CITY OF
ABILENE, KANSAS:

Section |. The City Manager of the City of Abilene, Kansas is authorized and directed to execute and
deliver the City of Abilene Cafeterin Plan, az amended by replacermnent pages, which is 10 be effective as of
March 1, 2009, The amendments 1o the City of Abilene Cafeteria Plan shall be, and hereby are, adopled, and
the amended pages 2,1 and 2.2 dated “05/09" shall be substituted for pages 2.1 and 2.2 of the current document,

a copy of the amended pages shall be attached 1o and made a part of this Resolution, and a copy of the pages
being replaced shall b¢ retained as part of the permanent records of the Ciby.

Section 2. The City Manager of the City of Abilene, Kansas is authorized and directed 10 execule and
deliver the City of Abilene Employee Group Vision Plan effective as of March §, 2009,

Section 3. The Clity shall, and the officers, agents and emplovees of the City are hereby authorused and
directed to, take such action and execute such other documents, certificates and instruments as may be necessary
orf desirable 1o carry out and comply with the provisions of this Resolution,

Sgction 4. This Resolution zhall take effect and be in full force from and afier 113 approval by the
governing body of the City,

PASSED, APFROVED AND RESOLVED by the governing body of the City of Abilene,

Kansas, this _26th day of _ May _ 200,
" CITY OF ABILENE, KANSAS
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RESOLUTION NO. 080910-2

A RESOLUTION OF THE CITY OF ABILENE, KANSAS, AUTHORIZING THE AMENDMENT OF
CERTAIN WELFARE BENEFIT PLAN DOCUMENTS; AND AUTHORIZING THE EXECUTION
OF ALL SUCH DOCUMENTS NECESSARY TO IMPLEMENT SUCH AMENDMENTS.

WHEREAS, the Mayor of the City of Abilene, Kansas (the “City”) has recommended that the amendment to
the City of Abilene Cafeteria Plan, be amended, effective April 1, 2009, to reflect two new HIPAA special envoliment
rights under the Children's Health Insurance Program Reauthorization Act of 2009.

WHEREAS, the Mayor of the City of Abllene, Kansas (the “City’) has recommended that the City of Abilene
Employee Prescription Drug Plan, City of Abilene Employee Group Medical Plan, City of Abilene AFLAC After-
Tax Plan and the City of Abilene AFLAC Pre-Tax Plan be amended and restated, effective March 1, 2010.

WHEREAS, the Mayor deems it to be in the best interests of the City to further approve the same;
NOW THEREFORE, BE IT RESOLVED BY THE GOVERNING BODY OF THE CITY OF ABILENE, KANSAS:

Section 1. The City ClerkHuman Resource Manager of the City of Abilene, Kansas is authorized and directed
to execute and deliver the City of Abilene Cafeteria Plan, as amended by replacerment pages, which is to be effective
as of March 1, 2010. The amendments to the City of Abilene Cafeteria Plan shall be, and hereby are, adopted, and
the amended pages 2.1-2.3 and 4.34.8 dated “07/10" shall be substituted for pages 2.1-2.3 and 4.34.7 of the curent
document, the amendments to the City of Abilene Health Flexible Spending Account Plan shall be, and hereby are,
adopted, and the amended Artides V-Vl dated “07/10" shall be substituted for Artices V-1 of the curent document,
copes of the amended pages shall be attached to and made a part of this Resolution, and copies of the pages being
replaced shall be retained as part of the permanent records of the City.

Section 2. The City ClerkHuman Resource Manager of the City of Abikene, Kansas is authorized and directed
to execute and deliver the City of Abilene Employee Presaription Drug Plan, the City of Abllene Employee Group
Medical Plan, the City of Abilene AFLAC Pre-Tax Plan, and the City of Abllene AFLAC After-Tax Plan effecive as of
March 1, 2010.

Section 3. The City shall, and the officers, agents and employees of the City are hereby authorized and directed
to, take such action and execute such other documents, certificates and instruments as may be necessary or desirable
to cany out and comply with the provisions of this Resolution.

Section 4. This Resolution shall take effect and be in full force from and after its approval by the goveming body
ofthe City.

PASSED, APPROVED AND RESOLVED by the goveming body of the City of Abilene,

Kansas, mis\g"“b\ g%% 2010,
s\\:z& e, CITY OF ABILENE, KANSAS
W 5
Diane Miller, Mayor

me




RESOLUTION NO. 050911-2

A RESOLUTION OF THE CITY OF ABILENE, KANSAS, AUTHORIZING THE
AMENDMENT OF CERTAIN WELFARE BENEFIT PLAN DOCUMENTS; AND
AUTHORIZING THE EXECUTION OF ALL SUCH DOCUMENTS
NECESSARY TO IMPLEMENT SUCH AMENDMENTS.

WHEREAS, the Mayor of the City of Abilene, Kansas (the “City”) has recommended that the
City of Abilene Health Flexible Spending Account Plan, be amended, effective January 1, 2011, to
reflect that there is a change in reimbursement for over-the-counter drugs and medicine (other than
insulin) pursuant to the Patient Protection and Affordable Care Act of 2010;

WHEREAS, the Mayor deems it to be in the best interests of the City to further approve the
same;

NOW THEREFORE, BE IT RESOLVED BY THE GOVERNING BODY OF THE CITY
OF ABILENE, KANSAS:

Section 1. The City Clerk of the City of Abilene, Kansas is authorized and directed to execute
and deliver the City of Abilene Health Flexible Spending Account Plan, as amended by replacement
pages, which is to be effective as of January 1, 2011. The amendments to the City of Abilene Health
Flexible Spending Account Plan shall be, and hereby are, adopted, and the amended pages 2.1, 2.2, 5.1
and 5.5 dated “04/11” shall be substituted for pages 2.1, 2.2, 5.1 and 5.5 of the current document, copies
of the amended pages shall be attached to and made a part of this Resolution, and copies of the pages
being replaced shall be retained as part of the permanent records of the City.

Section 2. The City shall, and the officers, agents and employees of the City are hereby
authorized and directed to, take such action and execute such other documents, certificates and
instruments as may be necessary or desirable to carry out and comply with the provisions of this

Resolution.

Section 3. This Resolution shall take effect and be in full force from and after its approval by the
governing body of the City.

PASSED, APPROVED AND RESOLVED by the governing body of the City of Abilene,

Lynn eterson, Mayor

Kari\s\i\sé \T Y'%Ep’//,, day of _ May ,2011.
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Penny L. So@p, City Clerk !
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RESOLUTION NO.

A RESOLUTION OF THE CITY OF ABILENE, KANSAS, AUTHORIZING THE
AMENDMENT OF CERTAIN WELFARE BENEFIT PLAN DOCUMENTS; AND
AUTHORIZING THE EXECUTION OF ALL SUCH DOCUMENTS
NECESSARY TO IMPLEMENT SUCH AMENDMENTS.

WHEREAS, the Mayor of the City of Abilene, Kansas (the “City”) has recommended that the
City of Abilene Health Reimbursement Arrangement Planpe adopted and approved, effective March
1, 2012.

WHEREAS, the Mayor of the City has recommended thatGQhg of Abilene Employee Group
Vision Plan, be amended, effective March2012, to reflect the addition of Vision Care Direct as one of
the insurance providers for this Employee Group Vision Plan;

WHEREAS, the Mayor of the City has recommended thatQg of Abilene Employee Group
Medical Plan, be amended, effective March 2012, to provide for a change in claims administrator for
the Medical Plan from Corporate Plan Managemerfreedom Claims Management and to reflect the
change from being self-funded and administered hyeBCross Blue Shield to being fully-insured
through Preferred Health Systems;

WHEREAS, the Mayor of the City has recommended that @iy of Abilene Prescription
Drug Plan, be amended, effective March 2012, to reflect the change in claims administrator from
Medtrak Pharmacy Services to Serve You; and

WHEREAS, the Mayor deems it to be in the best iatds of the City to further approve the
same.

NOW THEREFORE, BE IT RESOLVED BY THE GOVERNING BODY OF THE CITY
OF ABILENE, KANSAS:

Sectionl. The City Clerk of the City of Abilene, Kaas is authorized and directed to execute
and deliver theCity of Abilene Employee Group Medical Plan as amended by replacement pages,
which is to be effective as of Mzh 1, 2012. The amendments to @ity of Abilene Employee Group
Medical Plan shall be, and hereby are, adopted, and the ardegatges 1.1, 2.4, 3.1, 4.1, 5.1, 6.1, 7.1,
and 8.1 dated “04/12” shall tsbstituted for pages 1.1212.4, 3.1, 4.15.1-5.6, 6.1, 7.1-7.12, and 8.1
of the current document, tl@ity of Abilene Employee Group Vision Plan as amended by replacement
pages, which is to be effective asMérch 1, 2012. The amendments to @ity of Abilene Employee
Group Vision Plan shall be, and hereby are, adopted, andcathended pages 2.1, 3.4, 4.1, 6.1, and 7.1
dated “04/12" shall be substituted for pages 2.1,84,6.1, and 7.1 of the current document,Ghig of
Abilene Prescription Drug Plan, as amended by replacement pages, misi¢co be effective as of March
1, 2012. The amendments to t@édy of Abilene Prescription Drug Plan shall be, and hereby are,
adopted, and the amended pages 2.4, 3.1, 4.1, 5.8:5,6.10, and 8.1 datéd4/12” shall be substituted
for pages 2.4, 3.1, 4.1, 5.1-5.6, 6.1, 7.10, addo8the current document, copies of the amended pages
shall be attached to and made a part of this Resolution, and copies of the pages being replaced shall be
retained as part of the pearment records of the City.

Section 2 The City Clerk of the City of Abilene, Kaas is authorized and directed to execute
and deliver the City of Abilene Health Reimbursem@&mtingement Plan effective as of March 1, 2012.

04/12



Section3. The City shall, and the officers, agents and employees of the City are hereby
authorized and directed to, take such actioml @&xecute such other documents, certificates and
instruments as may be necessary or desirable my cait and comply with the provisions of this
Resolution.

Sectiond. This Resolution shall take effect and bdul force from and after its approval by the
governing body of the City.

PASSED, APPROVED AND RESOLVED, by the governing body of the City of Abilene,
Kansas, this day of , 2012.

CITYOF ABILENE, KANSAS

By:
[Seal] Lynn Peterson, Mayor

ATTEST:

Penny L. Soukup, City Clerk

04/12



BENEFIT ELECTION FORMS



CITY OF ABILENE , KANSAS
WELFARE BENEFIT PLANS
BENEFIT ELECTION AND SALARY REDUCTION FORM

Employee Name: Social Security Number

Benefit Election— Select One of the Options Below

| want to receive the benefits available through the City of Abilene Cafeteria Plan. By figning
below, | authorize City of Abilene to reduce myasglby the amount necessary to pay my share of thefgost
for the following benefits in which | havenrolled myself and/or my beneficiaries:

O Medical Coverage O Personal Intensive Care Plan

O Personal Accident Plan O Personal Recovery Plus Plan

O Health FSA - $ / ye@B,000 maximum) O Cancer Insurance Plan

O Dependent Care Account - $ / Y&8000 maximum; $2,500 if married but filing a separate ret(fin)
O Vision Coverage (VSP) O Prescription Drug Coverage

O Vision Coverage (Vision Care Direct)

(Check the coverage(s) in which you have enrolled yourself and/or your beneficiaries)

| decline to participate in the City of Abil&Pefeteria Plan. | understand that, as a result ofjghis
decision, | will not receive any of the benefits available through the Cafeteria Plan.

Important Information

(1) By signing below, you are making a binding electtoncerning your benefits. You may not change your
election until the next enrollment period unless you erpes a qualifying “election change event” as defined
in the provisions of the City of Abilene Cafeteria Plan.

(2) A special rule applies to the dollar amounts elected for the Health FSA. If you experience a qualifying “election
change event” in the middle of a plan year, you mayecgasr participation in the Health FSA or, if you are
not already participating, you may begin to parti@pa¥ou may not, however, change the dollar amount of
your election from one dollar amount to another dollar amount in the middle of a plan year.

) Your election will not remain in effect for subsequglain years. You must complete a new salary reduction
form for each plan year. The dollar amounts elected for the Health FSA and Dependent Care Amount will
automatically be reset to zero for subsequent pansyunless you make a new election for a subsequent plan

year.
4) The dollar amounts, if any, remaining in your He&88A and/or Dependent Care Account at the end of the
plan year will be forfeited, as requitby IRS regulations. This is commoméferred to as a “use it or lose it”
rule.
(5) By choosing to receive the benefits available thrdahglCity of Abilene Cafeteria Plan, you are authorizing

the City of Abilene to reduce your salary by the ammetessary to pay your share of the cost for those
benefits. By doing this you will reduce your thl& compensation. As a result, depending on your
compensation level, you may pay less Social Security tax and this may have some effect on the amount of your
Social Security retirement benefits.

The above information is a summary of the provisions of th City of Abilene Cafeteria Plan. In the event of a
conflict between this summary and the provisions of th€afeteria Plan, the provisions of the Plan will control.

| have read and understand the above information. have chosen the Benefit Election that is marke
on this form.

Signature Date

v.1l.1 City of Abilene Salary Reduction Form 04/12



CITY OF ABILENE CAFETERIA PLAN
REQUEST TO CHANGE PRE-TAX ELECTIONS

Employee Name: Social Security Number:

INSTRUCTIONS. Please read the following instructions carefully.

In order to change your election(s) under the City of Abilene Employee Group Cafeteria Plan, you must do the following:

(1
2
3)

Fill out and return a new Benefit Election and Salary Reduction Agreement
Tell us why you would like to make a new election or change your current election(s) (using this form)
Tell us when the event that may allow you to change your election took place (or will take place) (using this form)

After you have provided us with the above information, we will review your request. In determining whether we should accept or deny your
request, we must follow IRS rules and the rules set forth in the City of Abilene Employee Group Cafeteria Plan. This means, among other
requirements, that your request to change your election(s) must be consistent with and on account of the “event(s)” that you have marked
below. In addition, you must submit your request within 30 days from the date of the event(s) (or 60 days if the election change eventisa
HIPAA special enrollment right related to digibility for a State premium assistance subsidy or related to a loss of eligibility for Medicaid
or SCHIP).

If your request to change your election(s) is approved, it will become effective as follows:

)

2

HIPAA Special Enrollment for New Dependent. If your request relates to enrolling a dependent that you have acquired by birth or
adoption in the City of Abilene Employee Group Medical Plan, your request will take effect on the date of birth or adoption, even if you
submit your request after the event (provided you do so within 30 days from the date of the event).

Example. You give birth to a child on March 24™. You submit the appropriate paperwork on April 15" to add your newborn to
coverage under the City of Abilene Employee Group Medical Plan. Your new election will be effective retroactively as of March 24"

All Other Changes. If your request relates to any other type of event, your request will not take effect until the first day of the month
coincident with or next following the event, assuming you have completed this form and the Benefit Election and Salary Reduction
Agreement. If you timely turn in your forms after the event and after the first business day of the month, your election will not take
effect until the first day of the next month.

Example. You are married on January 15™ You submit the appropriate paperwork on January 20™ to add your spouse to coverage. The
change will take effect February 1. If, on the other hand, you do not submit the completed paperwork until February 5", your new

election will not take effect until March 1.

REASON YOU WOULD LIKE TO MAKE A CHANGE

HIPAA SPECIAL ENROLLMENT EVENT: (Applies only to medical and dental benefits)

If any of the following events occur, you may change your election under the medical and/or dental benefits in order to add coverage for yourself, your
spouse, and/or your dependents. These are known as “HIPAA special enrollment rights.” Please check the appropriate box below if you have
experienced a HIPAA special enrollment event and you would like to change your coverage (including changing a coverage option) under the medical
and/or dental benefits:

O Loss of coverage under another group health plan 0 New spouse through marriage 0 New dependent through birth or adoption
O Loss of eligibility for Medicaid or a State’s children’s health insurance program (SCHIP)

[0 Become eligible for a State premium assistance subsidy from either Medicaid or SCHIP

(1) CHANGE IN YOUR MARITAL STATUS

O Marriage
o Divorce, legal separation, or annulment (Mmust provide documentation)
o Death of spouse

1 07/10




(2) CHANGE IN NUMBER & ELIGIBILITY OF YOUR DEPENDENT CHILD(REN)

o Birth or adoption of a child (must provide documentation of adoption)
o Change in “dependent” status (e.g., age, marriage, obtain full-time employment, no longer lives with you)
o Death of dependent

(3) CHANGE IN EMPLOYMENT STATUS (if it affects benefits eligibility)

OO0 Oo0oooooooao

Name of dependent:

Beginning of an unpaid leave of absence ...............oooiiiiiiiiiiiii
Returning from unpaid leave of abSence .............c.ooooiiiiiiiiiiiiiiiii
Change in WOTKSI® ........ue e
Salaried to hOUTLY PaY .. ...euee e
Hourly t0 Salaried Pay ......ovveeiti it
Termination of eMPIOYMENt ..........oitiiiii e
Beginning of employment ..........c.o.iiiiiiiiiii e

You Spouse/Dependent

Change from part-time without benefits to part-time with benefits or full-time ................ _
Change from full-time or part-time with benefits to part-time without benefits ............. _ _
Beginning of Family and Medical Leave (“FMLA™) .....ccovviiiiiiiiiiiieieeeeee o N/A
Return from Family and Medical Leave (“FMLA™) ......oooiiiiiiiiiiiee L N/A

(4) CHANGE IN COVERAGE (DOES NOT APPLY TO HEALTH FSA)

o Addition or significant improvement of a benefit package option

o Change in coverage under "another employer plan" (Employer, here, means my spouse's or dependent's employer, or, another
of my employer’s plans, if applicable) andthat other plan permits a change for a reason that can be found on this form

o Open enrollment under "another employer plan" (Employer, here, means my spouse's or dependent's employer, Or, another of
my employer’s plans) and my plan allows me to make an election for a period of coverage that is different from the period of
coverage under the other plan

O  Significant reduction in coverage, but coverage is not lost

oooo

Significant increase in the deductible

Significant increase in the co-pay

Significant increase in the out-of-pocket cost sharing limit

Other reduction, constituting an overall reduction in coverage (specify):

O  Significant reduction in coverage resulting in a complete loss of coverage

Ooo0o0Oogao

O

Elimination of a benefit option

HMO ceasing to be available in the area where I reside
Overall lifetime or annual limitation

Substantial decrease in the medical care providers available under the option

Reduction in the benefits for a specific type of medical condition or treatment with respect to which: I am, my
spouse is, __a dependent is (Name: ) currently in a course of treatment.

Other reason that has resulted in a fundamental loss of coverage (specify):

o Loss of coverage under any group health coverage sponsored by a governmental or educational institution, such as one of the
following (please chegk

Ooo0o0Oogao

State Children's Health Insurance Program (“SCHIP”)

A medical care program of an Indian Tribal government, the Indian Health Service, or a tribal organization
A State health benefits risk pool

A Foreign government group health plan

Other:

2 07/10



(5) CHANGE IN COST OF COVERAGE (DOES NOT APPLY TO HEALTH FSA)

O Significant increasein the cost of my benefit package option
O Significant decreasen the cost of my benefit package option

(6) DEPENDENT CARE ASSISTANCE PLAN (“DCAP”)

Adding a daycare provider or changing daycare providers

Change in hours of dependent care

Coverage under spouse’s or dependent’s DCAP decreases or ceases

Dependent’s enrollment in school has decreased the necessary hours for daycare for (name)
Significant increasein the cost of the dependent care provider (except no change can be made where the cost change is
imposed by a dependent care provider who is a relative)

O Significant decreasén the cost of the dependent care provider (such that you want to make an election)

OoOoooao

(7) OTHER (DOES NOT APPLY TO DCAP ELECTION)
o Change in residence
o Issuance of Judgment, Decree, or Order (relating to medical or dental coverage)
o Entitlement to Medicare or Medicaidis _ lost  gained.

DATE OF EVENT

Please provide the date for each event that you marked above:

Event: Date of Event:

Event: Date of Event:

By signing below, I understand and agree to the following:

»  An election change may be made only if it is permitted under the terms of the Cafeteria Plan and under the terms of Section 125 of the
Internal Revenue Code.

»  The Plan Administrator may require me to provide appropriate documentation for any event(s) I have marked.

» The Plan Administrator must review and approve any change before it is given effect. The Plan Administrator, in his or her sole
discretion, will make election change determinations.

> | have 30 days from the date of the event to turn in my forms; provided, however, that | have 60 days to turn in my forms if the
election change event is a HIPAA special enrollment right related to eligibility for a State premium assistance subsidy or related to a
loss of eligibility for Medicaid or SCHIP (see box on page 1). If the Plan Administrator determines that I have a valid election change
event and the requested change is on account of and consistent with the event, my new election will take effect the first day of the month
coincident with or next following the later of the date of the event or the date of the submission of my completed Request to Change Pre-
Tax Elections form and Benefit Election and Salary Reduction Agreement. If, however, the event is the birth or adoption of my child,
retroactive enrollment in the medical and dental benefits is permitted.

Note In certain instances, such as the loss of dependent eligibility status, enrollment in certain benefits ends immediately, thereby
requiring retroactive termination of coverage. Your dollar election, however, may only be changed prospectively. Thus, if you can
anticipate the occurrence of a valid election change event (e.g., the birthday of a dependent, the upcoming hire date of a dependent for a
full-time job), then you should submit your completed this form and the Benefit Election and Salary Reduction Agreement prior to the
date your salary will be reduced to pay for such coverage.

»  The statements I have made on this form, including the boxes I have checked, are true and accurate.

(Participant'sSignature) (DatSubmitted)
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RETURN COMPLETED FORM TO:

City of Abilene
Employee Benefits Department
P.O. Box 519
Abilene, Kansas 67410
(785) 263-2552

For internal use only:

Decision: 0 Denied 0 Accepted with respect to benefit for
(Benefit) (Name of Individual)

o Denied o Accepted with respect to benefit for

(Benefit) (Name of Individual)

Reason for Denial (if applicable)

Accepted and Agreed to: _ : Effective: / /20
(Plan Administrator's Signature) (Date)
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INITIAL NOTICE OF COBRA RIGHTS

INTRODUCTION

You are receiving this Initial Notice of COBRA Rights (the “Notice”) because you have recently become
covered under th€ity of Abilene Employee Group Medical Planthe City of Abilene Health Flexible
Spending Account Plan, City of Abilene EmployeeGroup Vision Plan, City of Abilene Health
Reimbursement Arrangement Plan,and/or theCity of Abilene Prescription Drug Plan (collectively
known hereinafter as the “Plan”). This Notice @mn$ important information about your right to
COBRA continuation coverage, which is a temporangresion of group health coverage under the Plan
under certain circumstances whaverage would otherwise end.

This Notice generally explains COBRA continuation coverage, when it may become available to you

and your family, and what you need to do to protect the right to receive itThis Notice gives only
summary of your COBRA continuation coverage rights. The Plan provides no greater COBRA rights
than what COBRA requires and nothing in this Notice is intended to expand your rights bgyond
COBRA's requirements. For more information abgatr rights and obligations under the Plan jJand
under federal law, you should reviewettPlan’s Summary Plan Descripti@mr contact the Plgn
Administrator.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus
Budget Reconciliation Act of 1985 COBRA"). COBRA coverage cabecome available to you when

you would otherwise lose your group tieacoverage. It can also become available to other members of
your family who are covered under the Plan when theyld otherwise lose their group health coverage.

The name, address and telephone humbtreoPlan Administrator are as follows:

City of Abilene

P.O. Box 519

Abilene, Kansas 67410
(785) 263-2550

The Plan Administrator has the responsibility fomaistering COBRA continuation coverage, but may
have contracted with a third-party administratorcarry out the day-to-day COBRA administrative
functions on behalf of the Employer. The paresponsible for administering day-to-day COBRA
administrative functions, or that party’s address and telephone number, may change from time to time.
You should consult the Plan Administrator or Sumyrlan Description for the most current address if

the COBRA administrator changes.

COBRA CONTINUATION COVERAGE

COBRA coverage is a continuation of Plan coverapen coverage would otherwise end because of an
event known as a “qualifying event.” Specific qualifyingeets are listed later in this Notice. After a
qualifying event, COBRA coverage stube offered to each person wisoa “qualified beneficiary.”
You, your covered spouse, and your covered dependent childrenbemaiche qualified beneficiaries if
coverage under the Plan is lost because of a qualifying tvemider the Plan, qualified beneficiaries
who elect COBRA coverage must piing cost of COBRA coverage.

! Certain newborns, newly-adopted child@nd alternate recipients und@MCSOs may also be qualified beneficiaries. This
is discussed in more detail separate paragraphs below.
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Employee. If you are an employee, you will become a qualified benefidgfaypu lose your coverage
under the Plan because either one ofdllewing qualifying events takes place:

1) Your hours of employment are reduced so ywat are no longer eligible for coverage; or
(2) Your employment ends for any reasother than your gross misconduct.

Spouse. If you are the spouse of an employee, you will become a qualified beneficjany lose your
coverage under the Plan because any one of the following qualifying events takes place:

(1) Your spouse dies;

(2) Your spouse’s hours of employment are reduced so that you are no longer eligible for
coverage;

(3) Your spouse’s employment ends for any reason other than for gross misconduct;
4) Your spouse becomes entitled to Medicare hen@fnder Part A, Part B, or both); or
(5) You become divorced or legally separated from your spouse.

Dependent Child.Your dependent children wilecome qualified beneficiariésthey will lose coverage
under the Plan because any one of the following qualifying events takes place:

1) The parent-employee dies;

(2) The parent-employee’s hours of employmané reduced so that you are no longer
eligible for coverage;

3) The parent-employee’s employment endsdiay reason other than for gross misconduct;

4) The parent-employee becomes entitled to Medidanefits (under Part A, Part B, or
both);

(5) The parents become divorced or legally separated; or
(6) The child no longer satisfies the definitiof a “dependent child” under the Plan.

Filing a proceeding in bankruptcy under Title 11 of the United States Code can be a qualifying event. If a
proceeding in bankruptcy is filed with respect to Bmployer, and that bankrupgtecesults in the loss of
coverage of any retired employee covered under the Plan, the retired employee is a qualified beneficiary
with respect to the bankruptcy. The retired empddy spouse, surviving spouse, and dependent children
will also become qualified beneficiaries if bankruptcy results in the loss of their coverage under the Plan.

If your spouse cancels coverage for you in anticipatiandi¥orce or legal separaticand a divorce or legal separatilater
occurs, then the divorce or legal separatiall be considered a qualifying eventegvthough you lost coverage earlier. You
must notify the administrator within 60 days after the divarckegal separation and estahlihat your ex-spouse, the empde,
canceled the coverage earlier in anticipation of the divorcegal $eparation in order for COBR#verage to be made avaikab
for the period after the divorce or legal separation.
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Each qualified beneficiary will have an indepertdaght to elect COBRA. Covered employees

and

spouses (if the spouse is a qualified beneficiamgy elect COBRA on behalf of all the qualified

beneficiaries, and parents may elect COBRA on behalf of their children.

Qualified beneficiaries who are entitled to elect COBRay do so even if they have other group health
plan coverage or are entitled to Medicare benefit®r before the date on which COBRA is elected. A
qgualified beneficiary’'s COBRA covage will terminate automatically, however, if, after electing
COBRA, he or she becomes entitled to Medicare fitsr& becomes covedeunder other group health
coverage (but only after any applicable preexisting condition exclusiotfsat other plan have been

exhausted or satisfied).

- IMPORTANT -

The Plan will offer COBRA coverage qualified beneficiaries only after the Plan Administrator has|been

timely notified that a qualifying event has occurred. For each qualified beneficiary who timely

elects

COBRA coverage, COBRA coverageéll begin on the first of the month following the date of fthe

qualifying event.

When the qualifying event is the end of employment, a reduction in hours of employment, dea|
employee, commencement of a proceeding in bankruptcy with respect to the employer, or the e
becoming entitled to Medicare benefits (under Part A, Baor both), the Employer must notify the H
Administrator of the qualifying event.

For all other qualifying events- that is, divorce or legal separation of the employee and spouse ¢
dependent child’s losing eligibility for coverage as a dependent child you must notify the Plan
Administrator in writing within 60 days afterthe later of the qualifying eventor the date on which
the qualified beneficiary loses (or would lose) coveragender the terms of the Plan as a result of th
qualifying event.

You must follow the Plan’s reasonable procedures for providing notice which are found in yo
summary plan description. If these procedures are not followed or if notice is not provided

writing to the Plan Administrator during the 60-day notice period, any spouse or dependent child

who loses coverage will not be offered the option to elect continuation coverage.

h of the
nployee’s
l[an

n

MAXIMUM PERIOD OF COVERAGE UNDER THE PLAN

The duration of the maximum period of COBRAverage will vary depending on (1) the qualifying
event and (2) whether or not there is a second gimaifevent or a disability extension. The following
are COBRA qualifying events if they are coupled vdtloss of coverage under the Plan. The maximum

period of coverage permitted under BRA is listed along with each event:

1) Death of the employee- COBRA continuation coverage may last for up to 36 months

for the spouse and any dependents who are qualified beneficiaries.

(2) Employee becomes entitled to Medicar@inder Part A, Part B, or both) -

(A) COBRA continuation coverage may last for up to 36 months for the spouse and

any dependents who are qualified beneficiaries.
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(3)

(4)

(5)

(B)

See the examples under qualifying eve(®$ and (6) below for how an
employee’s entitlement to Medicare mayeatfthe spouse’s or dependent child’s
maximum coverage period wheoverage has been lost due to the employee’s
termination of employmerdr reduction in hours.

Divorce or legal separation-

(A)

(B)

COBRA continuation coverage may last for up to 36 months for the spouse and
any dependents who are qualified beneficiaries.

Example. A covered employee and his spouse divorce. If the Plan Administer is
timely and appropriately notified ofhe divorce, the spouse, who would
otherwise lose coverage, may elect COB&erage if it is elected within 60
days after the later of the divorce or thes of coverage in accordance with the
Plan’s reasonable procedures for pravigdhotice. Any dependent child, who
was also covered at the time of the dosmand who will otherwise lose coverage
due to the divorce, may also elect COBRA coverage.

Dependent child losing eligibility as a dependent child

(A)

(B)

COBRA continuation coverage may ldst up to 36 months for the dependent
who is a qualified beneficiary.

Example. A dependent child igovered under the Plan. The dependent child
turns age 26. As a result, the depenadiit will “age-out” of the Plan and lose
coverage at the end of the month. Following the Plan’s reasonable procedures
for providing notice as found in the summary plan description, however, COBRA
coverage is timely elected and the indual is given 36 months of continuation
coverage.

Termination of employment -

(A)

(B)

(©)

COBRA continuation coverage may last for up to 18 months for the former
employee, the spouse and any depersdehb are qualified beneficiaries.

The 18-month period for the spouse andlependent child may be extended if
there is a “second qualifying event.” See (7) below.

If the employee became entitled to Medichemefits less than 18 months before

his or her termination of employnt, COBRA coverage for qualified
beneficiaries other than the employee may last until 36 months after the date of
Medicare entitlement.

0] Example A covered employee became entitled to Medicare eight (8)
months before the date on whicts Employment terminated. COBRA
coverage for his spouse and children can last up to 36 months after the
date of Medicare entitlement, which, in this case, is equal to 28 months
after the date of his terminati (36 months minus 8 months).
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(6) A reduction in the employee’s hours of employment, causing the employee to lose
eligibility for coverage -

(A)

(B)

(©)

COBRA coverage may last for up to 18 months for the employee, spouse and any
dependents who are qualified beneficiaries.

The 18-month period may be extendedhiére is a “second qualifying event.”
See (7) below.

If the employee became entitled to Medichemefits less than 18 months before
coverage is lost due to a reductiorhours of employmentCOBRA coverage for
gualified beneficiaries other than the@oyee may last until 36 months after the
date of Medicare entitlement.

0] Example A covered employee became entitled to Medicare eight (8)
months before the date on which he stopped being eligible for coverage
due to a drop in the number of hours employed. COBRA coverage for
his spouse and children can last up to 36 months after the date of
Medicare entitlement, which, in this eads equal to 28 months after the
date of the reduction in houf86 months minus 8 months).

(7 Second Qualifying Event-

(A)

(B)

If the employee’s family experiences another qualifying event while receiving
COBRA coverage because of the covered emplsyteamination of employment

or reduction of hours (including COBReéoverage during a disability extension
period as described below), the spouse and dependent children (along with
certain newborns and newly adopted chihdrean get up to 18 additional months

of COBRA coverage, for a maximum of 36nths. In order for this to occur,

the following requirements must be met:

0] The spouse and dependent childrersithe qualified beneficiaries who
have elected and paidr COBRA coverage.

(i) COBRA coverage is still in effect for the qualified beneficiaries at the
time of the second qualifying event.

(i) The event is one that would have sad the spouse or dependent child to
lose coverage under the Plan had the first qualifying event not occurred.

(iv) The Plan Administrator is notified in writingf the second qualifying
event within 60 days of the second qualifying event. The Plan requires
you to follow its reasonable procedures for providing notice as found in
the summary plan description.

If the notice procedures are not followedor if the notice is not provided in
writing to the Plan Administrator with in the required period, then there will
be no extension of COBRA continuation coverage due to a second qualifying
event.
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(8) Disability Extension -
(A) COBRA coverage may be extendigom 18 months to 29 months.

(B) If the covered employee or anyone in hé&/family covered under the Plan is
determined by the Social Security Administration to be disabled and the Plan
Administrator is notified in a timelyaihion, the covered employee and his/her
entire family (along with certain newbw and newly adopted children) may be
entitled to receive up to an additional mbnths of COBRA coverage, for a total
maximum of 29 months.

© In order to receive the disability extéms, each individual must be a qualified
beneficiary who has elected and paying for COBRA overage and whose
COBRA coverage is still in effect atehime of the disability determination.

(D) The disability must have started some time before thé ddly of COBRA
coverage and must last at leasttiuthe end of the 18-month period of
continuation coverage.

(E) The Plan Administrator must be notified in writingf the Social Security
Administration’s determination within 60 gs after the latest of (a) the date of
the determination, (b) the date d¢fie covered employee’s termination or
reduction of hours, and (c) the date onickihthe qualified beneficiary loses (or
would lose) coverage under the termstloé Plan as a result of the covered
employeés termination of employment or reduction of hours. In addition, notice
must be given before the end of tt&emonth period of COBRA coverage.

(F) You must follow the Plan’s procedures providing notidéthese procedures
are not followed or if notice is not provided in writing to the Plan
Administrator within the required peri od, then there will be no disability
extension of COBRA continuation coverage.

SPECIAL RULES FOR HEALTH FSA

COBRA coverage under a health flexible spendingact (“Health FSA”) maintained by the Employer
will only be offered to qualified beneficiaries losiogverage who have underspaccounts. A qualifigd
beneficiary has an underspent account if he or shedesreimbursed for an amount that is less thz]\r; his
or her contributions through the time of the qualifyeaxgnt. In addition, the use-it-or-lose-it rule vill

continue to apply, so any unused amount will beeftefl at the end of the plan year. Finally, CORA
coverage will end on thiast day of the plan yedn which the qualifying event occurred, regardlegs of
the qualifying event.

Each beneficiary has separate election rightsl each could alternatively elect separate COBRA
coverage to cover that beneficiary only, with a separate annual limit and a separate premium. [f you are
interested in this alternative, contaat fAlan Administrator for more information.
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Children Born to or Placed for Adoption with the Covered Employee during COBRA Period

A child born to, adopted by, or placed for adoptwith a covered employee during a period of
continuation coverage is considered to be a qualified beneficiary provided that, if the covered employee is
a qualified beneficiary, the covered employee has elemtatinuation coverage fdiimself or herself.

The childs COBRA coverage begins when the chilceigolled in the Plan, whether through special
enrollment or open enroliment, and it lasts forlasg as COBRA coverage lasts for other family
members of the employee. To be enrolled in the Bt@nchild must satisfy the otherwise applicable Plan
eligibility requirements (e.g., regarding age).

Alternate Recipients under QMCSOs

A child of the covered employee who is receiving biémefnder the Plan pursuant to a qualified medical
child support order (“QMCSQ”) received by the Employer during the covered employee’s period of
employment with the Employer is entitled to the saigats to elect COBRA as an eligible dependent
child of the covered employee.

If You Have Questions

Questions concerning your Plan or your COBRA rights should be addressed to the Plan Admimistrator
address as indicated on the first page of this Notice.

Keep your Plan Informed of Address Changes
In order to protect your family’s rights, you should keep the Plan Administrator informed of any

change in the addresses of family membersYou should also keep a copy, for your records, of any
notices you send to the Plan Administrator.
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CHECKLIST OF DOCUMENTS TO BE DISTRIBUTED TO PARTICIPANTS
UPON BECOMING ELIGIBLE TO PARTICIPATE IN ONE OR MORE PLANS

The following documents should be given to participanthe time they become eligible to participate in
one or more of the plans:

1) Summary Plan Descriptions for the Caféeria, AFLAC After-Tax, and Health
Reimbursement Arrangement Plans

These are summaries of the mairoysions of the Cafeteria, AFLAC
After-Tax, and Health Reimbursement Arrangement Plans. It is
recommended that the SPDs be distributed to new participants
immediately, although, technically, you have 90 days from the
participant’s date of entry to distribute the SPD.

2) Pre-Tax Benefit Election and Salary Reduction Agreement

This form is used by the participant to elect which benefits under the
Cafeteria Plan the participant would like to participate in and have his
or her compensation reduced in orderpay for his or her share of the
cost of such benefits on a pre-tax badis addition, the form allows the
participant to specify how much ofshor her salary he or she would like

to contribute to the health flexible spending account and/or the
dependent care assistance plan. Thenfalso authorizes the company to
reduce the participant’s compensation and it explains how often the
participant can revoke or change the election.

The participant should complete arréturn this form to the Plan
Administrator.

3) After-Tax Benefit Election and Salary Reduction Agreement

This form is used by the participant to elect which benefits the
participant would like to participate in and have money deducted from
his or her compensation in order pay for such benefits on an after-tax
basis. It also authorizes the cpamy to make such deductions and
explains how often the participant can revoke or change the election.

The participant should complete anéturn this form to the Plan
Administrator.

4) Initial COBRA Notice

Federal law requires that a notice daming COBRA rights be given to

all covered employees and their spouses participating in group health
plans. It is recommended that you send the Initial COBRA Notice via
first class mail addressed toehcovered employee and the covered
employee’s spouse (if the spousalso covered under the Plan). For
example, if Jane Smith is your goyee, both she and her husband John
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Smith are covered under your plan, ahey are both living at the same
address, an Initial COBRA Notice should be mailed to either “Mr. and
Mrs. John Smith” or to “John and Jane Smith.” This should be done as
soon as possible so that they are aware of their obligations to notify the
plan administrator if certain events take place, such as a divorce or legal
separation. Separate mailings shdube made if the employee and
spouse live at different addressesydti give the Notice to an employee

at the workplace, you should mail a separate copy to the employee's
spouse.

5) HIPAA Privacy Notice

A HIPAA Privacy Notice must be given to the participant if he or she is
enrolled in the health flexible spding account, health reimbursement
arrangement, and/or the prescription drug plan. This notice informs the
participant how his or her “protected health information” may be used
or disclosed and it explains his or her individual rights with regard to
“protected health information.”

6) Other

Any other forms required by the imance company for an insured plan.

Non-Mega — new participants 04/12



CHECKLIST OF DOCUMENTS TO BE DISTRIBUTED TO PARTICIPANTS
UPON TERMINATION OF PARTICIPATION IN ONE OR MORE PLANS

COBRA

A COBRA Election Notice should be given to participaaitshe time they terminate participation in the

Medical Plan, the Vision Plan, the Prescription DRIgn, the Health Reimbursement Arrangement, or
the Health Flexible Spending Account* if participatis terminated due to one of the following COBRA

triggering events:

Q) Termination of employment

(2) Reduction in hours (but only if it results in a loss of eligibility)
3) Divorce

(4) Loss of dependent status

(5) Entitlement to Medicare

(6) Death of the Employee-Participant
(7) Bankruptcy of the Employer

It is recommended that you send the COBRA Elednofice via first class mail to all participants who

have lost coverage. A single notice may be sent to an employee, his or her spouse, and any dependent-
children that were covered if they are all livinglzd same address. If, however, the COBRA qualifying

event is the loss of dependent status, we recordmmiling separate notices to the covered employee (or
spouse) and the dependent whto&ng coverage even if they live at the same addBegsarate mailings

should be made if the employee, spousd/@ dependents live at different addresses.

If a Participant decides to continue coverage, theidfzant should also refer to his or her table of
COBRA procedures, which is an appendix to the SPD, to determine what qualifies as a “second
qualifying event” after termination of employmentareduction in hours. Participants may be allowed

to extend the maximum length of their COBRA period if the procedures are correctly and timely
followed. If a Participant has misplaced hisher COBRA procedures, you should provide them with
another copy at this time.

HIPAA

A HIPAA certificate of creditable coverage should bevided to participants at the time they terminate
participation in the Medical Plan. You should detme whether or not the insurer or third party
administrator, as applicable, will provide this for you.

OTHER

Any other forms required by the insae company for an insured plan.

*Only participants with money left in thelitealth FSA should receive an election notice.
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