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Consumer Privacy Statement

Symetra is serious about keeping your personal
information private and secure. This notice of
our privacy policy explains how we use and
protect your information.

Symetra does not sell or rent information about you to others.

The information we get about you comes from different sources, and may include:

« Information that you give to us on applications or other forms, such as your name,
address and Social Security number. 5

« Information from your transactions with us, our"é'fﬁliated companies or our business
partners. This includes products and services you have purchased from us or
information about your payment history or claims.

« Information we receive from cor}s_um'ef reporting agencies to confirm or add to facts
given by you. s e

«  Information we receive from your insurance agent, broker or financial advisor. This
may include updated information about your policy or account.

in order to _qp_nqdét_ __ou_r_;b:usiness and offer you the products and services that you may
want, we__;nay_‘s'_har'e“yow information as allowed or required by law.

We may sh'a_:'ré your information with our affiliates or third parties outside the Symetra

family of companies to service, market or underwrite our products and services to you.

Wé“”m_a__y:.s,_hare your information with insurance agents, brokers and financial advisors
..»who sell.our products and services. We may also share your information with financial
' ins@_i__tutith that we have joint marketing agreements with to sefl our products and
_services.

' 'Working with these businesses aliows us to provide you with a broader selection of

insurance and investment products and services from our companies. These
businesses sigh a contract with us to keep your information private and secure, and to
use it only for the services we request.

If any sharing of your information would reguire us to give you the option to opt-out of or
opt-in to the information sharing, we will provide you with this option.

We obtain or share medical information only in connection with specific products and
services. This may include underwriting a life insurance policy, processing a claim, or any
other use that we disclose to you before the information is collected.

The independent insurance agents, brokers and financial advisors who sell our products
and services are not our employees and are not subject to our privacy policy.

They may have received personal information about you that we do not have. They may
use this information differently than we do. Contact your agent, broker or advisor to learn
more about their privacy practices.

Symetra® is a registered service mark of Symeira Life Insurance Company.
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We protect your personal information in a variety of ways.

We maintain physical,' administrative and technical safeguards to protect this information
from unauthorized access.

Employees receive training to protect personal information, and are authorized to access
this information only when they have a business need to do s0. We expect the agents,
brokers and advisors who sell our products and services to maintain a high regard for
privacy and to safeguard customer information.

We follow your state law when it protects your privacy more than federal law.

We need accurate information to provide you with the best possible service.

If you need to update your information, or if the information we have about you is
inaccurate or incomplete, please contact us. Please be sure to include your name and
policy number or contract number.

« By telephone: You can call us at the telephone number shown on your account
statement or on other information we have sent to you. You can also call us at:
1-800-796-3872

« Inwriting: You can write fo us at the address.shown on your account statement or on
other information we have sent to you. You can also write to us at:
P.O. Box 34690, Seattle, WA 98124 1690

You can also request a copy of the mformatlon that we have about you in our files to
make sure it is correct. You must: make your request in writing and send it to the address
shown on your policy or contract orto the address shown above. We will send you the
information within 30 business days of receiving your request. We will advise you of any
person or group to whom:we have given the information during the last two years.

If you believe the information about you in our files is wrong, you can notify us in writing.
We will review your file and.respond to you within 30 business days. If we agree with you,
we will change our records. This change will become part of the file. It will be sent to
those that received:inaccurate information from us. It will also be included in any later

d|sclosures to.others.

if we: dlsagree wuth you, we will explain why. You can provide us with a statement
exp1a|n|ng why you believe the information is wrong. This statement will become

w2 partof the file. It will be sent to those that received the disputed information from us.
: it_wwnl aiso be included in any later disclosures fo others.

ThlS nottce also applies to our websites. If you would like more information about

““our website privacy and security practices, go to www.symetra.com and click on the

Privacy link.

This notice applies to the following companies:
* Symetra Life Insurance Company
« Symetra National Life Insurance Company

¢ First Symetra National Life Insurance
Company of New York, New York, NY

» Symetra Assigned Benefits Service
Company

s Symetra Securities, Inc.
« Clearscape Funding Corporation

Symetra Financial Corporation
777 108th Avenue NE, Suite 1200
Bellevue, WA 98004-5136
www.symetra.com

Symelra"" is a regislered service mark of
Symetra Life Insurance Company,

Symetra® is a registered service mark of Symetra Life insurance Company.



IMPORTANT INFORMATION ABOUT COVERAGE UNDER THE
TEXAS LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION
(For insurers declared insolvent or impaired on or after September 1, 2011)

Texas law establishes a system to protect Texas policyholders if their life or health insurance company fails.
The Texas Life and Health Insurance Guaranty Association (“the Association”) administers this protection
system. Only the policyholders of insurance companies that are members of the Association are ellgtble for this
protectlon which is subject to the terms, limitations, and conditions of the Association faw. (The law is found

in the Texas Insurance Code, Chapter 463.)
It is possible that the Association may not protect all or part of your policy because of statutory limitations.

Eligibility for Protection by the Association

When a member insurance company is found to be insolvent and placed under an order of liquidation by a
court or designated as impaired by the Texas Commissioner of Insurance, the Association provides coverage to

policyholders who are:
- Residents of Texas (regardless of where the policyholder lived when the policy was issued)

« Residents of other states, ONLY if the following conditions are met:
1. The policyholder has a policy with a company domiciled in Texas;
2. The policyholder’s state of residence has a similar guaranty association:and
3. The policyholder is not efigible for coverage by the guaranty assoc&atlon of the policyholder's
state of residence. o

Limits of Protection by the Associa_tioﬁ g

Accident, Accident and Health, or Health Insurance: h '
- For each individual covered under one or more policies;. up to a total of $500,000 for basic hospital,

medical-surgical, and major medical insurance; $300 000 for disability or long term care insurance, or
$200,000 for other types of health insurance. . ™
Life Insurance: : SURIS
= Net cash surrender value or net cash W|thdraWai value up to a total of $100,000 under one or more
policies on a single life; or
- Death benefits up to a total of $300,000 under onie or more policies on a single life; or
+  Total benefits up to a total of $5,000; 000 to any owner of multiple non-group life policies.

Individual Annuities:
* Presentvalue of beneflts up. | to a totai of $250 000 under one or more confracts on any one life,

Group Annuities:
«  Present value of a]iocated beneflts up to a total of $250,000 on any one life; or
= Present value of unallocated benefits up to a total of $5,000,000 for one contractholder regardless of
the number of contracts '
Aggregate Limit: '
- $300,000 on any one En‘e w:th the exception of the $500,000 health insurance limit, the $5,000,000
multiple owner life insurance limit, and the $5,000,000 unallocated group annuity limit.

These limits are applied for each insolvent insurance company.

Insurance companies and agents are prohibited by law from using the existence of the Association for

the purpose of sales, solicitation, or inducement to purchase any form of insurance. When you are

selecting an insurance company, you shouid not rely on Association coverage. For additional questions

on Association protection or general information about an insurance company, please use the following
contact information.

Texas Life and Health Insurance Texas Department of Insurance
Guaranty Association . P.O. Box 149104

515 Congress Avenue, Suite 1875 Austin, Texas 78714-9104

Austin, Texas 78701 800-252-3439 or www. tditexas.gov

B00-982-6362 or www.txlifega.org

L.A-2185 8/14



GROUP
INSURANCE
POLICY

Williamson County Policyholder

01016850 00 Policy Number

> Insurance Company is known as
; policy.

v the benefits provided in this

This “policy has been issued in consideration
-.the application and payment of the first

"This policy is a legal coniract between the
policyholder and Symetra.

Read this policy carefully. Signed for Symetra

at its Home Office as of the policy effective
date.

y j/%‘

Michael Fry, Executive Vice President

L1 S

Thomas M. Marra, President

Registrar

Symetra Life Insurance Company

777 108th Avenue NE, Suite 1200
S YM E T R A Bellevue, WA 88004-5135

1-800-SYMETRA or 1-800-796-3872

RETIREMENT | BENEFITS | LIFE

GDC-4000 12/05 Symetra ® is a registered service mark of Symetra Life Insurance Company..



TEXAS TOLL-FREE TELEPHONE NUMBER AND iNFORMATION
AND COMPLAINT NOTICES

IMPORTANT NOTICE

To obtain information or make a complaint:

You may cail Symetra's toll-free
telephone number for information or to
make a complaint at

1-800-426-7784

You may contact the Texas Department
of Insurance to obtain information on
companies, coverages, rights or
complaints at

1-800-252-3439

You may write the Texas Department
of insurance

P.O. Box 149104
Austin TX 78714-9104
FAX # (512) 475-1771

PREMIUM OR CLAIM DISPUTES
Should you have a dispute conggi
your premium or about g claim:y
contact the Company first.
dispute is not resolve:
the Texas Departmen

ATTACH THIS NOTICE TO YOUR POLICY:

This notice is for information only and does
not become a part or condition of the
attached document.

GDC-4000 12/05

AVISO IMPORTANTE

Para obtener informacion o para someter una
queja:

Usted puede Hlamar al numero de

telefono gratis de Symetra para

informacion o para someter una queja al
1-800-426-7784

con‘gl Departmento
para obtener
a'companias,
o quejas al

Puede comunicaf
de Sequros d
informaciona
coberturas

scribir al Departamento de
ros de Texas
: Box 149104

Austin TX 78714-9104
FAX#(512) 475-1771

DISPUTAS SOBRE PRIMAS O RECLAMOS:
Si tiene una disputa concerniente a

su prima o a un reclamo, debe comunicarse
con el la compania primero. Sino se
resuelve la disputa, puede entonces
comunicarse con el departamento (TD).

UNA ESTE AVISO A SU POLIZA:
Este aviso es solo para proposito de
informacion y no se convierte en parte
o condicion del documento adjunto.

TX Notice



GROUP LONG TERM DISABILITY INSURANCE

Poficyholder: Williamson County
Policy Number: 01 016850 00
Policy Effective Date: January 1, 2016

Policy Anniversary Date: January 1, 2017
State of Policy Issue: Texas

Policy Insured By: Symetra Life Insurance Company, referred to as | Company”, "we”, “us”,

and “our”.

We will provide the benefits under this policy in consideration: ‘of thi appllcatlon and premium.
In order for this policy to become effective, the first premium:mu eived within 90 days of
the Policy Effective Date. We make this promise subject provisions of this policy.

Read this policy carefully and contact us promptly if yo : ave'guestions. This policy is delivered
and is governed by the laws of the state of:policy isste. and to the extent applicable by the
Employee Retirement Income Security Act of 1974 ( _RISA) and any amendments.

This policy consists of;
« all policy provisions and any amendments and/or attachments issued;

the policyholder’s application, whlch‘w  be:attached to the policy upon issue;
employees' signed applications, i
the certificate of coverage.

“endorsed on or aftached to this policy. No other person,

The approval must
this; policy or waive any part of it,

including any agent,

THIS IS NOT A POLICY:OF WORKERS' COMPENSATION INSURANCE. THE EMPLOYER
DOES NOT BECOME A SUBSCRIBER TO THE WORKERS' COMPENSATION SYSTEM
BY PURCHASING THIS GROUP POLICY, AND IF THE EMPLOYER IS A NON-
SUBSCRIBER, THE EMPLOYER LOSES THOSE BENEFITS THAT WOULD OTHERWISE
ACCRUE UNDER THE WORKERS' COMPENSATION LAWS. THE EMPLOYER MUST
COMPLY WITH THE WORKERS' COMPENSATION LAW AS IT PERTAINS TO NON-
SUBSCRIBERS AND THE REQUIRED NOTIFICATIONS THAT MUST BE FILED AND

POSTED.

GDC-4000 12/05 1 ER-1 TX Rev 10/05



INTRODUCTION

This policy is divided into two sections;

¢ the employer section;
+ the employee section.

Both sections together form the policy and include all of the benefits available under a plan.

Whenever we use the terms "you or your" in the employer section, we mean the employer.

GDC-4000 12/05 2 ER-2



|.ONG TERM DISABILITY
POLICY DETAILS

These are details concerning your policy:
Plan Effective Date:

January 1, 2016
Divisions, Subsidiaries or Affiliated Companies Include:

Name Location

None.

initial Rate:

Rate per employee is determined from the Rate Table.

LTD Rate per $100 of
Employee Age total covered payroll

under 25 $0.111

25 through 29 $0.1114.
30 through 34 "
35 through 39
40 through 44
45 through 49
50 through 54
55 through 59
60 through 64
65 through 69
70 and over

To calculate the initial monthly premium, multiply the Initial Rate by total covered payroli.

Rate Guarantee:

A change in the premium rate will not take effect prior to January 1, 2019, or 12 months
foliowing the policy effective date, whichever is later. However, the premium rate may change
prior to this time for reasons that affect the insured risk, which includes:

a change occurs in a plan of benefits;

a division, subsidiary, or affiliated company is added or deleted;

the number of employees insured by a plan changes by 10% or more;

a new law or a change in any existing law is enacted which applies to a plan.

GDC-4000 12/05 3 ER-3L 10of 2TX Rev 3/99



LONG TERM DISABILITY
POLICY DETAILS
{continued)

We will notify you in writing at least 60 days before a premium rate change is effective. A
change may take effect on an earlier date if you agree to it

GDC-4000 12/05 4 ER-3L 2 of 2 TX Rev 3/99



LONG TERM DISABILITY
POLICY DETAILS
{continued)

When do you need to pay premium?

Premium payments are due no later than 90 days following the Policy Effective Date, and the
first day of each calendar month after the plan effective date.

We must receive all premiums on or before the date the premium is due. You must pay
premium in United States dollars.

Waiver of Premium: Premium payments for coverage under this plan are suspended for an
insured while benefits are payable to the insured under this long term disability plan.

GDC-4000 12/05 5 ER-4L



EMPLOYER PROVISIONS

WHEN DO YOU MAKE PREMIUM CHANGES?

If employee status changes occur during a policy month then you must report the changes on
the next premium due date following the change, Any premium increase or decrease will be
adjusted and will become due at this same fime, but will not be pro-rated daily.

if you pay premium on other than a monthly basis, changes in premiums will result in a monthly
pro-rated adjustment on the next premium due date.

We will adjust premiums for the current policy year and the prior policy year unless changes are
the result of fraudulent information.

WHAT INFORMATION DO WE REQUIRE OF YOU?

You must give us the foliowing on a regular basis;

» information about your employees:
— who are eligible to become insured;
- whose amounts of coverage changed, includin
information; :
— whose coverage ends;
» occupational information and any other inf-g_rm

ary increase and decrease

thagﬁyve may reasonably require.
Your records that we believe have a beanng.}; verage under this pian are open for our
review at any reasonable time. g

Clerical error or omission will not:
« prevent an employee from receivit
« affect the amount of an insured's ¢
» affect the amount of premiu
OR _
» effect or continue:an ins

If the amount of premiu is incorrect due to clerical error, we will adjust premiums for the
current policy year and, ifé apphcable the prior policy years.

GDC-4000 12/05 6 ER-5



EMPLOYER PROVISIONS
(continued)

WHEN CAN THIS POLICY OR A PLAN UNDER THIS POLICY BE CANCELED?

This policy or a plan under this policy can be canceled:
» byus;or
s by you.

We may cancel or offer to modify this policy or a plan, with at least 31 days written notice, when:
» the participation falls below the greater of:
-25% of the employees eligible for coverage;
-10 of the employees eligible for coverage;
you do not promptly provide us with information that we need,;
this policy has been in effect more than 36 months;
you fail to perform any of your obligations that relate to this policy

Ilcy-:or plan will terminate
responS|ble for paying
us all premium due for

if you fail to pay the premium during the 31 day grace period, thi
automatically on the last day for which premium was pai
premium for coverage in effect during the grace period. You m
the full period each plan is in effect. :

Plan means a line of coverage Uhder--this poli

Grace period means the period of tlrrl following the premium due date, except for-
the first premium, during which preml pa ment may be made.

We reserve the right to review and ter i
cease(s) to be covered. .

Payable claim.m aim for-which we are liable under the terms of this policy.

If this policy or a plan is canceled, coverage will end at 12:01 a.m. on the last day of coverage.

GDC-4000 12/05 7 ER-V-6 Rev 1/00



EMPLOYER PROVISIONS
{continued)

CAN A PLAN BE CHANGED?
You must give us advance notice of a request to change a plan.
WHAT IF STATUTES IN THE STATE OF PCLICY iSSUE CHANGE?

Any provision of this policy which, on or after the policy effective date, conflicts with the statutes
of the state of policy issue or any federal statutes, is hereby amended to comply with the
minimum requirements of such statute.

CAN THE VALIDITY OF THIS POLICY BE DISPUTED?

n in effect for two years

The validity of this policy shall not be disputed after the policy has
from the policy effective date, except in situations when:
* premium has not been paid;

OR

e for fraudulent misrepresentations.

st {emen’c:;s made by the applicant in
entisigned by the person making the
}the person making the statement,

Disputing the validity of this policy shall be prohibited
applying for this policy do not appear in a written doc
statement. A copy of the written document must be given:

GDC-4000 12/05 8 ER-7



Symetra Life Insurance Company
777 108th Avenue NE, Suite 1200
S YM E T R A: Bellevue, Washington 98004-5135

RETIREMENT { BENEFITS | LIFE

Application for Group Insurance

Name of Applicant:

Address:

(Street)

{City) (State) (Zip}
applies to Symetra Life Insurance Company, for:

L] Group Short Term Disability Insurance ... .
(] Group Long Term Disability lnsurance S
[7] Group Term Life Insurance

If Symetra Life Insurance Company (Symetra) approves this appllcation the pohcy(les) indicated above
will be issued, The applicant agrees that by signing this apphcahon ccepts the policy issued pursuant
{o the proposal dated .

This application supersedes any previous application.

Any person who, with intent to defraud or 'Rhowmg hel/she is facilitating a fraud against an
insurer, submits an application or files a clalm contammg a false or deceptive statement may be

guilty of insurance fraud.

. {State)

Signed at (City}

Date signed:

By

Title

Agent/Producer Name {printed)

Agent/Producer Signature
Resident Licensed Agent/Producer where required by law

Instructions: (1) Sign and return to Symetra.
(2) Retain copy with your policy,

Symetra® is a registered service mark of Symetra Life Insurance Company.

LGC-10033 04/12
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SYMETRA

RETIREMENT | BENEFITS | LIFE

Williamson County

01016850 00

Insurance Certificate

VOLUNTARY LONG TERM DISABILITY
INCOME INSURANCE

CLASS 1

Symetra ® is a registered service mark of Symetra Life Insurance Cempany,
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SYMETRA

REVIREMENT | BENEFITS | LIFE

Symetra Life Insurance Company
777 108th Avenue NE, Suite 1200
Bellevue, Washington 98004-5135

Symetra Life Insurance Company is kno metra in

this certificate,
"You" and “your” refer to the insur ipioyee in this
certificate.

1e-major:parts of the policy
ourinsurance is subject to
certificate replaces all

This certificate summarizes
under which you are ins
all the terms of the pol

Home Cffice as of the policy

Z m' /Z-—-—x
Michael Fry, Thomas M. Marra,
Executive Vice President President

READ THIS CERTIFICATE CAREFULLY

Symetra ® is a registered service mark of Symetra Life Insurance Company.



TEXAS TOLL-FREE TELEPHONE NUMBER AND INFORMATION
AND COMPLAINT NOTICES

IMPORTANT NOTICE

To obtain information or make a complaint:

You may call Symetra's toli-free
telephone number for information or to
make a complaint at

1-800-426-7784

You may contact the Texas Department
of Insurance to obtain information on
companies, coverages, rights or
complaints at

1-800-252-3439

You may write the Texas Department
of Insurance

P.0O. Box 149104

Austin TX 78714-9104

FAX # (512) 475-1771

PREMIUM OR CLAIM DISPUTES:

Should you have a dispute concerning,
your premium or about a claim you sl
contact the Company first. if the
dispute is not resolved, you may
the Texas Department of.Insur

ATTACH THIS NOTICE TO YO
This notice is for information oply and does
not become a part or condition of the
attached document.

GDC-4500 12/05

OLICY:

AVISO IMPORTANTE

Para obtener informacion o para someter una
queja:

Usted puede llamar al numero de

telefono gratis de Symetra para

informacion o para someter una queja al
1-800-426-7784

Puede comunicarse con el Departmento
de Sequros de Tex
informacion acercg
coberturas, deret

SPUTAS SOBRE PRIMAS O RECLAMOS:
Sl tiene una disputa concerhiente a

su prima o a un reclamo, debe comunicarse
con el la compania primero. Sino se
resuelve la disputa, puede entonces
comunicarse con el departamento (TDI).

UNA ESTE AVISO A SU POLIZA:
Este aviso es solo para proposito de
informacion y no se convierte en parte
o condicion del documento adjunto.

TX Notice



GROUP LONG TERM DISABILITY INSURANCE

CERTIFICATE OF COVERAGE

Policyholder; Willamson County

Policy Number: 01 016850 00

Policy Effective Date: January 1, 2018

Symetra Life Insurance Company (referred to as “the Company®, "we", "us", or "our") welcomes

you as a client.

This is your certificate of coverage as long as you are eligible fc
insured. You will want to read it carefuily and keep it in a sa

Your certificate of coverage is wiitten in plain English. Ther few terms and provisions
written as required by insurance law. If you have any questions about any of the terms and
provisions, please consult our claims paylng off Ice, VY wulhasstst you in understanding your
benefits.

erage (issued to you) differ from the policy
‘our coverage may be canceled or changed
the policy.

If the terms and provisions of the certificate. of
(|ssued to the Policyholder), the policy will govern
in whole or in part under the terms and provit

ed by the laws of Texas and to the extent applicable by
ty;Act of 1874 (ERISA) and any amendments. When
poiicy, we have discretionary authority {o determine
fret the terms and provisions of the policy.

The policy is delivered in and is go
the Employee Retirement Income. Se
making a benefit determlnatto-

GDC-4500 12/05 1 C-1



TABLE OF CONTENTS

Your certificate is divided into the following sections:
SECTION 1 - HIGHLIGHTS OF YOUR PLAN
SECTION 2 - GENERAL INFORMATION
SECTION 3 - ELIGIBILITY FOR COVERAGE
SECTION 4 - BENEFIT SPECIFICS
» disability defined
» details on calculating benefit payments
» exclusions and limitations that may apply

SECTION 5 - CLAIM INFORMATION
SECTION 6 - ADDITIONS TO YOUR LTD PLAN

For your ease in finding information in your certificate, we;

« Start each section with a summary of the contents nd th '.tterms we define in the section.
» Shade all of the defined terms within a sectlon

GDC-4500 12/05 2 c-2



SECTION 1: HIGHLIGHTS OF YOUR VOLUNTARY LTD PLAN

This is a brief overview of your plan of benefits. We refer to these terms often throughout this
certificate. Whenever we use these terms in the certificate, they have the following meaning,
unless we advise you otherwise.

Eligible Class 1 = All other full-time employees.
You must be working at least 30 hours per week.
Benefit Percentage = 60%
Maximum Payment Amount = $6,000*
* We may reduce the amount we pay to you by other income amounts and any income
you earn or receive from any form of employment. Some dlsablhtles may not be covered

under this plan.

Minimum Payment Amount = $100

We may apply all payments to you toward overpayments

Elimination Period = The later of. 90 days after date disability begins or the date
accumulated sick leave ends e date salary continuation ends or the

date short term disability-pay: ents to you end.

GDC-4500 12/05 3 EE-1LV-1 Rev 10/05



SECTION 1: HIGHLIGHTS OF YOUR VOLUNTARY LTD PLAN
(continued)

Pre-disability earnings means your gross monthly rate of earnings from the employer in effect
just prior to the date disability begins. It does not include commissions, bonuses, overtime pay
or other extra compensation.

If your disability begins while you are on a covered layoff or leave of absence, we will use your
pre-disability earnings from the employer in effect just before the date your absence begins.

Our payments to you will be based on the amount of your pre-disability earnings covered by this
plan and for which premium has been paid.

Maximum Payment Duration

Social Security Normal Retirement Age

Age When Disability Begins Maximum Payment Duration

Re rement Age (SSNRA)

Less than age 60 To Social Security 6r,¢

rt SSNRA: whichever is greater
ir.to SSNRA, whichever is greater

68
69 and over

ment Age (SSNRA) means the age at which you are

Social Securlty Norm 5
' retirement benefits.

eligible for S
Waiting Period:

If you are in an eligible’¢lass on or before the plan effective date: The first of the month
coincident with or next following 60 days of continuous employment.

If you are entering an eligible class after the plan effective date: The first of the month
coincident with or next following 60 days of continuous employment.

GDC-4500 12/05 4 EE-1LV-2 Rev 10/05



SECTION 1: HIGHLIGHTS OF YOUR VOLUNTARY LTD PLAN
{continued)

Cost of Coverage:

You pay the cost of your coverage.

Waiver of Premium: The cost of your coverage will be suspended for any pericd of time during
which you are disabled under this plan and eligible to receive a monthly payment from us. If
you refurn to active employment with the employer, and want your coverage to continue, the

cost of your coverage must begin to be paid again.

GDC-4500 12/05 5 EE-1LV-3 Rev 10/05



SUMMARY OF THE GENERAL. INFORMATION SECTION 2

What will you find in this section?

information we have access to

how we use statements made in applying for coverage
insurance fraud

time iimits for legal proceedings

*T & & 9

What terms do we define in this section?

you
we

us

our
employee
employer
insured
plan

s & & & & & » @

GDC-4500 12/05 6 EE-2-Summary



SECTION 2: GENERAL INFORMATION

WHAT IS THE CERTIFICATE OF COVERAGE?

This certificate of coverage is a written statement prepared by us and may include attachments.

It tells you:

« the coverage to which you may be entitled

¢ to whom we make payments

AND

« the limitations, exciusions and requirements applying to a plan.

You means.an employee who is eligible for the coverage of this plan.

We, us and-our means the Insurance Company named on the first page of your
Certificate of Coverage. . -

Employee means a person who is a citizen or permanent sident of the United
States in active. e_mp!oym_ent with the employer unless we advise you otherwise.
This plan excludes temporary and seasonal worker:

employment and tncludes any dwnswn sub sidial or-affi ated company named i in
the policy. _ _

Insured means a person covered fun':ii

Plan means a line of coverage unc

GDC-4500 12/05 7 EE-2-1 Rev 5/98



SECTION 2: GENERAL INFORMATION
(continued)

TO WHAT INFORMATION DO WE HAVE ACCESS?

The employer will give us information about you including:

« if you are eligible for coverage

» if your amount of coverage changes, including salary change information
» if your coverage terminates

» other information we may reasonably require.

The employer's records that we believe have a bearing on coverage under this plan are open
for our inspection at any reasonable time.

Clerical error or omission will not:

+ prevent you from receiving coverage

« affect the amount of your coverage

OR

» effect or continue your coverage if it should not be in effect

ﬁti;g_ye m effect.
HOW CAN WE USE STATEMENTS YOU OR THE EMP MADE IN APPLYING FOR
COVERAGE?

a signed application for coverage a

We consider any statements you or the employe
you or the employer made are not

representation and not a warranty. If any of the: st
complete and/or not true at the time they were:m
¢ reduce or deny any claim
OR

* cancel your coverage back to the date coverage became effective.

ighed application as a basis for doing this. You, your

We will use only statements made.
ive will receive a copy of the signed application.

beneficiary, or your personal rg

GDC-4500 12/05 8 EE-2-2TX



SECTION 2: GENERAL INFORMATION
(continued)

HOW WiLL WE HANDLE INSURANCE FRAUD?

We promise to focus on all means necessary to support fraud detection, investigation, and
prosecution. it is a crime if you or the employer knowingly, and with intent to injure, defraud or
deceive us, file a claim containing any false, incomplete or misleading information. These
actions, as well as submission of false information, will result in denial of your claim, and are
subject to prosecution and punishment to the full extent under state andfor federal law. We will
pursue all appropriate legal remedies in the event of insurance fraud.

WHAT IF FACTS ABOUT YOU ARE NOT ACCURATE?

if relevant facts about you were not accurate, then we will use accurate information to decide if
your coverage should be in effect and what your amount of covera hould be. If the cost of
your coverage is affected, we will make a fair adjustment in the cost;

DOES THE EMPLOYER ACT AS YOUR AGENT?

For all purposes of the policy, the employer acts on its_ow, alf or as your agent. The

employer is not our agent.

WHAT ARE THE TIME LIMITS FOR LEGAL PR

otherwise provided by law.

DOES THIS PLAN REPLACE ECT ANY REQUIREMENT FOR WORKERS'
COMPENSATION OR STATE DISABILITY. INSURANCE?

The plan does not replace ' requirements for coverage by Workers' Compensation
Insurance or state digability i :

GDC-4500 12/05 9 EE-2-3



SUMMARY OF THE ELIGIBILITY FOR COVERAGE SECTION 3
VOLUNTARY PLANS

What will you find in this section?

eligibility for coverage

waiting period

when coverage becomes effective

changing coverage under this plan

what happens to coverage during a layoff, leave of absence or a family or medical leave of
absence

+ when coverage under this plan ends

*« * 9 2w

What terms do we define in this section?

waiting period

active employment

work site

re-enrollment period

enroliment pericd

initial enroliment period

layoff

ieave of absence

evidence of insurability

family or medical leave of absence

¢ & & & 8 & & & & @
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SECTION 3: ELIGIBILITY FOR COVERAGE
VOLUNTARY PLANS

WHEN ARE YOU ELIGIBLE FOR COVERAGE?

If you are in an eligible class you may apply for coverage under this plan on the later of:

OR

the date the plan is effective;

the date you complete the waiting pericd.

WHAT IS YOUR WAITING PERIOD?

Your waiting period appears in the PLAN HIGHLIGHTS.

Waiting period is the number of days you must bei in active employment in an

eligible class before you may apply for coverage.

If you have been continuously employed by the emptoyer"' ut were not in an eligible
class, we will apply any prior period of work with;th ver toward the waiting

period.

Actlve employment means you are:
«working for the employer at your;-,wo
regular baSIs, SR
AND : R
performmg the. mater:al and S
Actlve employment lncludes ‘
and holldays '

. --earni__n._gs':thé.em_p_loyel_' pa_ys ona

:duties of your- regular occupatlon
-work days such as vacatlon, weekends

Your work snte must be :
. the employer's us } usiness;
Lan’ altern tive:loca if |rected by the em ployer

GDC-4500 12/05 11 EE-3V-1



SECTION 3; ELIGIBILITY FOR COVERAGE
(continued)

VOLUNTARY PLANS

WHEN MAY YOU ENROLL OR CHANGE YOUR COVERAGE UNDER THIS PLAN?
You may enroll or change your coverage only during an enrollment period as follows:

1. During the initial enrollment period:

If you are eligible for coverage on THEN you may apply for a coverage

the plan effective date option for the first enroilment
period.

If you become eligible for THEN you may apply for a coverage

coverage after the plan effective i =the enrollment period

date in which you:are first eligible.

If your initial enrollment period takes place during or aftef a re nroliment period, but before
the plan anniversary date, then your choice of cover ill apply until the next re-
enrollment period.

2. During a re-enroliment period:

You may:
+ keep your same coverage under the
» choose no coverage under the P

» enroll for coverage under the | you:atre not currently enrolled.

Coverage applied for or change verage will apply until the next re-enroliment period.

enroile for toverage and do not re-enroll for coverage during a re-

If you are curren
continue to be insured for the same coverage as previously

enroliment period ‘'you
enrolled.

GDC-4500 12/05 12 EE-3V-2A



SECTION 3: ELIGIBILITY FOR COVERAGE
{continued)

VOLUNTARY PLANS

WHAT IF YOU ARE REHIRED BY THE EMPLOYER WITHIN THE SAME PLAN YEAR
DURING WHICH YOUR EMPLOYMENT TERMINATED?

if you are rehired by the employer within the same plan year that your employment terminated,

then:
+ you will be insured for the same plan and class of coverage that was in effect for you on the

date your employment terminated;

AND
» you may not change the plan or class of coverage during the rest of the plan year.

Re-enroliment period means a period of time :as ‘set by _your employer and us
during which you may apply, 'in writing, for coverage inder. this plan, or- change
your coverage under this plan if you are currently enrol :
Enrollment perlod means the . |n|t|al enrollmen '. “and any re-enrollment
period. P _ - RS TIET
Initial enroliment period means one of th wm' periods during which you may.
fll’St apply in wrltmg for coverage unde '

s if you become’ ellglble for ¢ (
ending 31 days after the.d e

ég‘ first ellglble to apply for coverage.

GDC-4500 12/05 13 EE-3V-3



WHEN DOES YOUR COVERAGE BECOME EFFECTIVE?

SECTION 3: ELIGIBILITY FOR COVERAGE

{continued)

VOLUNTARY PLANS

Your coverage will be effective on the later of:

1.
OR
2.

the first day of the pay period for which contributions for your coverage are deducted,;

the day determined as follows:

For coverage applied for during
the initial enroliment period and
before your eligibility date

For coverage applied for during
the initial enroliment period and
within the first 31 days after the
date you are first eligible to apply

For a change in coverage
applied for during a re-
enroflment period

For coverage applied for more
than 31 days after the date you
are first eligible to apply

GDC-4500 12/05

THEN

THEN

THE

14

your coverage is effective on
your eligibility date

covérage is effective on
ate you apply

your selected coverage will be
effective on the first day
following the plan anniversary
date.

your selected coverage will be
effective on the first day
following the date we approve
your application.

EE-3V-4 Rev 3/99



SECTION 3: ELIGIBILITY FOR COVERAGE
(continued)

VOLUNTARY PLANS

WHAT IF YOU ARE NOT IN ACTIVE EMPLOYMENT ON THE DATE YOUR COVERAGE
WOULD BE EFFECTIVE?

If you are not in active employment as a resuit of your injury or a sickness then your coverage
will be effective on the date you return to active employment. This applies to your initial
coverage, as well as any increases or additions to coverage occurring after your initial coverage

is effective,

WILL YOUR COVERAGE CONTINUE IF YOU ARE ON A LAYOFF OR LEAVE OF
ABSENCE?

oh.an approved leave of
ionth following the month in
soverage must be paid during

Your employer may continue your coverage if you are on a layol
absence. Your coverage may continue through the end of the
which your layoff or leave of absence begins. The cost of yau
the layoff or leave of absence period.

agreed in writing and in
¢ mployment for a specified period of
.of: dlsabl|lty is not considered a

You will need to provide evidence of insti _bl‘i"ity-':tb' us with your application. You must apply for
coverage in writing through the empl( use an application form that is satisfactory to us.

tatement of your medical hlstory whlch we. w;i!

Evidence of insurability 1
I'b pproved for coverage.

use to assess if:you

GDC-4500 12/05 16 EE-3V-6 Rev 10/05



SECTION 3: ELIGIBILITY FOR COVERAGE
{continued)

VOLUNTARY PLANS

WHAT HAPPENS TO YOUR COVERAGE IF YOU ARE ON A FAMILY OR MEDICAL LEAVE
OF ABSENCE?

If you are on a family or medical leave of absence, your coverage will be governed by the
employer's Human Resource policy on family and medical leaves of absence.

We will continue your coverage if the following conditions are met;

« premiums for the cost of your continued coverage are paid,

AND

* your leave is approved in advance and in writing by the employer.

Your coverage will continue for up to the greater of: .

« the leave period required by the Federal Family and Medical
amendments;

OR

» the leave period required by applicable state law.

ve Act of 1993, and any

While you are on an approved family or medical Ieave f absence we will use earnings from
your regular occupation you were performing just prior to' the date your leave of absence started
to determine our payments to you.

If your coverage does not continue during 2

return to active employment;

» you will not have to meet a new waiti
pre-existing condition;

AND

+ you will not have to give is e
effect before your

Family ‘and_
adoption:or :
parent who ha rlous health condltlon as those terms are defmed by the
Federal: Famlly_. and’ Medlcal Leave Act of 1993 and any amendments, or by
applicable state faw. - I

GDC-4500 12/05 16 EE-3V-6



SECTION 3: ELIGIBILITY FOR COVERAGE
{continued)

VOLUNTARY PLANS

WHEN DOES YOUR COVERAGE UNDER THIS PLAN END?

Your coverage under this plan will end on the earliest of the following:

+ the date the policy or plan terminates;

the date you are no longer in an eligible class;

the date your class is no longer eligible for coverage;

the last day for which premium for your coverage has been paid;

the date you cease active employment due to a labor dispute, which includes but is not

limited fo strike, work slowdown, or lockout;

» the date you cease active employment with the employer, unless you are disabled or on an
approved layoff or leave of absence.

e & & @

We will provide coverage for a payable disability claim that occurs . ile you are covered under

the policy or plan,

Strike Continuation provision:

You may continue your coverage for not more thas months while you are not in active
employment because of a general work stoppage luding a strike or lockout) resuiting from a
labor dispute between the employer and your collective bargaining unit, subject to the following

rules:

ing.the w k stoppage will equal 120% of the premium
ateithe work stoppage began. We have the right to
work stoppage in accordance with the terms of the

1. The premiums for your coverage d
rate in effect under the policy on th
change the premium rates during
policy.

. You must pay the entire D

r'your coverage (including the employer's share) to your
emium comes due during the work stoppage.
page will end on the earliest of the following dates:

ate, if you fail to make the required premium payment to your
nit on or before that date.
On the date six:months after you last were in active employment.
On the date you begin full time employment with another employer.
At our option, on any premium due date, if less than 75% of the employees eligible to
continue their coverage make the required premium payment to your collective
bargaining unit.

b.
c.
d.
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SUMMARY OF THE LONG TERM DISABILITY BENEFIT SPECIFICS SECTION 4

What will you find in this section?

what disability means

when monthly payments start

returning to work during the elimination period
requirements of care from a doctor

when will we not cover a disability

what happens if the employer changes insurance plans
our payment if you are disabled and not working

our payment if you are disabled and working

what are (and are not} other income amounts

cost of living increases to any other income amounts
payment limitations

when monthly payments stop
temporary recovery

® & & & 5 & & * & s 9 e @

What terms do we define in this section?

disability

material and substantial duties
regular occupation

reasonable employment option
gainful occupation
sickness

injury

elimination period

regular care

doctor

pre-existing condition
treatment _
prior group insurance:plan
maximum monthly:-paym
gross monthly paym
minimum monthly payme
maximum capacity
retirement plan
disability benefits under a retirement plan
retirement benefits under a retirement plan
eligible retirement plan

mental iliness

substance abuse

maximum payment duration

..............C.........
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS

WHAT DOES DISABILITY MEAN?

Disabled/Disability means our determination that your sickness or injury began

while you are covered under the policy and:

» during the elimination period and for-the first 24 months of disability benefits,
prevents you from performing with reasonable continuity the material and
substantial duties of your regular occupation and a reasonable employment
option offered to you by the employer and, as a result, the income you are able
to earn is less than or equal to 80% of your pre-disability earnings.

» After the first 24 months of disability benefits, prevents you from performing

-with reasonable ‘continuity the material ‘and substantia! duties of any gainful
“occupation and, as a resulf, the income you are able to earn is-less than or

equal to 60% of your pre-disability earnings.

Maternal and substantial duties are the duties that: -
. are normally requlred for the performance of the occupat

AND-
. cannot be reasonably onitted or changed

limited reg occ
w/ residual
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SECTION 4: LLONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

Regular occupation means the occupation, as it is. performed nationally, that you
are routinely performing when your disability begins. Your regular occupation
does not mean the job you are performing for a specific employer or at a specific
location.

Reasonable employment option means an employment position with the empioyer
for which you are able to perform the material and substantial duties given your
education, training and experience. If you have been working in a reasonable
employment option for 6 months or more, the reasonabie employment option will
then be considered your regular occupation. B

Gainful occupation means-any occupation that your past:training, education, or
experience would allow you to perform or for which you be trained. - :

Sickness means an illness.or disease. It also mciu" s an injury which occurs
before you are insured. It does not include risk o ]

sured and is the direct

Injury means a bodily injury that occurs wh :
.- It does not include risk of

result of an accident and not related to any oth
injury. '

Related Rules:

You wili not be considered disabied from w _ ;occupatzon because of a reduction in your
earnings resulting from a change in economic cond:tlons or other factors that are not directly
related to your sickness or injury. Examp of: factors that we will not conssder in determmmg
whether you are disabled include, 3

restructuring or elimination, pay cuts

ym work in an occupation solely because of:
hat is inconsistent with the normal work schedule of your

. h your employer or other employees of the employer; or
3. The physical relatiofighip of your employer's workplace that is inconsistent with the normal
physical environment of your regular cccupation.

You will not be considered disabled from work in an occupation solely because of the loss,
suspension, restriction, surrender, or failure to maintain a required state or federal license to

engage in the occupation.

You will not be considered disabled from work in an occupation solely because of your inability
to work more than 40 hours per week in the occupation, even if you were regularly required to
work more than 40 hours per week prior to becoming disabled.

Your disability must begin while you are covered under the policy.

use when disability contains
a gainful occupation period
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

DOES YOUR DISABILITY NEED TO CONTINUE FOR A PERIOD OF TIME BEFORE OUR
PAYMENTS TO YOU BEGIN?

Your disability must continue through the elimination period before we begin making payments
to you.

Elimination period is a period of continuous days of dlsablhty The elimination
period begins-on the first day of your disability.

WHAT HAPPENS IF YOU RETURN TO WORK DURING THE ELIMINATION PERIOD?

We will consider your disability continuous if you have one or more periods of temporary
recovery during the elimination period for a maximum of 7 days A hecome disabled again

due to the same sickness or injury.

you are not disabled will not count toward the elimination periad

acc of ep = 7 days

GDC-4500 12/05 21 EE-4L-3.2 Rev 10/05



SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

DO YOU NEED TO BE UNDER THE CARE OF A DOCTOR?

We require you to be under the regular care of a doctor for the sickness or injury causing your
disability in order to be eligible to receive payments from us.

Regular care means: -~
» you personally visit a doctor as often as is. medscal!y reqmred to effectwely

manage and treat your dxsablmg condltlon{s), accordmg to genera!ly accepted
medical standards : L ; s

AND S S : S _
* you are receivmg approprnate treatment and care, accordmg to generally

- ‘accepted medical. standards. Treatment and care for the sickness or injury
- causing your- disability. - must be - glven by a do whose specialty or
-experience is appropriate, L

Doctor means a person: .- '

s - regularly. performmg tasks that are wuthm th
license; . - i _ _

AND o S

e whois Ilcensed to practlce medlcme
perform surgery; - :

s with a doctoral degree in Psy ol (Ph.D. or Psy D.) and whose prlmary

the person's medical

ribe and adniinister dfizgs or te

actltloner accordmg to the iaws and

¢« who is a Iegaliy qualsfled
regular care is being given.

We will not recognize you, your spou{ ldren, parents, or siblings as a doctor for a claim you

submit.

GDC-4500 12/05 22 EE-4L-4



SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

MAY WE REQUIRE YOU TO BE EXAMINED OR INTERVIEWED BY INDIVIDUALS OTHER
THAN THE DOCTOR PROVIDING REGULAR CARE?

We may require you to be examined by doctor(s), other medical practitioner(s) or vocational
expert(s) of our choice. We will pay for this examination. We can require an examination as
often as it is reasonable to do so. In addition, we may require an interview with you by an
authorized representative of ours.

WHEN WILL WE NOT COVER A DISABILITY?

We will not cover a disability if it is due to:

» war, declared or not, or any act of war;

« intentionally self-inflicted injuries or illness, while sane or insane;

¢ your active participation in a riof;

« your attempt to commit or your commission of a felony unde‘
being engaged in an illegal occupation;

e your service in the armed forces, military reserves or
International authority, or in a civilian unit serving with suck

* cosmetic or reconstructive surgery, except for comy ' ansmg from any such surgery
or for surgery necessary to correct a deformity caus: d by accidental injury or sickness;

» an accident resulting from or caused by your ratlon of a motor vehicle while intoxicated
according to the laws of the jurisdiction wher cident occurred; or

an accident resultmg from or caused by g under the influence of drugs or any

by your doctor,

i dera sor state law, or your

a penal or correctional facility fo
you are not under the regular ¢

ification, by itself, does not mean you are dlsabied
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

VOLUNTARY PLANS

WHEN WILL WE COVER A DISABILITY DUE TO A PRE-EXISTING CONDITION?

We will cover your disability if it is caused by, contributed to by, or results from a pre-existing
condition and your disability begins after you have been insured for 12 consecutive months after
the effective date of your coverage. If you do not meet this time period requirement, your
disability is excluded from coverage under this plan.

Pre-existing condition is a sickness -or-injury for which you received treatment
within the 3 months prior to your effective date of coverage. e .

Treatment includes: .

» :consultmg with a doctor

. . receiving care or services from a doctor or from ot
dogtor-recommends you see

- taking prescribed medicines
being prescribed medicines : : o
‘you should have been taking prescrlbed ] ut chose notto -
receiving diagnostic measures. .- S

r medical professionals a

Plan A or Plan B
3/12 pre-x

GDC-4500 12/05 24 EE-4LV-6.1.1 Rev 4/99



SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

VOLUNTARY PLANS

WHEN WILL WE COVER A DISABILITY DUE TO A PRE-EXISTING CONDITION IF YOU
INCREASE YOUR COVERAGE DURING A RE-ENROLLMENT PERIOD?

If you increase your coverage during a re-enroliment period we will cover the increased amount
of coverage for your disability if your disability is caused by, contributed to by, or results from a
pre-existing condition and your disability begins after you have been insured for 12 months after
the effective date of the increase in your coverage. If you do not meet this time period
requirement, then the increased amount of coverage for your disability is excluded from
coverage under this pian.

Pre-existing condition is a sickness or injury for which.you received treatment
within the 3 months prior to your effective date of covera - T
Treatmentincludes: = -
. .consultmg with adoctor, N : ' S : :
= receiving care or services from a doctor o fr medical professionals a
doctor recommends you see; ST Lo
taking prescribed medicines;
. being prescribed medicines; -
you should have been taking pres
‘Teceiving diagnostic measures

Plan A or Plan B
3112 pre-x
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

WHAT IF THE EMPLOYER CHANGES INSURANCE PLANS AND YOU ARE NOT IN ACTIVE
EMPLOYMENT DUE TO AN INJURY OR SICKNESS ON THE EFFECTIVE DATE OF THIS
PLAN?

Continuity of Coverage

We will cover you under this plan if you were insured by the prior group insurance plan, and the
cost of your coverage under the prior group insurance plan was paid.

Our payments to you will be limited to the monthly amount the prior group insurance plan would
have paid you had the plan stayed in effect. Our payments will be reduced by any amount the
prior group insurance plan is responsible for paying.

Prior group_insurance plan means the group long term

: _ bility ptan in effect
with the employer just before the effective date of this ' E G
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SECTION 4: LONG TERM DISARBILITY BENEFIT SPECIFICS
(continued)

WHAT IF YOU WERE INSURED BY THE PRIOR GROUP INSURANCE PLAN AND BECOME
DISABLED UNDER THIS PLAN DUE TO A PRE-EXISTING CONDITION?

Continuity of Coverage

If you were insured by the prior group insurance plan just before you become eligible for
coverage under this plan; you are in active employment; and you are insured under this plan,
then you may be eligible for payments from us under this plan if your disability is due to a pre-
existing condition.

In order to receive payments from us, you must meet the pre-existing condition exclusion of:
+ this plan;

OR

« the prior group insurance plan had the plan stayed in effect.

St ed under both the prior
he pre-existing condition
f either plan then we will

We wilf consider the total amount of time you were continuousl
group insurance plan and this plan to determine if you
exclusion. If you cannot satisfy the pre-existing conditi
not pay you a disability benefit.

» the date benefits would have ende rthe prior group insurance plan if the plan had

stayed in effect.
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

HOW MUCH WILL OUR MONTHLY PAYMENT TO YOU BE IF YOU ARE DISABLED AND
NOT WORKING OR DISABLED AND WORKING, EARNING LESS THAN 20% OF YOUR
PRE-DISABILITY EARNINGS?

Our payment will be figured by using the following Steps 1 through 4:

Step 1: Multiply your monthly pre-disability earnings by the benefit percentage.

Step 2. Compare this amount to the maximum monthly payment for this plan.

Step 3: Take the lesser of the amounts from Steps 1 and 2. This is your gross monthly
payment.

Step 4: Subtract from the gross monthly payment any other income amounts except any

income you earn or receive from any form of employment or income you could
have earned from working to your maximum capacity. This is the payment that
you may receive.

U ARE DISABLED AND
DISABILITY EARNINGS
BETWEEN 20% AND 60%

HOW MUCH WILL OUR MONTHLY PAYMENT TO YOU BE IF

WORKING, EARNING BETWEEN 20% AND 80% OF YOU
FOR THE FIRST 24 MONTHS OF DISABILITY BENEFITS A
OF YOUR PRE-DISABILITY EARNINGS THEREAFTER?

Our payment to you for 24 months will be figured by the?follkl)wmg Steps 1 through 4:

Step 1: Multiply your monthly pre-disability ings;by the benefit percentage.

Step 2: Compare this amount to the maxi onthly payment for this plan.

Step 3: Take the lesser of the amounts;from. Steps 1 and 2. This is your gross monthly
payment.

Step 4: Subtract from the gross mon Iy pa‘ ment;
- 100% of any other jncome “‘amounts except any income you earn or receive
from any form of employmient; or income you could have earned from working to

your maximum ¢apa

y,;earnsngs The monthly benefit will then be reduced by that

excess‘amoun “This is the payment that you may receive.

Our payment to you after.24 months will be figured by using the following formula;
(A divided by B) x C

A= Your indexed pre-disability earnings minus any income you earn or receive from
any form of employment or income you could have earned from working to your
maximum capacity while you are disabled.

Your indexed pre-disability earnings.

The benefit calculated in Step 4 above, under the “HOW MUCH WILL OUR
MONTHLY PAYMENT TO YOU BE IF YOU ARE DISABLED AND NOT
WORKING OR DISABLED AND WORKING, EARNING LESS THAN 20% OF
YOUR PRE-DISABILITY EARNINGS?” section.

B
C

fimited 100% with indexing
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SECTION 4: L.ONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

"Indexed pre-disability earnings"” means your basic monthly earnings in effect just
prior to the date your disability began adjusted on the first anniversary of benefit
payments and each foliowing anniversary. Each adjustment will be based on the
lesser of 10% or-the current annual percentage increase in the Consumer Price
Index. The Consumer Price Index means the CPi-W as published by the U.S.
Department of Labor. = We reserve the -right to use some other simitar
measurement if the U.S. Department of Labor changes or stops publishing the

CPi-W. '

Your loss of earnings must be as a result of or due to the same sickness or injury for which you
are disabled.

limited 100% with indexing

GDC-4500 12/05 29 EE-4L-9.5 2 of 2 Rev 10/05



SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

WHAT IF YOUR CURRENT INCOME FLUCTUATES?

if your current income fluctuates, we may average amounts over a three (3) consecutive month
period of time,

IF YOU ARE DISABLED AND WORKING, EARNING MORE THAN 80% OF YOUR PRE-
DISABILITY EARNINGS DURING THE FIRST 24 MONTHS OF LTD BENEFIT PAYMENTS
AND MORE THAN 60% THEREAFTER, NO PAYMENT WILL BE MADE.

Maximum monthly payment means the maximum month!y amount for which you
are insured under this plan. . :

Minimum ‘monthly payment means the minimum monthly. amount for which you
are insured under this plan, except where necessary to ecoveran overpayment.

Gross monthly payment. means the maxumum payn

unt before we subtract
other income amounts. e

Your pre-disability earnings, benefit percentage, and m. ' nthly payment appear in the

PLAN HIGHLIGHTS.
WHAT IF YOU ARE DISABLED FOR ONLY p '
Your monthly payment from us is pro-ratedi’ This,méans that if you are disabled for only part of

a month, you will receive a payment equatito 1/30th of a fuil monthly payment for each day of
the month you are disabled.
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

WHAT ARE OTHER INCOME AMOUNTS?

These are amounts, other than payments you are receiving from us, that include:

1.

any benefits and awards you receive or are eligible to receive under:
a. Workers’ Compensation Law;

b. occupationai disease law;

¢.  any other similar act or law.

any disability income benefits you receive or are eligible to receive under:

a. any compulsory benefit act or law;

b.  any other group insurance plan with the employer or with an asscciation;

¢.  any other group insurance plan with another empioyer whlch you become insured
under after your disability under this plan begins; -

d. any governmental retirement system as a result of yo

b w:th the employer.

Long term disability payments are primary under this pglicy, meaning our payments to
you will be reduced by any short term disabilify merts under a policy with the
employer,

any benefits under the United States:Socig ~
The Quebec Pension Plan and includes an ilar plan or ‘act. Benefits include:
a. disat_)iiity benefits you, your spouse;:or your children receive or are eligible to

b.

any benefits
plan.

any income you earn or receive from any form of employment, including any income you
could have earned while disabled by working to your maximum capacity, but you do not
do so. We may require you to send us proof of your income. We will adjust our
payment to you based on this information. As a part of the proof of income, we can
require you to send us appropriate tax and financial records we believe we need to

substantiate your income.

Maximum capacity means, based on the limiting factors of your identified sickness or

injury, the greatest: ‘extent of work you are able to do in‘an occupatlon from whlch you
must be considered disabled in order to receive disability benefits. :

Primary/Family
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

8. any benefits from the employer's retirement plan you:
a. receive as disability benefits;
b. voluntarily choose to receive as retirement benefits;
c. receive as retirement benefits once you reach the greater of age 62 or normal
retirement age (as defined in the employer's retirement plan).

Regardless of how the retirement funds from the ptan are distributed, for the purposes of
figuring our payment to you, we consider employee and employer contributions to be
distributed at the same time throughout your lifetime.

This plan does not reduce payments you receive from us for your confributions to the
employer's retirement plan, or for amounts you rollover or transfer to an eligible
retirement plan.

beneflt plan. These are

Retirement plan is a defined contribution plan or defit
not funded entlrely by

plans that provide retlrement beneflts to employe
employee contributions,

re. its that are paid ‘due to
ment beneflt that would have been

Disability -benefits under a retirement plan
disability and which do not reduce the re
paid if the disability had not occurred.

re benefits that are paid based on
ent plan. Disability benefits that reduce
also be considered a retirement benefit.

Retirement benefits under a retlreme
the employer’s contribution to the reti
the retirement benefit under the pl

in §402 of the Internal Revenue Code of 1986

Eligible retirement plan is
§402 affecting the definition.

and includes future ame
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

7. any benefits for loss of fime or lost wages you receive from the mandatory portion of a
no-fault motor vehicle insurance plan, or automobile liability insurance policy.

8. any amounts you receive under any unemployment compensation law.

9. any amounts you receive from a third party (after subtracting attorney's fees) by

judgment, settlement or otherwise.

If you receive any of the other income amounts in a lump sum payment, we will pro-rate the
lump sum on a monthly basis over the time period for which the sum was given. i no time
period is stated, the sum will be pro-rated on a monthly basis to the end of your maximum

payment duration.

Other income amounts must be payable as a result of the same;disability for which you are
receiving a payment from us, except for retirement benefits and any income you earn or receive

from any form of employment.

WHAT iF SUBTRACTING OTHER INCOME AMOUNT LTSN A ZERO PAYMENT TO

YOou?

We will pay you a minimum monthly payment.ynder:this plan, subject to any overpayments.
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

DO WE HAVE THE RIGHT TO ESTIMATE OTHER INCOME AMOUNTS?

We have the right to estimate the amount of benefits you may be eligible to receive under Other
Income Amounts, items 1, 2 and 3a. We can reduce our monthly payment to you by this
estimated amount if you:

» have not been awarded such benefits but have not been denied such benefits;

OR

+ have been denied such benefits and the denial is being appealed;

OR

» are reapplying for such benefits,

We will not reduce our payments to you by these estimated amounts if you:

« apply {or reapply) for benefits and appeal your denial through all of the administrative levels
we believe are necessary, :

AND

* sign our payment opticn form stating you promise fo p
benefits caused by an award.

us any overpayment of

If we reduce our payment to you by an estimated amoup

« then we will adjust our payments to you when yo

OR

» we will give you a lump sum refund of the estimated amount if you were denied benefits and
have completed all appeals (or reapplications) we bélieve are necessary.

e u proof of the amount awarded,

GDC-4500 12/05 34 EE-4l-14



SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

WHAT ARE NOT OTHER INCOME AMOUNTS?

We will not subtract from our payments to you any amounts you receive from the following:

401(k) plans

profit sharing plans

thrift plans

tax sheltered annuities

stock ownership plans

credit disability insurance

non-qualified plans of deferred compensation
pension plans for partners

military pension and military disability income plans
a retirement plan from another employer
individual retirement accounts (IRA)

informal salary continuation plan

benefits from individual disability pians

*® ® & & & & & 3 0 4 9 e 8

WHAT HAPPENS IF YOU RECEIVE A COST O REASE TO ANY OTHER

INCOME AMOUNTS?

sceive’ from any form of employment, once
your gross disability payment, we will not
ing increase in any other income amount.

Other than for increases in any income you ear or
we have subtracted an other income amount:
further reduce our payment to you due to a
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SECTION 4: L.ONG TERM DISABILITY BENEFIT SPECIFICS
' (continued)

WHEN WILL YOU RECEIVE A LIMITED NUMBER OF PAYMENTS FROM US FOR A
DISABILITY?

If your disability is caused or contributed to by mental iliness or substance abuse, we will pay
you a monthly payment for a maximum of 24 months in your lifetime. We will not pay you a
monthly payment beyond the maximum payment duration.

Mental illness means disability caused or contributed to by psychlatrlc or
psychological condltlons, regardiess of cause, and mcludes C

» _schizophrenia; e Lo :

depression; : o
manic depresswe or blpolar |Ilness,. Lol
anxiety; ' : L
personality dlsorders, o

_adjustment disorders; - '

-other conditions usually treated by a menta] -h_\\
provider using psychotherapy, psychotroplc i
treatment. - .

. ® * & @ @

ider or other q{rélifi_éd
1 other similar methods -of_

Substance abuse means a pattern of patholo céi use of alcohol or other. addlctlve
'you as prescribed. .

stroke;
trauma;

viral infection;

Alzheimer's disease;

other such conditions not I
provider using psychotherapy;

* & ¢ = 9

which are not usually treated by a mental heaith
opic drugs or other similar methods of treatment.
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

WHEN WILL OUR PAYMENTS TO YOU STOP?

We wili stop payments on the earliest of the following dates:

.
»

¢ & =

the date you are no longer disabled according to this plan;
the date you reach the end of the maximum payment duration;

Maximum .payment duration means the period of time durmg which we will send
you a month!y payment. ‘Your maximum payment duration is based on your. age
when you become disabled and appears in the PLAN HIGHLIGHTS.

during the first 24 months of disability benefits, the date your current earnings exceed 80%
of your pre~disability earnings; after the first 24 months of disability benefits, the date your
current earnings exceed 60% of your pre-disability earnings. .Jf your current earnings
fluctuate, we may average your current earnings over a three (3) consecutive month period
of time instead of stopping your payment on the date your gurrent.earnings reach the
earnings limit;

the date you die;
the date you fail to provide proof of continuing disabiiity'
the date you refuse to participate in an approved reh.
the date you cease to be under the regular ca

glor 0 VOcahonaE rehabilitation, or health
ation or testing;

in¢luding taking prescribed medicines, that
rally acknowledged by doctors to cure or
claiming benefits under the policy so as to

improve the sickness or injury for w [
reduce its disabling effect;
the date you refuse to make a g:'

ich you are claiming benefits under the policy so as
e will work with your treating doctor to determine the

standards.

We will give you 30 days:prior written notice of our intent to apply this provision to terminate
benefits. During those 30 days you will have an opportunity to begin or resume reasonable
efforts to adhere to the medically necessary Wellness Programs. We will not terminate
benefits if there is no reasonable basis for believing that you will be able to return to
productive employment in your regular occupation or another gainful occupation on a full-
time or part-time basis if you adhere to the recommended wellness programs.

d;etary and nutrltuonal 1mprovement welght management smokmg cessat;on,
abstention from ‘the excessive. or tllegal ‘use -of ‘alcohol or narcotzcs, reguiar
participation’. in_-exercise . activities, - stress management painmanagement,
behavioral therapy, coaching, and the regular taking of prescribed medications.

limited reg occ
disability w/o ADL
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

WHEN WILL OUR PAYMENTS TO YOU STOP? - continued

» the date you refuse to try or attempt to work with the assistance of:

1. moedifications made to your work environment, functional job elements or work
schedule; or

2.  adaptive equipment or devices,
that a qualified doctor has indicated will accommodate the limiting factors of the sickness or
injury for which you are claiming benefits under the policy and will enable you to perform the
material and substantial duties of an occupation from which you must be considered
disabled in order to receive disability benefits;

+ if you are considered to reside outside the United States. You will be considered to reside
outside the United States if you have been outside the United States for a total period of 6
months or more during any 12 consecutive months of disability benefits.

limited reg occ
disability w/o ADL
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

WHAT HAPPENS IF YOU HAVE A TEMPORARY RECOVERY BUT YOU BECOME
DISABLED AGAIN DUE TO THE SAME INJURY OR SICKNESS AS A PRIOR DISABILITY?

If you return to work and are no longer disabled, and the same sickness or injury causes your
disability to occur again within six months of the date the prior disability ended, we will resume
our monthly payments to you if you were continuously insured under the plan for the period of
your temporary recovery. You will not need to complete a new elimination period for this

disability.
Your current period of disability will be subject to the same terms of the plan that applied to your
prior period of disability.

if you become entitled to payments under any other group iong term.gisability plan (including a
plan with the employer that became effective after your disability beg ou will not be eligible

for payments under this plan.

A disability due to other causes will be treated as a new disa Jlit | be subject to all of the

provisions of this plan.
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SUMMARY OF THE CLAIM INFORMATION SECTION 5

What will you find in this section?

notifying us of a claim

giving us proof of claim

filing a claim

information needed in the proof of claim
when payments to you begin

who we make payments to
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SECTION 5: CLAIM INFORMATION

WHEN DO YOU NOTIFY US OF A CLAIM?

You need to nolify us in writing of your claim within 30 days prior to the end of the elimination
period. If you are not able to notify us within this time, then you need to notify us as soon as
reasonably possible. Notice includes a notice you give, or which is given on your behalf, to us,
or to an authorized agent of ours.

WHEN DO YOU NEED TO GiVE US PROOF OF YOUR CLAIM?

Early proof of claim will allow us to make a timely claim decision. You need to send fo us
written proof of your claim within the first 90 days after the elimination period ends. If you are
unable to give us proof of your claim within this time, then you must give us proof of your claim
within the next 12 months. If you do not have the legal capacity to make responsible decisions
concerning yourself, then you may give us proof of your claim after this period.

You must nofify us immediately when you return to work in any ca

HOW DO YOU FILE A CLAIM?

You can get a claim form from the employer, or you ay a k us or:‘a form. If you ask us for a
claim form, but you do not receive the form from us:within 15:days after asking for it, then you
should send written proof of your claim to us with altmg for the form.

You and the employer must fill out your clain Once you and the employer have
completed the claim form, give the claim form to ..doctor providing you regular care for your
sickness or injury causing disability. Th ctor must fill out the physician section of the form.
Send the completed form to us within the _ated {ime frames.

RMINING YOUR ELIGIBILITY FOR BENEFITS?

WHAT AUTHORITY DO WE HA

determine your eligibility for benefits and to construe the
efits determination.

We have the diSCthlOﬂan-an
terms of the policy to. mak

GDC-4500 12/05 41 EE-5-1 Rev 10/05



SECTION 5: CLAIM iNFORMATION
(continued)

WHAT INFORMATION DO YOU NEED TO INCLUDE IN YOUR PROOQOF OF CLAIM?

Your proof of claim must include;

» that you are under the regular care of a doctor;

» the date your disability began;

» the cause of your disability as determined by objective medical tests and examinations
acceptable to the medical community;

« the extent of your disability, including restrictions and limitations which prevent you from
performing your regular occupation;

» the name and address of all hospital(s) or institution(s) where you received treatment,
including all doctors who provided regular care;

* appropriate documentation of your earnings.

We may request that you send proof of continuing disability indica at you are under the
regular care of a doctor. We must receive this proof within 30 days of the'fate we ask for it. In
some cases, we will require you to give us authorization to obtain additional medical and non-
medical information as part of your proof of claim. We may ""em orarily suspend our payments
to you if you do not cooperate, or do not submit the appropriate’information.

WHEN WILL YOU BEGIN TO RECEIVE PAYMENTS

eive” payments after you complete the
any period for which we are liable. If the
iffect a payable claim.

Once we approve your claim, you will beg:n"

elimination period. We will send you a pa ‘
policy or a plan is canceled, the cancellation
WHO DO WE MAKE PAYMENTS TQO?
We will make all payments to ye

WHAT HAPPENS IF WE:OVERPAY YOUR CLAIM?

We have the right to
+ fraud;
s an error we make in plfacessmg your claim;

» your receipt of other income amounts.

"erpayments due to:

If we determine that we overpaid your claim, then we require you repay us in full. We will
determine the method by which you will repay us. We reserve the right to apply our future
payments to you toward overpayments. We have the right to recover overpayments from your
eligible survivors or estate. We will not recover more money from you than the amount we paid

o you.
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SUMMARY OF THE ADDITIONS TO YOUR LTD PLAN SECTION 6

What will you find in this section?

Other services and additional benefits are explained in this section and may be applicable to
your plan.
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SECTION 6: ADDITIONS TO YOUR LTD PLAN
VOCATIONAL REHABILITATION

If you are disabled and receiving a payment from us, you may be required to participate in
vocational rehabilitation services. These services may include vocational testing and training,
job modifications, job placement, or other services we find reasonably needed to assist you in
returning to active employment either full-time or part-time.

We will determine the extent to which these services may be provided. We will pay for these
services with the service provider(s), unless we agree to other arrangements,

Our decision to offer these services will be based on:
s your education, training and experience

» your transferable skills

« your physical and mental abilities

e your motivation to return to active employment

L

L

the labor force demand for workers in the proposed occupation lemographic area

our expected liability for your long term disability claim.

To qualify for these services, you must:

¢ have a disability which prevents you from perfor
substantial duties of your regular occupation

» lack the skills, training, or experience you woul

» possess the physical and mental abilities you

» be reasonably expected to return to
services,

or all of the material and

e .:tg‘pé orm another gainful occupation
1eed to complete a rehabilitation program
employment with the assistance of these

A vocational rehabilitation program
We will prepare a written program
and/or your prospective employer
provided services according to.t
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SECTION 6: ADDITIONS TO YOUR LTD PLAN
VOCATIONAL REHABILITATION (continued)

The written program will describe:

the goals of the program

what our responsibilities are

what your responsibilities are

what responsibilities are of any third party(ies) associated with this program
the expected dates of the services

the expected costs of the services

the expected duration of the program

* & 2 & » »

We reserve the right to make the final decision concerning your eligibility to take part in this
program, and the amount of any services you will be provided.

If your doctor approves the rehabilitation program we have designed for you, and you do not
complete your responsibifities under the program, then we may dISCO ue our payments to you
under this plan unless there is good cause.

ments which leave you

Good cause means documented physical or men
It can also mean that

unable to take part inor complete the agreed upo

you are involvediin:. . .

+ medical: treatment WhICh prevents 0
completing the program

* some other vocational rehabllltatl
part in or completing the progr:
to return you'to active .employi

erferes w:th your takmg part m or

ram _whlc_h confﬁcts wnth you_r t_aki_ng
> .developed, and is reasonably expected
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SECTION 6: ADDITIONS TO YOUR LTD PLAN

SOCIAL SECURITY ASSISTANCE

HOW CAN WE ASSIST YOU WITH OBTAINING SOCIAL SECURITY DISABILITY
BENEFITS?

If you are receiving a payment from us, we can provide advice to you regarding your claim and
assist you with your application for Social Security disability benefits or an appeal.

If you receive Social Security benefits this may enable you to receive Medicare after 24 months
of disability payments, protect your retirement benefits, and your family may be eligible for
Social Security benefits,

We can assist you in obtaining Social Security disability benefits by:
« helping you find appropriate legal representation or other assistance;

1

* obtaining medical and vocational evidence;

AND i
« reimbursing pre-approved case management expenses. .
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SECTION 6: ADDITIONS TO YOUR LTD PLAN
LUMP SUM SURVIVOR BENEFIT

WHAT BENEFITS MAY BE PAYABLE TO YOUR SURVIVOR IF YOU DIE?

If we receive proof of your death:

» after you have been disabled for at least 180 consecutive days

AND

» while you were receiving a monthly payment from us

we will pay a one-time lump sum benefit to your eligible survivor. This benefit will be equal to 3
times your last gross monthly benefit payment. We will first apply this benefit to any
overpayment which may exist on your claim,

Gross monthly:benefit means the benefit amount before any reductlons for other
income benefits and earnings.

WHO ARE YOUR ELIGIBLE SURVIVORS?

Your spouse, if living, otherwise your children who are under age 25.If you do not have any
eligible survivors, payment will be made to your estate. i estate, then no payment
will be made.

Payments becoming due to your children will be ma
« the children :

OR
e & person we name to receive payment halfzof your children.

This payment will be valid and effectiy >3 é;ﬁst--:;a!l claims by others representing or claiming to

represent your children.

3 mon
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SECTION 6: ADDITIONS TO YOUR LTD PLAN
PERSONAL CARE ASSISTANCE BENEFIT

A monthly Personal Care Assistance Benefit may be payable to you after the end of the
maximum payment duration.

You will qualify for Personal Care Assistance Benefits if you meet each of the following

requirements:
1. You received LTD benefits throughout the maximum payment duration;
2. You are continuously disabled on and after the last day of the maximum payment duration;

and
3. We determine that you have a sickness or injury for which personal care assistance is

required.

It is not necessary for you to actually receive personal care assist to qualify for Personal

Care Assistance Benefits.

h mgnthly Personai Care

ff you qualify for a Personal Care Assistance Benefit, the amou
monthly payment, up to a

Assistance Benefit we pay will be equal to the amount of
maximum of $3,000 per month,

Personal Care Assistance Benefits end on the earliest6f the ollowing dates:
1. The date you cease to be considered continupusly n:need of personal care assistance.
2. The date on which you have received Pe are ‘Assistance Benefit payments for 60

months.

The provisions of your Coverage under th Group Policy that apply to the payment of LTD
benefits apply also to the payment of PerspnaliCare Assistance Benefits.

Personal Care Assistance - Y considered i in need of personal care assustance if:

1.7 a. - Youhave a cognitive ir iﬁ'_ﬁen_t;_ OR
on help from another person to perform two or more

'2' You are unable o en ge' in‘any substantlal gamfui actlwty for whlch you may be
~qualified by educatio ; training, or experience. R
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SECTION 6: ADDITIONS TC YOUR LTD PLAN
PERSONAL CARE ASSISTANCE BENEFIT - continued

Activities of daily living (ADL) means: :
+ bathing - the ability to wash oneself in either a tub or shower, or by sponge bath;

including the tasks of getting into and out of the tuh or shower with or wnthout the
assistance of equipment;

» dressing -'the ability to put on, take off and secure all necessary and approprlate
items of clothing and any necessary braces or artificial limbs;

« toileting - the ability to get to and from the toilet, get on and off the touet and perform
associated personal hygiene with or without the assistance of equipment;

» transferring - the ‘ability to move in and out of a bed chalr or wheelchalr Wlth or
without the assistance of equipment;

+ - mobility - the abitity to walk or whee! on a level. surface from one room to another with
or thhout the assistance of equipment; - -

s eating - the ability to get nourishment mto the body by any me once |t has been

~ prepared and made available to one with or without the assistance:of equipment;

Cognitive- lmpalrment means you have a deteriorationor s -in intellectual capacity,

resulting -from injury, ‘sickness, ‘Alzheimer's disease milar forms: of “irreversibie
dementia and you need another person's active hi bal :guidance for. your own
protection or for the protection of others. The:deterioration or loss will be based on
clinical -evidence "and/or clinical tests,: according. to generally .accepted  medical
standards, that reliably - measure your lmpatr T S

Terminal illness means a dlagnosed ilngss that according to generally accepted medical
standards, is expected to resultin death wi ix months.
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SYMETRA

RETIREMENT | BENEFRITS | LIFE

Symetra Life insurance Company
777 108th Avenue NE, Suite 1200
Bellevue, Washington 98004-5135

Symetra Life Insurance Company is know. etra in
this certificate.
“You" and "your" refer to the insured loyee in this
certificate.

joriparts of the policy
insurance is subject to
This certificate replaces all

This certificate summarizes the
under which you are ins ’
all the terms of the po|
others previously issued

Signed for Sy Home Office as of the policy

effective dagg

e ?m/ AN N7 SN

Michael Fry, Thomas M. Marra,
Executive Vice President President

READ THiS CERTIFICATE CAREFULLY

Symetra ® is a registered service mark of Symetra Life Insurance Company,



TEXAS TOLL-FREE TELEPHONE NUMBER AND INFORMATION
AND COMPLAINT NOTICES

IMPORTANT NOTICE

To obtain information or make a complaint;

You may call Symetra’s toll-free
telephone number for information or to
make & complaint at

1-800-426-7784

You may contact the Texas Department
of Insurance to obtain information on
companies, coverages, rights or
complaints at

1-800-252-3439

You may write the Texas Department
of Insurance

P.O. Box 149104

Austin TX 78714-9104

FAX # (512) 475-1771

PREMIUM OR CLAIM DISPUTES:

Should you have a dispute concerning,...-
your premium or about a claim you should
contact the Company first. if th
dispute is not resolved, you m

attached document.

GDC-4500 12/05

AVISO IMPORTANTE

Para obtener informacion o para someter una
queja;

Usted puede llamar al numero de

telefono gratis de Symetra para

informacion o para someter una queja al
1-800-426-7784

Puede comunicarse con el Departmento
de Sequros de Texas para obtener

e-Texas
( 149104

SPUTAS SOBRE PRIMAS O RECLAMOS:
Si tiene una disputa concerniente a

su prima ¢ a un reclamo, debe comunicarse
con el la compania primerc. Sino se
resuelve la disputa, puede entonces
comunicarse con el departamento (TDI).

UNA ESTE AVISO A SU POLIZA:
Este aviso es solo para proposito de
informacion y no se convierte en parte
o condicion del documento adjunto.

TX Notice



GROUP LONG TERM DISABILITY INSURANCE

CERTIFICATE OF COVERAGE

Policyholder: Williamson County
Policy Number: 01 016850 00
Policy Effective Date: January 1, 2016

Symetra Life Insurance Company (referred to as “the Company”, "we", "us", or "our"} welcomes
you as a client.

This is your certificate of coverage as long as you are eligible for:coverdge and you become

insured. You will want to read it carefully and keep it in a sa
Your certificate of coverage is written in plain English. Ther few terms and provisions
written as required by insurance law. If you have any
provisions, please consult our claims paylng offce--* /
benefits.

verage (issued to you) differ from the policy
pur coverage may be canceled or changed
the policy.

if the terms and provisions of the certificate of

y the faws of Texas and to the extent applicable by
ct of 1974 (ERISA) and any amendments. When
. policy, we have discretionary authority to determine
nterpret the terms and provisions of the policy.

midnight and end at 12:01 a. the‘;policyholder's address.
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TABLE OF CONTENTS

Your certificate is divided into the following sections:
SECTION 1 - HIGHLIGHTS OF YOUR PLAN
SECTION 2 - GENERAL INFORMATION
SECTION 3 - ELIGIBILITY FOR COVERAGE
SECTION 4 - BENEFIT SPECIFICS
+ disability defined
o details on calculating benefit payments
» exclusions and limitations that may apply

SECTION 5 - CLAIM INFORMATION
SECTION 6 - ADDITIONS TO YOUR LTD PLAN

For your ease in finding information in your certificate, we:

» Start each section with a summary of the contents apd'th " stiis we define in the section.
+ Shade all of the defined terms within a section. %%
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SECTION 1: HIGHLIGHTS OF YOUR VOLUNTARY LTD PLAN

This is a brief overview of your plan of benefits, We refer to these terms often throughout this
certificate. Whenever we use these terms in the certificate, they have the following meaning,
uniess we advise you otherwise.

Eligible Class 2 = All fuli-time EMS Paramedics employees.

You must be scheduled to work at least 56 hours per week.
Benefit Percentage = 60%
Maximum Payment Amount = $6,000*

* We may reduce the amount we pay to you by other income amocunts and any income
you earn or receive from any form of employment. Some disabilities may not be covered
under this plan.

Minimum Payment Amount = $100

We may apply all payments to you toward overpayments,

ate disability begins or the date
r the date salary continuation ends or the
ts to you end.

Elimination Period = The later of. 80 days after
accumulated sick leave ends
date short term disability:paym:
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SECTION 1: HIGHLIGHTS OF YOUR VOLUNTARY LTD PLAN
{continued)

Pre-disability earnings means your gross monthly rate of earnings from the employer in effect
just prior fo the date disability begins. It does not include commissions, bonuses, overtime pay

or other extra compensation.

If your disability begins while you are on a covered layoff or leave of absence, we will use your
pre-disability earnings from the employer in effect just before the date your absence begins.

Our payments to you will be based on the amount of your pre-disability earnings covered by this
plan and for which premium has been paid.

Maximum Payment Duration

Social Security Normal Retirement Age

Age When Disability Begins Maximum Payment D_uratl

Less than age 60 To Social Security Normal-Retirement Age (SSNRA)
60 60 months or {0.5 A, whichever is greater
61 1 “whichever is greater
G2 { SSNRA whichever is greater
63 SSNRA, whichever is greater
64 o0 SSNRA, whichever is greater
65

66

67

68

69 and over 12'm0nths

nt Age (SSNRA) mea_ms the age at whlch you are

Social Secunty Norma
' aly i retirement benefits.

on or before the plan effective date: The first of the month
coincident with or next following 60 days of continuous employment.

If you are entering an eligible class after the plan effective date: The first of the month
coincident with or next following 60 days of continuous employment.

GDC-4500 12/05 4 EE-1LV-2 Rev 10/05



SECTION 1: HIGHLIGHTS OF YOUR VOLUNTARY LTD PLAN
(continued)

Cost of Coverage:
You pay the cost of your coverage.

Waiver of Premium: The cost of your coverage will be suspended for any period of time during
which you are disabled under this plan and eligible to receive a monthly payment from us. if
you return to active employment with the employer, and want your coverage to continue, the
cost of your coverage must begin to be paid again.

GDC-4500 12/05 5 EE-1LV-3 Rev 10/05



SUMMARY OF THE GENERAL INFORMATION SECTION 2

What will you find in this section?

information we have access to

how we use statements made in applying for coverage
insurance fraud

time limits for legal proceedings

e & & @

What terms do we define in this section?

you
we

us

our
employee
employer
insured
plan

GDC-4500 12/05 6 EE-2-Summary



SECTION 2: GENERAL INFORMATION

WHAT IS THE CERTIFICATE OF COVERAGE?

This certificate of coverage is a written statement prepared by us and may include attachments.

It tells you:
+ the coverage to which you may be entitied
« to whom we make payments

AND

+ the limitations, exclusions and requirements applying to a plan.

You means an employee who is eligible for the coverage of this plan.

We, us and ‘'our means the insurance Company named on the first page of your
Certificate of Coverage. _

tesident of the United

Employee means -a_person who is a citizen ‘or permang
e advise you otherw:se

States in active: empioyment with the employer unles
This plan exciudes temporary and seasonal work

here you are .in active.

Employer me’ans lndlwdual company or ‘¢corpor
iliated company named in

GDC-4500 12/05 7 EE-2-1 Rev 5/98



SECTION 2: GENERAL INFORMATION
{continued)

TO WHAT INFORMATION DO WE HAVE ACCESS?

The employer will give us information about you including:

» if you are eligible for coverage

« if your amount of coverage changes, inciuding salary change information
» if your coverage terminates

+ cther information we may reasonably require.

The employer's records that we believe have a bearing on coverage under this plan are open
for our inspection at any reasonable time.

Clerical error or omission will not:

+ prevent you from receiving coverage

« affect the amount of your coverage

OR

» effect or continue your coverage if it should not be in effect

HOW CAN WE USE STATEMENTS YOU OR THE EMP
COVERAGE?

We consider any statements you or the employer:y
representation and not a warranty. If any of th
complete and/or not true at the time they were
» reduce or deny any claim
OR

« cancel your coverage back to the date your:coverage became effective.

igned application as a basis for doing this. You, your

We will use only statements made.
will receive a copy of the signed application.

beneficiary, or your personal rg

GDC-4500 12/05 8 EE-2-2TX



SECTION 2: GENERAL INFORMATION
{continued)

HOW WILL WE HANDLE INSURANCE FRAUD?

We promise to focus on all means necessary fo support fraud detection, investigation, and
prosecution. It is a crime if you or the employer knowingly, and with intent to injure, defraud or
deceive us, file a claim containing any false, incomplete or misleading information. These
actions, as well as submission of false information, will result in denial of your claim, and are
subject to prosecution and punishment to the full extent under state and/or federal law. We will
pursue all appropriate legal remedies in the event of insurance fraud.

WHAT IF FACTS ABOUT YOU ARE NOT ACCURATE?

If relevant facts about you were not accurate, then we will use accurate information to decide if
your coverage should be in effect and what your amount of coverage should be. If the cost of
your coverage is affected, we will make a fair adjustment in the cost;

DOES THE EMPLOYER ACT AS YOUR AGENT?

For all purposes of the policy, the employer acts on its, f or as your agent. The

employer is not our agent.

WHAT ARE THE TIME LIMITS FOR LEGAL PROCEEDI| GS.

You can start legal action regarding your claim.60 ay after the date you sent us proof of claim.

You have up to three years after the date y
otherwise provided by law.

GDC-4500 12/05 9 EE-2-3



SUMMARY OF THE ELIGIBILITY FOR COVERAGE SECTION 3
VOLUNTARY PLANS

What will you find in this section?

eligibility for coverage

waiting pericd

when coverage becomes effective

changing coverage under this plan

what happens to coverage during a fayoff, leave of absence or a family or medical leave of
absence

+ when coverage under this plan ends

What terms do we define in this section?

waiting period

active employment

work site

re-enrollment period

enroliment period

initial enrollment period

layoff

leave of absence

evidence of insurability

family or medical leave of absence

* & & & & & & & & @
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SECTION 3: ELIGIBILITY FOR COVERAGE
VOLUNTARY PLANS

WHEN ARE YOU ELIGIBLE FOR COVERAGE?

If you are in an efigible class you may apply for coverage under this plan on the later of;
» the date the plan is effective;

OR

» the date you complete the waiting period.

WHAT IS YOUR WAITING PERIOCD?
Your waiting period appears in the PLAN HIGHLIGHTS.

Waiting period is the number of days you must be i in.
eligible class before you may -apply for.coverage.

tive employment in an

were not in an eligible

If you have been continuously employed by the employe
‘ ployer toward the waiting

class, we will apply any prior period of work with:the
period.

Active employment means you are:

+ working for the. emp!oyer at you w
regular basns, i

AND - :o L -

. perform;ng the materlal and s|

Active employment mcludes nor

and hohdays :

for earnings the_empidyer_-_pays ona

.duties of your reguiar occupatlon
ﬁ-work days such as vacation, weekends

Your work S|te must b :
o . the emp%oye_r

GDC-4500 12/05 11 EE-3V-1



SECTION 3: ELIGIBILITY FOR COVERAGE
(continued)

VOLUNTARY PLANS

WHEN MAY YOU ENROLL OR CHANGE YOUR COVERAGE UNDER THIS PLAN?
You may enroll or change your coverage only during an enrollment period as follows:

1. During the initial enrollment period:

If you are eligible for coverage on THEN you may apply for a coverage

the plan effective date option for the first enrollment
period.

if you become eligible for THEN

coverage after the plan effective ,

date in which you.are first eligible.

If your initial enrollment period takes place during or after a
the plan anniversary date, then your choice of cgverage
enrollment period.

2. During a re-enrollment period;
You may:
+ keep your same coverage under the

» choose no coverage under the pla
« enroll for coverage under the plan'if.yotzare not currently enrolied.

enrollment period ‘'you wi
enrolled. =

GDC-4500 12/05 12 EE-3V-2A
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SECTION 3: ELIGIBILITY FOR COVERAGE
(continued)

VOLUNTARY PLANS

WHAT iF YOU ARE REHIRED BY THE EMPLOYER WITHIN THE SAME PLAN YEAR
DURING WHICH YOUR EMPLOYMENT TERMINATED?

If you are rehired by the employer within the same plan year that your employment terminated,

then:

+ you will be insured for the same plan and class of coverage that was in effect for you on the
date your employment terminated;

AND

+ you may not change the plan or class of coverage during the rest of the plan year.

Re-enrollment period meansa period-of time as set b your- empioyer and us
during which.you may apply, in writing, for coverage. inde _hls plan, or change
your coverage under this pian if you are currently enrollec 9

Enrollment perlod means the :natlal enrollme 7 _h_d_- any :-re~enroﬂment

Initial enroilment period means'ohe':of the: wm”‘ pertods durlng whlch you may

f:rst apply in wntmg for coverage ur de

_ "e ‘fter the plan effectlve date, the period

eride 31 days after the d te first eligible to apply for coverage.

GDC-4500 12/05 13 EE-3V-3



SECTION 3: ELIGIBILITY FOR COVERAGE

(continued)

VOLUNTARY PLANS

WHEN DOES YOUR COVERAGE BECOME EFFECTIVE?

Your coverage will be effective on the iater of:

1. the first day of the pay period for which contributions for your coverage are deducted;

OR
2. the day determined as follows:

For coverage applied for during
the initial enrollment period and
before your eligibility date

For coverage applied for during
the initial enroliment period and
within the first 31 days after the
date you are first eligible to apply

For a c¢hange in coverage
applied for during a re-
enrollment pericd

For coverage applied for more
than 31 days after the date yo
are first eligible to apply

GDC-4500 12/05

THEN your coverage is effective on
your eligibility date
THEN 'r coverage is effective on

date you apply

your selected coverage will be
effective on the first day
following the plan anniversary
date.

THEN

your selected coverage will be
effective on the first day
following the date we approve
your application.

14 EE-3V-4 Rev 3/99



SECTION 3: ELIGIBILITY FOR COVERAGE
{continued)

VOLUNTARY PLANS

WHAT IF YOU ARE NOT IN ACTIVE EMPLOYMENT ON THE DATE YOUR COVERAGE
WOULD BE EFFECTIVE?

If you are not in active employment as a resulit of your injury or a sickness then your coverage
will be effective on the date you return to active employment. This applies to your initial
coverage, as well as any increases or additions to coverage occurring after your initial coverage

is effective.

WILL YOUR COVERAGE CONTINUE IF YOU ARE ON A LAYOFF OR LEAVE OF
ABSENCE?

Your employer may continue your coverage if you are on a layoffior on_an approved leave of
absence. Your coverage may continue through the end of the” th following the month in
which your layoff or {eave of absence begins. The cost of y ge must be paid during
the layoff or leave of absence period.

Layoff or-leave of absence means the emp yer agreed in writing and in
advance to a temporary absence from activé employment for a specmed period of
time, Your normal vacation.time or any petiod of d;sablhty is' not considered a
temporary.layoff or leave of absence, 5

WHEN IS EVIDENCE OF INSURABILITY REQUIRED?

:ilty to us with your application. You must apply for

You will need to provide evidence of | st
use an application form that is satisfactory to us.

coverage in writing through the empl

Evidence of insurability statement of your med:cal hnstory whlch we will
use to'assess | be approved for coverage. FRE

GDC-4500 12/05 15 EE-3V-5 Rev 10/05



SECTION 3: ELIGIBILITY FOR COVERAGE
{continued)

VOLUNTARY PLANS

WHAT HAPPENS TO YOUR COVERAGE {F YOU ARE ON A FAMILY OR MEDICAL LEAVE
OF ABSENCE?

If you are on a family or medical leave of absence, your coverage will be governed by the
employer's Human Resource policy on family and medical leaves of absence,

We will continue your coverage if the following conditions are met:

e premiums for the cost of your continued coverage are paid;

AND

* your leave is approved in advance and in writing by the employer.

Your coverage will continue for up to the greater of:

¢ the leave period required by the Federal Family and Medlcal-.__
amendments;

OR

» the leave period required by applicable state law.

aveAct of 1993, and any

While you are on an approved family or medical lea of bsence we will use eamings from
your regular occupation you were performing just r to' t e date your leave of absence started

to determine our payments fo you.

If your coverage does not continue during :medical leave of absence, then when you

return to active employment:

¢ you will not have to meet a new
pre-existing condition;

AND

« you will not have to give u
effect before your leave. b

including a waiting period for coverage of a
of insurability to reinstate the coverage you had in

-absence means a leave of absence for the birth,
adoption o ‘of a. chlld or. for the: care of you, your child, . spouse ‘or.
parent.who. hasia:8erious health: condltlon -as those terms are defmed ‘by the
Federal Fam;ly and Medlcai Leave Act of - 1993 and any amendments, or by-
applicable state law. ' 3

Family and.:

GDC-4500 12/05 16 EE-3V-6



SECTION 3: ELIGIBILITY FOR COVERAGE
{continued)

VOLUNTARY PLANS

WHEN DOES YOUR COVERAGE UNDER THIS PLAN END?

Your coverage under this plan will end on the earliest of the following:

s the date the policy or plan terminates;

the date you are no longer in an eligible class;

the date your class is no longer eligible for coverage;

the last day for which premium for your coverage has been paid,

the date you cease active employment due to a labor dispute, which includes but is not
limited to strike, work slowdown, or lockout;
s the date you cease active employment with the employer, unless you are disabled or on an
approved layoff or leave of absence., :

* 4 9o o

We will provide coverage for a payable disability claim that occurs ité you are covered under

the policy or plan.

Strike Continuation provision:

You may continue your coverage for not more that
employment because of a general work stoppage i
labor dispute between the employer and your cojlecti
rules:

"x honths while you are not in active
Iudlng a stnke or Iockout) resulting from a

I;‘:stoppage will equal 120% of the premium
teithe work stoppage began. We have the right to
jork stoppage in accordance with the terms of the

1. The premiums for your coverage du ng
rate in effect under the policy on the
change the premium rates during the
policy. |

2. You must pay the entire pre ur coverage (including the employer's share) to your
collective bargaining:unit as each premium comes due during the work stoppage.

3. Your coverage dutii ng a stoppage will end on the earliest of the foliowing dates:

r date if you fail {o make the required premium payment to your

a.
collective bargaining- unit on or before that date.

b.  Onthe date six:xmonths after you last were in active employment.

c.  On the date you begin full time employment with another employer.

d. At our option, on any premium due date, if less than 75% of the employees eligible to

continue their coverage make the required premium payment to your collective
bargaining unit.

GDC-4500 12/05 17 EE-3V-7 TX Rev 10/056



SUMMARY OF THE LONG TERM DISABILITY BENEFIT SPECIFICS SECTION 4

What will you find in this section?

what disability means

when monthly payments start

returning fo work during the elimination period
requirements of care from a doctor

when will we not cover a disability

what happens if the employer changes insurance plans
our payment if you are disabled and not working

our payment if you are disabled and working

what are (and are not} other income amounts

cost of living increases to any other income amounts
payment limitations

when monthly payments stop
temporary recovery

* ® & & 5 & & & & ¢ " * @

What terms do we define in this section?

disability
material and substantial duties

regular occupation

reasonable employment option
gainful occupation
sickness

injury

elimination period
regular care

doctor

pre-existing condition
treatment

prior group insura

gross monthly paymen
minimum monthly p
maximum capacity
retirement plan
disability benefits under a retirement plan
retirement benefits under a retirement plan
eligible retirement plan

mental illness

substance abuse

maximum payment duration

® ® & & B ¢ 0 5 & & B b 6 BT S S S O S SRS e
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SECTION 4: LONG TERM DISABLL.ITY BENEFIT SPECIFICS

WHAT DOES DISABILITY MEAN?

Disabled/Disability means our determination that your snckness or injury began
while you are covered under the policy and:

» - during the elimination period and for the first 24 months of disability benefits,
-prevenis you from performing with reasonable continuity the material and
- -substantial duties of your regular occupation and:a reasonable employment
...-option offered to you by the employer and, as a result, the income you are able
- 1o earn is less than or equal to 80% of your pre-disability earnings.

» - After the first 24 months of disability benefits, prevents you from performmg
- -with.reasonable continuity. the material and. substantlal duties of any gainful
- occupation and, as a.result, the income you are able to ‘earn is Iess than or
Cir'equal to 60% of your pre-disability earnings. S :

Matenal and substantial duties are the duties that:
~are n_ormally requzred for the performance of the oc

AND S
» “cannot be reasonably omltted or changed

limited reg occ
w/ residual
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

Regular occupation means the occupation, as it is performed nationally, that you
are routinely performing when your disability begins. Your regular occupation
does not mean the jOb you are performmg for a specific employer or at a specific
focation.

Reasonable employment option means an employment position with the employer
for which you are able to perform the material and substantial duties given your
education, training and experience. If you have been working in a reasonable
employment option for.:6 months -or more, the reasonable employment optlon will
then be considered your reguiar occupation.

Gainful .occupation-means ‘any. occupation that your past training, education, or
experience woulid allow you to perform-or for which you be trained. .

injury.
Related Rules;

You will not be considered disabled from wi
earnings resulting from a change in economic
inj imples of:factors that we will not consider in determining

whether you are disabled include, e not limited to, recession, job obsolescence, job
restructuring or elimination, pay cuts job sharing.

1.

y
3.  The physical relationghip of your employer's workplace that is inconsistent with the normai
physical environment of your regular occupation.

You will not be considered disabled from work in an occupation solely because of the loss,
suspension, restriction, surrender, or failure to maintain a required state or federal license to
engage in the occupation.

You will not be considered disabled from work in an occupation solely because of your inability
to work more than 40 hours per week in the occupation, even if you were regularly required to
work more than 40 hours per week prior to becoming disabled.

Your disability must begin while you are covered under the policy.

use when disability contains
a gainful occupation period
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

DOES YOUR DISABILITY NEED TO CONTINUE FOR A PERIOD OF TIME BEFORE OUR
PAYMENTS TO YOU BEGIN?

Your disability must continue through the elimination period before we begin making payments
to you.

Elimination period-is a period of continuous days of disabmty The ellmmatzon
period begins on the first day.of your disability. .

WHAT HAPPENS IF YOU RETURN TO WORK DURING THE ELIMINATION PERIOD?

We will consider your disability continuous if you have one or more periods of temporary
recovery during the elimination period for a maximum of 7 days AND become disabled again

due to the same sickness or injury.

Temporary recovery means any time when we do not conside o be disabled. The days

you are not disabled will not count toward the elimination pe

acc of ep = 7 days
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

DO YOU NEED TO BE UNDER THE CARE OF A DOCTOR?

We require you to be under the regular care of a doctor for the sickness or injury causing your
disability in order to be eligible to receive payments from us.

Reguiar care means: '
- 'you -personally visit a doctor as, often as is medically. reqmred to effectlvely
“manage -and treat your dlsabimg condltlon(s) accordmg to generally accepted
medical standards, . S : . :

AND _ _ - _ .
Syou - are’ recelvmg appropnate treatment and care, accordmg to generally

-accepted ‘medical standards. - Treatment and care for the sickness or injury
causing your disability must: be glven by a -doctor: whose speclalty or
-experience is appropriate. _ _ _ _

Doctor means a.person:
-regularly--performing tasks that are wnthm th

hcense,_jv-- L :

o “whoi is llcensed to practlce medlcme

o with a doctora! degree in- Psych

. ~who. is @ Iegally quailﬁed m
regulations of the jurlsdlctzo

which }egular care is bemg glven

We will not recognize you, your spou:j “hl 'ren, parents, or siblings as a doctor for a claim you

submit.
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

MAY WE REQUIRE YOU TO BE EXAMINED OR INTERVIEWED BY INDIVIDUALS OTHER
THAN THE DOCTOR PROVIDING REGULAR CARE?

We may require you to be examined by doctor(s), other medical practitioner(s) or vocational
experi(s) of our choice. We will pay for this examination. We can require an examination as
often as it is reasonable to do so. In addition, we may require an inferview with you by an
authorized representative of ours,

WHEN WILL WE NOT COVER A DISABILITY?

We will not cover a disability if it is due to:

» war, declared or not, or any act of war;

« intentionally self-inflicted injuries or iliness, while sane or insane;

» your active participation in a riot;

» your attempt to commit or your commission of a felony unde:
being engaged in an illegal occupation;

» your service in the armed forces, military reserves or :Naj
fnternational authority, or in a civilian unit serving with, suct

deral or state law, or your

at Guard of any country or

_ sing from any such surgery
or for surgery necessary to correct a deformity caused by-accidental injury or sickness;
¢ an accident resulting from or caused by your of :

according to the laws of the jurisdiction wher

No benefits are payable for any period: fdlsablllty during which you are incarcerated in
a penal or correctional facility for a period of 30 or more consecutive days or for which

you are not under the regular doctor.

if your professional g

Goup onal icense or your certification is suspended, revoked or
surrendered, loss of \ -

rtification, by itself, does not mean you are disabled.
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

VOLUNTARY PLANS

WHEN WILL. WE COVER A DISABILITY DUE TO A PRE-EXISTING CONDITION?

We will cover your disability if it is caused by, contributed to by, or results from a pre-existing
condition and your disability begins after you have been insured for 12 consecutive months after
the effective date of your coverage. If you do not meet this time period requirement, your
disability is excluded from coverage under this plan,

Pre-existing condition is a sickness or injury for which: you recelved treatment
within the 3 months prior to your effective date of coverage. - :

Treatment includes: .
. .-_--._-consuitmg with a doctor
. receiving care-or services from a doctor or from of|
.. -doctor recommends you see -
- taking prescribed medicines .
~being prescribed medicines . . S e
“you should have been takmg prescribed medigines: ut chose notto
receiving diagnostic measures. PR

medical professionals a

0___.__.' .

Plan A or Plan B
3/12 pre-x
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

VOLUNTARY PLANS

WHEN WILL WE COVER A DISABILITY DUE TO A PRE-EXISTING CONDITION IF YOU
INCREASE YOUR COVERAGE DURING A RE-ENROLLMENT PERIOD?

if you increase your coverage during a re~enroliment period we will cover the increased amount
of coverage for your disability if your disability is caused by, contributed to by, or results from a
pre-existing condition and your disability begins after you have been insured for 12 months after
the effective date of the increase in your coverage. If you do nol meet this time period
requirement, then the increased amount of coverage for your disability is excluded from
coverage under this plan.

Pre-existing condition iis a sickness or-injury for which you recelved treatment
within the 3 months prior to your effective date of cover . Sl

Treatment:includes: - SO
. consultmg with'a doctor, SR '
+ receiving care or:services from a doctor or, fr
doctor recommends you see; -
taking prescribed medicines; B
being prescribed medicines; :
you should have been taking pres
receiving diagnostic measures

r medical professionals a

medicines but chose not tq; g

Plan Aor Plan B
312 pre-x
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

WHAT IF THE EMPLOYER CHANGES INSURANCE PLANS AND YOU ARE NOT IN ACTIVE
EMPLOYMENT DUE TO AN INJURY OR SICKNESS ON THE EFFECTIVE DATE OF THIS
PLAN?

Continuity of Coverage

We will cover you under this plan if you were insured by the prior group insurance plan, and the
cost of your coverage under the prior group insurance plan was paid.

Our payments to you will be limited to the monthly amount the prior group insurance plan would
have paid you had the plan stayed in effect. Our payments will be reduced by any amount the
prior group insurance plan is responsible for paying.

Prior group insurance plan -means the ‘group. long term di
with the employer just before the effective date of this |
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

WHAT IF YOU WERE INSURED BY THE PRIOR GROUP INSURANCE PLLAN AND BECOME
DISABLED UNDER THIS PLAN DUE TO A PRE-EXISTING CONDITION?

Continuity of Coverage

If you were insured by the prior group insurance plan just before you become eligible for
coverage under this plan; you are in active employment; and you are insured under this plan,
then you may be eligible for payments from us under this plan if your disability is due to a pre-
existing condition.

In order fo receive payments from us, you must meet the pre-existing condition exclusion of:
» this plan;

OR

« the prior group insurance plan had the plan stayed in effect.

We will consider the total amount of time you were continuot nsured under both the prior
group insurance plan and this plan to determine if you: satisfy: the pre-existing condition
exclusion. If you cannot satisfy the pre-existing condition of either plan then we will
not pay you a disability benefit,

We will determine our payments to you using the provi 'ohs of this plan, but your monthly
payment will not be more than the maximum me yment of the prior group insurance plan.
Your monthly payments will end on the earlier.o owing dates:

+ the end of the maximum payment durati derithis plan;

OR
» the date benefits would have ended'

stayed in effect.

ér:the prior group insurance plan if the plan had

‘GDC-4500 12/05 27 EE-4L-8



SECTION 4; LONG TERM DISABILITY BENEFIT SPECIFICS
(continued}

HOW MUCH WILL OUR MONTHLY PAYMENT TO YOU BE IF YOU ARE DISABLED AND
NOT WORKING OR DISABLED AND WORKING, EARNING LESS THAN 20% OF YOUR
PRE-DISABILITY EARNINGS?

Our payment will be figured by using the foliowing Steps 1 through 4:

Step 1: Multiply your monthly pre-disability earnings by the benefit percentage.

Step 2: Compare this amount to the maximum monthly payment for this plan,

Step 3: Take the lesser of the amounts from Steps 1 and 2. This is your gross monthly
payment,

Step 4: Subtract from the gross monthly payment any other income amounts except any

income you earn or receive from any form of employment or income you could
have earned from working to your maximum capacity. This is the payment that
you may receive,

U ARE DISABLED AND
ISABILITY EARNINGS
BETWEEN 20% AND 60%

HOW MUCH WILL OUR MONTHLY PAYMENT TO YOU BE IF
WORKING, EARNING BETWEEN 20% AND 80% OF YOU
FOR THE FIRST 24 MONTHS OF DISABILITY BENEFITS
OF YOUR PRE-DISABILITY EARNINGS THEREAFTER?.

Our payment to you for 24 months will be figured by wsing the following Steps 1 through 4:

Step 1: Multiply your monthiy pre-dlsabthty earnings.by the benefit percentage.

Step 2: Compare this amount to the maxi onthly payment for this plan.

Step 3 Take the lesser of the amoun __Ste_ps 1 and 2. This is your gross monthly
payment.

Step 4.

thly payment plus this income exceeds 100% of your
__eamlngs The monthly benefit will then be reduced by that
his is the payment that you may receive.

Our payment to you after “24 months will be figured by using the following formula;
(A divided by B) x C

A= Your indexed pre-disability earnings minus any income you earn or receive from
any form of empioyment or income you could have earned from working to your
maximum capacity while you are disabled.

Your indexed pre-disability earnings.

The benefit calculated in Step 4 above, under the “HOW MUCH WILL OUR
MONTHLY PAYMENT TO YOU BE IF YOU ARE DISABLED AND NOT
WORKING OR DISABLED AND WORKING, EARNING LESS THAN 20% OF
YOUR PRE-DISABILITY EARNINGS?” section.

ow

limited 100% with indexing
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

"indexed pre-disability earnings' means your basic monthly earmngs in effect just
prior.to the.date your disability began adjusted on the first anniversary of benefit
payments and each following anniversary. Each adjustment will be based on the
lesser.of 10% or the current annual percentage increase in the Consumer Price
Index.: - The .Consumer Price Index means the CPI-W as published by the U.S.
Department of Labor. ~We reserve the right to use some -other similar
measurement if-the U.S. Department of Labor changes or stops pubhshmg the

CPI-W,

Your loss of earnings must be as a result of or due to the same sickness or injury for which you
are disabled.

limited 100% with indexing
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

WHAT IF YOUR CURRENT INCOME FLUCTUATES?

If your current income fluctuates, we may average amounts over a three (3) consecutive month
period of time.

IF YOU ARE DISABLED AND WORKING, EARNING MORE THAN 80% OF YOUR PRE-
DISABILITY EARNINGS DURING THE FIRST 24 MONTHS OF LTD BENEFIT PAYMENTS
AND MORE THAN 60% THEREAFTER, NO PAYMENT WILL BE MADE.

Maximum monthly payment means the maximum monthly amount for Whlch you
are insured under this plan. . : i

Minimum monthly payment means the minimum monthly. amount for which you
are insured under this plan, except where necessary to recov ran overpayment.

Gross monthly . payment means the maximum payme ggynt before_ we subtract
other income amounts. s ST

Your pre-disability earnings, benefit percentage, and srionthly payment appear in the

PLAN HIGHLIGHTS.
WHAT iF YOU ARE DISABLED FOR ONLY PART © A MONTH?

ans that if you are disabled for only part of

Your monthly payment from us is pro-rated .
1/30th of a full monthly payment for each day of

a month, you will receive a payment e
the month you are disabled.
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

WHAT ARE OTHER INCOME AMOUNTS?

These are amounts, other than payments you are receiving from us, that include:

1.

any benefits and awards you receive or are eligible to receive under:
a. Workers' Compensation Law,

b. occupational disease law;

¢.  any other similar act or law.

any disability income benefits you receive or are eligible to receive under:

a. any compulsory benefit act or law;

b.  any other group insurance plan with the employer or with an association,

¢.  any other group insurance plan with another employer which you become insured
under after your disability under this plan begins;

d. any governmental retirement system as a resulit of your

h the employer.

¢y, meaning our payments to

Long term disability payments are primary under th
ments under a policy with the

you will be reduced by any short term disability
employer.

Security Act, The Canada Pension Plan,
milar plan or act. Benefits include:
oryour children receive or are eligible to

any benefits under the United States:Socic
The Quebec Pension Plan and includes -
a. disability benefits you, your spau;
receive as a result of your disa' ;
h.  retirement benefits you r
your receipt of retireme

If your disability begins _‘after

any benefits m the employer's sick leave or formal salary continuation

plan.

any income you earn or receive from any form of employment, including any income you
could have earned while disabled by working to your maximum capacity, but you do not
do so. We may require you to send us proof of your income. We will adjust our
payment to you based on this information. As a part of the proof of income, we can
require you to send us appropriate tax and financial records we believe we need to

substantiate your income.

Maxamum capacity means, based on'the Ilmztmg factors of your identified sickness or
injury, the greatest extent of work you are able to. doinan occupatlon from which you
must be considered disabled in order to receive disability benefits. .

Primary/Family
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

6. any benefits from the employer's retirement ptan you:
a. receive as disability benefits;
b. voluntarily choose to receive as retirement benefits;
c. receive as retirement benefits once you reach the greater of age 62 or normal
retirement age (as defined in the employer’s retirement plan).

Regardless of how the retirement funds from the plan are distributed, for the purposes of
figuring our payment to you, we consider empioyee and employer contributions to be
distributed at the same time throughout your lifetime.

This plan does not reduce payments you receive from us for your contributions to the
employer's retirement plan, or for amounts you rollover or transfer to an eligible
retirement pian.

benefit plan.  These are

Retirement plan is a defined contribution plan or.defir
ar, not funded entlrely by

plans that provide retlrement benefits to employe
employee contributions."

its -that are paid due to

Disabitity -benefits under a retirement plan
ent' beneflt that would have been

disability .and which do not reduce the
paid if the disability had not occurred.

Retirement benefits ‘under a retlremen plan:are benefits that are paid based on
the employer’s contribution to th e retireme nt. plan ‘Disability benefits that reduce
the retirement benefit under th ' ill also be considered a retirement benefit.

in §402 of the Internal Revenu_e Code of 1986

Eligible retirement plan is
§402 affecting the definition.

and includes future.am
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

7. any benefits for loss of time or lost wages you receive from the mandatory portion of a
no-fault motor vehicle insurance plan, or automobile liability insurance policy.

8. any amounts you receive under any unemployment compensation law.

9. any amounts you receive from a third party (after subtracting attorney’s fees) by

judgment, settiement or otherwise,

If you receive any of the other income amounts in a lump sum payment, we will pro-rate the
lump sum on a monthly basis over the time period for which the sum was given. If no time
period is stated, the sum will be pro-rated on a monthly basis to the end of your maximum

payment duration.

bility for which you are

Other income amounts must be payable as a result of the sam |
come. you earn or receive

receiving a payment from us, except for retirement benefits and al
from any form of employment.

WHAT IF SUBTRACTING OTHER INCOME AMOUNTS R LTS IN A ZERO PAYMENT TO

YOU?

We will pay you a minimum monthly payment.under this plan, subject to any overpayments.
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
(continued)

DO WE HAVE THE RIGHT TO ESTIMATE OTHER INCOME AMOUNTS?

We have the right to estimate the amount of benefits you may be eligible to receive under QOther
Income Amounts, items 1, 2 and 3a. We can reduce our monthly payment to you by this
estimated amount if you:

* have not been awarded such benefits but have not been denied such benefits;

OR

e have been denied such benefits and the denial is being appealed;

OR
» are reapplying for such benefits.

We will not reduce our payments to you by these estimated amounts if you:
» apply {or reapply) for benefits and appeal your denial through aII of the administrative levels
we believe are necessary;

AND
¢ sign our payment option form stating you promise to pay:ba

benefits caused by an award.

us any overpayment of

If we reduce our payment to you by an estimated amount:
s then we will adjust our payments to you when yowgz\Ie us-proof of the amount awarded;

OR
« we will give you a iump sum refund of the esti
have completed all appeals (or reapplic )

amount if you were denied benefits and
lieve are necessary.
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

WHAT ARE NOT OTHER INCOME AMOUNTS?
We will not subtract from our payments to you any amounts you receive from the following:

401({k) plans

profit sharing plans

thrift plans

tax sheltered annuities

stock ownership plans

credit disability insurance

non-qualified plans of deferred compensation
pension plans for partners

mifitary pension and military disability income plans
a retirement plan from another employer
individual retirement accounts (IRA)

informal salary continuation plan

benefits from individual disability plans

WHAT HAPPENS IF YOU RECEIVE A COST O CREASE TO ANY OTHER

INCOME AMOUNTS? :

of teceive from any form of employment, once
m_your gross disability payment, we will not
ing increase in any other income amount.

Other than for increases in any income you ea
we have subtracted an other income amount::
further reduce our payment to you due to a;
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SECTION 4: |.ONG TERM DISABILITY BENEF!T SPECIFICS
(continued)

WHEN WILL YOU RECEIVE A LIMITED NUMBER OF PAYMENTS FROM US FOR A
DISABILITY?

If your disability is caused or contributed to by mental illness or substance abuse, we will pay
you a monthly payment for a maximum of 24 months in your lifetime. We will not pay you a
monthly payment beyond the maximum payment duration.

Mental - illness - means disability ‘caused -or contributed: to by psychiatric or
psychological conditions, regardless of cause, and mc!udes IR
. schlzophrenia, : : . _ -

'depressron, ' B
‘manic depresswe or blpoiar |¥§ness

.amuety, : :

- personality. dnsorders,

adjustment disorders; ' o
~other conditions usually treated by a mentai hea
. provider-using psychotherapy, psychotroplc
~treatment. -

ider or other qualified
her similar methods of

cal'ise ‘of alcohol or other addictive

Substance abuse means a pattern of patho
you as prescribed.

drugs unless prescribed by a doctor.an

This limitation does not apply to dementia, lf.duet
e stroke;

trauma

viral infection;
Alzheimer's disease;
other such conditions not lisi
provider using psychotherapy;

'which are not usually treated by a mental health
opic drugs or other similar methods of treatment.
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SECTION 4: 1.ONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

WHEN WILL OUR PAYMENTS TO YOU STOP?

We will stop payments on the earliest of the following dates:

the date you are no longer disabled according to this plan;
the date you reach the end of the maximum payment duration;

Maximum payment duration means the period of time durmg which we will send
you a monthly payment. Your maximum payment.duration is based on your age
when you become disabled and appears in the PLAN HIGHLIGHTS.

during the first 24 months of disability benefits, the date your current earnings exceed 80%
of your pre-disability earnings; after the first 24 months of disability benefits, the date your
current earnings exceed 60% of your pre-disability earnings. If your current earnings
fiuctuate, we may average your current earnings over a three (3) consecutive month period
of time instead of stopping your payment on the date your current.earnings reach the
earnings limit;
the date you die;
the date you fail to provide proof of continuing disability;
the date you refuse to participate in an approved rehabili Program;

the date you cease to be under the regular cargiof. a doctor or refuse to undergo, at our
expense, an examination or testing by:a dogtor o” ,vocatlonal rehabilitation, or health

your doctor has recommended and that‘ srally acknowledged by doctors to cure or
improve the sickness or injury for whi claiming benefits under the policy so as to
reduce its disabling effect;

the date you refuse to make a
that your doctor has recommen
or improve the snckness or;

effort to adhere to necessary weliness programs
that are generally acknowledged by doctors to cure

necessary weline
standards.

We will give you 30 days' ior written notice of our intent to apply this provision to terminate
benefits. During those 30 days you will have an opportunity to begin or resume reasonabie
efforts to adhere to the medically necessary Weliness Programs. We will not terminate
benefits if there is no reasonable basis for believing that you will be able to return to
productive employment in your regular occupation or another gainful cccupation on a full-
time or part-time basis if you adhere o the recommended wellness programs.

Wellness . programs mclude, but are. not. limited ‘to, " approprlate programs for
dietary and nutritional - lmprovement welght management -smoking ‘cessation,
abstention from. ‘the excessive or illegal use:of alcohol or _harcotics, ‘regular
participation in exercise ‘activities, ' stress ‘management, - pam management
behavioral therapy, coaching, and the regular taking of prescribed medications.

limited reg oce
disability w/o ADL
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SECTION 4: |.ONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

WHEN WILL OUR PAYMENTS TO YOU STOP? - continued

« the date you refuse to try or attempt to work with the assistance of:

1. modifications made to your work environment, functional job elements or work
schedule; or

2.  adaptive equipment or devices,
that a qualified doctor has indicated will accommodate the limiting factors of the sickness or
injury for which you are claiming benefits under the policy and will enable you to perform the
material and substantial duties of an occupation from which you must be considered
disabled in order to receive disahility benefits;

« if you are considered to reside outside the United States. You wilt be considered to reside
outside the United States if you have been outside the United States for a total period of 6
months or more during any 12 consecutive months of disability benefits.

limited reg occ
disability w/o ADL
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SECTION 4: LONG TERM DISABILITY BENEFIT SPECIFICS
{continued)

WHAT HAPPENS IF YOU HAVE A TEMPORARY RECOVERY BUT YOU BECOME
DISABLED AGAIN DUE TO THE SAME INJURY OR SICKNESS AS A PRIOR DISABILITY?

If you return to work and are no longer disabled, and the same sickness or injury causes your
disability to occur again within six months of the date the prior disability ended, we will resume
our monthly payments to you if you were continuously insured under the plan for the petiod of
your temporary recovery. You will not need to complete a new elimination period for this

disability.

Your current period of disability will be subject to the same terms of the plan that applied to your
prior period of disability.

if you become entitled to payments under any other group long term.disability plan (including a
plan with the employer that became effective after your disability b gan); :ou will not be eligible

for payments under this plan.

A disability due to other causes will be treated as a new disa ilit | be subject to all of the

provisions of this ptan.
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SUMMARY OF THE CLAIM INFORMATION SECTION &

What will you find in this section?

natifying us of a claim

giving us proof of claim

filing a claim

information needed in the proof of claim
when payments to you begin

who we make payments to
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SECTION 5: CLAIM INFORMATICN

WHEN DO YOU NOTIFY US OF A CLAIM?

You need to notify us in writing of your claim within 30 days prior to the end of the elimination
period. If you are not able to notify us within this time, then you need to notify us as soon as
reasonably possible. Notice includes a notice you give, or which is given on your behalf, to us,
or o an authorized agent of ours.

WHEN DO YOU NEED TO GIVE US PROOF OF YOUR CLAIM?

Early proof of claim will sllow us to make a timely claim decision. You need to send to us
written proof of your claim within the first 90 days after the elimination period ends, If you are
unable to give us proof of your claim within this time, then you must give us proof of your claim
within the next 12 months. If you do not have the legal capacity to make responsible decisions
concerning yourself, then you may give us proof of your ciaim after thig pericd.

You must notify us immediately when you return to work in any capacity.
HOW DO YOU FILE A CLAIM?
You can get a claim form from the employer, or you ma If you ask us for a

claim form, but ‘you do not receive the form from us; wz‘h'n 9:days after askmg for it, then you

f Once you and the empioyer have
, :doctor providing you regular care for your
must filt out the physician section of the form.

Send the compieted form to us withi

WHAT AUTHORITY DO WE H
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SECTION 5: CLAIM INFORMATION
(continued)

WHAT INFORMATION DO YOU NEED TO INCLUDE IN YOUR PROOF OF CLAIM?

Your proof of claim must include:

+ that you are under the regular care of a doctor;

» the date your disability began;

s the cause of your disability as determined by objective medical tests and examinations
acceptable to the medical community;

« the extent of your disability, including restrictions and limitations which prevent you from

performing your regular occupation;
» the name and address of all hospital(s) or institution(s) where you received treatment,

including all doctors who provided regular care;
+ appropriate documentation of your earnings.

githat you are under the
thedate we ask forit. In
additional medical and non-
arily suspend our payments
ation.

We may request that you send proof of continuing disability indica
regular care of a doctor. We must receive this proof within 30 day
some cases, we will require you to give us authorization to g
medical information as part of your proof of claim. We may tern
o you if you do not cooperate, or do not submit the appropri

WHEN WILL YOU BEGIN TO RECEIVE PAYMENT

Once we approve your claim, you will begm to ‘receive’ payments after you complete the
elimination period. We will send you a payment-for any period for which we are liable. if the
policy or a plan is canceled, the cancellatio not'affect a payable claim.

WHO DO WE MAKE PAYMENTS TO?

We will make all payments to you

WHAT HAPPENS IF WE:QV AY YOUR CLAIM?
We have the right to 1&
« fraud;
s an error we make in progessing your claim;
» your receipt of other income amounts.

payments due to:

If we determine that we overpaid your claim, then we require you repay us in full. We will
determine the method by which you will repay us. We reserve the right to apply our future
payments to you toward overpayments. We have the right to recover overpayments from your
eligible survivors or estate. We will not recover more money from you than the amount we paid

to you.
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SUMMARY OF THE ADDITIONS TO YOUR LTD PLAN SECTION 6

What will you find in this section?

Other services and additional benefits are explained in this section and may be applicable to
your pian,
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SECTION 6: ADDITIONS TO YOUR LTD PLAN
VOCATIONAL REHABILITATION

if you are disabled and recelvmg a payment from us, you may be required to participate in
vocational rehabilitation services. These services may include vocational testing and training,
job modifications, job placement, or other services we find reasonably needed to assist you in
returning to active employment either full-time or part-time.

We will determine the extent to which these services may be provided. We will pay for these
services with the service provider(s), unless we agree to other arrangements.

Our decision to offer these services will be based on;
your education, training and experience

your transferable skills

your physical and mental abilities

your motivation to return to active employment
the labor force demand for workers in the proposed occupation n yo ‘demographic area
our expected liability for your long term disability ctaim,

* s & 0 & »

To qualify for these services, you must:
» have a disability which prevents you from perfor

substantial duties of your regular occupation
» lack the skills, training, or experience you would:

or all of the material and

perform another gainful occupation

ed to complete a rehabilitation program

* be reasonably expected to return to active :employment with the assistance of these
services.

A vocational rehabilitation program proposal may be made by either us, your doctor or yourself,
We will prepare a written program with the. input of you, your doctor, your current employer
and/or your prospective emplo our doctor and we approve a pregram, you wili be
provided services according to the rogram.
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SECTION 6: ADDITIONS TO YOUR LTD PLAN

VOCATIONAL REHABILITATION (continued)

The written program will describe:

the goals of the program

what our responsibilities are

what your responsibilities are

what responsibilities are of any third party(ies) associated with this program
the expected dates of the services

the expected costs of the services

the expected duration of the program

*® & 8 9 & » @

We reserve the right to make the final decision concerning your eligibility to take part in this
program, and the amount of any services you will be provided.

I your doctor approves the rehabiiitation program we have design
complete your responsibilities under the program, then we may disct
under this plan unless there is good cause.

or you, and you do nhot
e our payments to you

Good cause means documented:physical or men ments “which !eave you

unable to take part inor. complete the agreed
youare involved in:
» medical treatment whlch prevents o
_‘completing the program -~ . o
. "jsome other vocational rehabzlltat; '
‘part in-or completing the pro
to return you to active emplo

gram whlch conflicts with your takmg
eveloped, and s reasonably expected
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SECTION 6: ADDITIONS TO YOUR LTD PLAN
SOCIAL SECURITY ASSISTANCE

HOW CAN WE ASSIST YOU WITH OBTAINING SOCIAL SECURITY DISABILITY
BENEFITS?

If you are receiving a payment from us, we can provide advice to you regarding your claim and
assist you with your application for Social Security disability benefits or an appeal.

If you receive Social Security benefits this may enable you to receive Medicare after 24 months
of disability payments, protect your retirement benefits, and your family may be eligible for
Social Security benefits,

We can assist you in obtaining Social Security disability benefits by:
» helping you find appropriate legal representation or other assistance;

« obtaining medical and vocational evidence;

AND
» reimbursing pre-approved case management expenses.
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SECTION 6: ADDITIONS TO YOUR LTD PLAN
LUMP SUM SURVIVOR BENEFIT

WHAT BENEFITS MAY BE PAYABLE TO YOUR SURVIVOR IF YOU DIE?

if we receive proof of your death:

» after you have been disabled for at least 180 consecutive days

AND

» while you were receiving a monthly payment from us

we will pay a one-time lump sum benefit to your eligible surviver. This benefit will be equal to 3
times your last gross monthly benefit payment. We will first apply this benefit to any
overpayment which may exist on your claim.

Gross monthly benefit means the benefit amount: before any reductlons for other
income benefits and earnings.

WHO ARE YOUR ELIGIBLE SURVIVORS?

if you do not have any

Your spouse, if living, otherwise your children who are un
estate, then no payment

eligible survivors, payment will be made to your estate. If
will be made.

Payments becoming due to your children will be mage to.-«
» the children
OR

* aperson we name to receive payments:on beh;

This payment will be valid and effectiv tail claims by others representing or claiming to

represent your children.

3 mon
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SECT!ON 6: ADDITIONS TO YOUR LTD PLAN
PERSONAL CARE ASSISTANCE BENEFIT

A monthly Personal Care Assistance Benefit may be payable to you after the end of the
maximum payment duration.

You will qualify for Personal Care Assistance Benefits if you meet each of the following

requirements:
1. Youreceived LTD benefits throughout the maximum payment duration;
2. You are continuously disabled on and after the last day of the maximum payment duration;

and
3. We determine that you have a sickness or injury for which personal care assistance is

required.

It is not necessary for you to actually receive personal care assist te qualify for Personal

Care Assistance Benefits.

h m'gnthiy Personal Care

If you qualify for a Personal Care Assistance Benefit, the amount.of 't
T manthly payment, up fo a

Assistance Benefit we pay will be equal to the amount of yc
maximum of $3,000 per month,

Personal Care Assistance Benefits end on the earliestiof the Ojlowing dates:

1. The date you cease 1o be considered coptinugusly in:need of personal care assistance.

2. The date on which you have received Pe are”Assistance Benefit payments for 60
months.

The provisions of your Coverage under th Grotip Policy that apply to the payment of LTD
benefits appiy also to the payment of Pe ‘Bare Assistance Benefits.

Personal Care Assistance ~ Y.
1. _;j a - You havea cogni

0n5|dered m need of personal care asmstance |f
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SECTION 6: ADDITIONS TO YOUR LTD PLAN
PERSONAL CARE ASSISTANCE BENEFIT - continued

Activities of daily living {ADL) means: '
« .~ bathing - the ability to wash ‘oneseif in either a tub or shower, or by sponge bath;
" including the tasks of getting mto and out of the tub or shower with or without the
- assistance of equipment;
. dressing - the ability to put: on take off, and secure ail necessary and appropnate
“items of . clothmg and any.necessary braces or artificial limbs; .
« . toileting - the ability to get to and from the toilet, get on and off the toilet, and. perform
- associated personal hygiene with or without the assistance of equipment;
» . :transferring - the ability. to move-in. and out of a bed chair or wheelchalr with or
~without the assistance of equipment; -
« . mobility - the ability to walk or.wheel on a Ievel surface from one room to another with
_‘orwithout the assistance of equipment; - -
»'“eating - the abllity to get nourishment into the body by any means once :t has been
“:prepared and made availabie to one with-or without the: as stance:of equipment;

n intellectual -capacity,
r forms of irreversible
‘or al guidance for your own
erioration .or:loss will be based on

ing: to generally accepted medical

Cognitive zmpalrment ‘means youhave-a deterioratio
resulting from ‘injury, ‘sickness, Alzheimers diseas
dementia and you need: another person's active h
protection or for the protection: of others. ‘Th
ctinical . ‘evidence and/or- clinical - tests .ACG!
standards, that reliably measure your-impair

Terminal illness means a diagnosed illngss that, according to generally accepted medical
standards, is expected to result in death within six months. : -
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