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McEntire Produce Wrap Plan

INTRODUCTION

McEntire Produce ("Company"),a S Corporation, hereby amends and restates, effective as of January 04,2017, an
"employee welfare benefit plan,” as defined in Section 3(1) ofthe Employee Retirement Income Security Act of 1974
("ERISA"), known as the McEntire Produce Wrap Plan (hereinafter the "Plan"), originally established February 01,
2010, the terms of which are set forth in this Plan document and the Welfare Program documents. Effective as of
February 01, the McEntire Produce Wrap Plan, Plan number 501, became administered as a single program or
arrangement. The Plan provides for the payment or reimbursement of certain benefits for Eligible Employees (and
certain eligible dependents of such Employees) , as well as such other trades or businesses designated by a proper
officer of the Employerthatinclude, butare notlimited to: Medical, Dental, Life, Disability, Vision, Medical Spending
Account, Employee Assistance Program (EAP) and Accident benefits.

The purpose of this Plan document is to set forth the essential terms and provisions of the Plan and to consolidate
and combine into a single Plan document certain Welfare Programs maintained by the Employer, and to provide
Participants and their beneficiaries with the benefits described herein and in the Welfare Programs which are
incorporated into this Plan. Notwithstanding the number and types of benefits incorporated hereunder, the Plan is, and
shall be treated as, a single benefit plan to the extent permitted under ERISA. The Plan is intended to meet all
applicable requirements of ERISA, as well as rulings and regulations issued thereunder.

Terms that are capitalized are defined in the Article titled: "Definitions".

Contributions are made by the Employerand Eligible Employees. These contributions are based onthe amount of
insurance premiums and costs necessary to provide the coverage under the Plan. The level of Employee contributions
is established by the Employer annually. All group benefits underwritten by an Insurance Company are paid solely from
the general assets of the Insurance Company. All group benefits self-funded by the Employer are paid solely from
the general assets of the Employer.

The paymentofall benefitsunderthe Planis expressly subjecttoallthe provisions, includingamendments, of this Plan
document, as well as the terms and conditions of the Welfare Programs, including amendments/riders to said Welfare
Programs (the terms of which are incorporated herein by reference).

Inthe eventthatthe provisions ofany Welfare Program conflictwith the provisions of this Plandocumentorany other
Welfare Program, the Plan Administrator shall, in its discretion, interpret the terms and purpose of the Plan so as to
resolve any conflict. However, the terms of this Plan document may not increase the rights of a Participant or a
Participant's beneficiary to benefits available under any Welfare Program.



I. ARTICLE - DEFINITIONS

01.

02.

03.

04.

05.

06.

07.

08.

"Claims Administrator" shallmeanthe personresponsible for benefits
administration under a Welfare Program. In the case of an insured Welfare
Program, the Claims Administrator shall mean the insurance Company.

"Eligible Employee" shall mean an Employee who satisfies the eligibility
provisions of the Article titled "Benefits", Section 01, including the eligibility
provisions of the applicable component benefit program.

"Dependent" shall include:

= any Child of a Participant who is covered under an Insurance Contract, as defined
in the Contract or under the Affordable Care Act,

= any individual who qualifies as a dependent under an Insurance Contract for
purposes of coverage under that Contract only, or

= any child of a Plan Participant who is determined to be an alternate recipient under
a qualified medical child support order under ERISA Sec. 609, shall be considered
a Dependent under this Plan.

Employee", exceptas otherwise definedin a Welfare Program, shallmean any
individual who is employed by the Employer as a common-law employee as shown on
applicable payroll records

In addition, the term "Employee" shall notinclude any individual who, in good faith, is
classified as an independent contractor by the Employer, even if such individual islater
determined by any governmentalagency orcourttohave beenacommon law
employee ofthe Employer. Employees of McEntire Produce, and such other trades or
businesses designated by a proper officer of the Employer are specifically included or
excluded as Employees hereunderas such officershallreasonably determine in good
faith.

Employer" shall mean McEntire Produce, a S Corporation and its successors and
assigns.

"Entry Date" means the date on which an Eligible Employee has satisfied the
enrollment requirements of this Plan or such Welfare Program, as specified by the Plan
Administrator, and becomes a Participant in this Plan or such Welfare Program.

"ERISA" shall mean the Employee Retirement Income Security Act of 1974, as
amended.

"Grandfathered Health Plan Status" as permitted by the PPACA regulations, a
grandfathered health plan can preserve certain basic health coverage that was
already in effect when the law was enacted. The PPACA allows health plans that
existedonMarch 23,2010, tobe grandfathered, andthus, be exemptfromsome of
the new law's provisions, for as long as it maintains the "grandfathered" status under
the applicable regulations.

Example: Grandfathered Plan - is not required to include preventive health services



09.

10.

1.

12.

13.

14.

15.

16.

17.

18.

withoutany cost sharing. But the plan must comply with certain other protectionsin the
Affordable Care Act, ie, the elimination of lifetime limits on essential health benefits.

"Insurance Company" or "Insurance Companies" means any Insurance Company
licensedtodobusinessinthe State ofthe Employerand/orsuchother States in which
the Employer does business, with which the Employer has entered into a contract for
the purposes of providing benefits under the Plan.

"Participant" means an Eligible Employee who has satisfied the enroliment
requirements of this Plan or a Welfare Program, as specified by the Plan
Administrator, and is eligible to receive the benefits of this Plan or such Welfare
Program.

"Plan" shall refer to the McEntire Produce Wrap Plan, as amended.

"Plan Administrator" shall refer to the Employer, unless the Employer has
designated another person, committee or entity to actin its place, as provided in the
Section titled: "Named Fiduciaries".

"Plan Year" means the 12-month period beginning February 01 and ending
January 31. The Plan Year shall be the coverage period for the Benefits provided for
under this Plan. In the event a Participant commences participation during a Plan
Year, thentheinitial coverage period shallbe that portion ofthe Plan Year
commencing on such Participant's entry date and ending on the last day of such Plan
Year.

"Policy" or "Policies" shallmean the insurance contracts, as such contract or contracts
may be amended or replaced with other insurance contracts, issued to the Employer
by anInsurance Company or Companies (orsuch othercontracts between the
Employer and a benefit provider) for the purpose of providing benefits under the Plan. All
such Policies (or contracts), the terms of which are incorporated herein by reference,
shall be considered a part of this Plan.

"PPACA" means the Patient Protection and Affordable Care Act, as amended.

Rule of Parity" Employeroptiontotreatanemployee whohas abreak ofservice (no
credited hours of service foraminimum of4 weeks)thatwaslongerthanthe
employees period of service immediately preceding the break, as a new hire upon
returnto active service. |.E., ifthe employee only worked credited hours for4 weeks,
thenhad abreakin service for 6 weeks, the employee is treated asanew hire.

"Special Unpaid Leave"shallmean unpaidleave subjectto FMLA, USERRA oron
accountofjuryduty,asapplicabletothelook-back measurementmethodunder ACA
rules.

"Spouse" means a person legally married to a Participant under state law,
includingcommon law spouses, unlesslegally separated by courtdecree;
provided, however, that the Plan Administrator may require the Participant to
provide evidence of marriage, which may include a marriage certificate or other
official documentation satisfactory to the Plan Administrator. The Plan
Administrator has the sole and absolute authority to determine an individual's



19.

20.

status as a spouse of a Participant for the purposes of the Plan, and any such
determination shall be final, binding and conclusive on all parties ever claiming an interest
in the Plan. Spouse shall also mean "domestic partner” if designated by the Plan
Administrator; provided, however, that the Plan Administrator may require the Participant
to provide evidence of the domestic partnership, which may include an affidavitorother
officialdocumentation satisfactory tothe Plan Administrator.

"Summary Plan Description" shall mean the document that describes the specific
benefits under the Plan. The Summary Plan Description, as amended or as
restated from time to time, shall be considered a part of the Plan, and is
incorporated herein by reference.

"Welfare Program" shall mean each itemidentified in Appendix A, asitmay be
updatedfromtimetotime. Theterms ofeach Welfare Program, asthey may be set out
in the Policies, contracts, or other documents with respect to the Welfare Program,
shallform a part of this Plan in the same manner as if all the terms and provisions
thereof were included in this Plan document.

Any Welfare Programs and the corresponding Appendix A will also include any and all
amendments, or replacement plans or documents, and summaries, policies, and
contracts, ifany, forsuch period(s) during which the documentis in effect. Any
amendment or replacement of any of the documents comprising the Welfare
Programs and of Appendix A, may be certified by a duly authorized officer of the
Company, and may be updated as required, without any need to amend this
document.



Il. ARTICLE - BENEFITS

01. Eligibility and Participation.

HEALTH, DENTAL, VISION, BASIC AND VOLUNTARY LIFE AND ACCIDENTAL
DEATH AND DISMEMBERMENT, LONG/SHORT TERM DISABILITY INSURANCE

The eligibility and participation requirements for each Welfare Program are stated in the
applicable Policy or Welfare Program document.

AnEligible Employee withrespecttothe Planisany Employee whois eligible to participate in
one or more of the component Welfare Programs in accordance with the terms and conditions
of the Plan (including the terms of the applicable component Welfare Program).

Where the eligibility and / or participation requirements are not stated in the Policy or Welfare
Program document, the following eligibility and / or participation requirements shall apply.

Every Employee who is regularly scheduled to work a minimum of 30 hours per week or 130
hours per month is an Eligible Employee.

Only full-time employees are eligible and a determination as to whether an individual is a
full-time employee shall be made by McEntire Produce pursuant to guidelines it
establishes in compliance with the look-back measurement and stability provisions of
Treasury Regulation Section 1.4980H-3(d) (the “Look Back Policy”).

Full-time employees are eligible on the 1st day of the month following completion of 60
days of full-time employment.

Eligibility for ongoing Employees or new variable hour and seasonal employees shall be
determined pursuant to the McEntire Produce’s Initial and Look Back Policy, which is an
administrative policy described in the Plan’s Summary Plan Description, as amended
from time to time.

An Eligible Employee may become a Participant in a Welfare Program by satisfying the
enrollment requirements specified by McEntire Produce.

An Eligible Employee shall become a participant on the first day of the pay period following the
applicable waiting period.

Otherindividuals,suchasanEligible Employee’s spouse, children, orother designated
member, may be eligible to participate in and receive benefits under one or more of the Welfare
Programs due to theirrelationship to an Eligible Employee. Information about such
eligibility and coverage is found in the applicable Policy or Welfare Program Documents.

With respect to any waiting period for initial enroliment under any Welfare Program, the Plan
Administrator may provide for the crediting of prior service for Employees of participating
employers involved in an acquisition, merger or similar transaction with the Employer.

Under the plans, an employee is eligible for coverage if he “is Actively at Work” and “has
completed the Probationary Period on or after the Employer’s Effective Date is eligible to
enroll.” Actively at work is defined as “a permanent, full-time Employee who works at
least the minimum number of hours per week and the minimum number of weeks per



year (each as set forth on the Schedule of Benefits) and who is not absent from work
during the initial enrollment period because of a leave of absence or temporary layoff.

An absence during the initial enroliment period due to a Health Status-Related Factor will
not keep an Employee from qualifying for “Actively at Work” status. The minimum hours
listed is at least 30 hours per week and at least 48 weeks per year.

02. Termination of Participation. Participation underthe Plan shallcease whenthe
Participant ceases to participate in all Welfare Programs. Anindividual's coverage under
the Planmaybe terminated by the Plan Administratorforcause."Cause" shall be
determined by the Plan Administrator in its sole discretion, and includes butis not limited
to submission of a fraudulent claim under any Welfare Program.

Subjecttothe terms and conditions of any applicable Welfare Plan, ifan Eligible
Employee stops working, and is rehired or resumes providing services to the
Employer, he or she may enter (or reenter) the Plan when he or she once again meets
the eligibility requirements set forth within this Plan. This period during which the individual
either is not an Employee or provides no services to the Employer is called a "break-in-
service," as determined by the Plan Administrator consistent with the PPACA, and the
regulationsissuedthereunder. The provisions below ofthe subsection titled: "Break-in-
Service of 13 Weeks or More" and the subsection titled: "Break-in-Service ofLess Than
13 Weeks" shallapply only tothe extent PPACA applies to the benefits provided by
the applicable Welfare Programs or as otherwise determined by the Plan
Administrator.



Not withstanding the foregoing, Participation under the Plan shall cease upon the latestofthe
followingtwodates: (a)thelastday of FMLAleave asrequiredbylaw, or (b) the day the
participant no longer qualifies as an Eligible Employee and have exhausted allapproved
personalleave, sickleave, vacationleave orshortterm disability leave as determined by the
Employer, butin no event later than the date on which long term disability benefits
commence.

a. Break-in-Service of 13 Weeks or More

Ifan Eligible Employee terminates employment OR he or she otherwise
provides no services to the Employer during any thirteen (13) week (or
longer) period, such individual will be treated as new Employee for purposes of
eligibility for the Plan (and any corresponding Welfare Program) upon any
subsequent resumption of services with the Employer (as determined by the Plan
Administrator consistent with PPACA, "resumption of services"), and the
provisions of the Section titled: "Eligible Employee" will apply.

b. Break-in-Service of Less Than 13 Weeks
1. Did NOT Reach an Entry Date Prior to the Break-in-Service

Subject to the eligibility provisions of the Section titled: "Eligible
Employee",ifan Eligible Employee ceasesto provide servicestothe
Employer priorto reaching any Entry Date and then returns towork aftera
break-in-service ofless than 13 weeks, such individual willbe considered
eligibletoenterthe Planuponthe laterofthe date (a) ofthe resumption of
services (in which case the provisions of the subsection titled: "Reachan
Entry Date Priortothe Break-in-Service" below will apply), or (b) the
Eligible Employee has completed the requirements to become an Eligible
Employee, determined by disregarding any break- in-service (in which
case the provisions of the Section titled: "Eligible Employee" will apply).

2. Reach an Entry Date Prior to the Break-in-Service

Subject to the eligibility provisions of the Section titled: "Eligible
Employee", butregardless of any priorelection/waiver of coverage during
suchPlanYear,anyonewhowasanEligible Employee priorto abreak-in-
service oflessthan 13 weeks willbe considered eligible to enter (or reenter)
the Plan upon resumption of services. Such individual will be offered
coverage underthe Plan as soon as administratively practicable, but in
no event later than the first day of the calendar month following his or
her resumption of services as an Eligible Employee; provided however,
that anyone subject to this Section who returns to work mustelectto
participate and re-enrollinthe Plan as soon as administratively practicable,
butin no event later than 30 days following his orherresumptionofservices
asanEligible Employee.

Notwithstandingthe foregoing, ifanyonereturns during a stability period
inwhichhe orshewastreatedasanEligible Employee andthe Employer
previously made the individual an offer of coverage with respect to the
entire stability period which was declined, the Employer shall not be
required to make a new offer of coverage for the remainder of the
ongoing stability period due to an Eligible Employee's



resumption of services.

The Employer or Plan Administrator may establish such other
procedures, rules and guidelines to administer (or otherwise interpret) the
eligibility orrehire provisions of this Plan, including, but notlimited to, rules
withrespecttospecialunpaidleave or Rule of Parity, which procedures,
rules orguidelines are incorporated into this Plan by reference.

03. Benefits. Participants shall receive benefits under the Welfare Programs. Benefits shall
be determined exclusively by the terms of the Welfare Programs, including eligibility for
coverage, levels and amounts of coverage, the terms and conditions of coverage and
when coverage begins and terminates. Benefits will be paid solely in the form and in the
amount set forth under the Welfare Programs.

All of the benefits under the Plan are described in more detail in the Policies and Welfare
Programs,thetermsofwhichareincorporatedhereinand made apart hereof by
reference. Inthe case of any conflict between the terms of the Plan documentandthe
terms ofthe Policies or Welfare Programs, the terms ofthe Policies or Welfare
Programs (as applicable) shall control.

04. Funding.ThetermsofeachWelfare Programshallgoverntheamountandtiming ofany
Participant contribution required to be made by the Employee. Nothing hereinrequires
anEmployerto contribute toorunderany Welfare Program, orto maintain any fund or
segregate any amount for the benefit of any Participant or his orherbeneficiary, except
tothe extentspecifically required underthe terms ofa Welfare Program. No Participant
or beneficiary shall have any right to, orinterestin the assets of the Employer.

Subrogation and Reimbursement; Repayment of Health Benefits. Benefits payable by the Planandall

5. plans consolidated hereunderfor the treatmentof an iliness orinjury shallbe limited in the following ways when the
illnessorinjuryis the resultofan actoromission of another (including alegal entity) and when the participantor
dependentpursuesorhastherighttopursuearecoveryforsuchact oromission. Forpurposes of this Section,
references tothe “Plan”include this Plan and all plans consolidated hereunder.

05

ThePlanshallpaybenefitsforcovered expensesrelatedtosuchillnessandinjury onlytothe extent
notpaidbythethirdpartyandonlyafterthe participantor dependent(andhisorherattorneys, if
applicable)hasenteredintoawritten subrogation and reimbursement agreement with the Plan.

By accepting benefits related to such illness or injury, you agree:

thatthe Plan has established alien onany recovery received by you (oryour dependent, legal
representative or agent);

tonotifyanythird party responsibleforyourilinessorinjury ofthe Plan’sright to reimbursement
forany claimsrelated toyourillness orinjury;

toholdanyreimbursementorrecoveryreceivedbyyou (oryourdependent, legal
representative oragent)intrustonbehalfofthe Plantocoverall benefits paid by the Plan
withrespecttosuchillnessorinjuryandto reimburse the Plan promptly for the benefits
paid, evenifyou are notfully compensated or made whole for your loss;



that the Plan has the right of first reimbursement against any recovery or other proceeds of
any claim against the other person (whether or not the participant or dependent is made
whole) and that the Plan's claim has first priority over all other claims and rights;

that the Plan has the right of first reimbursement against any recovery or other proceeds of
any claim against the other person (whether or not the participant or dependent is made
whole) and that the Plan's claim has first priority over all other claims and rights;

toreimbursethe Planinfulluptothe totalamountofallbenefits paid by the Planin
connection with the illness or injury from any recovery received from a third party, regardless
of whether the recovery is specifically identified as a reimbursement of medical expenses.
Allrecoveries from athird party, whether by lawsuit, settlement, insurance or otherwise, must
be turned overto the Plan as reimbursement up to the full amount of the benefits paid;

thatthe Plan's claimis not subject to reduction for attorneys' fees or costs under the
"common fund" doctrine or otherwise;

that,inthe eventthatyouelectnotto pursue yourclaim(s)againstathird party, the Plan
shall be equitably subrogated to your right of recovery and may pursue your claims;

toassign, upon the Plan's request, any right or cause of action to the Plan;

notto take or omit to take any action to prejudice the Plan's ability to recover the benefits
paid and to cooperate in doing what is reasonably necessary to assist the Plan in
obtaining reimbursement;

to cooperate in doing what is necessary to assist the Plan in recovering the benefits paid
or in pursuing any recovery;

to forward any recovery to the Plan within ten days of disbursement by the third party or
to notify the Plan as to why you are unable to do so; and

totheentryjudgmentagainstyouand,ifapplicable,yourdependent,inany court forthe
amount of benefits paid on your behalf with respect to the illness orinjury to the extent of any
recovery or proceeds that were not turned over as requiredandforthe costofcollection,
includingbutnotlimitedtothePlan's attorneys' fees and costs.

Additionally, if you retain an attorney, you mustimmediately notify the attorney of the existence of
an equitable lien under this provision. Your attorney must recognize and consent to the fact
thatthis provision precludes the operation of the “made-whole,” “common fund,” and “double
recovery” doctrines, and the attorney mustagree notto assertthose doctrines againstthe plansin
the attorney’s pursuit of recovery.

No benefits willbe payable for charges and expenses which are excluded from coverageunder
anyotherprovisionofthe Plans. The Planmayenforceitsrightto reimbursement by filing a lawsuit,
recouping the amount owed from a participant's or a covered dependent's future benefit payments
(regardless of whether benefits have been assigned by a participant or covered dependent to the
doctor, hospital or other provider), or any other remedy available to the Plan. The Plan may permit
you toturnoverlessthanthefullamountofbenefits paidandrecoveredasit determinesinits
sole discretion. Any reduction of the Plan's claim is subject to prior written approval by thePlan.



lll. ARTICLE - ADMINISTRATION OF THE PLAN

01.

02.

Named Fiduciaries.
The following persons or entities are named fiduciaries under the Plan:

McEntire Produce
2040 American Italian Way Columbia,
SC 29209

The following shall be the Plan Administrator:

McEntire Produce
2040 American Italian Way Columbia,
SC 29209

The Plan Administrator shall be solely responsible for the administration of the Plan,
unless this function is explicitly delegated to another named fiduciary under this article.
The Employermay, fromtimetotime, dulyappointanotherperson, committee, or
entity to be the Plan Administrator. In the absence of such appointment, the
Employer shall serve as the Plan Administrator.

The Employer may enterinto an agreementwith aninsurance company for the

purpose of insuring all or part of the benefits under the Plan and for administering certain
benefits provided by the Plan. However, the Insurance Company shall only be afiduciary
with respectto the Planto the extentthatthe Insurance Company exercises any
discretionary authority or control with respect to the management of the Plan, or
exercises any authority or control with respectto managementor disposition of assets,
renders investment advice for a fee or other compensation, directorindirect, withrespect
toany moniesorotherproperty ofthe Plan, orhas any authority or responsibility to do
so, has any discretionary authority or responsibility in the administration of the Plan, or
otherwise agrees to be a fiduciary with respect to the Plan.

Any person or group of persons may serve in more than one fiduciary capacity with respect
tothePlan. Any namedfiduciary hereundermay, pursuanttosuch other formal
procedures as it shall establish, designate persons (including third party administrators)
other than the named fiduciaries to carry out its fiduciary responsibilities under the
Plan.

Complete and Separate Allocation of Fiduciary Responsibilities. It is intended that
this Plan shall allocate to each named fiduciary individual responsibility for the prudent
execution ofthe functions assignedto each. The performance of such responsibilities
shall be deemed a several assignment and not a joint assignment. Noresponsibility is
intendedtobe shared by two (2) ormore of such fiduciaries, unless such sharing shall be
provided by a specific provision of the Plan. Whenever one named fiduciary is required
by the Plan to follow the directions of another named fiduciary, the two shall not be
deemed to have been assigned a shared responsibility. The fiduciary giving the direction
shall be deemed to have that action asits sole responsibility, and the responsibility of the
fiduciary receiving such direction shall be to follow the direction insofaras such
directionisonitsface




03.

proper under the Plan and applicable law.

Plan Administrator. The administration of the Plan is under the supervision of the Plan
Administrator. Itis the principal duty of the Plan Administrator to see that the Plan is
carried out, in accordance with its terms, for the exclusive benefit of persons
entitled to participate in the Plan without discriminating among them. The Plan
Administratorhasfullpowertoadministerandinterpretthe Planinall ofits details,
subject to applicable requirements of law. For this purpose, except to the extent
otherwise provided under the terms of any Welfare Program, the Plan
Administrator's powers include, but are not limited to, the following authority, in
addition to all other powers provided by this Plan:

a. Theauthoritytomake andenforce suchrulesandregulationsasitdeems
necessary or proper for the efficientadministration of the Plan, including the
establishment of claims procedures;

b. The Plan Administrator shall have complete discretion to interpret the
provisions of the Plan, including but not limited to determinations regarding
eligibility for participation in and coverage under the Plan and the types and
amounts of benefits payable under the Plan, and to make all necessary
findings of fact. The Plan Administrator's interpretations in good faith shall be final
and conclusive on all persons claiming benefits under the Plan. Decisions by
the Plan Administrator may not be overturned unless found by a courttobe
arbitrary and capriciousandtohave noreasonablefoundation;

c. Theauthoritytoappointsuch agents, counsel, accountants, consultants and other
persons as may be required to assistin administering the Plan;

d. The authority to allocate and delegate its responsibilities under the Plan, and to
designate other persons to carry out any of its responsibilities under the Plan; and

e. The authority to enter into any and all contracts and agreements for carrying out
theterms ofthis Plan and forthe administration ofthe Plan,andtodoall acts as
the Plan Administrator, in its sole discretion, may deem necessary or advisable.
Such contracts and agreements shall be binding and conclusive on the parties
hereto and anyone claiming benefits hereunder.

Notwithstanding the foregoing, to the extent the benefits under any Welfare
Program are provided under a fully insured arrangement, the Insurance Company for
such program shall have the responsibility for determining entittementto benefits under
the program and prescribing the claims procedures to be followed by Participants and
beneficiaries thereunder. The Insurance Company will act as a named fiduciary with
respecttothe Planand willhave the full powertointerpret and apply the terms of any
insured Welfare Program as they relate to benefits provided thereunder.

Benefitsunderthe Plan willbe paid onlyifthe Plan Administratordecides, inits sole and
absolute discretion, that payment is merited pursuant to the terms of the Plan.
Notwithstanding the foregoing, any claim which arises under a Policy is not subject to
review under this Plan, and the Plan Administrator's authority does not extend to any matter
as to which any other person or entity is empowered to make determinationsunderthe
Policy ordocuments evidencingsucharrangement.



04. Disclaimer of Liability. Except as otherwise provided under Sections 404 through 409
of ERISA, neither the Employer, nor any person designated to carry out fiduciary
responsibilities pursuant to this Section of the Plan, shall be liable for any act, orfailure to
act, thatis made in good faith pursuantto the provisions ofthe Plan.

All Plan fiduciaries who are also employees or officers of the Plan Administrator or any
Employer shall be fully indemnified by the Employer against all liabilities, costs, and
expenses (includingbutnotlimitedtoreasonable attorneys'fees and costs) imposed
upon them in connection with any action, suit, or proceeding to which he orshemaybea
party by reason ofbeing a Planfiduciary and arising outofany act, orfailure to act, that
constitutes or is alleged to constitute a breach of such person's responsibilities in
connection with the Plan, unless such actorfailure to actis determined to be due to
gross negligence or willful misconduct.

Unless liability is otherwise provided under Section 405 of ERISA, a fiduciary shall notbe
liable forany actoromission ofany otherparty tothe extentthat(a) such responsibility
was properly allocated to such other party as a named fiduciary, or

(b) such other party has been properly designated to carry out such responsibility pursuant
to the procedures set forthabove.

05. Reliance on Tables, Etc. In administering the Plan, the Plan Administrator is
entitled, to the extent permitted by law, to rely on all tables, valuations, certificates,
opinions and reports which are furnished by accountants, counsel or other experts
employed or engaged by the Plan Administrator.

06. Expenses. The proper expenses of the Plan Administrator, including the
compensation of its agents, will be paid by the Plan if not paid by the Employer.

07. Third Party Liability Claims.

a. General. ThisSection07 shallgovernwithrespecttoPlanbenefitsforinjuries or illnesses of
Participants related to a third party’s actions or inactions. To the extentthatconflictingsubrogation
orrecoveryprovisionsexistinaSummary Plan Description, contract, policy or other written
instrument governing a Covered Benefit, such provisions in the insurance contract shall
govern.

b. Subrogation. IfaParticipantbecomes injured orillbecause ofthe actions or inactions ofathird
party, the Plan shallhave therightto pursue aclaimagainst the third party forexpenses paid by the
Planrelatedtosuchinjuryoriliness. If sorequested by the Plan Administrator, the Participant (orif
aminor,hisorher parent or legal guardian)shall:

1. provide proof, satisfactory to the Plan Administrator, that no right, claim, interestorcause
ofactionagainstathirdpartyhasbeen,orwillbe, discharged or released without
the written consent of the Plan Administrator;

2. executeawrittenagreementassigningtothe Plan Administratorall rights, claims,
interests, and causes of action that the Participant has againstathirdpartyin
connectionwiththeexpensespaidpursuantto the Plan or any component plan
thereunder;



3. authorize the Plan Administrator, in writing, to sue, compromise or settle, in the
Participant's name or otherwise, all rights, claims, interests, orcauses ofactiontothe
extentofbenefits paid pursuanttothe Planor any component plan thereunder and shall
do nothing to prejudice the rights given to the Plan under this section; and

4. agree,inwriting,toassistthe Planinprosecutinganyrights, interests, claims, orcauses
ofactionthathave beenassignedtothe Planagainst athird party, including, ifrequested
bhy tge Plan Administrator orits designee, the institution of aformal proceeding againsta
third party.

c. Plan'sRightofRecovery.faParticipantbecomesinjured orillbecause ofthe actions orinactions
of athird party, the Plan shall have the rlgla1 httorecover related Plan expenses out of any
payments made by (oron behalfof) the third party (whetherbylawsuit, settiement, orotherwise)
toaParticipant(orhisor heraSS|gnee ). The Plan’s right of recovery applies to the extentthe Plan
has paidexpensesrelatedtotheinjuryoriliness,regardlessofwhetheranyrelated settlement or
other third-party payment states that the payment (all or part of it) isforhealth care expenses. By
accepting Plan benefits to pay fortreatments, devicesorotherproductsorservicesrelatedto
suchinjuryorillness, the Participant agrees to place such third-party payments in Participant's
separate identifiable account(inanamountequaltorelated expenses paid by the Plan or, ifless,
thefullthird-party paymentamount)andthatthe Planhasan equitable lien on such funds,
without regard towhetherthe Participanthas beenmadewhole orfullycompensatedfortheinjury
oriliness.Participantalso agreestoserveasaconstructive trustee overthefunds untilthetime
theyare paidtothe Plan. Participantfurtheragreestocooperatewiththe Plan’s recovery
efforts and do nothing to prejudice the Plan’s recovery rights. The Planisnotrequiredto
participateinorcontributetoanyexpensesorfees (including attorney’s fees and costs)
Incurred in obtaining the funds, which precludes application of the “made-whole,” “common
fund,” and “double recovery” doctrines with respect to the payment of fees.

d. Enforcement of Plan’s Subrogation and Recovery Rights. Should it be necessary for the
Plan to institute proceedings against the Participant for failuretoreimbursethePlanorto
otherwisehonorthe Plan’sequitableinterest inobtainingamountsdescribedinthis Section07,the
Participantshallbeliable forthe costsofcollectionrelatingtosuchfailure, includingreasonable
attorney’s fees.

ThePlanshallhavetherightto offsetfuture benefitstowhichaclaimant(oraParticipantthrough
whomtheclaimantderiveshisorherclaim)maybe entitled, untilthe amountotherwise due
the Planunderthis Section 07, plus interest, has been received by the Plan.

The Plan’s rights under this Section 07 shall be enforceable regardless of whether the third
party admits liability for the injury or iliness to a Participant, andshallremainenforceableagainst
theheirsandestateofanyParticipant.



IV. ARTICLE - AMENDMENT AND TERMINATION

01.

02.

03.

Modification and Amendment. The Plan may be modified or amended at any time
by the Employer. Such modification oramendment shall be effective as of the date ofthe
requisite Employer approval, oratsuch other date as the Employer shall designate.

The Welfare Programs may be modified or amended at any time by a proper officer of
the Employer, provided thatany Policy may only be modified oramended with the
agreement of the issuing Insurance Company. Such modification or amendment
shall be effective as ofthe date of the requisite approval, oratsuch other date as the
Employer and, if applicable, Insurance Company shall designate.

Termination. The Plan may be terminated atany time by the Employer. Such
termination shall be binding on all Plan Participants.

Conflict. Any conflict arising between the terms of this Plan document and the terms of
the Summary Plan Description with respect to the provisions of this Article shall be
resolved in favor of this Plan document.



V. ARTICLE - CLAIMS PROCEDURES FOR PPACA EXEMPT PLANS

01.

02.

General. For purposes of determination of the amount of, and entitlement to,
benefits ofaninsured Welfare Program provided underaPolicy provided by an
Insurance Company, the Insurance Companyisthe namedfiduciaryunderthe Plan,
withthefullpowertointerpretand applythetermsofthe Planastheyrelate to the
benefits provided under the Policy.

For purposes of determining the amount of, and entitlement to, benefits under a self-
funded Welfare Program provided through the Company's general assets, the Plan
Administratoris the namedfiduciary underthe Plan, with the fullpowerto make
factualdeterminationsandtointerpretand apply the terms ofthe Plan as they relate
to the benefits provided through a self-funded arrangement.

To obtain benefits from an insured or self-funded Welfare Program, the Participant must
follow the claims procedures prescribed under the applicable Welfare Program. In
the event that (i) a self-funded Welfare Program does not prescribe a claims
procedure for benefits that satisfies the requirements of Section 503 of ERISA, or
(i) the Plan Administrator determines that the claims procedures described in a
self-funded Welfare Program shall not apply, and (iii) a self-funded Welfare
Program is not subject to the Patient Protection and Affordable Care Act
("PPACA"), the claims procedure described in this Article shall apply with respect
to such self-funded Welfare Program. If the self-funded Welfare Program is subject to
PPACA, the claims procedure applicable to such self-funded Welfare Programis
describedinthe Article titled: "Claims Procedures for Plans Subject to PPACA".

Non-Group Health Claims; Disability Claims.

a. Allclaimsshallbefiled in writing with the Plan Administratorand shallbe decided
within 90 days (45 daysin the case of a disability claim) by the Plan Administrator
(unless special circumstances require an extension of up to 90 additional days [up
to 30 additional days in the case of a disability claim]). Written notice ofthe
decisiononaclaimshallbe furnished promptly tothe claimant. If the claimis
wholly or partially denied, such written notice shall: (1) setforthanexplanation of
the specificfindings and conclusions onwhich such denial is based, making
reference to the pertinent provisions of the Plan orWelfare Programdocuments;
(2)describe anyadditionalinformationor materialneededto supportthe claim
and explainwhy suchinformation or material, is necessary; and (3) describe
the review procedures under subsection (b) of this Section.

b. Aclaimant may review all pertinent documents and may request a review by the
Plan Administrator of such decision denying the claim. Any such request mustbe
filed in writing with the Plan Administrator within 60 days (or 180 daysinthe case
ofadisability claim)afterreceiptbythe claimantofwritten notice of the
decision. Such written request for review shall contain all additional
information that the claimant wishes the Plan Administrator to consider.

Written notice of the decision on review shall be furnished to the claimant



within 60 days (45 days in the case of a disability claim) (or 120 days [90 daysin
the case of adisability claim]if special circumstances warrantan extension)
following the receipt of the request for review. The written notice ofthe Plan
Administrator's decision onreview shallinclude the specific reasons for the
decision and shall refer to the pertinent provisions of the Plan or Policy on which the
decision is based. The written notice shall also include a statement of a claimant’s
rights to bring a civil action under Section 502(a) of ERISAfollowinganadverse
benefitdeterminationonreview;provided, such suitmay be filed only afterthe
plan'sreview procedures described above have been exhausted and only if filed
within 90 days after the final decision onreview is provided, orifalater date is
specified inabooklet, certificate or other documentation for a particular Welfare
Program, only if filed by such later date.

03. Group Health Claims.

a. Pre-Service Claim Determinations. When a covered person requests a
medical necessity determination prior to receiving care, the Claims
Administrator will notify the covered person of the determination within 15 days
afterreceiving the request. However, if more time is needed due to matters
beyond the Claims Administrator's control, the Claims Administrator will notify the
individual of this fact within 30 days after receiving the request. This notice will
include the date adetermination can be expected. [fmore time is needed
because necessary information is missing from the covered person's request, the
notice will also specify whatinformation is needed, and the covered person must
provide the specified informationto the Claims Administrator within 45 days
after receiving the notice. The determination period will be suspended on the date
the Claims Administrator sends such a notice of missing information, and the
determination period will resume on the date the covered person responds to
the notice, or45 days after the covered person's receipt of the notice,
whichever is sooner.

Ifthe determination periods above involve urgent care services, orinthe opinion
of a physician with knowledge of the covered person's health condition,

would cause severe pain thatcannot be managed withoutthe requested

services, the Claims Administrator will make the pre-service determination on
an expedited basis. The Claims Administrator will notify the covered person of the
expedited determination within 72 hours after receiving the request. However, if
necessary information is missing from the request, the Claims Administrator will
notify the individual of that fact within 24 hours after receiving the request,

specifying what additional information is needed. The covered person must

provide the specified informationto the Claims Administratorwithinareasonable
amountoftime, nottoexceed48hours.

The Claims Administrator will notify the individual of the expedited benefit
determination within 48 hours after the individual responds to the notice. Expedited
determinations may be provided orally, followed within 3 days by written or electronic
notification.

b. ConcurrentClaim Determinations. When an ongoing course oftreatment, tobe
provided over a period of time or a number of treatments, has been approved
for a covered person and there is a subsequent reduction or termination of
such period of time or number of treatments (other than by the




amendment or termination of the Welfare Program), such reduction or
terminationis considered an adverse benefitdetermination. The Claims
Administrator shall notify the claimant of such reduction or termination ata time
sufficiently in advance of the reduction or termination to allow the claimantto
appeal and obtain a determination on review before the benefitis reduced or
terminated.

When an ongoing course of treatmenthas been approved fora covered
personandthe personrequests anextensionofthe course oftreatment, such a
request is deemed to be a claim involving urgent care. The covered person must
request a concurrent medical necessity determination atleast 24 hours prior to
the expiration of the approved period of time or number of treatments. The Claims
Administrator will notify the covered person of the determination within 24 hours
after receiving the request.

c. Post-Service Claim Determinations. When a covered person requests a
claim determination after services have been rendered, the Claims
Administrator will notify the covered person of the determination within 30 days
afterreceivingtherequest. However,ifmoretimeis neededtomakea
determination due to matters beyond the Claims Administrator's control, the Claims
Administrator will notify the individual of this fact within 45 days after receiving the
request. This notice will include the date a determination can be expected. If more
time is needed because necessary information is missing from the covered
person's request, the notice will also specify what informationisneeded, and
the covered personmustprovide the specified informationtothe Claims
Administratorwithin 45 days afterreceiving the notice. The determination period
willbe suspended onthe datethe Claims Administrator sends such a notice of
missing information, and the determination period will resume on the date the
individual responds to the notice, or 45 days after the covered person's receipt of
the notice, whichever is sooner.

d. Notice of Adverse Determination. Every notice of an adverse benefit
determination will be provided in writing or electronically, and will include all of the
following that pertain to the determination: (1) the specific reason or reasons for
the adverse determination; (2) reference to the specific Plan or Welfare Program
provisions on which the determination is based; (3) a description ofany
additional material orinformation necessary to perfectthe claim and an
explanation of why such material or information is necessary;

(4) a description of the Plan's review procedures and the time limits
applicable, including a statement of a claimant's rights to bring a civil action under
Section 502(a) of ERISA following an adverse benefit determination on appeal; (5)
astatementthatuponrequestand free of charge, the following will be provided: a
copy ofany internal rule, guideline, protocol or other similarcriterionthatwas
relieduponinmakingthe adverse determination regarding the claim, and an
explanation of the scientific or clinical judgment for a determination that is based
on a medical necessity, experimental treatmentor other similar exclusion or
limit; and (6) in the case of a claim involving urgent care, a description of the
expedited review process applicable to such claim.

e. Appeal of Denied Claim.




1. FirstLevelof Appeal.lfacovered person'sclaimis deniedinwholeor in
part, then the claimant may appeal that decision directly to the Claims
Administrator. A request for reconsideration should be made as soon as
practicable following receipt of the denial and in no event later than 180
days after receiving the denial. If a covered person's circumstances
warrant an expedited appeals procedure, then the covered person
should contact the Claims Administratorimmediately.

The claimant will be asked to explain, in writing, why he or she believes
the claim should have been processed differently and to provide any
additional material orinformation necessary to supportthe claim. Following
review, the Claims Administrator willissue a decision on review.

Subject to the other provisions of this Article, the Claims Administrator's
review will be processed in accordance with the following time frames: (a) 72
hours in the case of an urgent care claim;

(b) 30 daysinthe case of a pre-service claim; (c) before a treatment ends
orisreducedinthe case ofaconcurrentcare claiminvolvinga reduced or
terminated course of treatment; (d) 24 hours in the case of a concurrent

care claim that is a request for extension involving urgent care; or (e) 60

days in the case of a post-service Claim.

2. Second Level of Appeal. If, after exhausting the first level of appeal with
the Claims Administrator, a claimant is still not satisfied with the result, he or
she (orthe claimant's designee) may appeal the claim directly to the
Employer. Appeals will not be considered by the Employer unless and
until the claimant has first exhausted all claims procedures with the Claims
Administrator. The appeal must be initiated in writing within 180 days afterthe
Claims Administrator's final decision on review. As part of the appeal
process, a claimanthas the rightto submit additional proof of entitlement
to benefits and to examine any pertinent documents relating to the
claim.

Inthe normal case, the Employer will make a determination on the basis of
the documents and written statements already submitted. However, the
Employer may require or permit submission of additional writteninformation.
Afterconsidering allthe evidence beforeit,the Employer will issue a final
decision on appeal.

The Employers decision on appeal will be conclusive and binding on the
claimant and all other parties. Claims appeals will be processed in
accordance withthe same timeframes as setforthin this Section.

f. Notice of Benefit Determination on Appeal. Every notice of a determination
on appeal will be provided in writing or electronically and, ifan adverse
determination, will include: (1)the specific reason or reasons for the adverse
determination; (2) reference to the specific Plan or Welfare Program provisions
onwhichthe determinationis based; (3) a statementthatthe individual is entitled
to receive, upon request and free of charge, reasonable access to and copies of
all documents, records, and other Relevant Information as defined below;
(4) a statement describing any voluntary appealprocedures offered by the
Planandany claimant'srighttobringan




actionunder ERISA Section 502(a); (5) a statementthatupon requestand free of
charge, the following will be provided: a copy of any internal rule, guideline,
protocol or other similar criterion that was relied upon in making the adverse
determination regarding the appeal, and an explanation of the scientific or
clinical judgment for a determination that is based on a medical necessity,
experimental treatment or other similar exclusion or limit; and (6) a statement that
claimant may have other voluntary alternative dispute resolution optionssuch
asmediationandthatonewaytofind outwhatmay be availableisto contactthe
localU.S. DepartmentofLaboroffice and state insurance regulatory agency. Any
action under ERISA Section 502(a) may be filed only afterthe Plan's appeal
procedures described above have been exhausted and only if the action is filed
within 90 days after the final decision is provided.

Relevant Information is any document, record, or other information that (a) was
relied uponin making the benefit determination; (b) was submitted, considered, or
generated in the course of making the benefit determination, without regard to
whether such document, record, or other information was relied upon in making the
benefitdetermination; (c) demonstrates compliance with the administrative processes
and safeguards required by federal law in making the benefit determination; or (d)
constitutes a statement of policy or guidance with respect to the Plan concerning the
denied treatment option or benefit for the claimant's diagnosis, without regard to
whether such advice or statement was relied upon in making the benefit
determination.

. ReviewProceduresonAppeal.Inthe conductofanyreview, the following will
apply:

1. No deference will be afforded to the initial adverse determination;

2. The review will be conducted by an appropriate named fiduciary who is
neither the individual who made the adverse benefit determination that is the
subjectofthe appeal, northe subordinate of suchindividual;

3. Indecidinganappealthatisbasedinwhole orinpartonamedical
judgment, the fiduciary shall consult with a health care professional who
has appropriate training and experience in the field of medicine involved
in the medical judgment;

4. Anymedicalorvocational experts whose advice was obtained on behalf
of the Plan in connection with an adverse determination will be identified,
withoutregardto whetherthe advice was relied uponin making the
determination;

5. Any health care professional consulted in making a medical judgment shall
be anindividualwhowas neitherconsulted within connection with the
adverse determination that is the subject of the appeal, nor the subordinate
of any such individual;and

6. In the case of a claim involving urgent care, an expedited review
process will be available pursuant to which (a) a request for an
expedited appeal may be submitted orally or in writing by the claimant, and
(b) allnecessary information, including the Plan's determination on



review, shall be submitted between the Plan and the claimant by
telephone, facsimile orotheravailable similarly expeditious method.



VI. ARTICLE - CLAIMS PROCEDURES FOR PLANS SUBJECT TO
PPACA

01. General.Forpurposes of determination ofthe amount of, and entitlement to,
benefits ofaninsured Welfare Program provided underaPolicy provided byan
Insurance Company Policy, the Insurance Company is the named fiduciary under the
Plan, with the full powertointerpretand apply the terms of the Plan as they relate to
the benefits provided under the Policy.

For purposes of determining the amount of, and entitlement to, benefits under a self-
funded Welfare Program provided through the Company's general assets, the Plan
Administratoristhe namedfiduciary underthe Plan, with the fullpowerto make
factualdeterminationsandtointerpretand apply the terms ofthe Plan as they relate to
the benefits provided through the self-funded arrangement.

To obtain benefits from an insured or self-funded Welfare Program, the Participant must
follow the claims procedures prescribed under the applicable Welfare Program. In
the event that (i) a self-funded Welfare Program does not prescribe a claims
procedure for benefits that satisfies the requirements of Section 503 of ERISA, or
(i) the Plan Administrator determines that the claims procedures described in a
self-funded Welfare Program shall not apply, and (iii)a self-funded Welfare
Program is subject to PPACA, the claims procedure described in this Article shall
apply with respect to such self- funded Welfare Program. If a self-funded Welfare
Program is not subject to PPACA, the claims procedure applicable to such self-
funded Welfare Program is describedinthe Article titled: "Claims Procedures for
PPACAExemptPlans".

02. Non-Group Health Claims and Disability Claims.

a. Aclaim shallbefiled in writing with the Plan Administrator and shall be decided
within 90 days (45 daysin the case of adisability claim) by the Plan Administrator
(unless special circumstances require an extension of up to 90 additionaldays [up
to 30 additional days in the case of adisability claim]). Written notice of the
decision on such Claim shall be furnished promptly to the claimant. Ifthe claimis
wholly or partially denied, such written notice shall: (1) set forth an explanation of
the specific findings and conclusions on which such denial is based, making
reference to the pertinent provisions of the Plan or Welfare Program
documents; (2) describe any additional informationormaterialneededto
supportthe claimand explainwhy such information or material, is necessary; and
(3)describe the review procedures under subsection (b) of this Section.

b. Aclaimant may review all pertinent documents and may request a review by the
Plan Administrator of the decision denying the claim. Any such request mustbe
filed in writing with the Plan Administrator within 60 days (or 180 daysinthe case
ofadisability claim)afterreceiptbythe claimantofwritten notice of the decision
of denial. Such written request for review shall contain all additional information
that the claimant wishes the Plan Administratorto consider.



Written notice ofthe decision onreview shall be furnished to the claimant within
60 days (45 days in the case of a disability claim) (or 120 days [90 daysinthe
case ofadisability claim]if special circumstances warrantan extension) following
the receipt of the request for review. The written notice ofthe Plan Administrator's
decisiononreview shallinclude the specific reasons for the decision and shall
refer to the pertinent provisions of the Plan or Policy on which the decision is based.
The written notice shall also include a statement of a claimant's rights to bring a civil
action under Section 502(a) of ERISAfollowinganadverse benefitdetermination
onreview; provided, such suitmay be filed only after the plan's review
procedures described above have been exhausted and only if filed within 90
days afterthe final decisionis provided, orifalaterdateis specifiedinabooklet,
certificate or otherdocumentationforaparticular Welfare Program, onlyiffiled by
such later date.

03. Group Health Claims.

a. Pre-Service Claim Determinations. When a covered person requests a
medical necessity determination prior to receiving care, the Claims
Administrator will notify the covered person of the determination within 15 days
afterreceiving the request. However, if more time is needed due to matters
beyond the Claims Administrator's control, the Claims Administrator will notify the
individual of this fact within 30 days after receiving the request. This notice will
include the date adetermination can be expected. If more time is needed
because necessary information is missing from the covered person's request, the
notice will also specify whatinformation is needed, and the covered person must
provide the specified informationto the Claims Administrator within 45 days
after receiving the notice. The determination period will be suspended on the date
the Claims Administrator sends such a notice of missing information, and the
determination period will resume on the date the covered person responds to
the notice, or45 days after the covered person's receipt of the notice,
whichever is sooner.

Ifthe determination periods above involve urgent care services, orinthe opinion
of a physician with knowledge of the covered person's health condition,
would cause severe pain thatcannot be managed withoutthe requested
services, the Claims Administrator will make the pre-service determination on
an expedited basis. The Claims Administrator will notify the covered person ofthe
expedited determination ofthatfactwithin 72 hours afterreceiving the request.
However, if necessary information is missing from the request, the Claims
Administratorwill notify the individual of thatfact within 24 hours after receiving
the request, specifying what additional information is needed. The covered
person must provide the specified information to the Claims Administrator within
areasonable amount of time, not to exceed 48 hours. The Claims Administrator will
notify the individual of the expedited benefit determination within 48 hours after
receipt of the specifiedinformation. Expedited determinations maybe provided
orally, followed within 3 days by written or electronic confirmation.

b. ConcurrentClaim Determinations. Whenanongoing course oftreatment, to be
provided over a period of time or number of treatments, has been approved for
acovered person andthereis a subsequentreduction or




termination of such period of time or number of treatments (other than by the
amendment or termination of the Welfare Program), such reduction or
terminationis considered an adverse benefitdetermination. The Claims
Administrator shall notify the claimant of such reduction or termination ata time
sufficiently in advance of the reduction or termination to allow the claimantto
appeal and obtain a determination on review before the benefitis reduced or
terminated.

When an ongoing course of treatment has been approved fora covered personand
the personrequeststo extend the course oftreatment, sucha requestisdeemedto
beaclaiminvolvingurgentcare. The covered person mustrequesta concurrent
medical necessity determination atleast 24 hours prior to the expiration of the currently
approved period of time or number of treatments. Whenthe covered personrequests
suchadetermination,the Claims Administratorwill notify the covered personofthe
determination within 24 hours after receiving therequest.

. Post-Service Claim Determinations. When a covered person requests a
claim determination after services have been rendered, the Claims
Administrator will notify the covered person of the determination within 30 days
afterreceivingtherequest. However,ifmoretimeis neededtomakea
determination due to matters beyond the Claims Administrator's control, the Claims
Administrator will notify the individual of this fact within 45 days after receiving the
request. This notice will include the date a determination can be expected. If more
time is needed because necessary information is missing from the covered
person's request, the notice will also specify what informationisneeded, and
the covered personmustprovide the specified informationtothe Claims
Administratorwithin 45 days afterreceiving the notice. The determination period
willbe suspended onthe datethe Claims Administrator sends such a notice of
missing information, and the determination period will resume on the date
covered person responds to the notice, or 45 days after the covered person's
receipt of the notice, whichever is sooner.

. Notice of Adverse Determination. Every notice of an adverse benefit
determination will be provided in writing or electronically in a culturally and
linguistically appropriate manner calculated to be understood by the
claimant, and willinclude all of the following that pertain to the determination:

(1) information sufficient to identify the claim involved, including the date of service,
the health care provider, the claim amount (if applicable), the diagnosis code
and its corresponding meaning, and the treatment code and its corresponding
meaning; (2) the specific reason or reasons for the adverse determination; (3)
reference to the specific Plan or Welfare Program provisions onwhichthe
determinationis based; (4) adescription of any additional material or
information necessary to perfectthe claimand an explanation of why such
material or information is necessary; (5) a description ofthe Plan'sinternal
review procedures andtime limits applicable to such procedures, available
externalreview procedures, as well as the claimant's right to bring a civil action
under Section 502 of ERISA following a final appeal; (6) a statement that upon
request and free of charge, the following will be provided: a copy of any internal
rule, guideline, protocol or other similar criterion that was relied upon in making
the adverse




determinationregarding the claim, and an explanation ofthe scientificor clinical
judgment for a determination that is based on a medical necessity, experimental
treatment or other similar exclusion or limit; (7) in the case of a claim involving urgent
care, a description of the expedited review process applicable to such claim; and (8)
a statement as to the availability of and the contact information for an applicable
office of health insurance consumer assistance or ombudsman established under
PHS Act Section 2793.

e. Appeal of Denied Claim.

1. FirstLevelof Appeal.lfacovered person'sclaimisdeniedinwholeor in
part, then the claimant may appeal that decision directly to the Claims
Administrator. A request for reconsideration should be made as soon as
practicable following receipt of the denial and in no event later than 180
days after receiving the denial. If a covered person's circumstance
warrants an expedited appeals procedure, then the covered person
should contact the Claims Administratorimmediately. The claimant will be
asked to explain, in writing, why he or she believes the claim should
have been processed differently and to provide any additional material or
information necessary to supportthe claim. Following review, the Claims
Administrator willissue a decision on review.

Subject to the other provisions of this Article, the Claims Administrator's
review will be processed in accordance with the following time frames: (a) 72
hours in the case of an urgent care claim;

(b) 30 daysinthe case of a pre-service claim; (c) before a treatment ends
orisreducedinthe case ofaconcurrentcare claiminvolvinga reduced or
terminated course of treatment; (d) 24 hours in the case of a concurrent

care claimthat is a request for extension involving urgent care; or (e) 60

days in the case of a post-service claim.

2. SecondLevelof Appeal. If, afterexhausting the firstlevel appeal with the
Claims Administrator, a claimant s still not satisfied with the result, he orshe
(ortheclaimant'sdesignee) may appealthe claimdirectlyto the Employer.
Appeals will not be considered by the Employer unless and until the
claimant has first exhausted all claims procedures with the Claims
Administrator. The appeal must be initiated in writing within 180 days after
the Claims Administrator's final decision on review. As part ofthe appeal
process, a claimanthas the right to submitadditional proof of entitlement
to benefits and to examine any pertinent documents relating to the
claim.

Inthe normal case, the Employer will make a determination on the basis of
the documents and written statements already submitted. However, the
Employer may require or permit submission of additional writteninformation.
Afterconsidering allthe evidence beforeit,the Employer will issue a final
decision on appeal.

The Employers decision on appeal will be conclusive and binding on the
claimant and all other parties. Claims appeals will be processed in
accordance withthe sametimeframes as setforthin subsection 1



above.

Afterexhaustion ofthe claims procedures provided underthis Plan, nothing
shall prevent any person from pursuing any other legal or equitable
remedy otherwise available. In the event the Plan fails to adheretothe
requirements setforthin this Article, aclaimantwillbe deemed to have
exhausted the Plan's internal claims and appeals process. The claimant
maytheninitiate any available externalreview process or remedies
available under ERISA or under state law.A deemed exhaustion,
however, does not occur if violations of the claims review process are de
minimis violations that do not cause, and are not likely to cause prejudice or
harm to the claimant so long as the violations were for good cause or due
to matters beyond the control of the Plan and occurred in the context of an
ongoing good faith exchange of information between the claimantand the
Plan Administrator, claims administrator or Named Fiduciary.

f. Notice of Benefit Determination on Appeal. Every notice of a determination on
appeal will be provided in writing or electronically and, if an adverse determination,
willinclude: (1) information sufficient to identify the claiminvolved, includingthe
date of service, the health care provider, the claim amount (if applicable), the
diagnosis code and its corresponding meaning, and the treatmentcode andits
corresponding meaning; (2) the specific reason or reasons for the adverse
determination; (3) reference to the specific Plan or Welfare Program provisions
on which the determination is based; (4) a statement that the individual is entitled
to receive, upon request and free of charge, reasonable access to and copies
of all documents, records, and other RelevantInformation as defined below; (5)
astatement describing any voluntary appeal procedures offered by the Plan and
any claimants rightto bring an action under ERISA; (6) a statementthatupon
request and free of charge, the following will be provided: a copy of any internal
rule, guideline, protocol or other similar criterion that was relied upon in making the
adverse determination regarding the appeal, and an explanation of the
scientific or clinical judgment for a determination that is based on a medical
necessity, experimental treatment or other similar exclusion or limit; and (7) a
statement that claimant may have other voluntary alternative dispute resolution
options such as mediation and that one way to find out what may be available is to
contactthe local U.S. Department of Labor office and state insurance regulatory
agency. Any action under ERISA may befiled only afterthe Plan'sreview
proceduresdescribed above have been exhausted and only ifthe actionisfiled
within 90 days after the final decision is provided.

"Relevant Information" is any document, record, or other information that (a) was
relied uponin making the benefit determination; (b) was submitted, considered, or
generated in the course of making the benefit determination, without regard to
whether such document, record, or other information was relied upon in making the
benefit determination; (c) demonstrates compliance with the administrative processes
and safeguards required by federal law in making the benefit determination; or (d)
constitutes a statement of policy or guidance with respect to the Plan concerning the
denied treatment option or benefit for the claimant's diagnosis, without regard to
whether such advice or



statement was relied upon in making the benefit determination.

g. ReviewProceduresonAppeal.Inthe conductofanyreview, thefollowing will
apply:

1. No deference will be afforded to the initial adverse determination;

2. The review will be conducted by an appropriate named fiduciary who is
neither the individual who made the adverse benefit determination that is the
subjectofthe appeal, northe subordinate of suchindividual;

3. Indecidinganappealthatisbasedinwhole orinpartonamedical
judgment, the fiduciary shall consult with a health care professional who
has appropriate training and experience in the field of medicine involved
in the medical judgment;

4. Anymedicalorvocational experts whose advice was obtained on behalf
of the Plan in connection with an adverse determination will be identified,
withoutregardto whetherthe advice was relied uponin making the
determination;

5. Any health care professional consulted in making a medical judgment shall
be anindividual who was neither consulted in connection with the adverse
determination that is the subject of the appeal, nor the subordinate of
any such individual;and

6. In the case of a claim involving urgent care, an expedited review
process will be available pursuant to which (a) a request for an
expedited appeal may be submitted orally or in writing by the claimant, and
(b)allnecessary information, including the Plan's determination on review,
shall be submitted between the Plan and the claimant by telephone,
facsimile or other available similarly expeditious method.

7. Theclaimantwillbe provided withany new oradditional evidence
considered, relied upon, or generated by the Plan in connection with the
claim, aswellas any new oradditional rationale fordenial. The claimant
will have a reasonable opportunity to respond to such new evidence or
rationale.

04. External Claims Procedure. After receiving notice of an adverse benefit
determination or a final internal adverse benefit determination, a claimant may file with
the Plan a request for an external review, except that a denial, reduction,
termination, or a failure to provide payment for a benefit based on a determination thata
claimant or beneficiary fails to meet the requirements for eligibility under the Plan is not
eligible for the external review process. A claimant may request from the Plan
Administrator additional information describing the Plan's external review procedure.




VII. ARTICLE - QUALIFIED MEDICAL CHILD SUPPORT ORDERS

01. Purposes. The provisionsofthis Article shallapply withrespecttoany Welfare
Program thatdoes not contain provisions pertainingto QMCSOs (as defined below).
The Plan Administrator, pursuant to Section 609(a) of ERISA,adopts the following
procedures for determining whether medical child support orders are "qualified" in
accordance with ERISA's requirements. The Plan Administrator also adoptsthese
procedurestoadministerpaymentsandotherprovisionsunder Qualified Medical
Child Support Orders ("QMCSOs"), and to enforce these procedures aslegally
required. The Plan Administrator may alter,amend or terminate these procedures
and substitute alternative proceduresinits sole discretion.

02. Definitions. For purposes of the QMCSO requirements, the following terms have these
meanings:

a. "Medical Child SupportOrder"means anyjudgment, decree ororder
(including approval of a settlement agreement) which:

i. Provides for child support for a child of a Participant under a group
health plan, or provides for health coverage to such a child;

ii. ismade pursuantto state domestic relations law (including a
community property law); and

ii. Relates to benefits under such group health plan.

b. "Alternate Recipient" means any child ofa Participantwhois recognized under
a Medical Child Support Order as having a right to enroliment under a group
health plan with respect to such Participant.

c. Anytermused in this Article that is defined elsewhere in this Plan shall have the
meaning assigned to such term under such other definition.

03. Qualified Medical Child Support Order.

a. "Qualified Medical Child Support Order" or"QMCSQO"is a Medical Child Support
Order which creates or recognizes an alternate recipient's right to, or assignstoan
alternate recipienttherightto, receive benefits forwhich a Participantor
beneficiaryiseligible underthe group health portion ofthis Plan, and which the
Plan Administrator has determined meets the requirements of this Section.

b. To be "qualified" as a QMCSO, a Medical Child Support Order must clearly:

i. Specify the name and the last known mailing address (if any) of the
Participantand the name and mailing address of each alternate
recipient covered by the order;

ii. Include areasonable description of the type of coverage to be provided by
the Plan to each alternate recipient, orthe mannerin which such type of
coverage is to bedetermined;



04.

ii. Specify the period to which such order applies;
iv. Specify the Plan to which such order applies; and

v. Provide thatthe alternate recipient or parent of the alternate recipient will

pay the applicable premium for family coverage under the Plan.

Inaddition,a QMCSO mustnotrequire the Planto provide any type orform of
benefit, or any option, not otherwise provided under the Plan except to the extent
necessary to meet the requirements described in Section 1908 of the Social
Security Act (as added by Section 13822 of the Omnibus Budget
Reconciliation Act of 1993).

The alternate recipient's right to enroll in the Plan is dependent on the
Participant's eligibility status in thePlan.

Procedures. UponreceiptofaMedical Child SupportOrder, the Plan
Administrator shall:

a.

Promptly notify in writing the Participant, each alternate recipient covered by the
order, and eachrepresentative forthese parties of the receipt of the Medical
Child SupportOrder. Such notice shallinclude acopy ofthe order and the Plan's
procedures for determining whether such orderis a QMCSO.

Permit the alternate recipient to designate a representative to receive copies of
notices sent to the alternate recipient regarding the Medical Child Support Order.

Within a reasonable period after receiving a Medical Child Support Order,
determine whether it is a Qualified Medical Child Support Order and notify the
parties indicated in this Section of such determination.

Ensure the alternate recipientis treated by the Plan as a beneficiary for ERISA
reportinganddisclosure purposes, suchasbydistributingtothe alternate
recipient (and/or his or her representative) a copy of the summary plan
description and any subsequent summaries of material modification

generated by a Plan amendment.



VIIl. ARTICLE - GENERAL PROVISIONS

01.

02.

03.

04.

05.

COBRA Rights. With respect to each Welfare Program which is a group health plan
withinthe meaning of Section 601 of ERISA, each Participantand his or her family
members may have the right to purchase continuous coverage for a temporary
period of time if coverage under the group health plan terminates due to certain COBRA
qualifying events (such as termination of employment, reduction in work hours, divorce,
death, or a child ceasing to meet the definition of dependent under the terms of the
group health plan). In general, a Participant or family membermustelect COBRA
continuation coverage within 60 daysfollowingthe date of the qualifying event, orif
later, the date notice of the qualifying eventis provided to the individual. If continuation
coverage is elected, the individual will be responsible for paying the full cost of
continuation coverage plus an administrative fee.

Newborns’ and Mothers’ Health Protection Act. With respect to each Welfare
Program that is a group health plan providing maternity benefits, the Plan will not restrict
benefits for any hospital length of stay in connection with childbirth for the mother or
newborn child to less than 48 hours following a normal vaginal delivery, or less than 96
hours following a cesarean section. However, federal law generally does notprohibitthe
mother'sornewborn's attending provider, after consulting with the mother, from
discharging the mother or newborn earlier than the above periods. In any case, such
group health plan will not require that a provider obtain authorization fromthe Plan
for prescribing alength of stay notin excess ofthe above periods.

Women’s Health and Cancer Rights Act If you have had or are going to have a
mastectomy, you may be entitled to certain benefits under the Women’s Health and
Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related
benefits, coverage will be provided in a manner determined in consultation with the
attending physician and the patient, for:

1. Allstages of reconstruction of the breast upon which the mastectomy was
performed;

2. Surgery and reconstruction of the other breast to produce a symmetrical

appearance;

Prostheses; and

4. Treatmentofphysical complications during all stages of mastectomy,
including lymphedemas.

d

These benefits will be provided subject to the same deductible and coinsurance
applicable to other medical and surgical benefits under this Plan.

FMLA. The Employerwillmaintain benefits undereach Welfare Programthatisa group
health plan for an Employee on FMLA leave on the same terms and conditions as if
the Employee had continued to work. If an Employee returns from FMLA leave and
chooses not to retain group health plan coverage during the leave, the Employer will
reinstate the Employee in such group health plan coverage on the same terms as prior
to theleave.

USERRA. Except to the extent greater benefits are provided under a Welfare



06.

07.

08.

09.

10.

Program, a Participant who is performing service in the uniformed services and is
covered under the Plan is entitled to continue coverage for himself and dependents if
applicable, provided the Participant elects to continue coverage for the lesser of the
following periods:

a. The 24-month period beginning on the date the Participant's absence for the
purpose of performing service begins;or

b. The period beginning on the date the Participant's absence for the purpose of
performing service begins, and ending on the date which the Participant fails to
return from service or apply for a position of employment as provided in USERRA
or the regulations thereunder.

COBRA continuation coverage provided underthe Sections titled: "COBRA Rights"
and "USERRA" under this Article are concurrent.

GoverningLaw. This Planshallbe governedand construedinaccordancewith the
internal laws of the State of South Carolina without giving effect to any choice

of law or conflict of law provision or rule (whether the State of South Carolina or any other
jurisdiction) that would cause the application of the laws of any jurisdiction other than the
State of South Carolina. Notwithstanding the foregoing, in the event that the laws of the
State of South Carolina are superseded by the Internal Revenue Code of 1986, as
amended (the "Code")and/or ERISA, the Code and/or ERISA shall control.

ConstructionofPlanDocument. The captionscontained hereinareinsertedonly asa
matter of convenience and forreference, andin noway define, limit, enlarge or
describe the scope orintent of the Plan, norin any way affect the Plan or the
construction of any provision thereof. Any terms expressed in the singular form shall
be construed asthoughtheyalsoincludethe plural, where applicable,and references
to the masculine, feminine, and the neuter are interchangeable.

Severability Clause. In case any provision of this Plan shall be held unlawful or invalid
forany reason, such unlawfulness orinvalidity shall not affect the remaining parts of this
Plan, and this Plan shall be construed and enforced as if such unlawful or invalid
provisions had never been inserted herein.

Plan in Effect at Termination of Employment Controls. Unless expressly indicated
otherwise, no provision ofthis Plan shallapply to any Employee who terminated
employmentpriortothe effective date of such provision. Inaddition, unless expressly
indicated otherwise, any amendment to this Plan shall not apply to any Eligible Employee
whoterminates employmentpriorto the effective date of such amendment.

No Guarantee of Employment. This Plan shall not be deemed to constitute a
contract between the Employer and any Eligible Employee or Participant, or to be
consideration or an inducement for the employment of any Participant or Eligible
Employee. Nothing contained in this Plan shall be deemed to give any Participant or
Eligible Employeetherighttoberetainedinthe service ofthe Employerorto interfere
withthe rightofthe Employertodischarge any ParticipantorEligible Employeeatany
time, regardless ofthe effectwhich suchdischarge shallhave upon such Eligible
Employee as a Participant in the Plan.




1.

12.

13.

14.

15.

16.

Non-Alienation of Benefits. No benefit, right or interest of any Participant or
beneficiary under the Plan shall be subject to anticipation, alienation, sale,
assignment, transfer, process, or be liable for, or subjectto, the debts, liabilities or other
obligations of such person, and no such attempted or purported anticipation, etc., will be
recognized by the Plan, except as otherwise required by law.

Limitation of Rights. Neitherthe establishmentnorthe existence ofthe Plan, nor any
modificationthereof, shalloperate orbe construed soastogiveanyperson anylegal
orequitablerightagainstthe Employer, exceptasexpressly provided herein or
required by law.

Cooperation. Circumstances may arise in which the Employer or the Plan
Administrator may require a Participant or beneficiary to furnish information or pay an
amountthatdirectly orindirectly relatesto participationin, orbenefits paid or payable
from a Welfare Program. Each Participant or beneficiary, in consideration of the
coverage provided by such Welfare Program, must fully cooperate and provide any
and all information requested, execute any and all documents that will enable the
Employer or the Plan Administrator to access such information, and pay any amountdue
pursuanttothe Welfare Program. In the event a Participant or beneficiary fails to comply
with this cooperation provision within the time period set by the Plan Sponsorin its sole and
absolute discretion or provides false information inresponse to such request, payment of
allbenefits underthe Welfare Program (whether or not such benefits relate to the
requested information or failure to pay) may be suspended and/or coverage may be
terminated either retroactively or prospectivelyinthe Employers sole discretion. In
addition, the Employerorthe Plan Administrator may pursue any other remedy available
toit, including obtaining aninjunctiontorequire cooperation, orrecovering fromthe
covered personor beneficiary damages for any loss incurred by it as a result of the
failure to cooperate or make payment, or the provision of false information.

Mental Health Parity and Addiction Equity Act. Notwithstanding anythinginthe Plan
to the contrary, the Plan will comply with the Mental Health Parity and Addiction
Equity Act and ERISA Section 712 (where applicable).

Genetic Information Nondiscrimination Act (GINA). Notwithstanding anything in the
Plan to the contrary, the Plan will comply with the Genetic Information
Nondiscrimination Act.

Children's Health Insurance Program Reauthorization Act of 2009. The Plan will
comply with the "group health plan” requirements relating to CHIP underthe Children's
Health Insurance Program Reauthorization Act of 2009.




IX. ARTICLE - PLAN PRIVACY RULES

01. Introduction. The Health Insurance Portability and Accountability Act of 1996
("HIPAA") mandates strict privacy and security standards to protect Protected Health
Information as defined below. In addition, the Plan will ensure that PHI that is Electronic
Protected Health Information ("ePHI") pertaining to covered persons remains
confidential. This Article sets forth the guidelines the Plan Sponsor must follow when
using and disclosing PHI.

02. Definitions.

a. "Individually Identifiable Health information" means health information that
either actually identifies an individual, or creates a reasonable basis to believe
that the information would identify the individual.

b. "Protected Health Information" or "PHI" means health information that:

i. Iscreated or received by health care providers, health plans, or health care
clearinghouses;

ii. Relatestoanindividual's past, present or future physical or mental health
condition, the provision of health care to an individual or the past, present
or future payment for the provision of health care to an individual; and

iii. identifies the individual or creates a reasonable basis to believe that the
information, including demographic information, can be used to identify
the individual.

c. "Electronic Protected Health Information" or "ePHI" is PHI that is
transmitted by or maintained in electronic media, as defined in 45 C.F.R. §
160.103.

d. "Plan Sponsor" means the Employer.

03. Permitted Uses and Disclosures. The Plan Sponsor can use ordisclose PHI
without prior Participant authorization or consent in the following situations:

a. WhenthePHlIlisusedordisclosedtothe Participantwhoisthe subjectofthe PHI;

b. When the PHI is used or disclosed for treatment, payment, or health care
operations;

¢. WhenthePHlisusedordisclosedincidenttoauseordisclosure otherwise
permitted or required under the privacy rules setforth in this Article, and such
disclosureoccursdespitereasonable Plansafeguards whichareinplace;

d. When the PHIis used or disclosed pursuant to and in compliance with a valid
authorization; and

e. When the PHI is used or disclosed pursuant to an agreement with the
Participantin situations where the Participant is given the choice to agree to



or object to such use or disclosure.

04. Required Uses and Disclosures. The Plan Sponsor must disclose PHIinthe
following situations:

a. When Participants request access to their own PHI, or request an accounting of
the Plan's disclosures of their own PHI; and

b. When required by the U.S. Department of Health and Human Services to
determinethePlan'scompliance with the privacyrules setforthinthis
Article.

05. Certifications. The Plan Sponsor certifies and agreesto:

a. Notuse orfurther disclose PHI other than as permitted or required by the Plan
or applicable law;

b. Ensurethatanyagents, including subcontractors, towhom it provides PHI
received from the Plan agree to the same restrictions and conditions that apply
to the Plan Sponsor with respect to such information;

c. Notuse ordisclose PHI foremployment-related actions and decisions, orin
connection with any other benefit or employee benefit plan;

d. Reportto the Plan any use or disclosure of PHI that is inconsistent with the uses
ordisclosures permitted by the Planand of whichthe Plan Sponsor becomes
aware;

e. Make a Participant's PHI available to such Participant;
f. Allow a Participant to amend his or herPHI;
g. Make an accounting of disclosures of PHI available to a Participant;

h. Makeitsinternal practices, books and records relating to the use and
disclosure of PHI available to the Secretary of Health and Human Services for
purposes of determining compliance;

i. Iffeasible, return ordestroy all PHIreceived from the Plan thatit still
maintains and thatis nolongerneeded forthe purpose forwhich the
disclosure was made; if destructionis not possible, limitfurtheruses and
disclosures; and

j- Ensure adequate separation between the Plan and the Plan Sponsor.

06. Obligations with Respect to ePHI Obtained From the Plan.As a condition of
receiving ePHI from the Plan for Plan administrative functions, the Plan Sponsor
specifically agrees to:

a. Implementadministrative, physical, andtechnical safeguards thatreasonably and
appropriately protect the confidentiality, integrity, and availability of the ePHIthatit
creates, receives, maintains, ortransmits on behalfofthe Plan;

b. Ensure thatthe adequate separation, between the Plan Sponsor and persons who
have no legitimate need to access such PHI, asrequired by 45 CFR. §



164.504(f)(2)(iii), is supported by reasonable and appropriate security measures;

c. Ensurethatany agent, including a subcontractor, to whom it provides ePHI
agreestoimplementreasonable and appropriate security measuresto
protect ePHI; and

d. Report to the Plan any security incident of which it becomes aware.

07. Adequate Separation Between the Plan and the Plan Sponsor.

a. Accessto PHI. The following employees of the Plan Sponsor (and any
successors to their current job titles/positions) may be given access to PHI
because such access is essential for them to perform their Plan
administration duties:

= Human Resources
= Executive Management

b. Restricted Access. The employees listed in (a) above shallhave access to PHI
thatis restricted to Plan administration functions necessary and essential for the
ongoing functioning of the Plan.

c. Procedures for Resolving Noncompliance. The Plan's Privacy Officer has
responsibility for facilitating and ensuring compliance with all privacy rules and
procedures. Allemployees and contractors ofthe Plan Sponsorwho handle PHI
will be subject to enforcement sanctions administered in a mannerthatis
consistent with the Plan Sponsor's human resources policies and procedures.
Sanctions willbe determined based on the nature ofthe violation, its severity,
whether or not the violation was intentional, and whether or not the offending
individual has engaged in previous violations. Sanctions may include verbal
warnings, written warnings, probationary periods, suspension ortermination.
Sanctions will be consistently appliedina nondiscriminatory manner.




X. ARTICLE - PATIENT PROTECTION AND AFFORDABLE CARE ACT
COMPLIANCE

01.

02.

03.

04.

05.

06.

07.

08.

Pre-Existing Conditions. Notwithstanding anything contained in this Plan to the

contrary, this Plan does not place any limitation or exclusion on coverage of pre-
existing conditions for individuals.

Lifetime/Annual Limits. Notwithstanding anything containedin this Planto the
contrary, this Plan does not place any lifetime or annual limits on the dollar value of
essential benefits for any individual under the group health plan. "Essential
benefits" shall be those defined by the state, in accordance with guidance issued by the
Department of Health and Human Services.

Cost Sharing Requirements for Preventive Care Expenses. With regard to non-
grandfathered benefits under the Plan, there shall be no participant cost sharing
requirements for any in-network preventive care expenses, as set forth in PPACA and
the regulations and guidance issued thereunder.

Dependent Definition. The term "Dependent” shall include any child of a
participant who is covered under aninsurance contract, as defined in the contract, or
under a self-funded plan,as defined in the plan, subjectto PPACA and the
regulations and guidance issued thereunder.

No Rescission of Coverage. The Plan shall not rescind coverage exceptin the case of
fraud or an intentional misrepresentation of a material fact. For purposes of this provision,
arescission is a cancellation or discontinuance of coverage that has retroactive effect.

Selection of Providers. If a non-grandfathered group health plan or a health
insurance issuer offering group or individual health insurance coverage under the Plan
requires or provides for designation by a participant, beneficiary, or enrollee of a
participating primary care provider, then the plan orissuer must permiteach
participant, beneficiary, orenrollee to designate any participating primary care provider
whois available toacceptthe participant, beneficiary, orenrollee. The plan or issuer
must also permit the Participant to designate an in-network pediatrician who is
available to accept the participant, beneficiary, or enrollee, and the plan may not require
referral or authorization for any in-network obstetrician or gynecologistwhois available
toacceptthe participant, beneficiary, orenrollee.

Emergency Services. With respect to non-grandfathered benefits under the Plan, a
planorhealthinsurance coverage providingemergency services mustdo so without
the individual or the health care provider having to obtain prior authorization (even if the
emergency services are provided out of network) and without regard to whether the
health care provider furnishing the emergency services is an in- network provider
with respect to theservices.

Cost Sharing Limits. With respect to non-grandfathered benefits under the Plan, this
Plan does notimpose cost sharing amounts (i.e., copayments, coinsurance, and
deductibles, but not premiums) that are more than the maximum allowed for high
deductible health plans. In 2017, these limits will be $7,150 for an individual




09.

10.

1.

and $14,300 for family coverage. After 2017, these amounts will be adjusted for health
insurance premium inflation. For these purposes, if the Plan utilizes more thanone
service providerto administer benefits that are subject to the annual limitation on out-of-
pocket maximums, the Plan will combine the annual limitation on out-of-pocket
maximums for each other type of plan coverage (e.g., prescription drug coverage) on an
aggregate basis.

Clinical Trials. With respect to non-grandfathered benefits underthe Plan, this Plan
shall not deny any "qualified individual," as set forth in Public Health Service Act§2709,
participation in an approved clinical trial with respect to the treatment of canceror
anotherlife-threateningdisease orcondition. This Plan also shallnot deny (or limit or
impose additional conditions on) the coverage of routine patient costs foritems and
services furnished in connection with participation in the trial. Finally, this Plan shallnot
discriminate againsttheindividualonthe basis ofthe individual's participation in such
trial.

Provider Discrimination. With respect to non-grandfathered benefits under the Plan,
this Plan shall not discriminate with respect to participation under the Plan againstany
health care provider that is acting within the scope of that provider's license or
certification under applicable state law, as required by Public Health Service Act
§2706(a).

Applicability. This Article shall apply to Welfare Programs under the Plan only if the
Welfare Programs are subjectto PPACA and ifthe Welfare Programs do not contain
provisions compliant with PPACA.



APPENDIX A

Welfare Program

Benefit Administrator

Policy or Contract

PPACA Applicability

Number
Health Plan (Fully- BlueCross BlueShield of 25-54927 Applicable
Insured) SC
BlueCross BlueShield of 1-20 & Alpine Rd.
SC Columbia, SC 29219
Effective Date:
02/01/2017
Dental Delta Dental 62181000 Applicable
Delta Dental 1320 Main Street, Suite
Effective Date: 650
02/01/2015 Columbia, SC 29201
Group-Term Life for American United Life 00613882 Applicable
Employees Insurance Company
American United Life One American Square
Insurance Company Indianapolis, IN 46206
Effective Date:
02/01/2015
Long-Term Disability American United Life G 00613882 Applicable
(Fully-Insured) Insurance Company
American United Life One American Square
Insurance Company Indianapolis, IN 46206
Effective Date:
02/01/2015
Short-Term Disability American United Life G 00613882 Applicable
(Fully-Insured) Insurance Company
American United Life One American Square
Insurance Company Indianopolis, IN 46206
Effective Date:
02/01/2015
Vision Physicians Eyecare Plan | 00279 Applicable
Physicians Eyecare Plan | 48 Courtenay Drive
Effective Date: Charleston, SC 29403
02/01/2015
Health Reimbursement Benefit Coordinators Not Applicable Applicable
Arrangement(HRA) 121 Hunter Village Dr,
Benefit Coordinators Irmo, SC 29063
Effective Date: Irmo, SC 29063
02/01/2010
Employee Assistance ComPsych ONEAMERICA3 Applicable

Program (EAP)
ComPsych
Effective Date:
01/01/2016

455 N. Cityfront Plaza Dr.

Floor 13
Chicago, IL 60611




Business Travel Accident
Plan

Europ Assistance USA
Effective Date:
02/01/2015

American United Life
Insurance Company
One American Square
Indianapolis, IN 46206

G-21420

Applicable




Execution Agreement

INWITNESS WHEREOF, McEntire Produce has caused its authorized officer to execute this amended and
restated Plan document as of , the same to be effective January 04, 2017, unless

otherwise indicated herein.

McEntire Produce

By:

Name:

Title:




CERTIFICATE OF RESOLUTION

The undersigned authorized representative of McEntire Produce (the Employer) hereby certifies that the following
resolutions were duly adopted by the governing body of the Employer on ,
and that such resolutions have not been modified or rescinded as of the date hereof:

RESOLVED, that the form of amended and restated Welfare Benefit Plan, effective January 04, 2017, presented to this
meeting (and a copy of which is attached hereto) is hereby approved and adopted, and that the proper agents of the
Employer are hereby authorized and directed to execute and deliver to the Administrator of said Plan one or more
counterparts of the Plan.

RESOLVED, thatthe Administrator shall be instructed to take such actions that the Administratordeems necessaryand
properinordertoimplementthe Plan, andtosetup adequate accountingand administrative procedures for the provision
of benefits under the Plan.

RESOLVED, thatthe proper agents of the Employer shall act as soon as possible to notify the employees of the Employer
ofthe adoption ofthe Plan and to deliver to each employee a copy of the Summary Plan Description of the Plan, which
Summary Plan Description is attached hereto and is hereby approved.

The undersigned further certifies that attached hereto as Exhibits, are true copies of McEntire Produce's Benefit Plan
Document and Summary Plan Description approved and adopted at this meeting.

McEntire Produce

By:

Name:

Title:




McEntire Produce

McEntire Produce
2040 American Italian Way
Columbia, SC 29209

McEntire ProduceWrapPlan
Summary PlanDescription

Amended and Restated January 04, 2017
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. SUMMARY PLAN DESCRIPTION SUPPLEMENT

This documentand the certificates issued with respect to the Welfare Programs described
herein (the “Certificates”) together comprise the Summary Plan Description (SPD)forthe
McEntire Produce Wrap Plan (the “Plan”). Ifthe terms ofthisdocument conflict with the
terms of the Certificates, then the terms of the Certificates will control, unless otherwise
required by law.

The SPD summarizes your rights and obligations as a participant (or beneficiary) in the Plan. It
is intended to comply with the minimum federal legal requirements for SPDs. To the extent any
greater legal rights are afforded to you by the Plan or any applicable state law not pre-empted

by ERISA, thoselegalrights supersede the rights setforthin the SPD.

GENERAL INFORMATION

NAME OF PLAN:
McEntire Produce Wrap Plan
PLAN SPONSOR:

McEntire Produce
2040 American ltalian Way
Columbia, SC 29209

The Plan Sponsor is sometimes referred to as the “Company.”
EMPLOYER IDENTIFICATION NUMBER:

57-0868353

PLAN NUMBER:

501

PLAN ADMINISTRATOR:

McEntire Produce
2040 American ltalian Way
Columbia, SC 29209

TYPE OF PLAN:

McEntire Produce Wrap Plan including Medical, Dental, Life, Disability, Vision, Medical
Spending Account, Employee Assistance Program (EAP)and Accident benefits.

PLAN YEAR:

Other than any applicable short plan year, the Plan’s records are maintained on a twelve-



month period oftime. Thisisknownasthe PlanYear. The Plan Yearbeginson February 01
and ends on January 31.

CLAIMS ADMINISTRATION:

Claims for benefits are administered by the respective companies set forth at Appendix A that
include but are not limited to: Medical, Dental, Life, Disability, Vision, Medical Spending
Account, Employee Assistance Program (EAP) and Accident.

AGENT FOR SERVICE OF LEGAL PROCESS:

McEntire Produce
2040 American ltalian Way
Columbia, SC 29209

You may also serve legal process on the Plan Administrator or any successor in title or office of
the current registered agent of the company.

TYPE OF ADMINISTRATION:

Some benefits under the Plan are fully insured and are paid pursuant to the terms of
insurance policies issued by insurancecompanies.

Other benefits are self-funded and are paid from the general assets of the Sponsor. The
Sponsorhasenteredinto contracts with third party vendors to assistthe Sponsorin
administering self-funded benefits.

ELIGIBILITY:

The eligibility and participation requirements for each Welfare Program are stated in the
applicable Policy or Welfare Program document. Where the eligibility and/or participation
requirements are notstated inthe Policy or Welfare Program document, the eligibility and/or
participation requirements stated in this SPD and the Plan Document shall control, as otherwise
set forth below:

You will be eligible to participate in the Plan if you are a full-time employee regularly
scheduled to work at least 30 hours per week ("full-time Employee").

Otherindividuals, such as an Eligible Employee’s spouse, children, or other designated member,
may be eligible to participate in and receive benefits under one or more of the Welfare
Programs due to their relationship to an Eligible Employee. Information about such eligibility
and coverageisfoundin the applicable Policy or Welfare Program Documents.

You will enter the plan on the first day of the pay period.

A reemployed former Participant shall again be eligible to become a Participant in the Plan
when the Participant again satisfies the requirements set forth in the Section titled: "Eligibility
and Participation".

AMENDMENT AND TERMINATION:

The McEntire Produce Wrap Plan (the "Plan Document") contains all the terms ofthe Plan
and may be amended from time to time at its sole discretion by your Employer. Any



changes made shall be binding on each Covered Participant and any other Covered
Persons referred to in the Plan Document.

The Bookletwill disclose any Plan provisions governing your benefits, rights and obligations
upon plan termination or the amendment or elimination of benefits under the Plan.

NO CONTRACT OF EMPLOYMENT:

ThePlanis notintendedtobe,and may notbe construed as constituting, a contractor other
arrangement between you and the companies listed below to the effect that you will be
employed for any specific period oftime.

BENEFITS AND ADMINISTRATION:

The Plan provides benefits for eligible employees and covered dependents as
administered under policies of insurance as listed in Appendix A thatinclude but are not limited
to: Medical, Dental, Life, Disability, Vision, Medical Spending Account, Employee Assistance
Program (EAP) and Accident. These Welfare Programs are insured or administered by the
companies also listed in Appendix A and are generally described in the Plan Document. The
administrative functions include paying claims and determining medical necessity.

Replacementsforlostor misplaced copies ofthe Plan Documentmay be obtained by writing
to the Plan Administrator. Notification will be given of changes in benefits that may occur from
time to time.



IIl. SUMMARY OF PLAN BENEFITS

The Plan provides you and your eligible dependents with the coverages summarized in
Appendix A. Asummary of the benefits provided under the Planis set forth in the certificates
issued by the insurance companies.

NEWBORN’S AND MOTHER’S HEALTH PROTECTION ACT:

Group health plans and health insurance issuers generally may not, under Federal law,
restrict benefits for any hospital length of stay in connection with childbirth for the mother or
newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following
a cesarean section. However, Federal law generally does not prohibit the mother’s or
newborn’s attending provider, after consulting with the mother, from discharging the
mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and
insurers may not, under Federal law, require that a provider obtain authorization from the plan or
the insurer for prescribing a length of stay not more than 48 hours (or 96 hours).

WOMEN’S HEALTH CANCER RIGHTS ACT:

If you have had or are going to have a mastectomy, you may be entitled to certain
benefits under the Women’s Health and Cancer Rights Act of 1998 (WHCRA). For
individuals receiving mastectomy-related benefits, coverage will be provided ina manner

determined in consultation with the attending physician and the patient, for:

1. Allstages of reconstruction of the breast upon which the mastectomy was
performed;

2. Surgery and reconstruction of the other breast to produce a symmetrical
appearance;

3. Prostheses; and

4. Treatmentofphysicalcomplications during all stages of mastectomy, including
lymphedemas.

These benefits will be provided subject to the same deductible and coinsurance applicable to
other medical and surgical benefits under this Plan.

LOSS OF BENEFITS:

The provisions regarding termination of coverage and limitations and exclusions of
benefits that may result in reduction or loss of benefits are explained in the Welfare
Benefit Booklet.

CONTRIBUTIONS:

Contributions tothe Plan are provided by the Employer and Employees. Employee
contributions are made via automatic payroll deductions. The Plan Administrator will provide a
schedule of the applicable premiums during open enrollment periods and upon request.



HOW TO RECEIVE YOUR BENEFITS:

This information is explained in the article entitled “CLAIMS PROCEDURE FOR PPACA
EXEMPT PLANS” or “CLAIMS PROCEDURE FOR PLANS SUBJECT TO PPACA” as
the case may be.

BENEFIT-SPECIFIC INFORMATION:

Please refer to the appropriate insurance policies and/or summaries of coverage for the
following information:

Adescription ofany cost-sharing provisions (such as premiums, deductibles,
coinsurance, and copayment amounts) for which you or a beneficiary will be
responsible;

Any annual or lifetime caps or other limits on benefits under the Plan;
The extent to which preventative services are covered under the Plan;

Whether, and under what circumstances, existing and new drugs are covered under
the Plan;

Whether, and under what circumstances, coverage is provided for medical tests, devices
and procedures;

Provisions governing the use of network providers;

The composition of the provider network, and whether and under what circumstances
coverageis provided forout-of-network services;

Any conditions or limits on the selection of primary care providers or providers of specialty
medical care;

Any conditions or limits applicable to obtaining emergency medical care; and

Any provisions requiring preauthorizations or utilization review as a condition to
obtaining a benefit or service under the Plan.



lll. CLAIMS PROCEDURE FOR PPACA EXEMPT PLANS

AclaimforbenefitsunderaWelfare Program mustbe submittedinaccordance withthe claims
procedure prescribed forthe applicable Welfare Program. Tothe extentthata claims
procedure is not prescribed for a self-funded Welfare Program, and the self- funded
Welfare Program is not subject to the Patient Protection and Affordable Care Act
(“PPACA”), the claims procedure described in this section shall apply with respectto such
self-funded Welfare Program. If the self-funded Welfare Program is subject to PPACA, the
claims procedure applicable to such self-funded Welfare Programis describedinthe
section entitled “Claims Procedure for Plans Subjectto PPACA.”

A “claim” is defined as any request for a plan benefit made by a claimant (or by an
authorized representative of a claimant) that complies with the Plan procedures for making a
benefit claim. The times listed are maximum times only. A period of time begins at the time the
claimis filed. “Days” means calendar days, not business days.

There are different types of claims (including Disability, Pre-Service, Concurrent and Post-
Service), and each one has specific timetables for approval, payment, request for further
information, and denial of theclaim.

NON-GROUP HEALTH & DISABILITY CLAIMS PROCEDURES:

1. Aclaim shall be filed in writing with the Claims Administrator and decided within 90 days
(45 days in the case of a disability claim) by the Claims Administrator(unless special
circumstancesrequire an extension of up to 90 additional days [up to 30 additional days
in the case of a disability claim]). Written notice of the decision on such claim shallbe
furnished promptly to the claimant. Ifthe claim is wholly or partially denied, such written
notice shall: (1) set forth an explanation of the specific findings and conclusions on which
such denial is based, making reference to the pertinent provisions of the Plan or Welfare
Program documents; (2) describe any additionalinformation ormaterialneededto
supportthe claimand explain why such information or material is necessary; and (3)
describe the review procedures in subsection (b).

2. Aclaimantmayreview all pertinentdocuments and may requestareview by the Claims
Administrator of such decision denying the claim. Any such request must befiledin
writing with the Claims Administratorwithin 60 days (or 180 daysinthe case of a
disability claim) after receipt by the claimant of written notice of the decision. Such
written request for review shall contain all additional information that the claimant wishes
the Claims Administrator to consider.

Written notice of the decision on review shall be furnished to the claimant within 60 days
(45 daysinthe case of adisability claim) (or 120 days [90 days in the case of adisability
claim]ifspecial circumstances warrantan extension)following the receipt of the
request for review. The written notice of the Claims Administrator’s decision shall
include specific reasons for the decision and shall refer to the pertinent provisions of
the Plan or Welfare Program on which the decision is based, and a statement of the
claimant’s right to bring suit under ERISA (where applicable). Such suit may be
filed only after the plan’s review procedures described above have been exhausted
and only if filed within 90 days after the final



decision is provided, or if a later date is specified in a booklet, certificate or other
documentation for a particular Welfare Program, such later date with respectto a claim
arising out of that Welfare Program.

GROUP HEALTH CLAIMS PROCEDURES:

1. Pre-Service Claim Determinations. When a covered person requests a medical
necessity determination priortoreceivingcare, the Claims Administrator (as defined
inthe Plan)will notify the covered person ofthe determination within 15 days after
receivingtherequest. However, ifmoretimeis needed due to matters beyondthe
Claims Administrator’s control, the Claims Administrator will notify the individual ofthis
factwithin 30 days afterreceiving the request. This notice will include the date a
determination can be expected. If more time is needed because necessary information
is missing from the request, the notice will also specify what information is needed, and
the covered person must provide the specified information to the Claims
Administrator within 45 days after receiving the notice. The determination period will be
suspended on the date the Claims Administrator sends such anotice of missing
information, and the determination period will resume on the date the covered person
responds to the notice or 45 days after the covered person's receipt of the notice,
whichever is sooner.

If the determination periods above involve urgent care services, orin the opinion of a
physician with knowledge of the covered person’s health condition, would cause severe
pain which cannot be managed without the requested services, the Claims Administrator
will make the pre-service determination on an expedited basis. The Claims Administrator
will notify the covered person of the expedited determination within 72 hours after
receiving the request. However, if necessary information is missing from the request, the
Claims Supervisor will notify the individual within 24 hours afterreceivingthe request,
specifyingwhatinformationis needed. The covered person must provide the specified
information to the Claims Supervisor within a reasonable amount of time, not to
exceed 48 hours. The Claims Supervisor will notify the individual of the expedited
benefitdetermination within 48 hours after the individual responds to the notice. Expedited
determinations may be provided orally, followed within 3 days by written or electronic
notification.

If the covered person fails to follow the Claims Supervisor’s procedures for
requesting apre-service medical necessity determination, the Claims Administrator will
notify the individual of the failure and describe the proper procedures for filing within 5
days (or 24 hours, if an expedited determination is required, as described above) after
receiving the request. This notice may be provided orally, unless the covered person
requests written notification.

2. Concurrent Claim Determinations. When an ongoing course of treatment, to be
provided overaperiod oftime ornumberoftreatments, hasbeenapprovedfora
covered person and there is a reduction or termination of such course of treatment (other
than by the amendment or termination of the Welfare Program) such reduction or
termination constitutes an adverse benefit determination. The Claims Administrator shall
notify the claimant of such reduction or termination at a time sufficiently inadvance of
the reduction ortermination to allow the claimantto appeal and obtain a
determination on review before the benefit is reduced or terminated.




When an ongoing course of treatment to be provided over a period of time or number
oftreatments has beenapprovedforacovered personandthe person requeststo
extendthe course oftreatment, such arequestisaclaiminvolving urgentcare. The
covered personmustrequestaconcurrentmedical necessity determination atleast24
hours priorto the expiration ofthe approved period of time or number of treatments.
When the covered person requests such a determination, the Claims Administrator
will notify the covered person ofthe determination as soon as possible, taking into
accountthe medical exigencies, but not later than 24 hours after receiving the request.

3. Post-Service Claim Determinations. When a covered person requests a claim
determination after services have been rendered, the Claims Administrator will notify
the covered personofthe determinationwithin30 days afterreceivingthe request.
However,ifmoretimeis neededto make adetermination due to matters beyond the
Claims Administrator’s control, the Claims Supervisor will notify the individual ofthat
factwithin45 days afterreceiving the request. This notice will include the date a
determination can be expected. If more time is needed because necessary information
is missing from the request, the notice will also specify what information is needed, and
the covered person must provide the specified information to the Claims
Administrator within 45 days after receiving the notice. The determination period will be
suspended on the date the Claims Administrator sends such anotice of missing
information, and the determination period will resume on the date the individual
responds to the notice or 45 days after the covered person's receipt of the notice,
whichever is sooner.

4. Notice of Adverse Determination. Every notice of an adverse benefit determination
will be provided in writing or electronically, and will include all of the following that pertain to
the determination: (1) the specific reason or reasons for the adverse determination; (2)
reference to the specific Plan or Welfare Program provisions on which the
determination is based; (3) a description of any additional material orinformation
necessarytoperfectthe claimandanexplanation ofwhy such material orinformationis
necessary; (4)adescription ofthe Plan’sreview proceduresandthetime limits
applicable, including a statementofaclaimant’s rightsto bringacivilaction under
Section502(a) of ERISAfollowing an adverse benefit determination on appeal; (5) upon
request and free of charge, a copy of any internalrule, guideline, protocol orother
similarcriterionthatwasrelied uponin making the adverse determination regarding the
claim, and an explanation of the scientific or clinical judgment for a determination
that is based on a medical necessity, experimental treatment or other similar exclusion
or limit; and (6) in the case of a claim involving urgent care, a description of the expedited
review process applicable to such claim.

5. Appeal of Denied Claim.

1. FirstLevel of Appeal. Ifa covered person’s claim is denied in whole orin part,
then the claimant may appeal that decision directly to the Claims
Administrator. Arequestforreconsideration should be made as soonas
practicable following receipt of the denial and in no event later than 180 days after
receivingthedenial. Ifacovered person’s circumstance warrants an expedited
appeals procedure, then the covered person should contact the Claims
Administrator immediately. The claimant will be asked to explain, in writing, why
he or she believes the claim should have been processed



differently and to provide any additional material orinformation necessary to support
the claim. Following review, the Claims Administrator will issue a decision on
review.

The Claims Administrator’s review will be processed in accordance with the following
time frames:

1. 72 hours in the case of an urgent care claim;
2. 30 days in the case of a pre-serviceclaim;

3. beforeatreatmentendsorisreducedinthecaseofaconcurrentcare
claiminvolving a reduced or terminated course of treatment;

4. 24 hoursinthe caseofaconcurrentcareclaimthatisarequestfor
extension involving urgent care;or

5. 60 days in the case of a post-serviceclaim.

2. SecondLevel Of Appeal. If, after exhausting the first level appeal with the
Claims Administrator, a claimant is still not satisfied with the result, he or she (orthe
claimant’sdesignee)may appealthe claimdirectlytothe Employer. Appeals will
not be considered by the Employer unless and until the claimant has first
exhausted the claims procedures with the Claims Supervisor. The appeal must
be initiated in writing within 180 days of the Claims Administrator’sfinal
decisiononreview. As partofthe appeal process, a claimanthas the right to
submitadditional proof of entitlement to benefits and to examine any pertinent
documents relating to the claim.

The Employer may require submission of additional written information. After
considering all the evidence before it, the Employer will issue a final decision on
appeal.

The Employer’s decision on appeal will be conclusive and binding on the claimant and
all other parties. Claims appeals will be processed in accordance with the same
timeframes as set forth above.

After exhaustion of the claims procedures provided under this Plan, nothing shall
prevent any person from pursuing any other legal or equitable remedy otherwise
available. In the event the Plan fails to strictly adhere to the requirements set
forth in this Article, a claimant will be deemed to have exhausted the Plan's
internal claims and appeals process. The claimant may theninitiate any available
externalreview process or remedies available under ERISA orunder state law.
Adeemed exhaustion, however, does not occur if violations of the claims review
process are de minimis, violations that donotcause, and are notlikelytocause
prejudice orharmtothe claimantso long as the violations were for good cause or
due to matters beyond the control of the Plan and occurred inthe contextofan
ongoing good faith exchange of information between the claimant and the Plan
Administrator, claims administrator or Named Fiduciary.

6. Notice of Benefit Determination on Appeal. Every notice of a determination on appeal
will be provided in writing or electronically and, if an adverse determination, willinclude:
(1)thespecificreasonorreasonsfortheadverse determination;(2)




reference to the specific Plan or Welfare Program provisions on which the
determinationis based; (3)astatementthattheindividualis entitled toreceive, upon
request and free of charge, reasonable access to and copies of all documents,
records, and other Relevant Information (as defined below); (4) a statement describing
any voluntary appeal procedures offered by the Plan and any claimant’srighttobringan
actionunder ERISA Section502(a); (5)uponrequest andfree ofcharge,acopyofany
internalrule, guideline, protocolorothersimilar criterion that was relied upon in making
the adverse determination regarding the appeal, and an explanation of the scientific or
clinical judgment for a determination that is based on a medical necessity,
experimental treatment or other similar exclusion orlimit; and (6) a statementthat
claimantmay have othervoluntary alternative dispute resolution options such as
mediation and that one way to find outwhatmay be available is to contactthelocal U.S.
DepartmentofLaboroffice and state insurance regulatory agency.

Any action under ERISA Section 502(a) may be filed only after the Plan’s review
procedures described above have been exhausted and only if the action is filed within 90
days after the final decision is provided.

Relevant Information is any document, record, or other information which (a) was relied
upon in making the benefit determination; (b) was submitted, considered, or generatedin
the course of making the benefitdetermination, withoutregard to whether such
document, record, or other information was relied upon in making the benefit
determination; (c) demonstrates compliance with the administrative processes and
safeguards required by federal law in making the benefit determination; or (d)
constitutes a statement of policy or guidance with respect to the Plan concerning the
denied treatment option or benefit for the claimant’s diagnosis, without regard to
whether such advice or statement was relied upon in making the benefit determination.

. ReviewProceduresonAppeal.Inthe conductofanyreview, the following will
apply:

1. No deference will be afforded to the initial adverse determination;

2. Thereview willbe conducted by an appropriate named fiduciary who is neither
the individual who made the adverse benefit determination thatis the subject of
the appeal, nor the subordinate of such individual;

3. Indecidinganappealthatisbasedinwholeorinpartonamedicaljudgment, the
fiduciary shall consult with a health care professional who has appropriate
trainingand experienceinthefield of medicineinvolvedinthe medical judgment;

4. Anymedical or vocational experts whose advice was obtained on behalf of the
Planinconnectionwithanadverse determinationwill be identified, without
regard to whether the advice was relied upon in making the determination;

5. Any health care professional consulted in making a medical judgment shall be an
individualwho was neither consulted with in connection with the adverse
determination that is the subject of the appeal, nor the subordinate of any such
individual; and



6. Inthe case of a claim involving urgent care, an expedited review process will be
available pursuanttowhich (a)arequestforanexpeditedappealmaybe
submitted orally or in writing by the claimant, and (b) all necessary
information, including the Plan’s determination on review, shall be submitted
between the Plan and the claimant by telephone, facsimile or other available
similarly expeditious method.



IV. CLAIMS PROCEDURE FOR PLANS SUBJECT TO PPACA

A claim for benefits under a Welfare Program must be submitted in accordance with the claims
procedure prescribed forthe applicable Welfare Program. To the extentthata claims
procedure is not prescribed for a Welfare Program, and the Welfare Program is subject
to the Patient Protection and Affordable Care Act (“PPACA”), the claims procedure
described in this section shall apply with respect to such Welfare Program.Ifthe Welfare
ProgramisnotsubjecttoPPACA, the claims procedure applicable to such Welfare Program
is described in the section entitled “Claims Procedure for PPACA Exempt Plans.”

A “claim” is defined as any request for a plan benefit made by a claimant (or by an
authorized representative of a claimant) that complies with the Plan procedures for making a
benefit claim. The times listed are maximum times only. A period of time begins at the time the
claimis filed. “Days” means calendar days, not business days.

There are different types of claims (including Disability, Pre-Service, Concurrent and Post-
Service), and each one has specific timetables for approval, payment, request for further
information, and denial of theclaim.

NON-GROUP HEALTH & DISABILITY CLAIMS PROCEDURES:

1. Aclaim shall be filed in writing with the Claims Administrator, and shall be decided within
90 days (45 days in the case of a disability claim) by the Claims Administrator
(unless special circumstances require an extension of up to 90 additionaldays[up
to30additionaldaysinthe case ofadisability claim]). Written notice of the decision on
such claim shall be furnished promptly to the claimant. If the claimis wholly or partially
denied, such written notice shall: (1) setforth an explanation of the specific findings and
conclusions on which such denial is based, making reference to the pertinent
provisions of the Plan or Welfare Program documents; (2) describe any additional
information or material needed to support the claim and explain why such information or
material, if any, is necessary; and (3) describe the review procedures in the next
section.

2. Aclaimantmayreview all pertinentdocuments and may requestareview by the Claims
Administrator of such decision denying the claim. Any such request must befiledin
writing with the Claims Administratorwithin 60 days (or 180 daysinthe case of a
disability claim) after receipt by the claimant of written notice of the decision. Such
written request for review shall contain all additional information that the claimant wishes
the Claims Administrator to consider.

Written notice of the decision on review shall be furnished to the claimant within 60 days
(45 daysinthe case of adisability claim) (or 120 days [90 days in the case of adisability
claim]ifspecial circumstances warrantan extension)following the receipt of the
request for review. The written notice of the Claims Administrator’s decision shall
include specific reasons for the decision and shall refer to the pertinent provisions of
the Plan or Welfare Program on which the decision is based, and a statement of the
claimant’s right to bring suit under ERISA (where applicable). Such suit may be
filed only after the plan’s review procedures described above have been exhausted
and only if filed within 90 days after the final decisionis provided, orifalaterdateis
specifiedinabooklet, certificate orother



documentation for a particular Welfare Program, such later date with respectto a claim
arising out of that Welfare Program.

GROUP HEALTH CLAIMS PROCEDURES:

1. Pre-Service Claim Determinations. When a covered person requests a medical
necessity determination priorto receiving care, the Claims Administrator will notify the
covered person of the determination within 15 days after receiving the request. However,
if more time is needed due to matters beyond the Claims Administrator’s control, the
Claims Administrator will notify the individual of that fact within 30 days after receiving the
request. This notice will include the date a determination can be expected. If more time is
needed because necessary information is missing from the request, the notice will
also specify what information is needed, and the covered person mustprovide the
specified information to the Claims Administrator within 45 days after receiving the
notice. The determination period will be suspended on the date the Claims
Administrator sends such a notice of missing information, and the determination
period willresume onthe date the covered person responds to the notice or 45 days
after the covered person's receipt of the notice, whichever is sooner.

If the determination periods above involve urgent care services, or in the opinion of a
physician with knowledge of the covered person’s health condition, would cause severe
pain which cannot be managed without the requested services, the Claims Administrator
will make the pre-service determination on an expedited basis. The Claims Administrator
will notify the covered person of the expedited determination within 72 hours after
receiving the request. However, if necessary information is missing from the request, the
Claims Administrator will notify the individual within 24 hours afterreceivingthe request
specifyingwhatinformationis needed. The covered person mustprovide the specified
information to the Claims Administrator within a reasonable amount of time not to
exceed 48 hours. The Claims Administratorwill notify the individual of the expedited
benefitdetermination within 48 hours after the individual responds to the notice. Expedited
determinations may be provided orally, followed within 3 days by written orelectronic
notification.

If the covered person fails to follow the Claims Supervisor’s procedures for
requesting apre-service medical necessity determination, the Claims Administrator will
notify the individual of the failure and describe the proper procedures for filing within 5
days (or 24 hours, if an expedited determination is required, as described above) after
receiving the request. This notice may be provided orally, unless the covered person
requests written notification.

2. Concurrent Claim Determinations. When an ongoing course of treatment, to be
provided overaperiod oftime ornumberoftreatments, hasbeenapprovedfora
covered person and there is a reduction or termination of such course of treatment (other
than by the amendment or termination of the Welfare Program) such reduction or
termination constitutes an adverse benefit determination. The Claims Administrator shall
notify the claimant of such reduction or termination at a time sufficiently inadvance of
the reduction ortermination to allow the claimantto appeal and obtain a
determination on review before the benefit is reduced or terminated.

When an ongoing course of treatment to be provided over a period of time or



number oftreatments has been approvedforacovered personandthe person
requeststo extend the course oftreatment, such arequestis a claiminvolving urgent
care. The covered personmustrequestaconcurrentmedical necessity determination
atleast24 hours priortothe expiration ofthe approved period of time or number of
treatments. When the covered person requests such a determination, the Claims
Administratorwill notify the covered person ofthe determination as soon as possible,
taking into account the medical exigencies, but not later than 24 hours after receiving
the request.

3. Post-Service Claim Determinations. When a covered person requests a claim
determination after services have been rendered, the Claims Administrator will notify
the covered personofthe determinationwithin 30 days afterreceivingthe request.
However,ifmoretimeis neededto make adetermination due to matters beyond the
Claims Administrator’s control, the Claims Supervisor will notify the individual ofthat
factwithin45 days afterreceiving the request. This notice will include the date a
determination can be expected. If more time is needed because necessary information
is missing from the request, the notice will also specify what information is needed, and
the covered person must provide the specified information to the Claims
Administrator within 45 days after receiving the notice. The determination period will be
suspended on the date the Claims Administrator sends such anotice of missing
information, and the determination period will resume on the date the individual
responds to the notice or 45 days after the covered person's receipt of the notice.

4. Notice of Adverse Determination. Every notice of an adverse benefit determination
will be provided in writing or electronically in a culturally and linguistically
appropriate manner calculated to be understood by the claimant, as required by law,
and will include all of the following that pertain to the determination: (1)information
sufficientto identify the claiminvolved, including the date of service, the health care
provider, the claim amount (if applicable), the diagnosis code andits corresponding
meaning, andthe treatmentcode andits corresponding meaning; (2) the specific
reason or reasons for the adverse determination; (3) reference to the specific Plan or
Welfare Program provisions on whichthe determinationis based;(4)adescription of
any additional material or information necessary to perfect the claim and an explanation
of why such material or information is necessary; (5) a description of the Plan’s
internal review procedures and time limits applicable to such procedures, available
external review procedures, as well as the claimant’s right to bring a civil action under
Section 502 of ERISA following a final appeal; (6) upon requestand free of charge, a
copy of anyinternalrule, guideline, protocol or other similar criterion that was relied upon
in making the adverse determination regarding the claim, and an explanation of the
scientific or clinical judgment for a determination that is based on a medical
necessity, experimental treatment or other similar exclusion or limit; (7) in the case ofa
claiminvolving urgentcare, adescription ofthe expedited review process applicable to
such claim; and (8) The availability of and contact information for an applicable office of
health insurance consumer assistance or ombudsman established under PHS Act
Section 2793.

5. Appeal of Denied Claim.

1. FirstLevel of Appeal.lfacovered person’sclaimisdeniedin whole orin part,
thenthe claimantmay appealthatdecision directly to the Claims




Administrator. Arequestforreconsideration should be made as soon as practicable
following receipt of the denial and in no event later than 180 days afterreceivingthe
denial.Ifacoveredperson’scircumstance warrants an expedited appeals
procedure, then the covered person should contact the Claims Administrator
immediately. The claimant will be asked to explain, in writing, why he or she
believes the claim should have been processed differently and to provide any
additional material orinformation necessary to supportthe claim. Followingreview,
the Claims Administratorwillissuea decision on review.

The Claims Administrator’s review will be processed in accordance with the
followingtimeframes: (a) 72hoursinthe case ofanurgentcareclaim;(b) 30 days
inthe case of a pre-service claim; (c) before a treatment ends oris reduced in
the case of a concurrent care claim involving a reduced or terminated course
of treatment; (d) 24 hours in the case of a concurrent care claimthatisarequest
forextensioninvolvingurgentcare;or(e)60daysin the case of a post-service
claim.

2. SecondLevel Of Appeal. If, after exhausting the firstlevel appeal with the
Claims Administrator, a claimant is still not satisfied with the result, he or she (orthe
claimant’sdesignee)may appealthe claimdirectlytothe Employer. Appeals will
not be considered by the Employer unless and until the claimant has first
exhausted the appeal procedures with the Claims Supervisor. The appeal must
be initiated in writing within 180 days of the Claims Administrator’sfinal
decisiononreview. As partofthe appeal process, a claimant has the rightto
submitadditional proof of entitlement to benefits and to examine any pertinent
documents relating to the claim.

The Employermayrequire or permitsubmission of additional written information.
After considering all the evidence before it, the Employer will issue a final decision
on appeal.

The Employer’s decision on appeal will be conclusive and binding on the claimant and
all other parties. Claims appeals will be processed in accordance with the same
timeframes as set forth above.

After exhaustion of the claims procedures provided under this Plan, nothing shall
prevent any person from pursuing any other legal or equitable remedy otherwise
available. In the event the Plan fails to strictly adhere to the requirements set
forthinthis Article VII, a claimantwillbe deemedto have exhausted the Plan’s
internal claims and appeals process. The claimant may theninitiate any available
externalreview process orremedies available under ERISA or under state law.

6. Notice of Benefit Determination on Appeal. Every notice of a determination on appeal
will be provided in writing or electronically and, if an adverse determination, willinclude:
(1) information sufficient to identify the claim involved, including the date of service, the
health care provider, the claim amount (ifapplicable), the diagnosiscode andits
correspondingmeaning, andthetreatmentcode andits corresponding meaning; (2)
the specific reason or reasons for the adverse determination; (3) reference to the
specific Plan or Welfare Program provisions on which the determination is based; (4) a
statement that the individual is entitled to




receive, uponrequestand free of charge, reasonable access to and copies of all
documents, records, and other Relevant Information as defined below; (5) a
statement describing any voluntary appeal procedures offered by the Plan; (6) upon
requestandfree ofcharge,acopyofanyinternalrule, guideline, protocolorother similar
criterion that was relied upon in making the adverse determination regarding the appeal,
and an explanation of the scientific or clinical judgment for a determination that is
based on a medical necessity, experimental treatment or other similar exclusion or limit;
and (7) a statement that claimant may have other voluntary alternative dispute
resolution options such as mediation and that one way to find outwhatmay be available is
tocontactthelocal U.S. Departmentof Labor office or state insurance regulatory
agency.

Any action under ERISA Section 502(a) may be filed only after the Plan’s review
procedures described above have been exhausted and only if the action is filed within 90
days after the final decision is provided.

"Relevant Information"is any document, record, or other information which (a) was relied
upon in making the benefit determination; (b) was submitted, considered, or generatedin
the course of making the benefitdetermination, withoutregard to whether such
document, record, or other information was relied upon in making the benefit
determination; (c) demonstrates compliance with the administrative processes and
safeguards required by federal law in making the benefit determination; or (d)
constitutes a statement of policy or guidance with respect to the Plan concerning the
denied treatment option or benefit for the claimant’s diagnosis, without regard to
whether such advice or statement was relied upon in making the benefit determination.

. ReviewProceduresonAppeal.Inthe conductofanyreview, the following will
apply:

1. No deference will be afforded to the initial adverse determination;

2. Thereview willbe conducted by an appropriate named fiduciary who is neither
the individual who made the adverse benefit determination thatis the subject of
the appeal, nor the subordinate of such individual;

3. Indecidinganappealthatisbasedinwholeorinpartonamedicaljudgment, the
fiduciary shall consult with a health care professional who has appropriate
trainingand experienceinthefield of medicineinvolvedinthe medical judgment;

4. Anymedical or vocational experts whose advice was obtained on behalf of the
Planinconnectionwithanadverse determinationwill be identified, without
regard to whether the advice was relied upon in making the determination;

5. Any health care professional consulted in making a medical judgment shall be an
individualwho was neither consulted with in connection with the adverse
determination that is the subject of the appeal, nor the subordinate of any such
individual,

6. Inthe case of a claim involving urgent care, an expedited review process will be
available pursuanttowhich (a)arequestforanexpeditedappealmaybe



submitted orally or in writing by the claimant, and (b) all necessary information,
includingthe Plan’s determination on review, shall be submitted between the Plan and
the claimant by telephone, facsimile or other available similarly expeditious method;
and

7. The claimant will be provided with any new or additional evidence
considered, relied upon, orgenerated by the Plan in connection with the claim,
as well as any new or additional rationale for denial. The claimant will have a
reasonable opportunity to respond to such new evidence or rationale.

8. External Claims Procedure. After receiving notice of an adverse benefit
determination or a final internal adverse benefit determination, a claimant may file with
the Plan a request for an external review, except that a denial, reduction,
termination, or a failure to provide payment for a benefit based on a determination thata
claimant or beneficiary fails to meet the requirements for eligibility under the Plan is not
eligible for the external review process. A claimant may request from the Plan
Administrator additional information describing the Plan’s external review procedure.




V. WHEN COVERAGE MAY BE CONTINUED

You and your covered dependents may continue your medical coverage under this Plan under
certain circumstances, according to the terms of your employer’s Leave of Absence
Policy, the Family and Medical Leave Act of 1993 (FMLA), the Uniformed Services
Employment And Reemployment Rights Act (USERRA), and the Consolidated Omnibus
Budget Reconciliation Act (COBRA). Medical coverage for yourself and your covered
dependents may be continued if you cease active work because of an approved medical,
family, personal, ormilitary leave of absence orifyouremploymentwiththe Company ends.

COBRA CONTINUATION OPTIONS:

To the extent a description of COBRA rights is not provided for a Welfare Program, the
following applies:

What is COBRA continuation coverage?

COBRA continuation coverage is the temporary extension of group health plan coverage that
must be offered to certain Plan participants and their eligible family members (called "Qualified
Beneficiaries") at group rates. The right to COBRA continuation coverage is triggered by the
occurrence ofalife eventthatresultsinthe loss of coverage underthe terms of the Plan (the
"Qualifying Event"). The coverage must be identical to the coverage that the Qualified
Beneficiary had immediately before the Qualifying Event, or if the coverage has been
changed, the coverage must be identical to the coverage provided to similarly situated
active employees who have not experienced a Qualifying Event (in other words, similarly
situated non-COBRA beneficiaries). When you become eligiblefor COBRA, youmayalso
becomeeligible forothercoverage optionsthatmay cost less than COBRA continuation
coverage.

Are there other coverage options?

Youmay have otheroptions available toyouwhenyoulose group healthcoverage. For
example, you may be eligible to buy an individual plan through the Health Insurance
Marketplace (the "Marketplace"). By enrolling in coverage through the Marketplace, you may
qualify for lower costs on your monthly premiums and lower out-of-pocket costs. You may be
eligible for Medicaid. Additionally, you may qualify for a 30-day special enroliment period for
another group health plan for which you are eligible (such as a spouse’s plan), even if that plan
generally doesn’t accept late enrollees. Please note that certain excepted benefits such
as health flexible spending accounts, integrated health reimbursementarrangements, or
standalonevisionordental planswillnotbe offered under the Marketplace. For more
information about health insurance options available throughthe Health Insurance
Marketplace, andtolocate an assisterin yourarea who you can talk to about the different
options, visit www.HealthCare.gov.

Who can become a Qualified Beneficiary?

In general, a Qualified Beneficiary can be:

1. Anyindividualwho,onthe daybefore a Qualifying Event,iscoveredunderaPlan by
virtue ofbeingonthatday eithera Covered Employee, the spouse ofa Covered
Employee, or a dependent child of a Covered Employee. If, however, an individual



who otherwise qualifies as a Qualified Beneficiary is denied or not offered coverage under
the Plan under circumstances in which the denial or failure to offer constitutes a
violation of applicable law, then the individual will be considered to have had the
coverage and will be considered a Qualified Beneficiary if that individual experiences
a Qualifying Event.

2. Anychildwhoisborntoorplacedforadoptionwitha Covered Employeeduringa period
of COBRA continuation coverage, and any individual who is covered by the Plan as an
alternate recipient under a qualified medical support order. If, however, anindividualwho
otherwise qualifies as a Qualified Beneficiary is denied or not offered coverage under
the Plan under circumstances in which the denial or failure to offer constitutes a
violation of applicable law, then the individual will be considered to have had the
coverage and will be considered a Qualified Beneficiary if that individual experiences a
Qualifying Event.

The term "Covered Employee" includes any individual who is provided coverage under the Plan
due to his or her performance of services for the employer sponsoring the Plan. However, this
provision does not establish eligibility for these individuals. Eligibility for Plan coverage shall be
determined in accordance with Plan Eligibility provisions.

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

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

What is a Qualifying Event?

AQualifying Eventis any ofthe followingifthe Plan provided thatthe Plan participant would
lose coverage(i.e.,ceasetobe coveredunderthe sametermsandconditionsas in effect
immediately before the Qualifying Event) in the absence of COBRA continuation coverage:

1. The death of a Covered Employee.

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

3. Thedivorce orlegal separation ofa Covered Employee from the Employee's
spouse. Ifthe Employeereduces oreliminates the Employee's spouse's Plan
coverageinanticipation ofadivorce orlegal separation,andadivorce orlegal
separation later occurs, then the divorce or legal separation may be considered a
Qualifying Event even though the spouse's coverage was reduced or eliminated before
the divorce or legal separation.

4. A Covered Employee's enroliment in any part of the Medicare program.



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

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

The taking ofleave underthe Family and Medical Leave Actof 1993 ("FMLA") does not
constitute a Qualifying Event. A Qualifying Eventwilloccur, however, ifan Employee does

not return to employment at the end of the FMLA leave and all other COBRA continuation
coverage conditions are present. If a Qualifying Event occurs, it occurs on the lastday of FMLA
leave and the applicable maximum coverage period is measured from this date (unless
coverage is lost at a later date and the Plan provides for the extension of the required
periods, in which case the maximum coverage date is measured from the date when the
coverage is lost). Note that the Covered Employee and family members willbe entitled to
COBRA continuation coverage eveniftheyfailedto pay the employee portion of premiums for
coverage underthe Planduring the FMLA leave.

What factors should be considered when determining to elect COBRA continuation coverage?

When considering options for health coverage, Qualified Beneficiaries should consider:

Premiums. This plan can charge up to 102% ofthe total plan premiums for COBRA coverage.
Other options, like coverage on a spouse's plan or through the Marketplace, may be less
expensive.

Enrollingin another Group Health Plan. You should take into account that you have special
enrollment rights under federal law (HIPAA). You have the right to request special enrollmentin
anothergroup health planforwhichyouare otherwise eligible (suchasa plan sponsored by
your spouse's employer) within 30 days after Plan coverage ends due toaQualifying Event
listedabove. Youwillalsohave the same special rightatthe end of COBRA continuation
coverage if you get COBRA continuation coverage for the maximum time available to you.

COBRAvs. Marketplace. Other factors to consider when weighing your coverage options
include: premium costs, whether a change in coverage will affect your access to certain
providers, service areas or drug formularies and whether the coverage change will affect your
cost sharing (i.e., new deductibles, etc.). See the discussion above under “Are there other
coverage options?”for more information on your options for Marketplace coverage.

What is the election period and how long must it last?

The Plan has conditioned the availability of COBRA continuation coverage upon the timely
election of such coverage. An election is timely if itis made during the election period.



The election period is the time period within which the Qualified Beneficiary must elect COBRA
continuation coverage under the Plan. The election period must begin not later than the date the
Qualified Beneficiary would lose coverage on account of the Qualifying Eventand ends 60 days
afterthe later ofthe date the Qualified Beneficiary would lose coverage on account of the
Qualifying Event or the date notice is provided to the Qualified Beneficiary of his or her
right to elect COBRA continuation coverage. If coverage is not elected within the 60 day
period, all rights to elect COBRA continuation coverage are forfeited.

Note: Ifa Covered Employee who has been terminated or experienced a reduction of hours
qualifies for a trade readjustment allowance or alternative trade adjustment assistance
underafederallaw called the Trade Actof2002,and the Employee and his or hercovered
dependents have notelected COBRA coverage withinthe normalelection period, asecond
opportunity to elect COBRA coverage will be made available forthe Employee and certain family
members, but only within a limited period of 60 days or less and only during the six months
immediately after their group health plan coverage ended. Any personwho qualifies orthinks that
he orshe and/orhis orherfamily members may qualify forassistance underthis special provision
should contactthe Plan Administrator or its designee for further information. More information
aboutthe Trade Actis also

available at www.doleta.gov/tradeact.

Is a Covered Employee or Qualified Beneficiary responsible for informing the Plan Administrator of

the occurrence of a Qualifying Event?

The Plan will offer COBRA continuation coverage to Qualified Beneficiaries only after the Plan
Administratororitsdesignee hasbeentimely notified thata Qualifying Eventhas occurred.
The Employer (if the Employer is not the Plan Administrator) will notify the Plan Administratoror
itsdesignee ofthe Qualifying Eventwithin 30 days followingthe date coverage ends when
the Qualifying Eventis:

1. the end of employment or reduction of hours of employment,
2. death of the Employee,
3. commencement of a proceeding in bankruptcy with respect to the Employer, or

4. the Employee's entitlement to any part ofMedicare.

IMPORTANT:

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



NOTICE PROCEDURES:

Any notice thatyou provide mustbein writing. Oral notice, including notice by telephone, is
not acceptable. You must mail, fax or hand-deliver your notice to the person, department or
firm listed below, at the following address:

McEntire Produce 2040
American ltalian Way
Columbia, SC 29209

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

= the name of the plan or plans under which you lost or are losing coverage,
» the name and address of the Employee covered under the plan,

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

= the Qualifying Event and the date it happened.

Ifthe Qualifying Eventis adivorce orlegal separation, your notice mustincludea copy of the
divorce decree or the legal separation agreement.

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

Once the Plan Administrator or its designee receives timely notice that a Qualifying Event has
occurred, COBRA continuation coverage will be offered to each of the Qualified
Beneficiaries. Each Qualified Beneficiary will have an independent right to elect COBRA
continuation coverage. Covered Employees may elect COBRA continuation coverage for their
spouses, and parents may elect COBRA continuation coverage on behalfoftheir dependent
children. Foreach Qualified Beneficiary who elects COBRA continuation coverage, COBRA
continuation coverage will begin on the date that plan coverage would otherwise have been
lost. If you or your spouse or dependent children do not elect continuationcoverage
within the election period described above, the rightto elect continuation coverage will be
lost.

Is a waiver before the end of the election period effective to end a Qualified
Beneficiary's election rights?

If, during the election period, a Qualified Beneficiary waives COBRA continuation coverage,
thewaivercanberevokedatanytime before the end ofthe election period. Revocation of the
waiver is an election of COBRA continuation coverage. However, if a waiverislaterrevoked,
coverage need notbe providedretroactively (thatis, fromthe date ofthe loss of coverage until
thewaiverisrevoked). Waivers and revocations of waiversare considered madeonthedate
theyaresenttothe Plan Administratororits designee, as applicable.

Is COBRA coverage available if a Qualified Beneficiary has other group health plan
coverage or Medicare?

Qualified Beneficiaries who are entitled to elect COBRA continuation coverage may do



so even if they are covered under another group health plan or are entitled to Medicare
benefits on or before the date on which COBRA is elected. However, a Qualified
Beneficiary's COBRA coverage will terminate automatically if, after electing COBRA, he or she
becomes entitled to Medicare benefits or becomes covered under other group health plan
coverage.

When may a Qualified Beneficiary's COBRA continuation coverage be terminated?

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

1. The last day of the applicable maximum coverage period.

2. Thefirstdayforwhich TimelyPaymentisnotmadetothePlanwithrespecttothe
Qualified Beneficiary.

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

4. The date, after the date of the election, that the Qualified Beneficiary first becomes
covered under any other Plan.

5. The date, after the date of the election, that the Qualified Beneficiary first becomes
entitled to Medicare (either part A or part B, whichever occurs earlier).

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

1. 29monthsafterthe date ofthe Qualifying Eventorthefirstday ofthe month that
ismorethan 30 days afterthe date of afinaldeterminationunderTitle [l or XVI of
the Social Security Actthatthe disabled Qualified Beneficiary whose disability
resultedinthe Qualified Beneficiary's entittementtothe disability extension is
no longer disabled, whichever is earlier; or

2. the end of the maximum coverage period that applies to the Qualified
Beneficiary without regard to the disability extension.

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

Inthe case of anindividual who is not a Qualified Beneficiary and who is receiving coverage
underthe Plansolely because oftheindividual's relationship to a Qualified Beneficiary, if the
Plan's obligation to make COBRA continuation coverage available to the Qualified Beneficiary
ceases, the Plan is not obligated to make coverage available to the individual who is not a
Qualified Beneficiary.

What are the maximum coverage periods for COBRA continuation coverage?

The maximum coverage periods are based on the type of the Qualifying Event and the status
of the Qualified Beneficiary, as shown below.

1. Inthe case of a Qualifying Event that is a termination of employment or reduction of



hours of employment, the maximum coverage period ends 18 months after the Qualifying
Eventifthereis notadisability extensionand 29 months afterthe Qualifying Event if
there is a disability extension.

2. Inthe case of a Covered Employee's entitlement to Medicare before experiencing a
Qualifying Event that is a termination of employment or reduction of hours of
employment, the maximum coverage period for Qualified Beneficiaries other than the
Covered Employee ends on the laterof:

1. 36 months after the date the Covered Employee becomes entitled to
Medicare; or

2. 18 months (or29 months,ifthereisadisability extension)afterthe date of the
Covered Employee's termination of employment or reduction of hours of
employment.

3. Inthe case of a Qualified Beneficiary who is a child born to or placed for adoption with a
Covered Employee during a period of COBRA continuation coverage, the maximum
coverage period is the maximum coverage period applicable tothe Qualifying Event
givingrise to the period of COBRA continuation coverage during which the child was
born or placed for adoption.

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

Under what circumstances can the maximum coverage period be expanded?

If a Qualifying Eventthatgives rise to an 18 month or 29 month maximum coverage periodis
followed, withinthat 18 or29 month period, by asecond Qualifying Eventthat gives rise to a 36
months maximum coverage period, the original period is expanded to 36 months, but only for
individuals who are Qualified Beneficiaries at the time of and with respect to both Qualifying
Events. In no circumstance can the COBRA maximum coverage period be expanded to
more than 36 months after the date of the first Qualifying Event. The Plan Administrator
must be notified of the second qualifying event within 60 days of the second qualifying event.
This notice must be sentto the Plan Administrator or its designee in accordance with the
procedures above.

How does a Qualified Beneficiary become entitled to a disability extension?

A disability extension will be granted if an individual (whether or not the Covered
Employee) who is a Qualified Beneficiary in connection with the Qualifying Event thatis a
termination or reduction of hours of a Covered Employee's employment, is determined under
Title Il or XVl of the Social Security Actto have been disabled atany time during the first 60
days of COBRA continuation coverage. To qualify for the disability extension, the Qualified
Beneficiary mustalso provide the Plan Administrator with notice ofthe disability
determination on a date that is both within 60 days after the date of the determination
and before the end of the original 18-month maximum coverage. This notice mustbe sentto
the Plan Administrator orits designee in accordance with the procedures above.

Does the Plan require payment for COBRA continuation coverage?

For any period of COBRA continuation coverage under the Plan, Qualified Beneficiaries who
elect COBRA continuation coverage may be required to pay up to 102% of the



applicable premium and up to 150% of the applicable premium for any expanded period of
COBRA continuation coverage covering adisabled Qualified Beneficiary duetoa disability
extension. Your Plan Administrator will inform you of the cost. The Plan will terminate a
Qualified Beneficiary's COBRA continuation coverage as of the first day of any period for
which timely payment is not made.

Must the Plan allow payment for COBRA continuation coverage to be made in
monthly installments?

Yes. The Plan is also permitted to allow for payment at other intervals.

What is Timely Payment for COBRA continuation coverage?

Timely Payment means a payment made no later than 30 days after the firstday of the
coverage period. Paymentthatis made to the Plan at alater date is also considered Timely
Payment if either (i) under the terms of the Plan, Covered Employees or Qualified Beneficiaries
are allowed to make the payment until that later date, or (ii) under the terms ofanarrangement
betweenthe Employerandthe entity that provides Plan benefits on the Employer's behalf, the
Employer is allowed to pay for coverage of similarly situated non COBRA beneficiaries for the
period in question until that later date.

Notwithstanding the above paragraph, the Plan does not require payment for any period of
COBRA continuation coverage for a Qualified Beneficiary earlier than 45 days after the dateon
whichthe election of COBRA continuation coverageis made forthat Qualified Beneficiary.
Paymentis considered made onthe date on whichitis postmarkedtothe Plan.

IfTimely Paymentismadetothe Planinanamountthatis notsignificantlylessthanthe
amountthe Planrequirestobe paid, thenthe amountpaid willbe deemedto satisfy the Plan's
requirementforthe amountto be paid, unless the Plan notifies the Qualified Beneficiary of
theamountofthe deficiency and grants areasonable period of time for paymentofthe
deficiencytobemade. A"reasonable period oftime"is 30 days afterthe noticeis provided.
Youshouldbe awarethatifyoudonotpayapremiumbythefirstday ofaperiod of coverage,
butpay the premium withinthe grace period forthat period of coverage, the plan has the option
to cancel your coverage until payment is received and then reinstate the coverage retroactively
back to the beginning of the period of coverage. Failure to make paymentinfullbefore the end
ofagrace period could cause youtolose all COBRA rights.

Must a Qualified Beneficiary be given the right to enroll in a conversion health plan at the

end of the maximum coverage period for COBRA continuation coverage?

If a Qualified Beneficiary's COBRA continuation coverage under a group health plan ends asa
resultofthe expiration ofthe applicable maximum coverage period, the Plan will, during the
180 day period that ends on that expiration date, provide the Qualified Beneficiary with the
option of enrolling under a conversion health plan if such an option is otherwise generally
available to similarly situated non COBRA beneficiaries under the Plan. If such a conversion
optionis nototherwise generally available, itneed notbe made available to Qualified
Beneficiaries.

For more information

If you have questions about your COBRA continuation coverage, you should contact the



Plan Administrator or its designee. For more information about your rights under the
Employee RetirementIncome Security Actof 1974 (ERISA), including COBRA, the Patient
Protection and Affordable Care Act, and other laws affecting group health plans, visitthe U.S.
Department of Labor’s Employee Benefits Security Administration (EBSA) website at
www.dol.gov/ebsa or call their toll-free number at 1-866-444-3272. For more informationabout
healthinsurance options available throughthe Health Insurance Marketplace, and to locate
an assister in your area who you can talk to about the different options, visit
www.HealthCare.gov.

FAMILY AND MEDICAL LEAVE ACT:

Excepttothe extentotherwise providedinthe appropriate insurance policies and/or
summaries of coverage, the provisions provided in this document with respect to the Family
and Medical Leave Act of 1993 (FMLA) will apply. If you meet certain service requirements,
youmay be entitled totake amaximum of 12weeks ofunpaid leave each year for certain
specified family and medical reasons under the FMLA. Upon your return to work after FMLA
leave, you will be entitled to the position that you held when your FMLAleave beganoran
equivalentposition with equivalent pay, benefits and other terms and conditions of
employment.

Under certain circumstances, whenrestoration of employmentwould cause substantial and
grievous economic injury to the Company’s operations, certain highly paid “key” employees
may not be reinstated after FMLA leave.

You must notify your Plan Administrator at least 30 days before the beginning of your leave if the
leave is foreseeable. If the leave is not foreseeable, you must provide such notification as soon
as possible. Please contact the Plan Administrator to determine whether you qualify for
FMLA leave.

Ifyou take leave under FMLA, you will be entitled during your leave to continue your benefits
atthe same coverage level in effect at the time of your leave. If you marry or have or adopta
child (or you otherwise acquire a new dependent) during your leave, your new spouse or
dependentwill also be eligible for coverage during yourleave (if you continued your coverage
under the Plan and such spouse or dependent meets the plan’s eligibility requirements). You will
be responsible for paying your portion of these benefits at active employee rates while you
are on leave. You will be required to pay your contributions for your benefits on a monthly
basis (with after-tax dollars) in the manner required by the Company. Please contact your Plan
Administrator for more information.

You will be eligible for new benefits that are offered by the Company during your leave. Your
coverage will also be affected by any changes thatthe Company makes to the benefit plans
and programs during your leave. If the costs for providing new or changed benefitsincrease
duringyourleave, yourcontributions mayincrease accordingly.

When you return from your FMLA leave, you will continue your benefits in accordance with
your coverage elections that were in effectimmediately before your leave. You will be able to
make coverage elections that differ from those that were in effect before your leave only if
thereis an annual open enroliment period atthattime or you have alife change event.

FMLA and leave to care for a service member

If you need to care for a family member who was injured or became ill while on active



military duty, you may be entitled to up to 26 weeks of FMLA leave. Additionally, unpaid active
dutyleave may also be available. Any leave related to military duty or military illness orinjury
willbe administered in accordance with applicable federal requirements.

Caregiver leave

Caregiverleave, whichis unpaid, willbe grantedtoyouinthe eventthatyou are needed tocare
forafamilymemberwhoisan Armed Forces service memberrecoveringfroma seriousiliness
orinjury.Ifyouarethe spouse, son,daughter, parent, ornearestblood relative of aservice
member who is medically unfitto perform the duties of his or her office, grade, rank orrating,
andtheservice memberis undergoing medicaltreatment, recuperation, or therapy, isin an
outpatient status, oris on the temporary disability retired list, you may take job-protected leave
in order to care for the service member.

Caregiver leave will not be provided in addition to FMLA leave taken for other reasons, and the
26-week caregiver leave may only be taken in a single 12-month period.

Active Duty leave

If you are eligible for FMLA leave, active duty unpaid leave (when required by the
government) will be granted if a family member has been called up to orengagedin active
military duty. Under the active duty leave provision, the Company will grant up to 12 weeks of
FMLAIleave. Thisleave willbe granted forevents outlined inregulations, andtheleave willbe
availableifyourspouse, son,daughter, orparentisonoris called into active duty against
another military force. If you request this leave you must provide the Company with notice as
soonasitis“reasonable and practicable” and youmay be required to provide certification
supporting the active duty of the affected family member.

If you have any questions regarding whether FMLA leave applies to you, you should contact
your human resources office.

CONTINUATION OF COVERAGE UNDER USERRA:

The Uniformed Services Employmentand ReemploymentRights Act(USERRA)
provides for continuation of health care coverage for employees called for active duty military
service.

Except to the extent greater benefits are provided under the terms of the appropriate
insurance policies and/or summaries of coverage, the maximum length of extended
coverage under USERRA is the lesserof:

1. 24 months beginning on the date that the military leave begins; or

2. Aperiodbeginningonthedaythattheleavebeganandendingonthe dayafter your
reemployment application deadline.

Ifyourmilitaryleave does notexceed 31 days, youwillnotbe requiredto pay more than your
share of the premium toward the extended coverage. If the leave is 31 days or more, then
you will be required to pay the full premium cost, plus an additional 2% administration fee.



Ifyoureturnto covered employmentaftera military leave has ended, your medical coverage
will be reinstated. You will not have to provide proof of good health or satisfy any waiting periods
that might otherwise apply. However, exclusions or limitations may apply to an iliness or injury
(as defined by the Veterans Administration) incurred as a result of the military service.

COBRA continuation coverage and USERRA continuation coverage are concurrent.



VI. QUALIFIED MEDICAL CHILD SUPPORT ORDER

A Qualified Medical Child Support Order (QMCSO) is a judgment, decree or order
(including approval of a settlement agreement) issued by a state courtorthrough an
administrative process under state lawthatcreates orrecognizestherightofachildto receive
benefitsunderagroup health plan. AQMCSO may apply to coverage underthe Plan. Once
the Plan Administrator determines that the order meets the requirements fora QMCSO,
coverage will be provided in accordance with federal and applicable state law. If the Plan
Administrator receives a QMCSO, you and the affected child will be notified by the Plan
Administrator before benefits are assigned pursuant to the order.



VIl. PPACA COMPLIANCE

Pre-Existing Conditions. Notwithstanding anything contained in this Plan to the contrary,
this Plan does not place any limitation or exclusion on coverage of pre-existing conditions for
individuals.

Lifetime/Annual Limits. Notwithstanding anything contained in the Plan to the contrary, the Plan
does not place any lifetime or annual limits on the dollar value of essential benefits for any
individual under the group health plan. “Essential benefits” are those defined by the state, in
accordance withguidanceissuedbythe DepartmentofHealth and Human Services.

Cost Sharing Requirements for Preventive Care Expenses. With regard to non- grandfathered
benefits under the Plan, there will be no participant cost sharing requirements for any in-network
preventive care expenses, as set forth in PPACA and the regulations and guidance issued
thereunder.

Dependent Definition. The term “Dependent” includes any child of a participant who is covered
under an insurance contract, as defined in the contract, or under a self-funded plan, as defined
inthe plan, tothe extentallowed by PPACA and the regulations and guidance issued
thereunder.

No Rescission of Coverage. The Plan will not rescind coverage exceptin the case of fraud or
an intentional misrepresentation of a material fact. For purposes of this provision, arescissionis a
cancellation or discontinuance of coverage that has retroactive effect.

Selection of Providers. Ifanon-grandfathered group health plan orahealthinsurance issuer
offering group orindividual health insurance coverage under the Plan requires or provides for
designation by a participant, beneficiary, orenrollee of a participating primary care provider,
then the plan or issuer must permit each participant, beneficiary, or enrollee to designate
any participating primary care provider who is available to accept the participant, beneficiary,
or enrollee. The plan or issuer must also permit the Participant to designate an in-
network pediatrician who is available to accept the participant, beneficiary, or enrollee, and
the plan may not require referral or authorization for any in-network obstetrician or gynecologist
whois available to accept the participant, beneficiary, or enrollee.

Emergency Services. With respect to non-grandfathered benefits under the Plan, a plan or
healthinsurance coverage providingemergency services mustdo sowithoutthe individual
orthe health care providerhaving to obtain priorauthorization (evenifthe emergency
services are provided out of network) and without regard to whether the health care provider
furnishing the emergency services is an in-network provider with respect to the services.

Cost Sharing Limits. With respect to non-grandfathered benefits underthe Plan, this Plan
does not impose cost sharing amounts (i.e., copayments, coinsurance, and deductibles,
but not premiums) that are more than the maximum allowed for high deductible health
plans.In2017,theselimitsare $7,150foranindividualand $14,300 for family coverage. After
2017, these amounts will be adjusted for health insurance premium inflation. For these
purposes, if the Plan utilizes more than one service provider to administer benefits thatare
subjectto the annual limitation on out-of-pocket maximums




for Essential Health Benefits of a group health plan, the Plan will combine with the annual
limitation on out-of-pocket maximums between each provider as an aggregate benefit limit
amount.

Clinical Trials. With respect to non-grandfathered benefits under the Plan, this Plan will not
deny any “qualified individual,” as set forth in Public Health Service Act§2709, participation
inan approved clinical trial with respect to the treatment of cancer or anotherlife-threatening
disease orcondition. This Planalsowillnotdeny (orlimitor impose additional conditionson)
the coverage ofroutine patientcosts foritemsand services furnished in connection with
participation in the trial. Finally, this Plan will not discriminate against the individual on the basis
ofthe individual's participation in such trial.

Provider Discrimination. With respect to non-grandfathered benefits under the Plan, this
Plan will not discriminate with respect to participation under the Plan against any health care
provider that is acting within the scope of that provider's license or certificationunder
applicable state law, asrequired by Public Health Service Act

§2706(a).

Applicability. This sectionwillapplyto Welfare Programs underthe Planonlyifthe Welfare
Programs are subject to PPACA and if the Welfare Programs do not contain provisions
compliant with PPACA.



VIIl. ERISA RIGHTS

Asaparticipantinthis Planyou are entitled to certain rights and protections underthe Employee
Retirement Income Security Act of 1974 (ERISA). ERISA provides that all Plan participants shall be
entitled to:

RECEIVE INFORMATION ABOUT YOUR PLAN AND BENEFITS

Examine, without charge, at the Plan Administrator’s office and at other specified
locations, such as worksites and union halls, alldocuments governing the plan, including
insurance contracts and collective bargaining agreements, and a copy of the latest annual
report (Form 5500 Series) if any, filed by the plan with the U.S. Department of Laborand
available atthe Public Disclosure Room ofthe Employee Benefits Security Administration.

Obtain, upon written requestto the Plan Administrator, copies of documents governing the
operation ofthe plan,includinginsurance contracts and collective bargaining agreements,
and copies of the latest annual report (Form 5500 Series) ifany, and updated plan document
and summary plan description. The administrator may make a reasonable charge for the
copies.

Receive a summary of the plan’s annual financial report, if any is required by ERISA to be
prepared,inwhich case, the Plan Administratorisrequired by lawtofurnisheach participant
with a copy of this summary annual report.

CONTINUE GROUP HEALTH PLAN COVERAGE

Youmay continue health care coverage foryourself, spouse ordependentsifthereisa loss of
coverage under the plan as a result of a qualifying event. You or your dependents may have to
pay forsuch coverage. Review this SPD Supplementand the documents governing the plan
on the rules governing your COBRA continuation coverage rights.

PRUDENT ACTIONS BY PLAN FIDUCIARIES

In addition to creating rights for plan participants ERISA imposes duties upon the people who
areresponsible for the operation of the employee benefit plan. The people who operate your
plan, called“fiduciaries” ofthe plan, have adutytodosoprudentlyandin the interest of you and
other plan participants and beneficiaries. No one, including your employer, your union, or any
other person, may fire you or otherwise discriminate against youinanywayto preventyoufrom
obtainingawelfare benefitorexercisingyourrights under ERISA.

ENFORCE YOUR RIGHTS

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have aright to
know why this was done, to obtain copies of documents relating to the decision without charge,
and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. Forinstance, if you
request a copy of plan documents or the latest annual report from the plan and do not receive
themwithin 30 days, youmayfile suitin a Federal court. Insuch acase, the court



may require the plan administrator to provide the materials and pay you up to $110 a day until
youreceive the materials, unlessthe materials were notsentbecause ofreasons beyondthe
controloftheadministrator. Ifyou have aclaimforbenefitsthatisdenied or ignored, inwhole or
inpart, youmayfile suitinastate orFederal court. Inaddition, ifyou disagree withthe plan’s
decisionorlackthereof concerning the qualified status ofa domesticrelationsorderora
medical child supportorder, you mayfile suitin Federal court. Ifitshould happen that plan
fiduciaries misuse the plan’s money, orif you are discriminated against for asserting your
rights, you may seek assistance from the U.S. DepartmentofLabor, oryou mayfile suitina
Federal court. The courtwilldecide who should pay court costs and legal fees. If you are
successfulthe court may orderthe personyou have suedto paythese costs andfees. [fyou
lose, the court may orderyou to pay these costs and fees- for example, if it finds your claim
is frivolous.

ASSISTANCE WITH YOUR QUESTIONS

If you have any questions about your plan, you should contact the Plan Administrator. If you
have any questions about this statement or about your rights under ERISA, or if you need
assistance in obtaining documents from the plan administrator, you should contact the nearest
office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in
yourtelephonedirectory orthe Division of Technical Assistance and Inquiries, Employee
Benefits Security Administration, U.S. DepartmentofLabor,200 Constitution Avenue N.W.,
Washington, D.C. 20210. You may also obtain certain publicationsaboutyourrightsand
responsibilitiesunder ERISA by callingthe publications hotline of the Employee Benefits
Security Administration.



APPENDIX A

SUMMARY OF BENEFIT OPTIONS AND PROVIDER CONTACTS

Welfare Program

Insurance Company or

Policy or Contract

PPACA Applicability

Program (EAP)

455 N. Cityfront Plaza Dr.

Third Party Number

Administrator
Health Plan (Fully- BlueCross BlueShield of SC | 25-54927 Applicable
Insured) 1-20 & Alpine Rd.
BlueCross BlueShield of SC | Columbia, SC 29219
Effective Date:
02/01/2017
Dental Delta Delta Dental 62181000 Applicable
Dental 1320 Main Street, Suite
Effective Date: 650
02/01/2015 Columbia, SC 29201
Group-Term Life for American United Life 00613882 Applicable
Employees American Insurance Company
United Life Insurance One American Square
Company Effective Indianapolis, IN 46206
Date: 02/01/2015
Long-Term Disability American United Life G 00613882 Applicable
(Fully-Insured) Insurance Company
American United Life One American Square
Insurance Company Indianapolis, IN 46206
Effective Date:
02/01/2015
Short-Term Disability American United Life G 00613882 Applicable
(Fully-Insured) Insurance Company
American United Life One American Square
Insurance Company Indianopolis, IN 46206
Effective Date:
02/01/2015
Vision Physicians Eyecare Plan 00279 Applicable
Physicians Eyecare Plan 48 Courtenay Drive
Effective Date: Charleston, SC 29403
02/01/2015
Health Reimbursement Benefit Coordinators Not Applicable Applicable
Arrangement(HRA) 121 Hunter Village Dr,
Benefit Coordinators Irmo, SC 29063
Effective Date: Irmo, SC 29063
02/01/2010
Employee Assistance ComPsych ONEAMERICA3 Applicable




ComPsych
Effective Date:
01/01/2016

Floor 13
Chicago, IL 60611

Business Travel Accident
Plan

Europ Assistance USA
Effective Date:
02/01/2015

American United Life
Insurance Company
One American Square
Indianapolis, IN 46206

G-21420

Applicable




APPENDIX B

Eligibility Provisions

GENERAL ELIGIBILITY RULES: You are eligible for coverage if you are classified as a
regular full-time employee of the McEntire Produce. Full-time generally means you are
regularly scheduled to work at least [30] hours per week. However, to satisfy the ACA
requirement to offer “full-time employees” an opportunity to enroll in adequate and
affordable health coverage, your status as a full-time employee for group health plan
eligibility is determined under the ACA rules summarized below. Additional limitations on
eligibility may also apply under each of the Component Benefit Plans, including “actively
at work” requirements and evidence of insurability. To the extent that any specific
eligibility requirements conflict with the general eligibility rules described below, the
specific eligibility requirements in the insurance documents or benefit summaries for the
Component Benefit Plans will control.

PREMIUM ONLY CAFETERIA PLAN:

PRE-TAX PREMIUM PAYMENTS OF ELIGIBLE WELFARE PROGRAMS - Eligible on
the applicable eligibility date for participation in the underlying Welfare Program.

HEALTH, DENTAL, VISION, BASIC AND VOLUNTARY LIFE AND ACCIDENTAL
DEATH AND DISMEMBERMENT, LONG/SHORT TERM DISABILITY INSURANCE —

MONTHLY DETERMINATION METHOD: Eligible for coverage on the first day of the
month immediately following completion of 60 consecutive days/months in full-time
employment as determined by the Employer to mean 30 hours per week. In determining
such eligibility date for full-time employees, the Employer is taking into account
completion of a bona fide orientation period following date of hire as a substantive
condition to eligibility under the Plan; provided that such orientation period shall not
exceed one “month” as defined in Treasury Regulation Section 54.9815-2708(c)(3)(iii).

LOOK BACK MEASUREMENT METHOD: To determine the eligible full-time employees
of the Plan for medical, dental, vision, long/short term disability, basic/voluntary life and
AD&D McEntire Produce has established guidelines that incorporate and follow the ACA
look-back measurement and stability provisions of Treasury Regulation Section
1.4980H-3(d) (the “Look Back Policy”). Under the Look Back Policy, your eligibility for
coverage as a full-time employee during the Plan Year (or other “stability period”
described below) is generally determined based on the number of hours you worked in a
prior 12-month “measurement period” as follows:

NEW FULL-TIME EMPLOYEES: If you are reasonably expected to work at least 30
hours per week upon hire, you will be eligible on the 1st day of the month following
completion of 60 consecutive days/months of employment. Your status as a full-time
employee will be measured monthly until you qualify as an “ongoing” employee as
described below.

NEW PART-TIME, VARIABLE HOUR OR SEASONAL EMPLOYEES: If you are hired
as a part-time employee regularly scheduled to work fewer than 30 hours per week or as
a “seasonal employee” of the Employer or Participating Employer, you are not eligible for
benefits. In addition, if at your date of hire, it cannot reasonably be determined whether
you will work at least 30 hours a week (a “variable hour employee”), you are not eligible
to participate. However, you may become eligible for benefits at a later date if you
transfer to a full-time position or average 30 hours per week during the “initial
measurement period”, which is the 12 month period beginning on the first day of the
month following your date of hire.



EXAMPLE: If you are hired on June 14, 2019 as a new part-time, variable hour, or
seasonal employee, the Plan Administrator will measure your hours over the 12 month
initial measurement period beginning July 1, 2019 and ending June 30, 2020. If you
average at least 30 hours per week during the initial measurement period, you will be
eligible for benefits during the 12 month stability period beginning August 1, 2020 and
ending July 31, 2021. In addition, your hours will be measured under the rules for
ongoing employees as described below once you have worked an entire standard
measurement period. In this example, the standard measurement period would be
December 15, 2019 through December 14, 2020. If you worked at least 30 hours per
week during this standard measurement period, you will be eligible for coverage during
the standard stability period beginning February 1, 2021 and ending January 31, 2022,
even if you did not qualify as a full-time employee during your initial measurement
period.

» ONGOING EMPLOYEES: For all employees who have been employed for the 12 month
period beginning December 15 and ending on the following December 14 (the “standard
measurement period”), your eligibility for coverage will depend on whether you averaged
part-time or full-time hours during the standard measurement period. If you average at
least 30 hours per week during the standard measurement period under the Look Back
Policy, you will be eligible for benefits during the following Plan Year beginning February
1 and ending January 31 (the “standard stability period”).

» REHIRED EMPLOYEES: If you terminate employment and are rehired after 13 weeks,
you will be treated as a new employee under the Plan for purposes of the look-back
measurement method under the Plan. In some cases, if your initial period of
employment is less than 13 weeks, you may be treated as a new employee if your break
in service is longer than your initial period of employment. Your eligibility for benefits
upon rehire can vary depending on your particular situation, and you should contact the
Plan Administrator for more information regarding benefits eligibility if you terminate
employment and are rehired.

Eligibility under the Look Back Policy is governed by the ACA guidance issued by the
federal agencies responsible for enforcing the ACA, which is interpreted by the Plan
Administrator in its discretion and applied uniformly to all similarly-situated employees.
The rules for determining an employee’s status as a full-time employee under the ACA
guidelines are very complex and your status as a full-time employee is influenced by
many factors, including leaves of absence and breaks in service. This summary of the
Look Back Policy is only a general overview of the rules and cannot address every
situation. If you have questions or need additional information regarding your status
as a full-time employee, you should contact the Plan Administrator at the address
listed in the General Plan Information section of this SPD.



Important Notice from McEntire Produce About Your
Prescription Drug Coverage and Medicare

Individual creditable coverage disclosure notice

Please read this notice carefully and keep it where you can find it.

This notice has information about your current prescription drug coverage with McEntire Produce (the "Company") in the
McEntire Produce Wrap Plan (the "Plan") and about your options under Medicare’s prescription drug coverage. This
information can help you decide whether or not you wantto join a Medicare drug plan. If you are considering joining, you
should compare your current coverage, including which drugs are covered at what cost, withthe coverage and costs ofthe
plans offering Medicare prescription drug coverage inyourarea. Information about where you can get help to make
decisions about your prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s prescription drug
coverage:

1. Medicare prescription drug coverage became availablein 2006 to everyone with Medicare. You can
get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan
(like an HMO or PPO) that offers prescription drug coverage. AllMedicare drug plans provide atleasta
standard level of coverage setby Medicare. Some plans may also offer more coverage for a higher
monthly premium.

2. The Companyhasbeeninformed thatthe prescription drugcoverage offered by the Planis, on
average for all plan participants, expected to pay out as much as standard Medicare prescription
drug coverage pays and is therefore considered "Creditable Coverage". Because your existing
coverage is Creditable Coverage, you can keep this coverage and not pay a higher premium (a
penalty) if you later decide to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?

You canjoin a Medicare drug plan when you firstbecome eligible for Medicare and each year from October 15th through
December 7th.

However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also be eligible
for a two (2) month Special Enroliment Period (SEP) to join a Medicare drug plan.

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan?

Ifyou decide to join a Medicare drug plan, your current Plan coverage may be affected. If you optto purchase a Medicare
drug plan, the coverage under the drug Plan may no longer be available. See pages 7- 9 of the CMS Disclosure of
Creditable Coverage To Medicare Part D Eligible Individuals Guidance (available at
http://www.cms.hhs.gov/CreditableCoverage/), which outlines the prescription drug plan provisions/options that Medicare
eligible individuals may have available to them when they become eligible for Medicare Part D.

If you do decide to join a Medicare drug plan and drop your current Plan coverage, be aware that you and your dependents
may not be able to get this coverage back.

Please contact your plan administrator if you have further questions.
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?

You should also know that if you drop or lose your current coverage with the Plan and don't join a Medicare drug



planwithin 62 continuous days afteryour current coverage ends, you may pay a higher premium (a penalty)to join a
Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by at
least 1% ofthe Medicare base beneficiary premium per month for every month that you did not have that coverage. For
example, if you go nineteen months without creditable coverage, your premium may consistently be at least 19%
higher than the Medicare base beneficiary premium. You may have to pay this higherpremium (apenalty)aslongas
you have Medicare prescription drug coverage. In addition, you may have to wait until the following November to join.

For More Information About This Notice Or Your Current Prescription Drug Coverage Contact the Company Office
for further information at:

Jay Metts

McEntire Produce

2040 American Italian Way
Columbia, SC 29209
803-744-4683
jay.metts@mcentireproduce.com

NOTE: You will receive this notice annually. You will also get it before the next period you can join a Medicare drugplan,
and ifthis coverage through the Plan changes. You also may request a copy of this notice atany time.

For More Information About Your Options Under Medicare Prescription Drug Coverage

More detailed information about Medicare plans that offer prescription drug coverage is in the "Medicare & You" handbook.
You'llgeta copy of the handbook in the mail every year from Medicare. You may also be contacted directly by Medicare
drug plans.

For more information about Medicare prescription drug coverage:

e Visit www.medicare.gov

e CallyourState Health Insurance Assistance Program (see the inside back cover of your copy ofthe "Medicare &
You" handbook for their telephone number) for personalized help

e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For
information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1- 800-772-
1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you may be
required to provide a copy of this notice when you join to show whether or not you have maintained creditable coverage
and, therefore, whether or not you are required to pay a higher premium (a penalty).

Name of Entity/Sender McEntire Produce
Contact/Attention Jay Metts
Address 2040 American Italian Way

Columbia, SC 29209
Phone Number 803-744-4683

Date February 01, 2010



Important Notice from McEntire Produce About Your
Prescription Drug Coverage and Medicare

Individual non-creditable coverage disclosure notice

Please read this notice carefully and keep it where you can find it.

This notice has information about your current prescription drug coverage with McEntire Produce (the "Company") in the
McEntire Produce Wrap Plan (the "Plan") and about your options under Medicare’s prescription drug coverage. This
information can help you decide whether or not you wantto join a Medicare drug plan. If you are considering joining, you
should compare your current coverage, including which drugs are covered at what cost, withthe coverage and costs ofthe
plans offering Medicare prescription drug coverage inyour area. Information about where you can get help to make
decisions about your prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s prescription drug
coverage:

1. Medicare prescriptiondrug coverage became available in 2006 to everyone with Medicare. You can
get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan
(like an HMO or PPO) that offers prescription drug coverage. AllMedicare drug plans provide atleasta
standard level of coverage setby Medicare. Some plans may also offer more coverage for a higher
monthly premium.

2. TheCompanyhasbeeninformedthatthe prescription drug coverage offered by the Planis not, on
average for all plan participants, expected to pay out as much as standard Medicare prescription
drug coverage pays and is not therefore, considered "Creditable Coverage". Because your
existing coverage is not Creditable Coverage, you must purchase a Medicare drugplantoavoid
potentially paying a penalty fornothaving Creditable Coverage, asrequired by law.

When Can You Join A Medicare Drug Plan?

You canjoin a Medicare drug plan when you firstbecome eligible for Medicare and each year from October 15th through
December 7th.

If you decide to drop your current coverage with McEntire Produce, since it is employer/union sponsored group
coverage, you will be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan;
however, you may also pay a higher premium (a penalty) because you did not have Creditable Coverage under the
Plan.

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan?

Ifyou decide to join a Medicare drug plan, your current Plan coverage may be affected. If you optto purchase a Medicare
drug plan, the coverage under the Plan may no longer be available. See pages 7- 9 of the CMS Disclosure of
Creditable Coverage To Medicare Part D Eligible Individuals Guidance (available at
http://www.cms.hhs.gov/CreditableCoverage/), which outlines the prescription drug plan provisions/options that Medicare
eligible individuals may have available to them when they become eligible for Medicare Part D.

Ifyou do decide to join a Medicare drug plan and drop your current Plan coverage, be aware that you and your dependents
may not be able to get this coverage back.

Please contact your plan administrator if you have further questions.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?



Youshould also knowthatifyoudon'tjoin a Medicare drug plan within 62 continuous days afteryou are/werefirst eligible to
do so, you may pay a higher premium (a penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by at
least 1% ofthe Medicare base beneficiary premium per month for every month that you did not have that coverage. For
example, if you go nineteen months without creditable coverage, your premium may consistently be at least 19%
higher than the Medicare base beneficiary premium. You may have to pay this higherpremium (apenalty)aslongas
you have Medicare prescription drug coverage. In addition, you may have to wait until the following October to join.

For More Information About This Notice Or Your Current Prescription Drug Coverage Contact the Company Office
for further information at:

Jay Metts

McEntire Produce

2040 American Italian Way
Columbia, SC 29209
803-744-4683
jay.metts@mcentireproduce.com

NOTE: You will receive this notice annually. You will also get it before the next period you can join a Medicare drugplan,
and ifthis coverage through the Plan changes. You also may request a copy of this notice atany time.

For More Information About Your Options Under Medicare Prescription Drug Coverage

More detailed information about Medicare plans that offer prescription drug coverage is in the "Medicare & You" handbook.
You'llgeta copy of the handbook in the mail every year from Medicare. You may also be contacted directly by Medicare
drug plans.

For more information about Medicare prescription drug coverage:

e Visit www.medicare.gov

e CallyourState Health Insurance Assistance Program (see the inside back cover of your copy ofthe "Medicare &
You" handbook for their telephone number) for personalized help

e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For
information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1- 800-772-
1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you may be
required to provide a copy of this notice when you join to show whether or not you have maintained creditable coverage
and, therefore, whether or not you are required to pay a higher premium (a penalty).

Name of Entity/Sender McEntire Produce
Contact/Attention Jay Metts
Address 2040 American Italian Way

Columbia, SC 29209
Phone Number 803-744-4683

Date February 01, 2010



Employer Requirements for Medicare Modernization Act

1. Must identify who is Medicare Eligible Individual, including their dependents;

Active Medicare eligible Employees or their Medicare eligible dependents
Medicare eligible Cobra Participant, or their Medicare eligible dependents
Medicare eligible Disabled Individual covered under the RX Plan

Medicare eligible Retirees or their dependents who are covered under the RX Plan

O O O O

2. Determine if Group Health Plan or RX benefit is "Creditable"
3. Provide the disclosure notices to Medicare Eligible individuals (as noted above), at minimum

o prior to individuals initial enroliment period for Medicare RX drug benefit

o priortothe effective date ofenrollinginthe sponsors plan & uponany change thataffects
whether coverage is creditable RX benefit

o priortothe commencementofannual election period thatbeginson 10/15 of each year and

o upon beneficiary request

4. Complete Online Questionnaire (link below) within 60 days ofthe beginning ofthe Plan yearor within
30 days of a plan termination or change

https://www.cms.gov/Medicare/Prescription-Drug-
Coverage/CreditableCoverage/CCDisclosureForm.html



**HIPAA NOTICE OF PRIVACY PRACTICES**

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Purpose

This noticeisintendedtoinformyouofthe privacy practicesfollowed by the Company’sgroup health Plan. Italso explains
the Federal privacy rights afforded to you and the members of your family as Plan Participants covered under a group
health plan.

AsaPlansponsorwe often need accessto healthinformation in orderto perform Plan Administrator functions. We want
to assure the Plan Participants covered under our group health plan that we comply with Federal privacylawsand
respectyourrightto privacy. Werequire allmembers of ourworkforce and third parties thatare provided access to health
information to comply with the privacy practices outlined below.

Uses and Disclosures of Health Information

Healthcare Operations. We use and disclose health information about you in order to perform Plan administration
functions such as quality assurance activities, resolution of internal grievances, and evaluating planperformance. For
example, wereview claims experienceinordertounderstand utilizationandtomake plan design changes that are
intended to control health care costs.

Payment. We may also use or disclose identifiable health information about you without your written authorization in order
todetermine eligibility for benefits, seek reimbursementfrom a third party, or coordinate benefits with another health plan
underwhich you are covered. Forexample, ahealthcare providerthat provided treatmentto youwillprovide us withyour
healthinformation. We use thatinformationtodetermine whetherthose servicesare eligible for payment under our
group health plan.

Treatment. Although the law allows use and disclosure of yourhealthinformation for purposes oftreatment,asa Plan
sponsorwe generally do notneed to disclose yourinformation fortreatment purposes. Your physician or healthcare
provider is required to provide you with an explanation of how they use and share your health information for
purposes of treatment, payment, and healthcare operations.

As permitted or required by law. We may also use or disclose your health information without your written
authorization for other reasons as permitted by law. We are permitted by law to share information, subjectto certain
requirements, inordertocommunicateinformation on health-related benefits orservicesthatmaybe of interest to you,
respond to a court order, or provide information to further public health activities (e.g., preventing the spread of disease)
without your written authorization. We are also permitted to share health information during a corporate restructuring
such as an merger, sale, or acquisition. We will also disclose health information about you when required by law, for
example, in order to prevent serious harm to you or others.

Pursuantto your Authorization. When required by law, we will ask for your written authorization before using or disclosing
your identifiable health information. If you choose to sign an authorization to disclose information, you can later revoke that
authorization to cease any future uses or disclosures.

Right to Inspect and Copy. In most cases, you have a right to inspect and copy the health information we maintain about
you. Ifyou request copies, we will charge you $0.05 (5 cents) for each page. Your request to inspect or review your health
information must be submitted in writing to the person listed below.

Right to an Accounting of Disclosures. You have a right to receive a list of instances where we have disclosed health
information aboutyou forreasons otherthantreatment, payment, healthcare operations, or pursuantto your written
authorization.

Rightto Amend. If you believe thatinformation within ourrecordsisincorrector missing, you have arightto request that we
correct the incorrect or missinginformation.

Rightto Request Restrictions. You may request in writing that we not use or disclose information for treatment,



payment, or other administrative purposes except when specifically authorized by you, when required by law, or in
emergency circumstances. We will consider your request, but are not legally obligated to agree to those
restrictions.

Right to Request Confidential Communications. You have a right to receive confidential communications containing
your health information. We are required to accommodate reasonable requests. For example, you may askthatwe
contactyouatyourplace ofemploymentorsend communicationsregardingtreatmenttoan alternate address.

Right to Receive a Paper Copy of this Notice. If you have agreed to accept this notice electronically, you also have a
right to obtain a paper copy of this notice from us upon request. To obtain a paper copy of this notice, please contact the
person listed below.

Legal Information

The Company is required by law to protect the privacy of your information, provide this notice about information practices,
and follow the information practices that are described in this notice.

We may change our policies atany time. Before we make a significant change in our policies, we will provide you with a
revised copy of this notice. You can also request a copy of our current notice at any time. For more information about
our privacy practices, contact the person listed below:

McEntire Produce
2040 American Italian Way
Columbia, SC 29209

If you have any questions or complaints, please contact the Plan Administrator listed under the Article titled: "General
Information About Our Plan".

Filing a Complaint

Ifyou are concerned that we have violated your privacy rights, or you disagree with a decision we made about accessto
yourrecords, youmay contactthe personlisted above. You also may send awritten complainttothe

U.S. Departmentof Healthand Human Services; Office of Civil Rights. The person listed above can provide you with the
appropriate address upon request or you may visit www.hhs.gov/ocrfor further information.



Employer Requirements for Distributing ERISA
Documents

The Plan Administrator/Employer is responsible for preparing the Summary Plan Description ("SPD") and
AFFIRMATIVELY DELIVERING it to certain persons:

Covered Employees

Terminated Cobra Participants

Parents or guardians of children covered under a qualified medical support order
Dependents of a deceased participant

Guardians of an incapacitated person

Anemployershouldbe preparedtoproveitfurnishedthe SPD inaway "reasonably calculated to ensure actual receipt"
using a method "likely to result in fulldistribution".

I.E.,firstclass mail,hand-delivery,and electronically, ifthe employees have accesstocomputersinthe
workplace and can print a copy easily.

Electronic Distribution of ERISA Documents

Employees with work-related computer access

Theemployee hasthe abilitytoaccessdocuments atanylocation where they performemploymentduties. Access to
Employer’s electronic information system must be an integral part of their normal duties.

Electronic materials prepared and furnished in accordance with applicable requirements Notice
is provided to each recipient when furnished, detailing the document

Notice advises participantoftheirrightstoaccessthe documentand howtorequesta papercopy
Employer must take steps to ensure the electronic transmittal will result in actual receipt

If disclosure includes PHI, steps are taken to safeguard the confidentiality of the information

Requirements for Employees with Non-work related computer access or non-employees May
include COBRA participants, dependents or disabled participants.

o Affirmative consent required; Pre-Consent must be obtained, which include details of types of document to be
provided, right to withdraw consent, including procedures and updating of information (new email), right to requesta
paper version and if any cost, and the hardware and software requirements to access the electronic document.

e Pre-Consent statement can be sent electronically if have a reliable e-mail address

o [f system hardware or software requirements change, a revised statement must be provided and consent from each
individual must be obtained.

e [f documents provided on Internet, Consent must be given in a manner that illustrates the individual’s ability to
access the information along with a current emailaddress.

e Employer must keep track of individual email addresses for delivery, the consents and actual receipt of
emailed documents by recipients.

e These requirements along with the five steps outlined for Employees with work-related computer access above.

ERISA Required Documents for Participants

SPD - Summary Plan Description Restatement
of SPD dueto Plan Modifications SBC -
Summary of Benefits and Coverage SAR -
Summary Annual Report

Plan Documents



Document

SPD

Restatement of SPD

SBC

SAR

PLAN DOCUMENT

Distribution Instructions

To Participants within 90 days of coverage on existing plan; within 120 days for new
plan. Every 5 years if plan amended or every 10 years if no changes made.

To Participants no later than 210 days after end of the plan year in which
change is adopted.

To participants with enrollment materials, at renewal or reissue of coverage.
Special enrollees nolaterthan 90 days from enroliment. Otherwise, within 7 days
of written request.

Toparticipants within 9 months after planyearend ifEmployerisrequired to file
Form 5500 for the benefit plan.

Copies must be furnished no later than 30 days after written request.

e Other Group Health Plan Notices

There are notices required under other provisions in ERISA (i.e., the Consolidated Omnibus Budget Reconciliation Act
(COBRA), the Health Insurance Portability and Accountability Act (HIPAA), the Affordable Care Act, the Newborns’ and
Mothers’ Health Protection Act (Newborns’ Act), and the Women’s Health and Cancer Rights Act (WHCRA)). Some of
these notices may be included in the SPD and others must be provided separately due to the timeframes for when

they are required to be provided.

Please be sure to check for current laws and regulations on the reporting and disclosure provisions included in the
publication on EBSA’s Website at http://dol.gov/ebsa.



Participant Distribution Receipt

The Plan Administrator should provide a copy of the Summary Plan Description to each participantevery year.

The Plan Administratorshould have each participantsigna copy of thisform and should keep the signed copyin the Plan
Administrator’s records.

Plan Name McEntire Produce Wrap Plan

Plan Year Start February 01

Participant Signature

Participant Name

Date




