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ARIEL CLINICAL SERVICES WRAP BENEFIT PLAN

INTRODUCTION

Ariel Clinical Services (the "Controlling Employer") hereby amends and restates in its

entirety the ARIEL CLINICAL SERVICES WRAP BENEFIT PLAN (the "PIan"),

formeily known as Ariel Clinical Services Employee Benefits Plan. The purpose of the

Plan is to consolidate in one Plan document certain welfare benefit plans (the

"Component Benefit Plans") sponsored by Ariel Clinical Services so as to provide

uniform administration of such welfare benefits. The Component Benefit Plans are listed

in Exhibit A to this PIan. This Plan is effective January 1,2026 and supersedes any prior

PIan document.

The insurance contracts, policies and procedures, and any other documents making up the

Component Benefit Plans are hereby incorporated by reference into this document.

(References in this document to insurance contracts, insurance policies and insurance

generally will include HMO contacts, if any, or similar arrangements.) These documents

in the rggt"gutu serve as a written Plan document for purposes of compliance with the

applicatne requirements of the Employee Retirement Income Security Act of 1974, as

amended ("ERISA'). Where a conflict of language exists between the Component

Benefit Plan and this Plan or its Summary Plan Description ("SPD"), the Component

Benefit Plan will control to the extent such Component Benefit Plan is not inconsistent

with Federal law and regulations or unless the Plan specifically provides otherwise.

ARTICLE ONE: Definitions and Interpretation

Sectionl.l Definitions.
Where the following words and phrases appear in the Plan, they shall have the respective

meanings set out below, unless their context clearly indicates otherwise' Capitalized

terms not defined in this Plan will have the meaning given to them in the applicable

documents describing the particular Component Benefit Plan.

(a) Affiliated Employer means any corporation, limited liability
company, or other business entity that is under common control

with Ariel Clinical Services (as determined under Code Section

4L4(b) or (c)); a member of an affiliated service group with Ariel
Clinicai Services (as determined under Code Section 414(m)); an

entity required to be aggregated with Ariel clinical services

pursuant to code section aLa@); or any other entity that the

Controlling Employer permits participation in the Plan'

Affiliated Employers that have adopted the Plan are listed in
Exhibit C.
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(b) Affordable care Act means patient protection and Affordable
Care Act ('ACA"), as amended by the Health Care and
Education Reconciliation Act of 2010.

(c) Applicable Large Emplover means, with respect to a calendar
year, an employer that employed an average of at least 50 full-
time employees (including full-time equivalent employees) on
business days during the preceding calendar year. In making the
Applicable Large Employer determination, all persons/entities
treated as a single employer under Code Section 4I4(b), (c), (m)
or (o) are treated as one employer.

(d) certificate of coverage means a document given to an insured
that describes the benefits, limitations and exclusions of coverage
provided by an insurance company.

(e)

(0

Code means the Internal Revenue Code of 1986, as amended.

component Benefit Plan means the specific benefit arrangement
identified in Exhibit A by which the plan provides welfare
benefits. A Component Benefit plan includes any applicable
insurance policies and certificates of coverage relating thereto
and may be amended from time to time by the Controlling
Employer.

(g) controlling Emplover is Ariel clinical services. If the
controlling Employer merges or is otherwise consolidated with
any Affiliated Employer, the surviving Employer, as to the group
of Employees covered by the plan immediately before-such
merger or consolidation and to the group of Employees of
Affiliated Employers thereafter adopting the plan, shall become
the controlling Employer, unless the conrolling Employer that
will be merged out of existence specifies in writing to the
contrary.

(h) Dependent means, unless otherwise specifically provided in the
Plan or in a component Benefit plan (to the extent such
provisions are in compliance with Federal law), a natural or
adopted child, step-child, foster child, child for whom the
Employee and/or the Employee's Spouse are the legal guardian
or for whom the Employee or Employee,s Spouse his legal
custody, or any other person specified as such in Exhibit A.

(i) Effective Date of the Plan is January I, 2026, superseding any
prior versions of all Plans providing similar benefits as of such
date.

0) Employee means an individual that the Employer classifies as a
common-law employee and who is on the Employer's W_2
payroll, but does not include the following: (i)(A) any leased
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employee (including but not limited to those individuals defined

as leased employees in code section ala(n)) or an individual

classified by the Employer as a contract worker or independent

contractor for the period during which such individual is so

classified, whether or not any such individual is on the

Employer's W-2 payrotl; (i)(B) any individual who performs

services for the Employer but who is paid by a temporary or

other employment or staffing agency for the period during which

such individual is paid by such agency, whether or not in either

(iXA) or (i)(B) herein, such individual is determined by the

Internal Revenue Service ("IRS"), any governmental agency or

authority, or a court or agency (including any reclassification by

an Employer or in settlement of any claim or action relating to

such individual's employment status) to be a common-law

employee of the Employer; (ii) any individual who is a former

Employee; and (iii) any individual who is a non-resident alien.

Notwithstanding the above, any of the individuals listed in the

categories (i) through (iii) above, may be included if so specified

in Exhibit A or are required to be included pursuant to the terms

of Exhibit B attached hereto. Any Employee subject to a

collective bargaining agreement may be included as an

Employee under Exhibit A or Exhibit B attached hereto.

(k) Emplover is the controlling Employer and any Affiliated
Empioyer that adopts the Plan in part or in its whole in
accordance with the provisions of Articie Eight.

(l) ERISA means the Employee Retirement Income Security Act of
L974, as amended.

(m) Group Health Plan is an employee welfare benefit plan within
the meaning of ERISA Section 3(1) to the extent that such plan

provides "medical care" within the meaning of ERISA Section

733(a)(2).

(n) HIPAA means the Health Insurance Portability and

Accountability Act of 1996, as amended.

(o) HIPAA-Excepted Coverage is any benefit that is not subiect to

the HIPAA portability provisions, as set forth at 26 CFR

54.9831-1(c), including, but not limited to, accident-only

coverage, disability income coverage' liability insurance,

worker's compensation, automobile medical payment insurance,

credit-only insurance, coverage for on-site medical clinics, and

retiree-only health plans. HIPAA-Excepted Coverage also

includes, under certain circumstances, limited-scope dental or

vision benefits as well as long-term care, nursing home care,

home health care, or community-based care benefits provided

that they are: (i) under a separate policy, certificate or contract of
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insurance or (ii) otherwise not an integral part of the Group
Health Plan; (i.e., Participants may decline coverage if claims for
the benefits are administered under a contract separate from
claims administration for any other benefits undei the Group
Health Plan). In addition, benefits under a health care flexibli
spending account and/or health reimbursement arrangement are
HIPAA-Excepted Coverage if: (i) the Employer offers other
Group Health Plan coverage (not limited to excepted benefits) to
Employees; and (ii) the maximum benefit payable to any
Participant cannot exceed either two times the participant's salary
reduction election for the year or, if greater, $500 plus the
amount of the Participant's salary reduction election.
HIPAA-Excepted coverage also includes "noncoordinated
excepted benefits" such as coverage for only a specified disease
or illness and hospital indemnity or other fixed indemnity
insurance if: (i) the benefits are provided under a separate policy,
certificate or contract of insurance; (ii) there is no coordination
between the provision of such benefits and any exclusion of
benefits under any Group Health plan maintainea uy the same
plan sponsor; and (iii) the benefits are provided undeiany Group
Health Pian maintained by the same plan sponsor.

(p) Hour of Service means (i) Hour of Service. The term Hour of
Service means each hour for which an employee is paid, or
entitled to payment, for the performance of duties for the
employer; and each hour for which an employee is paid, or
entitled to payment by the employer for a period of time during
which no duties are performed due to vacation, holiday, illness,
incapaciry (including disability), layoff, jury duty, military duty
or leave of absence (as defined in 29 CFR 2S30.200b-Z1a);. for
rules determining an employee,s hours of service, see Code
Section 4980H and CFR 54.4980H-3. (ii) Exclu ded hours. (A)
Bona fide volunteers. The term Hour of service does not include
any hour for services performed as a bona fide volunteer. (B)
work-study program. The term Hour of service does not include
any hour for services to the extent those services are performed
as part of a Federal work-study program as defined under 34
cFR 675 or a substdntially similar program of a state or political
subdivision thereof. (c) services outside the [Jnited stares. The
term -Flour of se.ice does not include any hour for services to
the extent the compensation for those services constitutes income
from sources outside the united states (within the meaning of
code sections 861 through 863 and the regulations thereunder).
(iii) service for other Applicable Large Employer members. rn
determining Hours of service and status as a full-time employee
for all purposes under code section 4gB0H, an Hour of Service
for one Applicable Large Employer member is treated as an
Hour of Service for all other Applicable Large Employer
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(q)

(r)

(s)

(t)

(v)

(w)

(u)

members for aII periods during which the Applicable Large

Employer members are part of the same group of employers

forming an Applicable Large Employer.

Insured Benefit Proqram is a fully-insured benefit plan where the

Employer pays a fixed premium to a third-party commercial

insurance carrier that covers the claims.

Participant is any individual who has properly enrolled in, and

who participates in, a Component Benefit Plan in accordance

with the terms and conditions established for that benefit plan,

and who has not for any reason become ineligible to participate

in the Plan. Participation requirements are descibed in Exhibit
A and may be further described in the individual Component

Benefit Plans.

Plan means ARIEL CLINICAL SERVICES WRAP BENEFIT
PLAN, as amended from time to time.

PIan Administrator is the party identified that will perform the

duties and responsibilities as detailed in this document and, if
applicable the documents of a Component Benefit Plan'

Plan Year For recordkeeping purposes, the Plan Year for the Plan

is the 12 month period beginning on January 1 and ending

December 31. For this purpose, the Plan Year identified herein

shall override any ERISA PIan Year reference in any other

documents incorporated by reference and inconsistent herewith.

Premium(s) means the actual premium charge by the insurance

canier with respect to an insured product or the "premium

equivalent" amount (i.e., the cost of coverage for the applicable

Component Benefit Plan) for non-insured benefits.

Self-Funded Benefit Program is a benefit plan in which the

Employer assumes the financial risk for providing benefits to its
Employees; provided, however, that the Employer may have

"stop-loss" coverage for one or more of its Self-Funded Benefit
Programs.

Spouse means an individual who is legally married to an

employee.
(x)

All other defined terms in the Plan shall have the meanings specified in the various

Articles of the Plan in which they appear.

Section 1.2 Number and Gender.-
Whenever a noun or pronoun is used in this Plan in plural form and there is only one

person within the scope of the word so used, or in singular form and there be more than

on. perron within the scope of the word so used, such noun or pronoun shall have a

pluril or singular meaning as the case may be. Likewise, pronouns of one gender shall
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include the other gender. The words "herein," "hereof," and ..hereunder,, shall refer to
this Plan. Headings are given to the Articles and Sections of the Plan only for the purpose
of convenience and to make the document easier to read. Headings, numbering, and
paragraphing shall not in any case be deemed material or relevant to the interpretaiion of
the Plan or its contents.

Section 1.3 Statutorlz and Regulatorv References.
Any reference herein to any statutory provision (e.g., of the code, ERISA, etc.) shall
include any corresponding or succeeding provision(s) of any applicable legislation that
amends, supplements, or replaces such provision, and for which compliance by or with
respect to the Plan is required. Furthermore, any such reference shall include the
regulations promulgated, and any other interpretive guidance issued, and effective
thereunder and in effect with respect to the Plan. Any reference herein to a section of the
Code of Federal Regulations ("CFR') shall mean the cited section as in effect or such
may be amended or replaced from time to time, and for which compliance by or with
respect to the Plan is required.

ARTICLE TWo: Eligibility, participarion and contributions

Section2.l Eligibility.
The eligibility requirements for Participant benefits under the Plan are identified in
Exhibit A and may be set forth in each Component Benefit plan.

Section 2.2 Enrollment
Each eligible Employee who has satisfied the requirements of Section 2.1, where
enrollment is required by the Employer to participate, may become a Participant for a
Plan Year by enrolling in the Plan in accordance with procedures established by the plan
Administrator for that purpose. For purposes of the Plan, references to enrollment shall
include telephone enrollment, electronic enrollment, or any other form of enrollment, if
and to the extent permitted by the Plan Administrator. Enrollment shall be made at such
time and in such manner as the Plan Administrator shall prescribe and shall remain in
effect until the first day of the next following plan year. The plan year for each
Component Benefit Plan should be set forth in that plan and may be different than the
Plan Year for this Plan. As part of such enrollment, the eligible Employee shall agree to
make any required contributions towards the cost of such coverage.

An eligible Employee may elect and enroll, where enrollment is required by the
Empioyer to participate, in some or all of the benefits available under i Compbnent
Benefit Plan. An eligible Employee may also elect not to participate in a Component
Benefit Plan for which annual elections are then being made. Once an eligible Employee
is a participant in the Plan, the Employee will be given an opportunity to elect andenroll
in the benefits for which such Employee has become newly eligibre.

If a newly eligible Employee fails to enroll in a Plan which requires enrollment when first
eligible, or within 30 days (or, for some employers, 31 days) (or within 60 days in the
event of a Medicaid- or CHlP-related special enrollment event) of the occurrence of a
Change in Status (defined in Section 2.4 below) or other event entitling the eligible
Employee to an election change under this Article Two, the eligible Employee may not
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enroll in the Plan until the next following annual open enrollment period. Once made, an

enrollment (and the elections made therein) may be revoked or modified during a PIan

Year only on account of the eligible Employee's termination of employment or the

occurrence of an event entitling the eligible Employee to an election change in

accordance with this Article Two.

Section 2.3 Participation.
Any individual who is eligible to participate in any Component Benefit Plan and who is

properly enrolled in a Component Benefit Plan shall be a Participant in this Plan' The

pariicipation requirements under the Plan are identified in Exhibit A and may be set forth

in each Component Benefit Plan.

If an Employee previously participated in the Plan and is rehired, such Employee will be

eligible to become a Participant on the same terms as if such Employee were a newly

hired Employee. Notwithstanding the above, if the Group Health PIan is one offered by

an Applicable targe Employer subject to Section 4980H of the Code, an Employee who

r.su*ur providing service to such Applicable Large Employer after a period during

which Employee was not credited with any Hours of Service may be fteated as having

terminated employment and been rehired as a new Employee only if the following

conditions apply: (i) such Employee had no Hours of Service for a period of at least 13

consecutive weeks (26 for educational organization employers); or (ii) such Employee

had a break in service of a shorter period of at least four consecutive weeks with no

credited hours of service, and that period exceeded the number of weeks of Employee's

period of employment. These provisions are intended to comply with Section 4980H of

ihe Code and are not intended to expand the rights or benefits of employees for any other

purpose and should be so construed.

As to any Component Benefit Plan that is a Group Health Plan (other than one offering

only HIPAA-Excepted Coverage), any otherwise eligible Employee must wait no longer

than ninety (90) days to begin coverage under such Component Benefit Plan.

With respect to insured benefits, participation may be delayed or otherwise affected as

provided under the applicable Certificate of Coverage due to an insurance carrier's

imposition of an "actively at work" requirement for certain types of insurance, which

provisions may also apply in the case of a rehired Employee. This "actively at work"
iequirement is not permitted for Group Health Plans (other than ones offering only

fffDRe-fxcepted Coverage) unless there is an exception for individuals who are absent

from work due to a health factor (e.g., individual is out on sick leave on the day coverage

would otherwise become effective).

Section 2.4 Election Changes
A Participant may change or revoke his or her elections during a Plan Year on account of

the Partiiipant's termination of employment and upon a Change in Status to the extent

permitted under the Employer's Code Section 125 cafeteria plan and the applicable

Co-pon.nt Benefit Plan, or as required by applicable law. For the purposes of this

Section 2.4, the term "Change in Status" means a change in status or other event that

permits a mid-year election change, as determined under the Employer's cafeteria plan

ind the applicable Component Benefit Plan. If the PIan is a Group Health PIan, a Change
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in Status shall also include the occurrence of a special enrollment event under HIpAA or
CHIPRA.

Section 2.5 Termination of Participation.
Participation in the Plan will terminate on the date an Employee is no longer eligible to
participate in every Component Benefit Plan. An Employee may become ineligible for
any benefit under the Plan if such Employee fails to pay the applicable premiums or meet
other requirements of a particular Component Benefit Plin. The plovisions for the
termination of Participant benefits under the Plan are identified in Exhibit A and may be
set forth in each Component Benefit plan.

Section2.6 Contributions.
The cost of the benefits provided through the Component Benefit Plans may be funded in
part by Employer contributions and in part by Employee contributions, which may be
pre-tax through a cafeteria plan under Code Section 125. In some instances, a Component
Benefit Plan may require only the Employer or the Employee to contribute. Ariel Clinical
Services will determine and periodically communicate the Employee's share of the cost
of the benefits provided through each Component Benefit Plan, and it may change that
determination at any time. The Employer will make its contributions in an amountihat in
Ariel Clinical Services's sole discretion determines is at least sufficient to fund the
benefits or a portion of the benefits that are not otherwise funded by Employee
contributions. The Employer will pay its contribution and Employee contributioni to .n
insurance company or, with respect to benefits that are self-funded, will use these
contributions to pay benefits on behalf of Employees or their eligible family members
from the Employer's general assets. Employee contributions will be used in their entirety
prior to using Employer conuibutions to pay for the cost of such benefit.

Section2.T Look-BackMeasurementprovisions.
If the Employer has elected to include the optional look-back measurement provisions
under the ACA, such provisions may be reflected in Exhibit B attached hereto.

ARTICLE THREE: Incorporation by Reference; Benefits

Section3.l IncorDoratedDocuments.
The Plan incorporates the documents, including without limitation any insurance
contracts and related Certificates of Coverage, containing the substantive provisions
governing the Component Benefit Plans provided under this Plan and further identified in
Exhibit A. If the Component Benefit Plan documents are amended or superseded, the
amended or successor documents will automatically become incorporated documents. If
there is no provision in an incorporated document corresponding to a provision of this
Plan, to the extent applicable, the Plan provisions will appfu to the incorporated
document. Where a conflict of language exists between the Component Benefit plan and
this Plan, the Component Benefit Plan will control to the extent not inconsistent with
Federal law and regulations thereunder or unless the Plan specifically provides otherwise.

Section 3.2 Benefits Available.
The benefits available under the Plan shall consist of the benefits available under the
Component Benefit Plans, including all limitations and exclusions with respect to each
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Component Benefit Plan's benefits. The benefits available under each Component

Benefit Plan are set forth in the Component Benefit Plan documents. The availability of

benefits is subject to payment by the Participant of all applicable contributions and

satisfaction of any eligibility or other requirements of a particular Component Benefit

Plan. If the Employer provides for a cafeteria plan under Code Section 125, certain

benefits thereunder may be paid for by an Employee on a pre-tax basis. If such a cafeteria

plan is provided, it will be identified as a funding source in Exhibit A. Nonetheless, such

cafeteria plan which is a premium-only plan ('POP") (and any dependent care assistance

plan that may be offered thereunder) will not be subject to the requirements of ERISA,

even though the POP cafeteria plan (and any dependent care assistance plan that may be

offered thereunder) may be considered part of the Plan.

Section 3.3 Termination of Rights to Benefits.
Any termination of a Participant's coverage under a Component Benefit Plan shall be

considered a termination of that same coverage under this PIan. An Employee's benefits

(and the benefits of his or her eligible family members including Dependents) will cease

when the Employee's participation in the Plan terminates. Benefits will also cease upon

termination of the Plan and certain benefits may cease upon termination of a Component

Benefit Plan. Other circumstances can result in the termination of benefits. The insurance

contracts (including the Certificates of Coverage), plans, and other governing documents

in the applicable Exhibits provide additional information.

ARTICLE FOUR: Administration of the Plan

Section 4.1 Named Fiduciary.
The Plan Administrator is the "Named Fiduciary" of the Plan for purposes of ERISA'

With respect to the determination of the amount of, and entitlement to, benefits under any

insured -omponent Benefit Plan, however, the respective insurance company is also a

Named Fiduclary under the Component Benefit Plan, with the fulIpower to interpret and

apply the terms of the Component Benefit Plan as they relate to the benefits provided

una"r the applicable insurance policy. The insurance companies providing insured

benefits under the Component Benefit Plans are identified in Exhibit A. In addition,

where any other party has accepted status as a Named Fiduciary, with respect to the

determination of the amount of, and entitlement to, benefits under any uninsured

Component Benefit Plan, such Named Fiduciary (also referred to as a "Claim Fiduciary")

with respect to the applicable Component Benefit Plan is identified in Exhibit A.

Section 4.2 Delegation.
The Plan Administrator may delegate to any committee, person, or Employee, officer or

agent of Ariel Clinical Services or an Affiliated Employer any one or more of its powers,

fgnctions, duties or responsibilities with respect to the Plan. Any such delegation of

responsibilities may be amended from time to time in writing by the Plan Administrator

and may be revoked in whole or in part at any time by written notice from one party to

the other. Unless the Controlling Employer has delegated such responsibility to another

party, the Controlling Employer shall be the Plan Administrator. The provisions of this

Section 4.2 control over any inconsistent provisions of any Component Benefit Plan.
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Section 4.3 General.
Any person or group of persons may serve in more than one fiduciary capacity with
respect to the Plan or may hold settlor and fiduciary positions with the Plan. A Named
Fiduciary may designate persons other than the Named Fiduciaries to carry out its
fiduciary responsibilities under the plan.

Section 4.4 Interpretation and Findings of Fact.
The Plan Administrator shall have the sole and absolute discretion to interpret the
provisions of the Plan. Each insurance company providing insured benefits under a
Component Benefit Plan, to the extent necessary to pay or adjudicate claims with respect
to any Component Benefit Plan for which it provides benefits, shall have sole and
absolute discretion to interpret the provisions of the Component Benefit plan. This
discretion includes, without limitation, supplying omissions from, correcting deficiencies
in, or resolving inconsistencies or ambiguities in, the language of the plan or the
Component Benefit Plan, determining the rights and status under the plan or the
Component Benefit Plan of Participants and other persons, to decide disputes arising
under the Plan or the Component Benefit Plan, to make factual determinaiions, and to
make any determinations and findings with respect to the benefits payable and the
persons entitled to benefits as may be required for the purposes of ttre plan or the
Component Benefit Plan.

Section4.5 Assistance.
The Plan Administrator may employ such clerical, legal, actuarial, accounting, or other
assistance or services that it believes are reasonable and necessary or advisable in
connection with the performance of its duties.

Section 4.6 Indemnification.
To the extent permitted by law, the Employer shall indemnify and hold harmless any
Derson serving as the Pian Administrator or partner, manager, officer, or Employee, as
the case may be, of Ariel Clinical Services or an Affiliaied Employer, whether such
person is acting as a member of a committee or individual who has received delegated
authority from the Plan Administrator, from all claims, liabilities, losses, damagei and
expenses, including reasonable attorneys' fees and expenses, incurred by such persons in
connection with their duties hereunder to the extent not covered by insuranie, except
when the same is due to such person's own gross negligence, willful misconduct, or lack
of good faith. Notwithstanding the above, the indemnification provisions of this Section
shall not apply to any person (or entity) compensated for providing a fiduciary service
(such as an insurance company or third-party administrator who has accepted fiduciary
responsibility for claims). The provisions of this Section 4.6 control over any inconsistent
provisions of any Component Benefit plan.

Section4.T Cvbersecurity.
Health and welfare benefit plans are now covered under the 2021 Cybersecurity
Guidance, as updated by the Department of Labor ("DOL') in Compliance Assistance
Release No.2024-01. This release significantly broadens the compliance obligations of
ERISA fiduciaries concerning employee benefit plans and cybersecurity. As zuch, plan
fiduciaries must take reasonable and prudent measures to establish safeguards that
effectively protect plan data.
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Section 4.8 Insuring and Funding Benefits.
Funding for the plan ihall consist of the sum of the funding for all Component Benefit

Plans and may include funding through a cafeteria plan which, if available, is identified

as a funding source in Exhibit A. Ariel Clinical Services shall have the right to pay

benefits from its general assets, insure any benefits under the Plan, and establish any fund

or trust for the trotaing of contributions or payment of benefits under the Plan, either as

mandated by law or as Ariel Clinical Services deems advisable in its sole discretion. In

addition, Ariel Clinical Services shall have the right in its sole discretion to alter, modify

or terminate any method or methods used to fund the payment of benefits under the PIan,

including, but not limited to, any trust or insurance policy. If any benefit is funded by the

purchase of insurance, the benefit shall be payable soiely by the insurance carrier.

With respect to any insurance company refunds/rebates received by Ariel Clinical

Services including those that are subject to the Medical Loss Ratio ("MLR") provisions

of the ACA, such refunds/rebates must be treated consistent with the provisions of

ERISA and the applicable guidance thereunder, including DOL Technical Release

20L1,-04. The allocation of insurance refunds that are not "Plan assets" are to be used,

allocated, and/or distributed among one or more of the Employer(s) as the Controlling

Employer in its sole discretion determines appropriate. As to any other amounts,

fiduciary decisions by the PIan Administrator are required based on the facts and

circumstances relating to such refund. Generally, the following rules will apply with

respect to MLR (note that these rules do not apply to self-funded plans):

(a) If the Employer pays the entire premium applicable to the Component

Benefit Plan, the entire refund amount will be retained by the Employer;

(b) If the Participants pay the entire premium applicable to the Component

Benefit Plan, the entire refund amount will be used to benefit the

ParticiPants;

(c) If the Employer and Participants shared premiums based on a fixed

percentage, the rebate is divided based on percentage;

(d) If the Employer paid a fixed amount of premiums and Participants paid the

rest, the iebate is a Plan asset (and must be used for the benefit of the

Participants) to the extent it does not exceed total Participant contributions

in the relevant MLR Period;

(e) If the Participants paid a fixed amount and the Employer paid the rest, the

rebate belongs to the Employer to the extent it does not exceed the total

Employer contributions in the relevant MLR period;

(0 Allocation among Participants of their portion of any refund need not be

pro rata and may not include all Participants (e.9., former participants may

be excluded where based on a cost-benefit analysis (provided however in

all cases the allocation must be based on a reasonable, fair and objective

method)); and

13

Y2025O7298:O2105126:1'L'.40:25 AM / @ 2026 ERISA Pros, LLC, All Rights Reserved

Ariel Clinical Services / ARIEL CLINICAL SERVICES WRAP BENEFIT PLAN / Plan Document



(g) If the rebate is applied toward a benefit enhancement or as an offset to
Participants' share of future premiums, verification of the additional
benefit or how the premium offset will be applied (e.g., will there be a
one-time premium holiday, or will the Participants' share of premiums be
reduced over a period of months) should be provided in a written policy.

Despite the general rules previously discussed, the following conditions apply with
respect to Plan assets:

(a) A "Plan Fiduciary" (as defined in ERISA secrions 3(16), 3(21) or 3(38))
in all cases must act prudently, solely in the interest of the Plan
Participants and beneficiaries, and in accordance with the terms of the
Plan to the extent consistent with the provisions of ERISA and is
prohibited by ERISA from receiving a rebate amounr greater than the total
amount of premiums and other plan expenses paid by the Employer; and

(b) The use of any refunds for expenses should be limited to those necessary
and reasonable expenses (1) paid to a third-party or (2) for reimbursing in-
house expenses, but in such case, only upon the advice of outside counsel.

With respect to refunds to Participants of a Group Health Plan, premiums must be
allocated among Participants in the same policy.

The following rules will generally apply unless extraordinary circumstances determined
by the fiduciary dictate otherwise:

(a) First, refunds will be used within 90 days of receipt by the Plan to reduce
future premiums; and

(b) Second, refunds will be used within 90 days of receipr by the Plan to
enhance benefits, pay expenses, or make distributions to Participants as
determined by the fiduciary after considering ali of the facts and
circumstances.

In addition, with respect to any other insurance company rebate or similar refund not
subject to the MLR rules, the Employer may apply similar rules or any other rules it
determines in its sole discretion are advisable under the circumstances, sublect to ERISA
(including any fiduciary duties it may have thereunder).

Section 4.9 Subrogation and Right of Reimbursement.
To the extent not inconsistent with the provisions of any underlying documents
incorporated by reference in the PIan, the following provisions shall contiol as to any
Component Benefit Plan.

The Plan does not provide primary coverage for expenses associated with an injury or
illness caused or worsened by the action of any third party which gives rise to i claim
against that party, nor does it provide primary coverage for such expens", to the extent that
there is other applicable coverage from a source other than the Plan (including, but not
limited to, medical benefits under an automobile insurance policy). If an Employ.J, Spouru,
Dependent, or any other person specified as an "Eligible Non-Employee" in nxhibii e 1a
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"Covered Individual") incurs expenses and receives benefits from the Plan or its carrier

(s) as a result of an injury or accident caused by the action of a third party, immediately

upon payment of any benefits under the Plan, the Plan shall be subrogated (substituted) to

uit rigttti of recovery against any person or organization whose conduct or action caused

or contributed to the loss for which payment was made by the Plan'

As a condition to participation in or the receipt of benefits under the PIan, a Covered

Individual agrees that if such person receives or is entitled to any reimbursement or any

other financial recovery from any souce, including such Covered Individual's own

insurance canier or another welfare benefit plan (such as a disability plan, if any)

sponsored by the Connolling Employer, whether by judgment, settlement, award,

government or worker's compensation benefits, or otherwise, on account of such injury

or illness, the Plan has the right to recover the amounts the Plan has paid or will pay as a

result of that injury, and the Plan has a lien on any such recovery. Similarly, if any person,

including any natural person or entity, or a Covered Individual has possession of funds

.ecorr"red from a third party as to which any Covered Individuals have or had a claim,

then the Plan shall be subrogated to that claim and will have a right to recover directly

from the person that is holding the funds. By participating in and accepting benefits under

the Pian in connection with such an injury or illness, a Covered Individual agrees and is

bound to assist the Plan in its attempt to recover from that person, assigns any recovery to

the Plan and authorizes such Covered Individual's attorney, personal representative, or

insurance company to reimburse the Plan. In the event that a Covered Individual is

deceased, the Plan has a right to recover funds from such Covered Individual's estate

pursuant to this reimbursement provision. The Plan will not pay attorney fees or costs

issociated with the Covered Individual without prior express written authorization by the

Plan, which the Plan may grant or withhold in its sole discretion. In this regard, the Plan

will not be subject to any "make whole" or other subrogation rule that may otherwise

apply by law that reduces its right to recover the full amount of its loss unless the Plan

hai expressly agreed to do so in writing. Rather, the Plan is entitled to full
reimbursement:

(a) before the Covered Individual is entitled to retain any pail of such

financial recovery, regardless of the stated reason for the financial

recovery or whether the Covered Individual has other costs or suffered

other injuries not paid for or compensated by the Plan (notwithstanding

any "make whole doctrine" by whatever name calied);

without regard to any claim of fault on the part of the Covered Individual,

whether under comparative negligence or otherwise;

without reduction for attorneys' fees and other costs incurred by the

Covered Individual in making a recovery without the prior express written

consent of the Plan (notwithstanding any "fund doctrine," "common fund

doctrine," or "attorneys' fund doctrine" by whatever name called); and

notwithstanding that the recovery to which the Plan is subrogated is paid

to a decedent, a minor, a decedent's estate, or an incompetent or disabled

person.
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A Covered Individual (and individuals acting on such Covered Individual's behalf,
including without limitation attorneys) shall do nothing to prejudice the plan,s
subrogation and reimbursement rights and shall, when requested, provide the plan with
information and cooperate with the Plan in the enforcement of its subrogation and
reimbursement rights. It is the Employee's duty, and the duty of individuals acting on
the Employee's behalf, to notify the Plan Administrator within 45 days of the date of
the injury or the date when the Employee gives notice to any other paity, including an
attorney, of the intention to pursue or investigate a claim to recover damages on behalf
of a Covered Individual. The payment of benefits under the Plan on u..ouni of an injury
or illness as a result of an action of a third party is contingent on the Covered
Individual:

(a) informing the Plan Administrator of the action to be taken by the Covered
Individual;

(b) agreeing (in such form and to such documents as the Plan may require) to
the Plan being reimbursed from any recovery from a third party and
subrogated to any right of recovery the Covered Individual has against a
third party;

(c) refraining from action which would prejudice the Plan's subrogation rights
(including, but not limited to, making a settlement which specifically
reduces or excludes, or attempts to reduce or exclude, the benefits
provided by the Plan); and

(d) cooperating in doing what is reasonably necessary to assist the Plan in any
recovery.

If the Covered Individual should fail or refuse to comply with this Secrion, the Covered
Individual is not entitled to benefits under the Plan and must reimburse the plan for any
and all costs and expenses, including attorneys' fees, incurred by the Plan in enforcing its
rights hereunder. The Plan may determine not to exercise all of the reimbursement
and/or subrogation rights described in this Section in certain types of cases, with respect
to certain covered groups, or with respect to certain geographic areas, without waiving its
right to enforce its rights in the future as to other groups or in other geographic areas.

For purposes of this section, "reimbursement" includes all direct and indirect payments to
a Covered Individual for injury or illness from any source, by way of settlement,
judgment, or any other means, including but not limited to, uninsured motorist coverage,
underinsured motorist coverage, personal umbrella coverage, no-fault automobile
insurance coverage, and homeowner's insurance.

ARTICLE FIVE: Amendments, Terminations and Mergers

Section 5.1 Right to Amend.
Ariel Clinical Services reserves the right to amend the PIan and any Component Benefit
Plan from time to time in its sole discretion, including amendments that are retroactive in
effect to the extent permitted by law.
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Section 5.2 Plan Merger.
Ariel Clinical Services reserves the right to merge the Plan or any Component Benefit

Plan at any time in its sole discretion.

Section 5.3 Right to Terminate.
Ariel Clinical Services may terminate the PIan and any Component Benefit Plan in whole

or in part at any time in its sole discretion. In addition, any amounts remaining in the

PIan at termination shall be distributed as if they were insurance company refunds/rebates

and subject to the procedures provided in Section 4.8.

Section 5.4 Payment of Claims Upon Termination.

Upon termination of the Plan, the Plan shall continue until all pending claims for benefits

ou6tunding as of the date of termination have been paid or otherwise resolved; provided,

however, that neither the termination of the Plan nor its continuation, as provided in this

Section 5.4, shall toll or extend any time limits (such as statutes of limitation, deadlines

for claims or deadlines for appeals of denied claims).

ARTICLE SIX: Guarantees and Liabilities

Section 6.1 No Guarantee of Emplovment.
Nothing contained in the PIan shall be construed as a contract of employment between an

Employer and an Employee or Participant, or any other individual, or as a right of any

nmptoyee or Participint, or any other individual, to continue in the employment of an

Employer, or as a limitation of the right of an Employer to discharge any of the

nmptoyees or Participants, or any other individuals, with or without cause, or change the

terms and conditions of employment of the Employees or Participants.

Section 6.2 No Guarantee of Non-Taxability.
Neither the Plan Administrator nor the Employer makes any commitment or guarantee

that any amounts paid to or for the benefit of a Participant under this Plan will be

excludable from the Participant's gross income for Federal or state income tax purposes,

or that any other Federal or state tax treatment will appiy to or be available to any

Participani. It shall be the obligation of each Participant to determine whether each

puy-unt under the Plan is excludable from the Participant's gross income for Federal and

state income tax purposes, and to notify the Employer if the Participant has reason to

believe that any such payment is not so excludable.

Section 6.3 Withholdinq Taxes.

To the extent an Employer is required to withhold Federal, state, local or foreign taxes in

connection with any payment made to a Participant under a Component Benefit Plan, the

Employer shall withhold the amount from the payment as determined by the Employer in

its sole discretion.

Section 6.4 Incapacity to Receive Payment.

If the Plan Administrator finds that any Participant entitled to receive benefits under the

Plan is, at the time such benefits are payable, unable to care for his or her affairs because

of a physical, mental, or legal incompetence, the Plan Administrator may, in its sole

discretion, pay the benefits to which the Participant was entitled to one or more persons
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chosen by the Plan Administrator from among the following: the institution maintaining
or responsible for the maintenance of such Participant, his or her Spouse, his or her
children, or other relative by blood or marriage. Any payment made under these
circumstances shall be a complete discharge of all liability under the plan with respect of
such payment.

Section6.5 SeverabilitvProvision.
If any provision of the Pian or the application of a provision to any circumstance or
person is invalid, the remainder of the Plan and its application to other circumstances or
persons shall not be affected thereby.

Section 6.6 Right of Recovery.
The Plan Administrator shall have the right to recover any payment it made but should
not have made or made to an individual or organization nol entitled to payment, from the
individual or organization or anyone else benefiting from the impioper payment,
including from any monies then payable, or which *ay be.ome payable, in th; flrm of
salary, wages, or benefits payable under the applicable Emplbylr-sponsored benefit
program to the extent permitted by applicable law.

ARTICLE SEVEN: Claims Procedures

Section 7.1 Benefi bv Insurers or TPAs.
Claims for benefits that are insured or administered by a third party administrator shall be
filed in accordance with the specific procedures contained in the insurance policies,
Component Benefit Plans or the third party administrative seryices agreement. These
procedures will be followed unless inconsistent with the requirements of ERISA, in
which case the ERISA procedures specified below will be followed. The address of the
individual insurance company providing benefits and/or third party administrator (if any)
that reviews claims made under a Component Benefit Plan is set forth in Exhibit A to the
extent required by law or provided by the Plan Administrator. All other general claims or
requests, including claims for eligibility to participate in the Plan, should be directed to
the Plan Administrator (and determinations thereon will be made in accordance with the
Plan Administrator's reasonable procedures).

SectionT.2 PersonaiRepresentative.
A Participant may exercise his or her rights directly or through an authorized personal
representative. A Participant may have only one representative at a time to assist in
submitting an individual claim or appealing an unfavorable claim determination.

A personal representative will be required to produce evidence of his or her authority to
act on the Participant's behalf and the Plan may require such Participant to execute a form
relating to such representative's authority before that person will be given access to the
Participant's protected health information (as defined in detail in Section 9.1(f)) or
allowed to take any action for the Participant. (An assignment or attempted assignment of
a Participant's benefits does not constitute a designation of an authorized personal
representative. Such a delegation must be clearly stated in a form acceptable to th" plun
Administrator.) This authority may be proved by one of the foliowing:
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(a) A power of attorney for health care purposes, notarized by a Notary

Public;

(b) A court order appointing the person as the conservator or guardian of the

individual; or

(c) Evidence that an individual is the parent of a minor child.

The PIan retains discretion to deny to a personal representative access to any Participant's

protected health information to provide protection to those vulnerable people who depend

on others to exercise their rights under these rules and who may be subject to abuse or

neglect. This provision also applies to personal representatives of minors.

Section 7.3 General Claims Procedure.

Subject to Section 7.4 governing claims made under a Component Benefit Plan that is a

Crolp Health PIan, and Section 7.5, governing claims made under a Component Benefit

Plan providing disability benefits, the following procedures will be followed if a claim

undei a Component Benefit Plan is denied, in whole or in part. These claims procedures

do not apply to any cafeteria plan which is a premium-only plan ("POP") (or any

dependeniiire assislance plan offered thereunder). A lawsuit filed in state court may be

removed to Federal court. In addition, exhaustion of the Plan's claim and review

procedures is a prerequisite to proceeding with a lawsuit. Also, where a dispute arises

iegarding a potential beneficiary's right to payment of a benefit (such as a life insurance

plin or death benefit), the Plan Administrator may delay payment until the dispute is

iesolved, which action may include the filing of an interpleader to obtain a judicial

resolution.

(a)

(b)

If a claim is denied, the claimant will receive written notification within
90 days after the claim was submitted. Under special circumstances, the Claim

Fiduciary may take up to an additional 90 days to review the daim if it determines

that such an extension is necessary due to matters beyond its conffol. If an

extension of time is required, the daimant will be notified before the end of ttre

initial gGday period of ttre circumstances requiring the extension and ttre date by

which the Claim Fiduciary expects to render a decision. The written notification

of a denied claim will include the reasons for the denial, with reference to

the specific provisions of the Component Benefit Plan on which the denial

was based, a description of any additional information needed to process

the claim and an explanation of the claims review procedure. If written

notification is not deiivered within 90 days, the claim shall be treated as

denied.

Within 60 days after notification of a claim denial (or the date of a deemed

denial), a claimant may appeal the denial by submitting a written request

for reconsideration of the claim to the PIan Administrator, which includes

the reasons why the claimant feels the claim is valid and the reasons why

the claimant thinks the claim should not be denied. Before submitting an

appeal request, the claimant may request to examine and receive copies of

uif do.u-"nts, records, and other information relevant to the claim. If the

claimant fails to file an appeal for review within 60 days of the denial
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notification, the claim will be deemed permanently waived and abandoned,
and the claimant will be precluded from reasserting it under these
procedures or in a court or any other venue. Documents, records, written
comments, and other information in support of the appeal should
accompany any appeal request. The Plan Administrator will consider such
information in reviewing the claim and provide, within 60 days, a written
response to the appeal. This 60-day period may be extended an additional
60 days under special circumstances, as determined by the plan
Administrator due to matters beyond its control. If an extension of time is
required, the claimant will be notified before the end of the initial 60-day
period of the circumstances requiring the extension and the date by which
the PIan Administrator expects to render a decision. The plan
Adminisftator's response will explain the reason for the decision with
specific reference to the provisions of the Plan on which the decision is
based, a statement that the claimant is entitled to receive, upon request and
free of charge, reasonable access to, and copies of, all documents, records,
and other information relevant to the claim for benefits and a statement
about the claimant's right to bring a civil action under ERISA Section 502
(a).

(c) The Plan Administrator has the sole discretion to interpret the appropriate
Plan provisions, and such decisions are conclusive and binding. For
purposes of the provisions in this Article Seven, the term "Plan
Administrator" will include the applicable insurance company or other
party that has accepted its fiduciary responsibility to make claim
determinations (consistent with Section 4.1 above as a Claim Fiduciary)
with respect to the applicable Component Benefit plan.

(d) To the extent not inconsistent with the provisions of the applicable
Component Benefit Plan, with respect to any civil actions brought under
the Plan, a claimant will be barred from bringing such civil aciion after
one year from the date of exhausting the Plan's claims procedures relating
to the denial of such claim. In the case of a Group Health Plan claim
discussed below, this includes not only exhausting the Plan's internal
claims procedure but also exhausting the Plan's external claims procedure,
where applicable.

Section 7.4 Special Rules for Group Health plan Claims.
For purposes of ERISA, there are four categories of claims under a Component Benefit
Plan that is a Group Health Plan and each one has a specific timetable for approval,
request for additional information, or denial of the claim. The four categories oi .l"i-t
are:

Urgent Care Claim is a claim where failing to make a determination quickly could
seriously jeopardize a claimant's life, health, or ability to regain maximum funition, or
could subject the claimant to severe pain that could not be managed without the requested
treatment. A licensed physician with knowledge of the claimant's medical condition may
determine if a claim is an Urgent Care claim.

20

Y202507298:02/o5/26:tL:40:2s AM / @ 2026 ERISA pros, LLc, Ail Rights Reserved
Ariel clinical services / ARIEL CLINICAL SERVICES wRAp BENEFIT ptAt{ I ptan Documenr



Pre-Service Claim is a claim for which the claimant is required to get advance approval

or pre-certification before obtaining service or treatment for a medical condition.

post-Service Cloimis a request for payment for covered services the claimant has already

received.

Concurrent Care Claim is a request to extend an ongoing course of treatment beyond the

period of time or number of treitments that has previously been approved under the Plan.

(a) Time for Decision on a Claim. The time deadline for making decisions on

claims under a Group Health Plan depends on the urgency of the claim'

(See Time Limit Chart below for maximum time limits.) A claimant will
be notified of any determination on a claim (whether favorable or

unfavorable) as soon as possible. If an Urgent Care Claim is denied, the

claimant will be notified orally, and written notice will be provided within

three days.

If additionai information is needed because necessary information is

missing from the initial claim request, a notice requesting the missing

informition from the claimant will be sent within the timeframes shown in

the chart below and will specify what information is needed. The claimant

must provide the specified information to the Claim Fiduciary within 45

days after receiving the notice. The determination period will be

suspended on the date the Claim Fiduciary sends a notice of missing

information and the determination period will resume on the date the

claimant resPonds to the notice.

Under special circumstances with respect to pre-service and post-service

claims, ihe Clai- Fiduciary may take up to an additional 15 days to

review the claim if it determines that such an extension is necessary due to

matters beyond its control. If an extension of time is required, the

claimant will be notified before the end of the initial claim determination

time period of the circumstances requiring the extension and the date by

which the Claim Fiduciary expects to render a decision. The notice of

extension that the claimant receives will include (i) an explanation of the

standards on which entitlement to benefits is based; (ii) the unresolved

issues that prevent a decision on the claim; and (iii) any additional

information needed to resolve those issues.

Note that fully-insured Group Health PIan claims (if any) may be subject

to even more accelerated response time for the insurers. See Certificates of
Coverage for details.
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Time Limit (Group Health Plan Claims) Urgent
Care*

Pre-
Service*

Post-
Service*

To make initial claim determination 72 hours 15 days 30 days

Extension (with proper notice and if delay is
due to matters beyond Plan's control) None 15 days 1-5 days

To request missing information from claimant 24 hours 5 days 30 days

For claimant to provide missing information 48 hours 45 days 45 days

* The Claim Fiduciary will decide the appeal of Concurrent Care Claims within the time frame set
forth in the chart depending on whether such claim is also an Urgent Care Claim and the request to
extend care is not made at least 24 hours prior to the scheduled expiration of treatment, a pre-
Service Claim, or a Post-Service Claim and before the expiration of any previously approved course
of treatment. For an Urgent Care Claim that is a Concuirent Care Claim, if the request to extend
care is made at least 24 hours prior to the scheduled expiration of the treatment, the initial claim
determination wilt be made no later than 24 hours after such claim is filed with the Claim Fiduciary.

(b) Notification of Denial. Except for Urgent Care Claims, when notificarion
may be oral followed by written notice within three days, the claimant will
receive written notice if the claim is denied. The notice will contain the
following information:

(i) The specific reason or reasons for the adverse
determination;

(ii) Reference to the specific Plan provisions on which the
determination was made;

(iii) A description of any additional material or information
necessary to perfect the claim and an explanation of why
such material or information is necessary;

(lv) A description of the Plan's review procedures and the time
limits that apply to such procedures, including a statement
of the claimant's right to bring a civil action under ERISA
Section 502 if the claim is denied on review;

(v) A statement that the claimant is entitled to receive, upon
request and free of charge, reasonable access to and copies
of all documents, records, and other information relevant to
the claim;

(vi) If an adverse determination is based on an internal rule,
guidance, protocol, or other similar criteria, an explanation
of those criteria or a statement that the criteria will be
provided free of charge upon request; and

(vii) If the adverse determination is based on a medical necessity
or experimental treatment limit or exclusion, an explanation
of the scientific or clinical judgment on which such
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(c)

decision is based, or a statement that such explanation will
be provided free of charge upon request of such person or
persons who conducted the initial claim determination. The

Plan fiduciary will provide an independent fuII and fair
review of the claimant's claim and will not give any

deference or weight to the initial adverse determination'
The claimant will receive a written notice of the decision

on review.

a Health If a claim is denied,

the claimant (or the claimant's attorney or other person authorized to act

on the claimant's behalf) wiII have 180 days following the date the

claimant receives written notice of the denial in which to appeal the claim'

If the claimant fails to file an appeal for review within 180 days of the

denial notification, the claim will be deemed permanently waived and

abandoned, and the claimant will be precluded from reasserting it under

these procedures or in a court or any other venue. Unless the claimant is

appealing the denial of an Urgent Care Claim, a request for review must

be made in writing. If the claimant is requesting review of an Urgent Care

Claim, the claimant may request review orally or by facsimile. A request

for review should contain the claimant's name and address, the date the

claimant received notice the claim was denied, and the reason(s) for
disputing the denial. The claimant may submit written comments,

documents, records, and other information relating to the claim. If
requested, the claimant will be provided, free of charge, reasonable access

to, or copies of, all documents, records, and other information relevant to

the claim.

The period of time for the Plan to review the appeal request and to notify
the claimant of its decision depends on the type of claim as follows:

urgent care claim - 72 hours; the claimant will be notified orally and

written notice will be provided within three days.

Pre-Service Claim - 30 days if the Component Benefit Plan provides for
only one mandatory appeal; 15 days for each appeal if the Component

Benefit PIan provides for two mandatory appeals.

Post-Service Claim - 60 days if the Component Benefit Plan provides for
only one mandatory appeal; 30 days for each appeal if the Component

Benefit Plan provides for two mandatory appeals.

The review will take into account all comments, documents, records, and

other information submitted relating to a Participant's claim, without

regard to whether such information was submitted or considered in the

initial claim determination. The review will be conducted by a Plan

fiduciary other than the person or persons (or subordinate of such person

or persons) who conducted the initial claim determination. In addition, if
the denial of the claim was based, in whole or in part, on a medical
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judgment in reviewing the claim, the claim Fiduciary will consuit
with a health care professional who has appropriate training and
experience in the field of medicine involved in the medical judgment
in reviewing the claim. This person will not be a person or a
zubordinate of a person consulted by the claim Fiduciary in deciding
the initial claim. The Plan fiduciary will provide an independent full and
fair review of a Participant's claim and shall not give any deference or
weight to the initial adverse determination. The Employee will receive a
written notice of the decision on review. The notice will contain the
following information:

(i) The specific reason or reasons for the adverse
determination;

(ii) Specific references to the pertinent plan provisions on
which the denial is based;

(iii) A statement that the claimant is entitled to receive, upon
request and free of charge, reasonable access to, and copies
of, all documents, records, and other information relevant
to the claim for benefits. Whether a document, record or
other information is relevant to a claim for benefits shall be
determined by reference to Section 503-l(m)(B) of ERISA;

(iv) A statement describing any voluntary appeal procedures
offered by the plan and the ciaimant,s right to obtain
information about such procedures described in section
503-1(c)(3)(iv) of ERISA, and a srarement of rhe claimanr,s
right to bring a civil action under Section 502(a) of ERISA
following any final adverse benefit determination;

(v) A statement that a copy of any internal rule, guideline,
protocol or other similar criteria relied upon in making the
adverse benefit determination is available free of charge
upon request;

(vi) A statement that if a denial of the claim is based on medical
necessity or experimental treatment, or a similar exclusion
or limit, the Claim Fiduciary will, upon request, provide the
claimant, free of charge, an explanation of the scientific or
clinical judgment, applying the terms of the plan to the
claimant's medical circumstances; and

(vii) The following statement, if and to the extent applicable:
"You and your plan may have other voluntary alternative
dispute resolution options, such as mediation. One way to
find out what may be available is to contact your local U.S.
Department of Labor Office and your State insurance
regulatory agency."
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(d)

Also, upon request, the Claim Fiduciary will provide the claimant with a

statement identifying those medical or vocational experts whose advice

was obtained in connection with the appeal.

Additional Internal Claims Provisions Requirements for Health Plans

Under ACA. Unless otherwise provided below, the following internal

claims provisions relating to an "Adverse Benefit Determination"
generally apply (subject to any grace period extensions by the DOL) to
Group Health Plans (other than ones offering only HIPAA-Excepted

Coverage). For purposes of this Section 7.4(d), "Adverse Benefit

Determination" means a claim denial (including a final internai adverse

benefit determinati on) neither involving a Grandfathered PIan (as defined

under the ACA) nor HIPAA-Excepted Coverage by the Plan Administator
or a Claim Fiduciary (as identified in Section 4.1 above) that involves any

medicai claim or any claim involving rescission of coverage. This

determination may be appealed by the claimant and may be subject to

external review under certain circumstances provided below'

(i) With respect to any rescission, such rescission shall be

permissible only upon a finding of fraud or intentional

misrepresentation of a material fact;

(iD The claimant must be provided by the Plan (free of charge)

as soon as possible with any new or additional evidence

considered, relied upon, or generated by the Plan or Claim
Fiduciary in connection with the claim as well as any new

or additional rationale for a denial at the internal appeals

stage, and a reasonable opportunity for the claimant to
respond to such new evidence or rationale, both in the case

of an initial determination or a final internal Adverse

Benefit Determination;

(iii) To avoid conflicts of interest and to assure independence

and impartiality, decisions regarding hiring, compensation,

termination, promotion or other similar matters involving
an individual claims reviewer (such as a claim adjudicator

or a medical expert) must not be made based on the

likeiihood rhat such individual will support the denial of
benefits;

(iv) Notices to claimants by the PIan or claim Fiduciary must

also include additional content as follows:

a. Any notice of Adverse Benefit
Determination or final internal Adverse
Benefit Determination must include
information sufficient to identify the claim
involved, including the date of the service,

the health care provider, the claim amount
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b.

(if applicable) and state that, upon request
by the claimant, the diagnosis code and
treatment code and their corresponding
meanings will be provided and, upon any
such request by a claimant, any such code
and meaning must be provided as soon as
practicable.

Any notice of an Adverse Benefit
Determination or final internal Adverse
Benefit Determination must include the
denial code and corresponding meaning as
well as a description of the Plan's standard,
if any, that was used in denying the claim. In
the case of a final internal Adverse Benefit
Determination, this description must also
include a discussion of the decision.

c. A desciption of available internal appeals
and external review processes, including
information regarding how to initiate an
appeal.

The availability of, and contact information
for, an applicable office of health insurance
consumer assistance or ombudsman
established under Section 27g3 of the Public
Health Services Act to assist the claimant.

e. Notices in a culturally and linguistically
appropriate manner, consistent with the
DOL regulations, to a claimant in the health
plan who reside in a county in which ten
(10) percent or more of the population is
literate only in the same non-English
language as determined by guidance
published by the DOL (a "10 percent Non-
English County"). For a health plan that has
a claimant in a 10 Percent Non-English
County, notices regarding the internal and
external claims review must appear in both
English and in such other relevant non-
English language and, once a request has
been made by a claimant, all subsequent
notices to such person must be in the
applicable non-English language as well.
Also, the Plan or Claim Fiduciary must
maintain oral language services in the non-
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(e)

English language (such as a telephone

customer assistance hotline) to answer

questions or provide assistance with filing
claims and appeals.

(v) Failure to adhere to all the requirements, described

previously relating to the ACA, will allow the claimant to

deem the internal claims and appeals process non-

compiiant (and exhausted), and the claimant may proceed

to pursue any external review process or remedies

(including court action) available under ERISA or under

state law, if applicable. Notwithstanding the above, action

or inaction relating to the above rules that is (i) de minimis,
(ii) non-prejudicial to the claimant, (iii) attributable to good

cause or matters beyond the Plan's or Claim Fiduciary's

control, (iv) in the context of an ongoing good-faith

exchange of information, and (v) not reflective of a pattern

or practice of non-compliance, will not be considered non-

comPliant.

Additional External Claims Provisions Requirements for Health Plans

Under the ACA. With respect to any Adverse Benefit Determination

(defined in secrion 7.4(d)) that involves medical judgment (including, but

not limited to, a determination regarding medical necessity,

appropriateness, health care setting, level of care or effectiveness of a

covered benefi| or its determination that a treatment is experimental or

investigational) or any claim involving a rescission of coverage (whether

or not the rescission has an adverse effect on any particular benefit at that

time), an external review is to be provided to a claimant either under the

State external appeals process or the Federal external appeals process as

described in the following paragraphs of this Section.

(i) For "State Review Plans" please refer to the table

identified here: https://acacmsresources.com/r/appeals.

(ii) For "Federal Review Plans" (i.e., plans that are (i) self-

funded or (ii) have not elected or are not eligible to be State

Review Plans), the DOL provides that the following basic

requirements apply under its safe harbor rules (which are

based in significant part on the NAIC Model Act)' The

external review rules may be provided in more detail in an

underlying document (which may also contain provisions

for the Plan's benefits) that is made part of the Plan'

a. A claimant shall have four months after the

day you receive notice or are deemed

notified of the final internal Adverse Benefit
Determination to request an external review

27

Y202507298:O2/05126'.IL:40:25AM / O 2026 ERISA Pros, LLC, All Rights Reserved

Ariel Clinical Services / ARIEL CLINICAL SERVICES WRAP BENEFIT PLAN / P1AN DOCUMENT



of any final internal Adverse Benefit
Determination;

b. The Plan or Claim Fiduciary shall have five
business days from the date the claim is
made to complete a preliminary review to
determine if the claim is eligible for external
review (determining whether the claimant
was covered (eligible) at the time the service
was provided), whether the appeal relates to
a medical judgment, and whether the
internal appeals process has been exhausted
(e.g., all relevant information requested from
the claimant was provided) and, therefore,
considered fully;

c. Within one business day after the
preliminary review, the plan or Claim
Fiduciary shall notify in wriring the claimant
of its decision. If the claim is complete but. 
not eligible for external review, the reason
for its ineligibility and contact information
for the Employee Benefits Security
Administration must be provided to the
claimant. If the claim is incomplete, an
explanation of what is necessary to complete
the claim must be requested of the claimant
and the Plan or Claim Fiduciary must permit
the claimant a reasonable time to perfect the
claim (i.e., the remainder of the four month
appeal period or, if later, 48 hours after the
notice of incompletion);

d. If the claimant appeals an appealable final
internal adverse benefits determination (or
challenges whether or not it is appealable),
the claim must be referred (i) to an
Independent Review Organization (IRO)
accredited by URAC (formerly known as the
Utilization Review Accreditation
Commission) or (ii) by a similar nationally-
recognized accrediting organization to
conduct external reviews, on a random basis
among two IROs in both cases contracted
with by the Plan Administrator or Claim
Fiduciary (which may be done through
global contracts obtained by a third party
administrator) and which provide in such
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existing contract for a rotating or other

unbiased (e.g., random) method of selection

and without financial incentives tending

toward denial of benefits. However, where

these conditions are not strictly met, the

DOL will make a determination on a case-

by-case basis of the Plan's compliance with
the external claims review requirements of
the ACA;

Once assigned to the IRO, the IRO must

make a determination on a non'urgent care

claim within forty-five days after the IRO
receives the assignment;

If the IRO reverses the decision of the Plan

or Claim Fiduciary, payments or coverage

must begin immediately, even if the Plan or

Claim Fiduciary expects to appeal it to a

court of law;

The claimant must have a right to expedited

review for an Urgent Care claim. The

standards for an Urgent Care claim under

external review are the same as those under

the internal review (e.g., upon request for

expedited treatment by the claimant, delay

would (i) seriously jeopardize the life or

health of the claimant or (ii) jeopardize the

claimant's ability to regain maximum

function). Once assigned to the IRO, the

IRO must make a determination on an

Urgent Care as expeditiously as possible but

in no event more than seventy-two hours (or

forty-eight hours if the request was not in
writing) after its receipt of the request. If the

IRO's notice of its determination is not

provided in writing within 48 hours after the

date of providing that notice it must provide

written confirmation to the Employee and

the Plan; and

The contracts with the IROs must include

the requirements contained in DOL
Technical Releases 2010-01 and 2011-02,

and the IROs must agree, among other

things, to the following: de novo review of
all information and documents timely
received (including the Plan document,
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claims records, health care professional
recommendations, and clinical review
criteria used, if any), retaining its records for
six years and making them available to the
applicable claimant (or to state and Federal
government agencies, to the extent not in
violation of any privacy laws) for
examination upon request, and inclusion of
certain information in notices to claimants.

(iii) The No Surprises Act (the ,.Act,,), part of the broader
Consolidated Appropriations Act of 2021, extended these
external claims provision requirements to any Adverse
Benefit Determination that involves consideration of
whether a plan or insurer is complying with the Act for
both Grandfathered and non-Grandfathered plans.

(iv) The Employer intends to comply in good faith with the
claims and appeals rules under the ACA, and the provisions
herein should be interpreted consistent with such intent.

Section 7.5 Disabilitv Claims.
A disability claim is a claim that requires the Plan to determine if the claimant is disabled
for purposes of eligibility for disability benefits under a Component Benefit plan. Except
as provided in this Section 7-5, the general claims pro.edu.es in Section 7.3 apply,
including but not limited to the provisions relating to any PIan fiduciary's rights and
responsibilities as provided in Section 7.3(c) and the claims limitation period ideitified in
Section 7.3(d). An adverse benefit determination made with respect to disability benefits
includes a rescission of disability coverage, as provided under Z-S CFn 2560.50"3-l(mX+)
(ii), that has a retroactive effect, except to the extent it is attributable to a failure to iimely
pay required premiums or contributions towards the cost of coverage.

(a) Time for a Decision on a Disability Claim. The PIan will notify the
claimant of its determination within 45 days after its receipt of the ilui-.
This period can be extended for two additional 30-day periods (up to a
total of 105 days) if a decision cannot be made becausi of .ir.urnriun..,
beyond the control of the Plan Atlministratol'. If an extension of time is
required, the ciaimant will be notified before the end of the initial 45-
day period of the circumstances requiring the extension and the date by
which the Claim Fiduciary expects to render a decision. If, prior to the
end of the first 30-day extension period, the Claim Fiduciary
determines that an additional extension is necessary due to matters
beyond its control, the Claim Fiduciary may take up to un additional
30 days to review the claim. If an additional extension of time is
required, the claimant will be notified before the end of the initial 30-
day extension period of the circumstances requiring the extension and
the date by which the Claim Fiduciary expects to render a decision. If
the Claim Fiduciary extends its period for reviewing a claim due to
special circumstances, the notice of extension the claimant receives
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will include an explanation of the standards on which entitlement to

benefits is based, the unresolved issues that prevent a decision on the

claim and any additional information needed to resolve these issues.

The claimant has at least 45 days to provide the specified information.

(b) Notificarion of Denial. If a claim for disability benefits is denied, the

claimant will receive written notice of denial that sets out the information

below in a culturally and linguistically appropriate manner in accordance

with 29 CFR 2s60.s03-1(m)(a)(ii):

(i) The specific reason or reasons for the adverse

determination;

(ii) Reference to the specific Plan provisions on which the

determination was made;

(iii) A description of any additional material or information
necessary to perfect the claim and an explanation of why

such material or information is necessary;

(iv) A description of the Plan's review procedures and the time

limits that apply to such procedures, including a statement

of the claimant's right to bring a civil action under ERISA

Section 502(a) if the claim is denied on review;

(v) where the determination is adverse, a discussion of the

decision, including an explanation of the basis for
disagreeing with or not following:

a. The views presented by the claimant to the

Plan of health care professionals treating the

claimant and vocational-professionals who

evaluated the claimant;

b. The views of medical or vocational experts

whose advice was obtained on behalf of the

Plan in connection with a claimant's adverse

benefit determination, without regard to
whether the advice was relied upon in
making the benefit determination; and

c. A disability determination regarding the

claimant presented by the claimant to the

PIan made bY the Social SecuritY

Administration;

(vi) If the adverse determination is based on a medical necessity

or experimental fteatment or similar exclusion or limit,
either an explanation of the scientific or clinical judgment

for the determination, applying the terms of the Plan to the

claimant's medical circumstances, or a statement that such
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explanation will be provided free of charge upon request of
such person or persons who conducted the initial claim
determination;

(vii) Either the specific internal rules, guidelines, protocols,
standards or other similar criteria of the plan relied upon in
making the adverse determination or, alternatively, a
statement that such rules, guidelines, protocols, standards
or other similar criteria of the Plan do not exist; and

(viii) A statement that the claimant is entitled to receive, upon
request and free of charge, reasonable access to and copies
of all documents, records, and other information relevant to
the claim.

(c) How to Appeal a Denied Disability claim. The claimant may appeal the
Plan's derermination within 180 days following receipt oi un idu.rr.
determination in accordance with the procedures set forth in Section 7.a@).
The Plan will notify the claimant of its determination on review within 45
days. under special circumstances, the claim Fiduciary may take up to an
additional 45 days to review the claim if it determines that such an
extension is necessary due to matters beyond its control. If an extension
of time is required, the claimant will be notified in writing before the end
of the initial 45-day period of the circumstances requiring the extension
and the date by which the Claim Fiduciary expects io render a decision.
The claimant has at least 4s days to provide the specified information.

(d) Notification of Benefit Determination on Review. The claimant will
receive written notice of the Plan's benefit determination on review that
sets out the information below in a culturally and linguistically appropriate
manner in accordance with 29 CFR 2560.S03-1(m)( )(ii):

(i) The specific reason or reasons for the adverse
determination;

(ii) Reference to the specific plan provisions on which the
benefit determination is based;

(iii) A statement that the claimant is entitled to receive, upon
request and free of charge, reasonable access to, and copies
of, all documents, records, and other information relevant
to the claimant's claim for benefits;

(iv) A statement describing any voluntary appeal procedures
offered by the PIan and the claimant,s right to obtain the
information about such procedures, and a statement of the
claimant's right to bring an action under ERISA Section
502(a), including any applicable contractual limitations
period that applies to the claimant,s right to bring such an
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(v)

action, including the calendar date on which the contractual

limitations period expires for the claim;

Where the determination is adverse, a discussion of the

decision, including an explanation of the basis for

disagreeing with or not following:

a. The views presented by the claimant to the

Plan of health care professionals fteating the

claimant and vocational professionals who
evaiuated the claimant;

b. The views of medical or vocational experts

whose advice was obtained on behalf of the

Plan in connection with a claimant's adverse

benefit determination, without regard to
whether the advice was relied upon in
making the benefit determination; and

c. A disability determination regarding the

claimant presented by the ciaimant to the

PIan made bY the Social SecuritY

Administration;

If the adverse benefit determination is based on a medical

necessity or experimental treatment or similar exclusion or

limit, either an explanation of the scientific or clinical
judgment for the determination, applying the terms of the

Plan to the claimant's medical circumstances, or a

statement that such explanation will be provided free of
charge upon request; and

Either the specific internal rules, guidelines, protocols,

standards or other similar criteria of the PIan relied upon in

making the adverse determination or, alternatively, a

statement that such rules, guidelines, protocols, standards

or other similar criteria of the Plan do not exist.

(vi)

(vii)

(e) Additional Requirements for Disability Claims. All claims and appeals for

disability benefits must be adjudicated in a manner designed to ensure the

independence and impartiality of the persons involved in making the

decision; thus, decisions regarding hiring, compensation, termination,

promotion, or other similar matters with respect to any individual (such as

i claims adjudicator or medical or vocational expert) must not be made

based upon the likelihood that the individual will support a denial of

benefits. Before a decision on review of a denied claim for disability

benefits may be made, the Plan Administrator shall provide the claimant,

free of chaige, with any new or additional evidence considered, relied

upon, or generated by the Plan, insurer, or other person making the benefit

determination (or at the direction of the Plan, insurer or such other person)
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in connection with the claim; such evidence must be provided as soon as
possible and sufficiently in advance of the date on which a notice of
adverse benefit determination on review is required to be provided under
applicable DoL regulations to give the claimant a r.usonuble opportunity
to respond prior to that date. In addition, before a decision on review of a
denied claim for disability benefits may be made based on a new or
additional rationale, the Plan Administrator shall provide the claimant,
free of charge, with the rationale; the rationale must be provided as soon
as possible and sufficiently in advance of the date on which the notice of
adverse benefit determination on review is required to be provided under
appiicable DoL regulations to give the claimant a reasonable opportunity
to respond prior to that date.

(f) Failure to Establish and Foiiow Reasonable claims procedures. Failure to
adhere to the requirements described in this section 7.5 will allow the
claimant to deem the claims and appeals process non-compliant (and
exhausted), and the claimant may proceed to pursue any remedies
(including court acrion) available under ERISA. Notwithsianding the
preceding sentence, action or inaction relating to the above rules that is (i)
de minimis, (ii) non-prejudicial ro rhe claimint, (iii) attriburable to good
cause or matters beyond the Plan's or claim Fiduciary's control, (iv) in
the context of an ongoing good-faith exchange of information, and (v)-not
reflective of a pattern or practice of non-compliance, will not be
considered non-compliant. This paragraph will be interpreted and
administered in accordance with 29 CFR 2560.S03-1(1X2).

ARTICLE EIGHT: Adoption by Affiliated Employers

Section 8.1 Adoption Procedure.
Any Affiliated Employer may adopt the Plan and become an Employer thereunder
provided Ariel Clinical Services approves the adoption of the Plan 

-by 
the Affiliated

Employer and designates the Affiliated Employer as an Employer. Any Affiliated
Employer agrees to be bound by the terms of the Plan and any other ierms and conditions
that may be required by Ariel Clinical Services or its delegaie, provided that such terms
and conditions are not inconsistent with the purposes of the plan.

Section 8.2 Adoption Agreement.
If Ariel Clinical Services should so require, the adoption of the Plan by any Affiliated
Employer may be made subject to a written Adoption Agreement.

SectionB.3 EmDloverReimbursement.
Each Affiliated Employer shall, upon demand from Ariel Clinical Services, reimburse
Ariel Clinical Services for the Affiliated Employer's appropriate share of any expenses,
insurance premiums or funding necessary to provide benefits under the plan. ih. i-ount
of such reimbursement shall be the sole discretion of Ariel Clinical Services and binding
on any adopting Affiliated Employer.
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Section 8.4 Withdrawal as Employer.
Any Affiliated Employer that adopts the Plan may withdraw from the Plan, but only with

the express written approval, and within the sole discretion, of Ariel Clinical Services,

and such withdrawal shall constitute a termination of the Plan as to such Affiliated

Employer. Any such withdrawal and termination must be in writing and filed with Ariel

Clinical Services or its delegate, and shall become effective when received by Ariel
Clinical Services unless there is a written agreement between Ariel Clinical Services and

the Affiliated Employer as to another effective date. Unless waived by Ariel Clinical

Services, an Affiliated Employer shall be responsible as to Participants and covered

Dependents for any such person's claims incurred but not presented for payment as of the

date of withdrawal.

Section 8.5 Controlling Employer's Right to Terminate Adoption.

Ariel Clinical Services his the right to terminate any Affiliated Employer's adoption of

or participation in the Plan at any time.

ARTICLE NINE: Miscellaneous

Section 9.1 Governing Law.
This PIan shall be construed, enforced, and administered in accordance with the laws of

Colorado, except to the extent that those laws are superseded by the Federal law of the

United States of America, in which case such Federal law shall apply. If any provision of

the Plan or the application thereof to any circumstance or person is invalid, the remainder

of the Plan and the application of such provision to other circumstances or persons shall

not be affected thereby.

In addition, certain Federal laws only apply based on factors such as the number of

employees or Participants relating to an Employer's control group or for other reasons. In

this regard, the following laws may be applicable (the provisions specified below are

intended to reflect the requirements of such laws and are not intended to grant additional

rights beyond such lawJ to any individual, and such language should be interpreted

accordingly):

(a) CHIPRA. The Children's Health Insurance Program ('CHIP") and

Medicaid were expanded under the Children's Health Insurance Program

Reauthorization Act of 2009 ("CHIPRA") to include the special

enrollment rights of Employees and Dependents beyond acquiring a

Dependent by birth, marriage, or adoption or losing other medical

.orll"tug" that was in place at the time of the original coverage. Employees

and Dependents who are eligible but not enrolled in a health plan must

also be given the opportunity to do so where (D the Employee's or

Dependent's Medicaid or CHIP coverage is terminated due to a loss of

eligibility, or (ii) rhe Employee or Dependent becomes eligible for a

subsidy with respect to this Plan under Medicaid or CHIP. An Employee

must request this special enrollment within 60 days of the loss of coverage

in the first scenario, and within 60 days of when eligibility is determined

in the second scenario if enrollment is desired. Employees have the option
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to keep their children covered under the state's health program or enroll
them in the employer's health plan.

To be "qualified employer-sponsored coverage" under the iaw, (i) the
Group Health Plan or health insurance coverage must be creditable
coverage for HIPAA purposes; (ii) the Employer contribution toward the
cost of any premium for the coverage must be at least 40o/o; and (iii) the
coverage must be available to individuals in a manner that would be
considered to be a nondiscriminatory group for eligibility purposes under
Section 105(h) of the Code. CHIPRA specifically excludes coverage under
health care flexible spending accounts and high deductible healih plans
("HDHP"s).

Each state in which an Employee resides will choose whether or not it will
implement this optional subsidy. It will then decide whether the subsidy
will be paid: (i) directiy to Employees as a reimbursement of their portion
of the Group Health Plan premium and other out-of-pocket ."p.nditur.r;
or (ii) directly to employers on behalf of the Employees. In this latter
instance, an employer may opt-out of receiving the premium assistance
subsidy so that the subsidy would be paid directly to the Employee. This
opt-out will permit the employer to continue to withhold the Employee,s
full premium obligation and avoid direct involvement with the subsidy
program.

The amount of premium assistance available is the incremental premium
cost difference between coverage for the Empioyee only and coverage for
the Employee plus the eligible child or children.

Employers must notify all Employees about the new cHIpRA special
enrollment rights regardless of enrollment status. The enrollment notice
may be given to Employees together with the Group Health plan,s
eligibility and enrollment information, open enrollment packets, or
summary plan description.

An Employer must also provide an annual notice to all Employees
residing in impacted states regarding the assistance available and how to
apply for such assistance, regardless of enrollment status. Each Employer
sponsoring a Group Health plan must provide the Employer
Medicaid/CHIP Notice to applicable Employees.

In addition, CHIPRA requires plan sponsors to provide disclosure
information to state agencies regarding when a plan participant or
beneficiary is covered under the company's Group Health pian and
Medicaid or GHIP. This disclosure is designed to assist states in
determining the cost-effectiveness of providing the premium assistance
subsidies. The law directs the Department of Health und Hu-an Services
(*HHS") and the DoL to develop a model disclosure form for this purpose.
States may not request this information until the first plan year that begins
after the date on which the model form is first issued.
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(b) Continuation Coverage Under COBRA. Where the Consolidated Omnibus

Budget Reconciliation Act of 1985, as amended (*COBRA") applies to a

Component Benefit Plan, such Plan shall be operated in accordance with

such law. Generally, if the Group Health PIan coverage for a Participant or

his or her eligible family members ceases because of certain "qualifying
events" specified in COBRA (such as termination of employment,

reduction in hours, divorce, death, or a child's ceasing to meet the

definition of Dependent), then the Participant and his or her eligible family

members may have the right to purchase continuation coverage for a

temporary period of time. COBRA rights are generally explained in detail

in the Certificate of Coverage issued by an insurance company or in the

Group Health Plan. Consistent with law, the Plan Administrator (or third-

party COBRA administrator, if any) will provide qualified beneficiaries

with a coBRA election form. Qualified beneficiaries must elect to
continue participation within 60 days after participation ends or from the

date of receipt of the form, whichever is later. The Plan will offer COBRA

continuation coverage only after the PIan Administrator (or third-party

COBRA administrator, if any) has been notified that a qualifying event

has occurred. COBRA rights are generally explained in detail in the

Certificate of Coverage issued by an insurance company or in the Group

Health Plan. In the event any provision of this document, including the

applicable Exhibits, fails to comply with the requirements of applicable

law or fails to determine the rights or liability of any party, the provisions

of COBRA shall prevail. In no event shall the rights granted by this Plan

be greater than those required to be provided by COBRA.

To continue group health coverage under COBRA, the Employer may

elect to charge the qualified beneficiary up to 102%o of the fuII cost of the

coverage (or 150% in the case of an 11-month extension due to disability

if the disabled qualified beneficiary's coverage is continued during the

extension period). These payments are to be made during the 18, 29 or 36-

month period of continuation coverage according to the COBRA rules'

The first premium payment must be received by the COBRA administrator

within 45 days after the date of the COBRA election and must include

coBRA payment for the entire period from the date coverage ended

through the month of the payment. Subsequent premiums must be

received by the COBRA administrator within 30 days after the premium

due date.

If health care FSA coverage is offered under the Plan, COBRA

continuation for such coverage ends on the last day of the health care FSA

plan year in which the qualifying event occurs, unless the Employer

allows the optional carryover feature. A COBRA qualifying beneficiary

must be provided the health care FSA carryover option if it is provided to

active health care FSA Participants. The health care FSA carryover

cannot last beyond the end of the applicable maximum COBRA coverage

period (e.g., 18 monrhs from the date of the coBRA qualifying event).

Ho-"t.r, COBRA will not be provided under the health care FSA if, as of
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the date of the qualifying event, the participant would not receive (during
the remainder of the plan year) a benefit under the health care FSA that ii
more than the amount such Participant would pay for coBRA for the
remainder of that plan year. Any carryover permitted by the Employer
must be included in determining whether the health care FSA is
underspent. As an additional benefit, the Employer may in its sole
discretion extend to civil union partners, and qualified su-e-rur domestic
partners the rights which may parallel the Federal laws of coBRA
("COBRA-like rights"). Where such extension has been made, the
applicable certificate of coverage (or its equivalent) will address the
details. Any coBRA-like rights offered under the plan to such persons
presently do not enjoy the same income tax benefits at the Federal level as
regular coBRA benefits and may not at the state level. This document
does not address Federal, state and local tax treatment in detail, and is not
intended to provide tax advice.

(c)

("CARES") Act. Section 6001 of the FFCRA, as amended and expanded
by Section 3203 of the CARES Act, requires group health plans (other
than plans providing excepted benefits; grandfathered group health plans;
retiree only plans and short-term, limited-duration insurance plans) and
health insurance issuers to cover COVID-19 vaccines, as well as any
qualifying coronavirus preventive services, without cost sharing. Such
qualifying coronavirus preventive services are defined in Section 3203(b)
(1) as "an item, service or immunization that is intended to prevent or
mitigate COVID-19."

The vaccine coverage mandate and no cost share requirement for
qualifying coronavirus preventive services will not expiie for all in-
network providers.

(d) Family and Medical Leave Act coverage. The Family and Medical Leave
Act of 1993 ('FMLA") generally applies to emproyers with s0 or more
employees within a 75 mile radius. FMLA also requires an employee to
have worked a certain number of hours and months in order to be eligible.
Where applicable this law provides certain rights and options relating to
Group Health Plan coverage. It requires covered employers to provide up
to 12 weeks of unpaid, job-protected leave to eligible employees. such
family ieave is allowed for the following reasons: incapacity due to
pregnancy, prenatal medical care, or child birth; care for the employee,s
child after birth or placement for adoption or foster care; cars foi the
employee's spouse, child, or parent who has a serious health condition; or
a serious health condition that makes the employee unable to perform his
or her job.

In 2008 the FMLA was expanded regarding an eligible employee,s parents
or immediate family members being called to active military duty siatus or
in active military duty: first, the events for triggering family leave now

3B

Y2o2507298:02/o5/26:!L:40:2s AM / @ 2026 ERISA pros, LLC, All Rights Reserved
ATiCI CIiNiCAI SCTVices / ARIEL CLINICAL SERVICES WRAP BENEFIT PI,Aiv / Pian Document

and



include "qualifying exigencies" of covered service members. Second, with
respect to care for covered service members with a serious injury or illness,

eligible employees can take up to 26 weeks of job-protected leave in a

single 12-month period.

while an employee is on FMLA leave, the employer must maintain the

employee's health coverage, including family coverage, under any Group

Health Plan on the same terms as if the employee had continued to work'
Any changes to the Group Health Plan during the time an employee is on

FMLA leave apply to that Employee's health benefits. Notice of any

opportunity to change plans or benefits must also be given to an employee

on FMLA leave.

Covered employers must inform employees requesting leave whether they

are eligible under FMLA. If they are, the notice must specify any

additional information required as well as the empioyees' rights and

responsibilities. If they are not eligible, the employer must provide a

reason for the ineligibility. Covered employers must inform employees if
leave will be designated as FMlA-protected and the amount of leave

counted against the employee's leave entitlement. If the employer

determines that the leave is not FMlA-protected, the employer must

notify the employee.

However, an employee may choose not to retain health coverage during

FMLA leave. When the employee returns from FMLA leave, the

employee is entitled to be reinstated on the same terms as prior to taking

the leave. Upon return from FMLA leave, most employees will be restored

to their original or equivalent positions with equivalent pay, benefits, and

other employment terms to the extent required by the law. Use of FMLA
leave cannot result in the loss of any employment benefits that accrued

prior to the start of an employee's leave.

The employer's obligation to maintain health benefits under FMLA stops

if the employee's premium payment is more than 30 days late and the

employer has given the employee written notice at least 15 days in
advance advising that coverage will cease if payment is not received. If an

employee's coverage lapses because he or she failed to make his or her

premium payments, the Employer must restore the employee's coverage

upon return from FMLA leave; the employee cannot be required to meet

any qualification requirements imposed by the plan, including new waiting
periods or passing a medical exam to be reinstated.

An employer's obligation to maintain health benefits under FMLA also

stops if and when an employee informs the employer of intent not to
return to work at the end of the leave period, or if the employee fails to
return to work when the FMLA leave entitlement is exhausted for a reason

other than medical necessity. Generally, if the employee does not return

from leave, the employer has the right to request reimbursement for any

payments made for the employee's coverage during leave.
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coverage provided under the FMLA is not coBRA coverage, and FMLA
leave is not a qualifying evenr under coBRA. A coBRA qualifying event
may occur, however, when an employer's obligation to maintain health
benefits under FMLA ceases, such as when an employee notifies an
employer of his or her intent not to return to work or fails to return to work
at the end of the FMLA leave.

(e) GINA. The Genetic Information Nondiscrimination Act ("GINA") applies
to certain health plans (generally those that are not HlpAA-excepted).
GINA states that health benefit plans may not disoiminate on the basis of
genetic information with respect to eligibility, premiums and contributions.
In this regard, GINA generally prohibits private employers with more than
15 employees from the collection or use of genetic information (including
family medical history information) by a "covered entity,, or ,.business

associate" as defined under HIPAA. one exception to this rule is that a
minimum amount of genetic testing results may be used if necessary to
make a determination regarding a claims payment.

Where GINA applies, genetic information is treated as protected health
information under HIPAA. under GINA, the plan must provide that an
employer cannot request or require that the individual reveal whether
genetic testing has or has not occurred relating to that individual, nor can
an employer require an individual to undergo a genetic test. An employer
cannot use genetic information to set contribution rates or premiums.
Covered entities and business associates may not use genetic information
for restricted underwriting purposes. "Resricted underwriting purposes,'
include underwriting activities involving eligibility determinitions,
premium computations, and any other activities related to the creation,
renewal, or replacement of a contract of health insurance or health benefits.

GINA allows an additional exception to the general prohibition described
above' This exception applies where an employer offers an incentive for
an employee's spouse to provide information about the spouse's current or
past health status as part of a voluntary wellness program.

(f) HIPAA compliance Requirements. where HIPAA applies ro a
Component Benefit Plan, such Plan shall be operated in accordance with
such law. Where GINA applies, genetic information is treated as protected
health information under HIPAA.

In addition, a Group Health plan that is subject to HIpAA (i.e., not
HIPAA-Excepted Coverage) must comply with rhe following:

(i) If a Group Health plan provides benefits for a type of
injury, it may not deny benefits otherwise provided for the
treatment of injury if the injury results from an act of
domestic violence or a medical condition (including both
physical and mental health conditions);
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(ii) A Group Health Plan may not apply a "Preexisting

Condition Exclusion" (as defined under HIPAA);

(iii) A Group Health Plan must provide for special enrollment

opportunities. These rules are explained in more detail in
the Certificate of Coverage relating to the applicable Group

Health PIan;

Where a wellness program that is a health-contingent

program subject to HIPAA is offered under the Plan, the

Plan will provide a reasonable alternative standard for
participation in all Plan materials describing the program-

Thir may include tailoring the standards for each individual

on a case-by-case basis in order to comply with the HIPAA
wellness rules; and

Where extension of benefits has been made to civil union

partners, and qualified same-sex domestic partners, the

HIPAA privacy rights shall apply.

(iv)

(v)

(e)

(h)

Medicare. Before October 15 of each year, employers must inform

Medicare-eligible participants as to whether the group plan's prescription

drug coverage is creditable, meaning that the coverage is expected to pay,

on average, as much as the standard Medicare prescription drug coverage.

Individuals who do not maintain creditable coverage for 63 days or longer

following their initial enrollment period for Medicare Part D may be

required to pay a late enrollment penalty.

Mental Health Parity. The Mental Health Parity Act of 1996, as amended

by the Paul wellstone and Pete Domenici Mental Health Parity and

Addiction Equity Act of 2008, as amended thereafter (collectively

"MHPAEA"), generally requires that, where the employer employs more

than 50 employees and its health plan provides for mental health and

substance ,r. disorder benefits, parity is required between mental

health/substance use disorder benefits and medical/surgical benefits

offered under a Group Health PIan. Therefore, financial and treatment

limits for mental health/substance use disorder, such as deductibles, co-

payments, co-insurance and out-of-pocket expenses, days of coverage,

limited networks for services, and other similar limits on dollars or scope

or duration of treatment may not be substantially more limited than for

medical/surgical benefits provided.

An exemption under MHPAEA exists in which a Group Health Plan

sponsor is able to demonstrate that compliance with MHPAEA results in

increased claims of at least 2Vo in the first year the plan is subject to

MHPAEA or lVo in subsequent years. If a Group Health Plan obtains a

certified actuarial report demonstrating the increase in actual costs, then

the plan qualifies for exemption from the parity requirements for one year.

Under MHPAEA, plans that comply with the parity requirements for one
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full plan year and that satisfy the conditions for the increased cost
exemption are exempt from the parity requirements for the following plan
year, and the exemption lasts for one year. Thus, the increased cost
exemption may only be claimed for alternating plan years.

The consolidated Appropriations Act, 202r ('cAA 202r') further
amended the MHPAEA to require Group Health plans to perform and
document comparative analyses of the design and application of non-
quantitative treatment limitations ("NerLs") e.g., limits that Group
Health Plans place on benefits that are not tied to specific monetary or
visit limits). such comparative analyses must be made available, upon
request, to the secretaries of HHS, the DoL, and the Department of the
Treasury (the "Treasury") (collectively, the ,.Departments,,). In addition
to the requested analyses, the following information must also be
submitted:

(i) The specific plan or coverage terms or other relevant terms
regarding the NQTLs and a description of all mental
health/substance use disorder benefits;

(ii) The facrors used to determine that the Nerls will apply to
mental health/substance use disorder benefits and medical

,n::1-":.,Xibenefits 
and the evidentiary standards used for

(iii) The comparative analyses demonstating that the processes,
strategies, evidentiary standards, and other factors used to
apply the NQTLs to mental health/substance use disorder
benefits, as written and in operation, are comparable to, and
are applied to no more stringently than, the processes,
strategies, evidentiary standards, and other factors used to
apply the NeTLs to medical or surgical benefits in the
benefits classification; and

(lv) The specific findings and conclusions reached by the Group
Health Plan or health insurance carrier with respect to the
health insurance coverage, including any results of the
analyses that indicate that the plan or coverage is or is not
in compliance with the MHpAEA.

(v) Generally effective for plan years beginning on or January
1,2025, under the Departments, final rules of CAA 2021, a
plan fiduciary is required to certify that such fiduciary has
engaged in a prudent process to select one or more
qualified service providers. This process is to include
performing and documenting comparative analysis with
respect to any Nerls relating to mental health/substance
use disorder benefits to ensure parity with medical/surgical
benefits so that such services have satisfied and will
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(i)

continue to satisfy such fiduciary's duty to monitor those

service providers consistent with law'

In this regard, a plan fiduciary should maintain the

comparative analysis to be made available upon request

from any of the following: the DOL, the HHS, the Internal

Revenue Service, relevant state authorities or plan

participants.

Michelle's Law. Michelle's Law applies to Group Health Plans in limited

circumstances. Michelle's Law states that health benefit plans must

provide extended coverage to a Participant's Dependent, who as a full-
iime student in a postsecondary educational institution would otherwise

lose coverage because of taking medically-necessary leave due to a serious

illness or injury. This extension is required for up to twelve (12) months or,

if earlier, the date the coverage would otherwise end under such

component benefit plan.

This extended coverage may be conditioned on the Plan's receipt of a

certification from a physician who has examined the Dependent and

represents the need for the Dependent's leave or change in enrollment

stitus due to the serious illness or injury. The Plan must furnish

information about Michelle's Law in any notice regarding a certification

of student status required for continued coverage under the health plan

component of the Plan. Such notice must describe rights to continued

.ou.iug. during a medically necessary leave of absence. The Plan intends

to be in good faith compliance with the law and, therefore, any language

in the Plan or a Component Benefit PIan to the contrary is to be

superseded by the requirements of Michelle's Law.

0) Newborns' Mothers' Health on Act. Group Health Plans and

health insurance insurers offering group insurance coverage generally may

not, under Federal law, restrict benefits for any hospital length of stay in

connection with childbirth for the mother or newborn child to less than 48

hours following a normal vaginal delivery, or less than 96 hours following

a cesarean section. However, Federal law generally does not prohibit the

mother's or newborn's attending provider, after consulting with the

mother, from discharging the mother or her newborn earlier than the

previously discussed periods. In any case, such plans and insurers may not,

under Federal law, require that a provider obtain authorization from the

plan or the insurance insurer for prescribing a length of stay not in excess

of such periods.

(k) No Act. The No Surprises Act (the "Act") is a key component of

the CAA 2021. It seeks to Protect patients from surprise medical bills

when they receive unanticipated out-of-network care from providers and

facilities delivering emergency care or from out-of-network Providers
delivering emergency and non-emergency care at in-network facilities.
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The Act also protects patients from surprise bills from out-of-network air
ambulance services.

The Act applies to Grandfathered and non-Grandfathered Plans but does
not apply to retiree-only plans, health reimbursement arrangements,
excepted benefits, or short-term limited-duration insurance plans.

(i) Emergency services. The cAA 2021 prohibits providers
and plans from balance billing patients for emergency
services, regardless of the in-nefwork or out-of-network
status of the facility or provider treating the patient.
Emergency services can include items and services
provided to patients after they are stabilized and as part of
outpatient observation, or as part of an inpatient or
outpatient stay that is connected to the original emergency
visit, unless certain conditions are met. The patient is only
responsible for the cost-sharing amount (i.e., copayments
and deductibles) that would apply if the services had been
provided at in-network facility and in-network provider.

Patient cost-sharing cannot be greater than the recognized
amount and will count toward any in-network deductible or
out-of-pocket maximums. The recognized amount may be
either: (i) determined by existing state law or regulation, or
(ii) if no state law is in place, the qualifying payment
amount ("QPA") (defined by the CAA 2021 as the median

;?Tl'i*,:;,HJ:;1:T,X:1iJ,Jff ",i'tl,ilJii"Jllllsame or similar item or service, by a similar provider, in the
same geographic region). The epA will be increased
annually by the consumer price index.

(ii) No!-Emergencv Services. The CAA 202I generally
prohibits balance billing for non-emergency services
performed by out-of-network providers at in_network
facilities. The non-emergency provisions allow for some
exceptions to the surprise billing protections if the patient
receives specific notice and provides consent. For patients
who make an appointment at least 72 hours in advance,
providers who are eligible to request a consent waiver must
include a written notice to the patient not later than T2
hours before the date on which the items or seryices are
provided. otherwise, providers who are eligible to request a
consent waiver must include a written notice to the patient
on the date the appointment is made. This notice must
include the following information:

a. notification that the provider or facility is
out-of-network;
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b. clear statement that consent is optional and

the patient can seek care from an in-network
provider;

c. good faith estimate of the amount the patient

may be charged;

d. if the service is to be furnished by an out-of-
network provider in an in-network facility, a

list of in-network providers who are able to
provide the service; and

e. information on whether prior authorization
is needed.

Once the patient receives the notice, he or she has the

option to consent. The notice must be signed by the patient

where the patient acknowledges that he or she was

provided with written notice and informed about the

payment and how it may affect cost-sharing. The consent

must include the date on which the patient received the

notice and the date on which the patient signed the consent.

The plan must retain the consent for seven years.

If the notice and consent requirements are not met, the cost

sharing for the item or service cannot be greater than if the

service was Provided in-network.

(iii) Ancillarv services. If the out-of-network provider meets

certain notice and consent requirements, the patient may be

balanced billed. This opportunity is not available for
specified ancillary services. Ancillary services that may not

balance bill include the following:

a. services provided at an in-network facility
related to emergency medicine,
anesthesiology, pathology, radiology,
laboratory and neonatology, regardless of
whether they are provided by a physician or
non-physician practitioner, and items and

services provided by assistant surgeons,

hospitalists and intensivists;

b. diagnostic services (including radiology and

laboratory services);

c. items and services Provided bY a

nonparticipating provider if there is no

participating provider who can furnish such

item or service at the facilitY; and
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d. other items and services provided by other

iffi'il.it"rt#:ll'"T'* 
as HHS speciries

(iv) Air Ambulance Services. The Act also addresses balance
billing for patients for air ambulance services (the
legislation does not address ground ambulance services). If
an insured patient receives air ambulance services by an
out-of-network provider, and those services otherwise
would have been covered if the air ambulance was in-
network, the patient may only be responsible for the same
cost sharing that would apply if the provider was in-
network. The cost sharing amounts can count toward the
patient's in-network deductible and out-of-network
maximums.

0) Qualified Medical child support orders. The Employer,s group health
plans (including, but not limited to, medical, vision, dental and employee
assistance plans) will provide benefits as required by any eualified
Medical child support order ("eMCSo") as defined in Section 609(a) of
ERISA and will provide benefits to Dependent children placed with
Participants for adoption under the same terms and condition; as apply in
the case of Dependent children who are natural children of Participinti, in
accordance with ERISA section 60g(c). The Employer has established
detailed procedures for determining whether an order qualifies as a
QMCSO. Participants' spouses and beneficiaries can obtain, without
charge, a copy of such procedures from the plan Administrator.

(m) The Affordable care Act. The ACA requires the modification of Group
Health Plans in a number of ways. Below are significant changes (whicir
may also be reflected in the applicable Certificates of Coverage) that
affect Group Health Plans rhot are neither a Grondfathered plon no,
HIP AA-Excepted C ov erag e:

(i) If a Participant or Dependent receives emergency services
in the emergency depafiment of a hospital, such participant
or Dependent is not required to obtain prior authorization,
and such Participant's or Dependent,s cost-sharing
obligations (including co-payments and co-insurance) wii
be the same as would be applied to care received by
preferred providers; however, such participant or
Dependent may be responsible for the allowed amount
under the Group Health Plan and the amount billed by a
non-network provider, to the extent permitted by the ACA;

(ii) Coverage of minimum preventive care services that have in
effect a rating of "A" or "B" in the current recommen-
dations of the U.S. Preventive Services Task Force must be
provided without cost-sharing by the covered person and
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which also include special provisions for first dollar

coverage of certain immunizations, preventive care and

screening for infants, children, adolescents, and women,

except as otherwise provided by applicable law and

guidance;

(iii) If the Group Health Plan requires or allows a Participant to

select a primary care physician ("PCP"), the Participant can

designate any participating PCP (who participates in the

network and who is accepting new patients) as the

designated PCP; additionally, a participating physician

specializing in pediatrics may be selected as the PCP for a

covered Dependent child; if the Group Health Plan

designates a PCP automatically, until a Participant makes

this designation, the Group Health PIan or health insurer

will designate one for the Participant;

(iv) A female covered person is permitted to receive services

for OB/GYN care without referral by a PCP' That is, prior

authorization from a health plan or insurer or from any

other person (including a primary care provider) is not

necessary in order to obtain access to obstetrical or

gynecologicalcarefromahealthcareprofessionalinthe
network who specializes in obstetrics or gynecology' The

health care professional, however, may be required to
comply with certain procedures, including obtaining prior

authorization for certain services, following a pre-approved

reatrnent plan, or procedures for making refenals; and

(v) Internal appeal and external review claim procedures are

revised as provided in Section 7 '4 of this Plan Document'

Significant changes (which may also be reflected in the applicable

Certificates of Coverage) include the following for both Grandfathered

Plans and non-Grandfathered Group Health Plans that are not HIPAA-

Excepted Coverage:

(D Any lifetime and annual maximum no longer applies to

essential health benefits (to the extent covered under the

Group Health Plan), which include the following:

ambulatory patient services; emergency services;

hospitalization; maternity and newborn care; mental health

and substance use disorder services (including behavioral

health treatment); presffiption drugs; rehabilitative and

habilitative services and devices; laboratory services;

preventive and wellness services and chronic disease

management; and pediatric services, including oral and

vision care (collectively, "Essential Health Benefits")' For

purposes of determining whether a benefit or service is an
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essential health benefit relating to permissible annual or
lifetime limits and cost sharing limits under the ACA, the
Plan must choose a benchmark state;

(ii) No rescissions in health plan coverage will be allowed
except for fraud or an intentional misrepresentation of a
material fact and will require 30 calendar days, advance
notice to an individual before coverage is rescinded;

(iii) If a health plan includes coverage for Dependents, a
Participant's child (including srep-child, legally adopted
child, a child placed for adoption and a child under a

Qualified Medical Child Supporr Order or National Support
Notice described in more detail in Section 9.1(l) above) is
covered until the end of the calendar month in which such
child turns age 26 regardless of such child,s tax dependent
status;

(iv) Discrimination is prohibited against health care providers
acting within the scope of their professional license and
applicable state laws;

(v) It is prohibited for a health plan to drop coverage because
an individual (who requires treatment for cancer or another
life-threatening condition) chooses to participate in a
clinical trial or deny coverage for routine care that would
otherwise be provided because an individual is enrolled in a
clinical trial; and

(vi) The annual limitation (for other than HSA-compatible
high-deductible health plans, which limits are less) on the
out-of-pocket maximum on essential health benefits, for
plan years beginning in 2025, is $9,200 for self-only
coverage and $18,400 for coverage other than self-only
coverage (increased in both cases in future years by the
premium adjustment percentage described under ACA
Section 1302(c)(a)).

(n) 2021 The CAA
2021 generally prohibits Group Health plans or issuers offering group
health insurance from entering into agreements with healthcare providers,
TPAs or other service providers that include certain "gag clause" language
(provisions directly or indirectly restricting specific data and information
that the plan can make available to another party). Beginning in 202J,
Group Health Plans and insurers must annually attest to iheir compliance
with the prohibition against these gag clauses. The attestation is mide by
submitting a Gag Clause Prohibition Compliance Attestation through thl
centers for Medicare & Medicaid Services' Health Insurance oveisight
System.

48

Y2o2507298:02/05/26:n:40:2s AM / @ 2026 ERISA pros, LLC, All Righrs Reserved
Ariel clinical services / ARIEL CLINICAL SERVICES wRAp BENEFIT plAu I ptan Documenr



(o)

Attestations are due on December 31 each year and may be accessed here:

https://acacmsresources.com/r/hios-gcDca-ui. Additional information is

available here: httDs://acacmsresources'com/r/gag-clause-info.

Transparency in Coverage Rule. The DOL, HHS, and the Treasury jointly

released the final Transparency in Coverage ruling (the "TiC Rule"),

which implemented certain reporting provisions of the ACA requiring

Group Health Plans and issuers on the individual and group markets to

post information about the cost to participants, beneficiaries, and enrollees

ior in-network and out-of-network healthcare services through machine-

readable files posted on a public website. This rule does not apply to

Grandfathered Health Plans, HIPAA-Excepted Coverage, healthcare

sharing ministries or short-term limited duration insurance plans.

The TiC Rule requires plans and issuers to publish in the in-network

machine-readable files all applicable rates (i.e., negotiated rates,

underlying fee schedule rates or derived amounts), regardless of the type

of payment model or models under which coverage is provided. The

required rates must be reflected as dollar amounts. However, there are

arrangements where a dollar amount can only be determined

retrospectively because, for example, the agreement between the plan or

issueiand the in-network provider states that the plan or issuer will pay a

fixed percentage of the billed charges (i.e., such as "percentage-of-billed

charges," low-volume procedures or high-cost, outlier inpatient care), thus

the dollar amount cannot be determined until a claim is made.

(i) Public Website Requirement. Machine-readable files must

be posted on a public website. The TiC Rules clearly state

that the files must be accessible for free, without having to

establish a user account, password, or other credentials and

without submitting any personal identifying information

such as a name, email address, or telephone number. If a

third party website hosts the files, the plan or issuer must

post a link to the file's location on its own public website.

Simply posting the files on an individual plan website or

the plan sponsor's company intranet falls short of these

requirements.

Enforcement Safe Harbor. The DOL, HHS, and the

Treasury have provided an enforcement safe harbor for
arrangements where a specific dollar amount cannot be

determined to satisfy the reporting requirement. The safe

harbor will not apply if the DOL, HHS and the Treasury

determine that the arrangement at issue can sufficiently
disclose a dollar amount.

a. For a "Percentage-of-bilied-charges"
arrangement where dollar amounts cannot
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(iii)

be assigned to an item or seryice for an in-
neftvork provider prior to a bill being
generated, the plan or issuer may report a
percentage number, in lieu of a dollar
amount. Specific language to be used for
percentage-of-billed-charges anangements
was provided in the Frequently Asked
Questions ("FAQs") issued by the DOL,
HHS and the Treasury.

b. Under an alternative reimbursement
arrangement, if the reporting tool or schema
does not support the arrangement, or if the
contractual anangement requires the
submission of additional information to
describe the nature of the negotiated rate,
plans and issuers may disclose it in an open
text field a description of the formula,
variables, methodology or other information
necessary to understand the arrangement.
Additional guidance on specific language to
be used in the open text field was also
provided in rhe FAes issued by the DOL,
HHS and the Treasury.

c. Please refer to the FAes here:
https ://acacmsresources. com/r/acafaq.

The Cost-Sharing Information Requirement. For plan years
beginning on or after January I,2028, Group Health plans
and health insurance issuers must provide participants,
beneficiaries, and enrollees with an internet-based price
comparison tool. The internet-based price comparison tool
should enable individuals to obtain real-time, accurate
estimates of their potential out-of-pocket costs for covered
items and services they might receive from different
providers. This information will allow individuals to
understand and compare health care costs before receiving
care.

fransparency requirements apply to the Group Health
Plans, including self-insured and level-funded plans and
health insurance issuers of individual and group coverage.
lssuers have a year to provide participants with complete
price comparison information. But for the plan year
beginning on or after January 1,202J, issuers must provide
price comparison information for a minimum of 500 items
and services.
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(p) uniformed services Employment and Reemplovment Rights Act

Coverage. Any Participant covered under the Uniformed Services

Employment and Reemployment Rights Act of 1994 ("USERRA"), shall

continue to participate and be eligible to receive benefits under the Plan in

accordance with USERRA rules and regulations. Any continuation

coverage provided pursuant to USERRA will run concurrently with

COBRA continuation coverage, to the extent permitted by law'

(q) women's Health and cancer Rights Act. The women's Health and

Cancer Rights Act of 1998 ("WHCRA") requires that health plans offering

medical and surgical benefits in connection with a mastectomy also

provide coverage for (i) reconsftuction of the breast on which the

mastectomy wai performed; (ii) surgery and reconstruction of the other

breast to provide symmetrical appearance; and (iii) prostheses and

treatment of physical complications during all stages of the mastectomy,

including lymphedema.

Section 9.2 Communication to EmDloyees.

The Employ.r *itt notify all Employees of the availability and terms of the Plan at such

time and in such manner as the Controlling Employer may determine.

Section 9.3 Limitation of Rights.
Neither the establishment of the Plan nor any Plan amendment will be construed as

giving to any Participant or other person any legal or equitable right against the Plan

Ld*i'tirt.utor, Ariel t[nical Services, or any Affiliated Employer, except as expressly

provided in this Plan document or under applicable law, and in no event will the terms of

fmployment or service of any Participant be modified or in any way be affected hereby.

Section 9.4 Benefits Solely from General Assets.

The Employu. int.ndr that, in most instances, the benefits provided under this Plan will
be paid soiely from the general assets of the Employer or through insurance. Where

benlfits are provided by insurance, the Employer has no obligation for the payment of

such benefits, except as expressly provided by the Plan'

Section 9.5 Errors.
Any administrative or clerical error when determining eligibility or benefits or

maintaining Plan records shall not place in force any coverage or benefits not provided

under the Flan, void any valid coverage or benefits provided under the Plan, or extend

any coverage or benefits that have otherwise terminated. When an administrative or

clerical error becomes known (including an error relating to mistaken contributions), the

Plan Administrator shall cause such adjustments to be made as the Plan Administrator, in

its discretion, determines to be appropriate under the circumstances. In no event shall the

Controlling Employer or any Employer or the Plan Administrator, or other fiduciary of

the Plan Ue tiabte in any manner for any administrative or clerical error, or for any other

determination of fact, made in good faith.

Section 9.6 Non-Alienation of Benefits or Other Rights and Obligations.

Except as expressly provided in the Plan (including in an applicable Component Benefit
plani benefiis available or provided under the Plan: (i) are not in any way subject to
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debts or other obligations of a Participant (or beneficiary) entitled thereto; (ii) may not be
voluntarily or involuntarily sold, transferred, alienated, assigned, or encumbeied; and (iii)
shall not be subject to being taken by his or her creditors by any process whatsoever; and
any attempt to cause such benefits to be so subjected will not be recognized, except to the
extent required by law (e.g., as required by the tax withholding provisions of applicable
law).

Also,_ except as expressly provided in the Plan (including in applicable Component
Benefit Plan), any other rights and/or obligations under the plan to or with ..rpuit to u
Participant (or beneficiary) may not be voluntariiy or involuntarily sold, transferred,
alienated, assigned, or encumbered, and any attempt to cause such right or obligation to
be so subjected will not be recognized except to the extent required b-y law (e.gl, by the
designation of an authorized representative pursuant to th; Claims procedures of
ARTICLE SEVEN of the Plan and ERISA).

Section 9.7 Nondiscrimination Reouirements.
All rules, decisions, interpretations and designations by the Plan Administrator under the
Plan shall be made in a nondiscriminatory manner, und person, similarly situated shall be
treated alike. Further, this Plan shall not in operation discriminate in favor of ,,highly
compensated individuals" (as defined under Code Section a1a(fl) as to eligibility to
participate or in favor of "highly compensated individuals" as to contribuiions and
benefits as required by any applicable provisions of the Code, including, but not limited
to, Sections 79 and 105(h) and 125. If the PIan Administrator determinei during any plan
Year that the Plan may fail to satisfy any nondiscrimination requirement impoied bn the
Plan by the Code or may exceed any limitation on beneiits provided to ,,highly
compensated individuals," "key employees" or such other Employ""s or classification of
Employees for whom benefits may not be discriminatory und.r the Code, the plan
Administrator shall have the discretion and authority to take such action as it deems
necessary to assure compliance with such nondiscrimination requirement limitation.

* * t<*r< *** * * >t<** * * ** t< *

IN WITNESS WHEREOF, and as conclusive evidence of the adoption of the foregoing,
Ariel Clinical Services has caused the Plan to be duly executed in its name and on its
behalt to be effective as of January 1,,2026.

Ariei Clinical Services

By:

Title:

Date
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EXHIBIT A

EXHIBIT A: COMPONENT BENEFIT PLANS

ARIEL CLINICAL SERVICES WRAP BENEFIT PLAN

The information in this Exhibit is effective January L, 2026 unless otherwise indicated

below.

Component Benefit Plans Offered Under the Plan

Below is a list of each Component Benefit Plan and the eligibility and participation

requirements of those plans. Also listed may be the name of the Insurance Company or

Administrator that p.ocerses claims, the address for filing claims and the telephone

number to call for questions regarding claims procedures and forms.

Generally, unless otherwise indicated below or as provided in Exhibit B, an eligible

Employee under the Plan is any regular common-Iaw employee of Ariel Clinical Services

wtro ii not classified by the Employer as a leased employee, contract worker or

independent contractor, seasonal employee, variable hour employee, or former employee,

and iuch regular common-law employee is eligible to participate in and receive benefits

under on. oi more of the Component Benefit Plans. An individual who is excluded from

eligibility because of a classification by the Employer continues to be ineligible even if
ru.h 

"l"irification 
is determined to have been erroneous or is revised (regardless of

whether such a revision is retroactive). Non-resident aliens are also not eligible unless

specifically included under "Eligible Employees" below. To determine whether an

dmployee- is eligible to participate in a Component Benefit Plan, please read the

eligibility information below for the applicable Component Benefit PIan.
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WeekAll Full-Time EmploYees Who Work a Minimum of 30.0 HoursElieible Employees *

Satisfaction of 30On 1st of Month PeriodParticipation Begins *

Participation Ends *

NoneExcluded Employees
Spouses, Dependents/Children, Domestic Partners

and

Eligible Non-Employees
(e.g. Spouses, Dependents)

Contribution Source(s)

Yes, subject to Employer's Section t25 Cafeteria/POP

domestic partner who is not a dependent is post-tax for Federal tax
Plan Document. AContributions Pre-Taxed?

Funding Arrangements
lnsurance Carrier

NoGrandfathered Health Plan

Y See Exhibit BLook-Back Provisions
* Additional rules insurance documents and/ or benefit



EXHIBIT A

Eligible Employees *

Participation Begins *
WeekWho Work a Minimum of 30.0 Hours

PeriodSatisfaction of 30 Waitin
Last of Month in Which

All Full-Time Em

On 1st of Month

nt with Status EndsParticipation Ends *

Excluded None
Eligible Non-Employees
(e.g. Spouses, Dependents)

Spouses, Dependents/Children, Domestic partners

Em and EmContribution Source(s)

Contributions Pre-Taxed? Section 125 Cafeteria/POP Plan Document. A
domestic partner who is not a dependent is post-tax for Federal tax

Yes, subject to Employer's

Funding Arrangements
lnsurance Carrier - Teresa O'Dell; 2000 S. Colorado Blvd.; Denver, CO gO222;Cigna

856-865-6622

lnsured Benefit m

Grandfathered Health plan No
Look-Back Provisions Yes; See Exhibit B
* Additional rules insurance documents benefit descria

:,'rr r i'i;. (1ri,i tlir/\\i,i,ir1itr ,'lL,ri, 'r[':ri .'rli 1\l

Eligible Employees * Part time employees who work at least 20 hours per week and full time
30 hours or more weekem

Participation Begins * On 1st of Month Satisfaction of 30 Period
Participation Ends * of Month in Which E e Status EndsLast with
Excluded Employees None
Eligible Non-Employees
(e.9. Spouses, Dependents)

Spouses, Dependents/Children, Domestic partners

Contribution Source(s) and EmEm
Contributions Pre-Taxed? Yes, subject to Employer's Sectio n 125 Cafeteria/POP Plan Document. A

domestic partner who is not a dependent is post-tax for Federal tax

Funding Arrangements lnsured Benefit m
lnsurance Carrier Delta Dental of Colorado; 6455 Greenwood Plaza Blvd. Ste. 900; Centennial,

Co 80111; 800-610-0201
Grandfathered Health Plan No
* Additional rules insurance documents and/ or benefit m ons.

54
Y2o2507298:02/05/26:rr:40:2s AM / o 2026 ERISA pros, LLC, Ail Rights Reserved

Ariel clinical services / ARIEL CLINICAL SERVICES wRAp BENEFIT PLIN / plan Documenr



EXHIBIT A

Vision Plan

Part time employees who work at least 20 hours per week and full time

workin 30 hours or more weekem
Eligible Employees *

Satisfaction of 30 PeriodOn 1st of Month Fol Wans*Participation
Status Endswith Elof Month in Which EmLastn Ends *Partici

NoneExcluded E

Spouses, Dependents/Children, Domestic Partners

De endents
Eligible Non-Employees

andEmContribution Source(s)

Yes, subject to Employer's Section t25 Cafeteria/POP Plan Document'

domestic partner who is not a dependent is post-tax for Federal tax
AContributions Pre-Taxed ?

lnsured Benefit amFun Arrangements
Delta Dental Vision; 6455 Greenwood Plaza Blvd. Ste. 900; Centennial, CO

80111 800-610-0201
lnsurance Carrier

NoGrandfathered Health Plan
* Additional rules insurance documents and/ or benefit m desc tons.

Life and AD&D Plan

Part time employees who work at least 20 hours per week and full time

workin 30 hours or more r weekem
Eligible Employees *

On 1st of Month Fol PeriodSatisfaction of 30 Da Waitinns*Participation B

Status Endsnt withof Month in Which EmLastion Ends *Parti
NoneExcluded
None

(e.e. s ouseS

Eligible Non-Employees

EmContribution Source(s)

lnsured Benefit PFundin Arrangements
Mutual of Omaha; 3300 Mutual of Omaha Plaza; Omaha, NE 68175;

800-228-9999
lnsurance Carrier

* Additional rules r insurance documents and/or benefit m desc ron5.a

Voluntary Life and AD&D Plan

Part time employees who work at least 20 hours per week and fu

working 30 hours or more

ll time

em r week
Eligible Employees *

Periodon 1st of Month Foll Satisfaction of 30 Da Waitinn

e Status Endsnt withof Month in Which EmLastn Ends *
P

NoneExcluded Em

Spouses, Dependents/Children, Domestic PartnersEligible Non-Employees

EmployeeContribution Sou

NoContributions Pre-Taxed ?

lnsured Benefit PFund Arran
200 Park New York, NY 10166; 272-578-2211lnsurance Carrier

* Additional rules insurance documents and/or benefit md ons.
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EXHIBIT A

Flexible Spending Account (FSA) plan

Elieible All Full-Time E Who Work a Minimum of 30.0 Hours per Week
ins *Pa n On 1st of Month Fol Satisfaction of 30 D Period

Ends *Partici Last Day of Month in Which Em ment with Eligible Status Ends
Excluded None
Eligible Non-Employees

Spouses, nden
Spouses, Dependents,/Children, Domestic partners

Contribution Sou 5 OnE

Contributions Pre-Taxed? ect to Employer's Section t25 Cafeteria/pOp plan Document. A
domestic partner who is not a dependent is post-tax for Federal tax

Yes, subj

Fundin Arran Self-funded
Plan Administered 80205;Th 803 Fran7rivePass; klin DenverStreet; co 866-8ss-2844
Claim Fiducia Plan Administrator/E
Trustee None
Grandfathered Health Plan No
* Additional rules r insurance documents and/or be nefit tons.m

Employee Assistance program (EAp) plan
eE All full-time and rt-time em

Pa n On 1st of Month Followi Satisfaction of 30 Waitin Period
Participation Ends * of Month in Which Em ent with El Status EndsLast

Excluded E None
Eligible Non-Employees

ouses
Spouses, Dependents/Children, Domestic partners

Contribution Sou Empl On
Fun Arrangements Self-funded
Plan Administered By Triad lnc Ameri

720-470-3975
ca; 9800 Pyramid Ct #400; Englewood, CO 8OM;

Llarm Fl Plan Admini
Trustee None
* Additional rules insurance documents and/or benefit tons.m

Accident Plan

AllEm Who Work a Minimum of 20.0 Hours Week
nsParticipation On 1st of Month Followi Satisfaction of 30 Waitin Period

Ends *Partici of Month in Which Em ent with El Status EndsLast

Excluded None
Eligible Non-Employees

Spouses, d

Spouses, Dependents/Children, Domestic partners

Contribution 5ou E On
Contributions Pre-Taxed ? No

Fund lnsured Benefit Program
lnsurance Carrier NY 10166; 2t2-578-22!7Metlife; 200 Park Avenu e; New
* Additional rules insurance documents andlor ben ef it md

56

Y2025o7298:02/ost26:1.r:40:2s AM / @ 2026 ERISA pros, LLC, Ail Righrs Reserved
Ariel Clinical Services / ARIEL CLINICAL SERVICES wRAp BENEFIT pLAN / plan Documenr



EXHIBIT A

Criticallllness Plan

Who Work a Minimum of 20.0 Hours WeekAllEli ible Em

Satisfaction of 30On 1st of Month Foll Periodion BPartici
with Eli ble Status EndsLast of Month in Which Emion Ends *Partici

NoneExcluded
Spouses, Dependents/Children, Domestic Partners

s)(e. Spouses

Elieible Non-Employees

oEmContribution Source(s)

NoContributions Pre-Taxed?

lnsured Benefit P mFundi ments
NY 10155; 212-578-2211Metlife 200 Park Avenue; Newlnsurance Carrier

* Additional rules r insurance documents and/or benefit am descri

Who Work a Minimum of 20.0 Hours per WeekAllEmEli

Hospital lndemnity Plan

Satisfaction of 30on 1st of Month Followi PeriodWaitiParticipation Begins *

with Eli ble Status Endsof Month in Which ELastParticipation Ends *

NoneExcluded Employees
Spouses, Dependents/Children, Domestic PartnersEligible Non-Employees

(e.g. Spouses, Dependents)

EmployeeContribution Source(s)

NoContributions Pre-Taxed ?

lnsured BenefitFunding Arrangements
272765 78-2-5 I2 tCWN rkYo 10NYnAve eUMet 200 rkPaife;lnsurance Carrier

* Additional rules m insurance documents an benefit mda

ldentity and Fraud Protection Plan

AllEmpl Wh o Work a Minimum of 20.0 Hours per WeekEligible Employees *

Satisfaction of 30 DaY Waitin PeriodOn 1st of Month FollowiParticipation Begins *

e Status Endsent withLast of Month in WhichParticipation Ends *

NoneExcluded Employees
Spouses, Dependents,/Children, Domestic PartnersEligible Non-Employees

(e.g. Spouses, DePendents)
OnlyEmContribution Source(s)

NoContributions Pre-Taxed ?

lnsured Benefit amFunding Arrangements
272-578-2211Metlife; 200 Park Avenue New York, NYlnsurance Carrier

- Additional rules ma r insurance documents and/or benefit m desc ons.

57

Y2025O7298:O2105/26:11".40'.25 AM / O 2026 ERISA Pros, LLC, All Rights Reserved

Ariel Clinical Services / ARIEL CLINICAL SERVICES WRAP BENEFIT PLAN / PIAN DOCUMCNT



EXHIBIT B

EXHIBIT B: LOOK-BACK PROVISIONS

ARJEL CLINICAL SERVICES WRAP BENEFIT PLAN

PART ONE: Definitions to Look-Back provisions

Where the following words and phrases appear in the Exhibit, they shall have the
respective meanings set out below, unless their context clearly indicates otherwise.

(a) Applicable Large Emplover means, with respect to a calendar year, an
Employer that employed an average of at least 50 Full-Time Employees
(including full-time equivalent Employees) on business days during the
preceding calendar year. In making the Applicable Large Employer
determination, all persons fteated as a single Employer under Code Section
41.4 (b), (c), (m) or (o) are rreated as one Employer.

(b) continuine Emplovee means an Employee whose break in service was
shorter than one resulting in treatment as a New Employee under the Rehire
Rules.

(c) Dependent means as to Look-Back Provisions, unless otherwise specifically
provided in a Component Benefit Plan (to the extent such provisions are in
compliance with Federal law), a natural or adopted child and a child for
whom the Employee and,/or the Employee's spouse are the legal guardian or
for whom the Employee or Employee's spouse has regal custody or any
other person specified as such in Exhibit A as to Look-Back provisions.

(d) Emplovment Break Period means a period of at least four consecutive
weeks (disregarding special unpaid Leave), measured in weeks, during
which an Employee is not credited with Hours of service. This applies
only to educational organizations using the look-back measurement method.

(e) Full-Time Emplovee means, with respect to a calendar month, an
Employee who is employed an average of at least 30 Hours of service per
week with an Employer.

(f) Hours of Service
(i) In general. The term .Elour of service means each hour for which an

Employee is paid, or entitled to payment, for the performance of duties
for the Employer; and each hour for which an Employee is paid, or
entitled to payment by the Employer for a period of time during which
no duties are performed due to vacation, holiday, illness, incapacity
(including disability), layoff, jury duty, military duty or leave of
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EXHIBIT B

absence (as defined in 29 CFR 2530.200b-2(a)). For the rules for

determining an Employee's hours of service, see Code Reg. Section

54.4980H-3 (generally, Employers calculate Hours of service for

Employees paid on an hourly basis from records of hours worked and

hours for which payment is made or due). Employees paid on a non-

hourly basis (such as salaried Employees) may have their Hours of

Service calculated using the same method as for hourly Employees or

may choose a "days-worked" or a "weeks-worked" equivalency so

long as such an approach would not result in a substantial

understatement of a non-hourly Employee's Hours of Service.)

(ii) Excluded hours

(A)Bona fide volunteers. The term -flour of Sewice does not

include any hour for services performed as a bona fide

volunteer.
(B) Work-srudy program. The term Hour of Sewice does not

include any hour for services to the extent those services

are performed as part of a Federal Work-Study Program as

defined under 34 cFR 675 or a substantially similar

program of a State or political subdivision thereof'

(C) Services outside the United Stotes. The term Hour of

Service does not include any hour for services to the extent

the compensation for those services constitutes income

from sources without the united states (within the meaning

of Sections 861 through 863 and the regulations

thereunder).

(iii) service for other Applicable Large Employer members. In

determining Hours of Service and status as a Full-Time Employee

for all purposes under Section 4980H, an Hour of Service for one

Applicable Large Employer member is treated as an Hour of

Service for all other Applicable Large Employer members for all

periods during which the Applicable Large Employer members are

part of the same group of Employers forming an Applicable Large

Employer.

(g) Initial Administrative Period means an optional period, seiected by an

Applicable Large Employer member, of no longer than 90 days beginning

immediately following the end of an Initial Measurement Period and

ending immediately before the start of the associated Initial Stability

Period. The Initial Administrative Period also includes the period

between a New Employee's start date and the beginning of the Initial

Measurement Period, if the Initial Measurement Period does not begin
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EXHIBIT B

on the Employee's start date. The Initial Measurement period and Initial
Administrative Period together cannot extend beyond the last day of the
first calendar month beginning on or after the first anniversary of the
Employee's start date.

(h) Initial Measurement Period means a period selected by an Applicable
Large Employer of at least three consecutive months but not more than 12
consecutive months used by the Applicable Large Employer as part of the
look-back measurement method in g 54.4980H-3(d).

(i) rnitial stabiliw Period means a period selected by an Appticable Large
Employer member that immediately follows, and is associated with, an
Initial Measurement Period (and, if elected by the Employer, the Initial
Administrative Period associated with that Initial Measurement Period),
and is used by the Applicable Large Employer member as part of the look-
back measuremenr method in g 54.4980H-3(d).

fi) Look-Back Measurement Method means that an Applicable Large
Employer determines each New Employee's or ongoing Employee's
Full-Time Employee status by looking back at the Initial or standard
Measurement Period.

(k) Monthlv Measurement Method means that an Applicable Large
Employer determines each Employee's status as a Full-Time Employee by
counting the Employee's Hours of service for each calendar month.

(l) New Emplovee means an Employee who has been employed by an
Applicable Large Employer for less than one complete standard
Measurement Period.

(m)ongoing Emplovee means an Employee who has been employed by an
Applicable Large Employer member for at least one complete standard
Measurement Period.

(n) seasonal Employee means an Employee who is hired into a position for
which the customary annual employment is six months or less.

(o) special unpaid Leave means unpaid leave subject to the Family and
Medical Leave Act of 1gg3 (FMLA), 103, 29 u.s.c. 2601 et seq., or to the
uniformed services Employment and Reemployment Rights Act of 1.9g4
(USERRA), 103, 38 U.S.C. 4301 et seq., or on accounr of jury dury.
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EXHIBIT B

(p) Standard Adminisftative Period means an optional period, selected by an

Applicable Large Employer member, of no longer than 90 days beginning

immediately following the end of a Standard Measurement Period and

ending immediately before the start of the associated Standard Stability

Period.

(q) Standard Measurement Period means a period of at least three but not

more than 12 consecutive months that is used by an Applicable Large

Employer member as part of the look-back measurement method in $

s4.4sBoH-3(d).

(r) Standard StabiliW Period means a period selected by an Applicable

Large Employer member that immediately follows, and is associated with,

a Standard Measurement Period (and, if elected by the Employer, the

Standard Administrative Period associated with that Standard

Measurement Period), and is used by the Appticable Large Employer

member as part of the look-back measurement method in $ 54.4980H-3(d).

(s) Variable Hour Emplovee
(i) In general, means an Employee if, based on the facts and

circumstances at the Employee's start date, the Applicable Large

Employer member cannot determine whether the Employee is

reasonably expected to be employed on average at least 30 Hours of

Service per week during the Initial Measurement Period because the

Employee's hours are variable or otherwise uncertain'

(ii) Factors

(A)In general. Factors to consider in determining whether the

Employee is reasonably expected to be (or reasonably expected

not to be) employed on average at least 30 Hours of Service

per week during the Initial Measurement Period include, but

are not limited to, whether the Employee is replacing an

Employee who was a Full-Time Employee or a Variable

Hour Employee, the extent to which the Hours of Service of

Employees in the same or comparable positions have actually

varied above and below an average of 30 Hours of service per

week during recent measurement periods, and whether the job

was advertised, or otherwise communicated to the New

Employee or otherwise documented (for example, through a

contract or job description) as requiring Hours of Service that

would average at least 30 Hours of Service per week, less than

30 Hours of Service per week, or may vary above and below
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EXHIBIT B

an average of 30 Hours of service per week. These factors are
only relevant for a particular New Employee if the Employer
has no reason to anticipate that the facts and circumstances
related to that New Employee will be different. In all cases, no
single factor is determinative. For purposes of determining
whether an Employee is a Variable Hour Employee, the
Applicable Large Employer member may not take into
account the likelihood that the Employee may terminate
employment with the Applicable Large Employer (including
any member of the Applicable Large Employer) before the
end of the Initial Measurement period.

(B) Additional factors for an Employee hired by an Employer for
temporary placement at an unrelated entity. In the case of an
individual who, under all the facts and circumstances, is the
Employee of an entity (referred to solely for purposes of this
paragraph as a "temporary staffing firm,,) that hired such
individual for temporary placement at an unrelated entity that
is not the common law Employer, additional factors to consider
in determining whether the Employee is reasonably expected to
be (or reasonably expected not to be) employed by the
temporary staffing firm on average at least 30 Hours of
Service per week during the Initial Measurement period
include, but are not limited to, whether other Employees in the
same position of employment with the temporary staffing firm,
as part of their continuing employment, retain the right to reject
temporary placements that the temporary staffing firm offers
the Employee; typically have periods during which no offer of
temporary placement is made; typically are offered temporary
placements for differing periods of time; and typically are
offered temporary placements that do not extend beyond 13
weeks.

(c) Educational organizations. An Employer that is an educational
organization cannot take into account the potential for, or
likelihood of, an Employment Break period in determining
its expectation of future Hours of Service.

(iii) Application only for look-back measurement method. The term
variable Hour Employee is used as a category of employees under
the Look-Back Measurement Method and is not relevant to the
Monthly Measurement Method.
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EXHIBIT B

PART TWO: Look-Back Provisions

Notwithstanding anything herein to the contrary, for any component benefit plan that is a

health plan maintained by an Applicable Large Employer subject to the ACA's

assessable penalty payments under Section 4980H of the Internal Revenue Code, the

following rules apply in determining eligibility for and coverage of New Employees and

Ongoing Employees, as well as their Dependents:

. New Employees will have their Hours of Service counted during an Initial
Measurement Period of 12 months to determine whether they have worked an

average of at least 30 hours per week ("the 30-Hour Weekly Average") if, based

on the facts and circumstances at Employee's start date, an Employer cannot

determine whether Employee is reasonably expected to be employed for the 30-

Hour Weekly Average (such as Variable Hour Employees, Seasonal Employees,

and employees of educational organizations). If Employee is found to have met

the 30-Hour Weekly Average, Employee will then be offered health coverage for

an Initial Stability Period of 12 months.

o The 12-month Initial Measurement Period will begin on the first of the

month coinciding with or following the date of hire.

o The one (1) month minus one (1) day Initial Administrative Period will
immediately follow the Initial Measurement Period.

o The 12-month Initial Stability Period will begin immediately following

the Initial Administative Period.

New Employees reasonably expected to be Full-Time Employees at their start

date will have their Hours of Service counted using the Monthly Measurement

Method from their date of hire until they have completed one full Standard

Measurement Period and become Ongoing Employees. Once they have

completed one Standard Measurement Period and become Ongoing

Employees, they will be measured using the Look-Back Measurement Method.

a

a

o New Employees reasonably expected to be Full-Time Employees at their

start date must be offered coverage by the first day of the month

immediately following the conclusion of the Employee's initial three full

calendar months of employment.

Ongoing Employees will have their Hours of Service counted during a

Standard Measurement Period of 12 months to determine whether they have

worked the 30-Hour Weekly Average. If Employee is found to have met the 30-

Hour Weekly Average, Employee will then be offered health coverage for a

Standard Stability Period of 12 months.
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o The l"2-month standard Measurement period will begin on November 1,

2024 and end on october 3r,202s, and will begin on November 1 and end
on October 31 of each succeeding year thereafter.

o The two (2) month standard Administrative period will begin on
November L,2025 and end on December 8I,2025, and will begin on
November 1 and end on December 31 of each succeeding year thereafter.

o The 12-month standard stability period will begin on January 1.,2026
and end on December 31,2026, and will begin on January 1 and end on
December 3L of each succeeding year thereafter.

Transition from a New Employee to an ongoing Employee: A New Employee
must be measured for the first standard Measurement period for which
Employee is employed. This means that a New Employee may have Hours of
service counted during the Initial Measurement period and, at the same time,
may have Hours of service counted during an overlapping standard
Measurement Period. A New Employee becomes an ongoing Employee if
Employee remains employed for an entire standard Measurement period.

New Employee (variable Hour, seasonal, etc.) change in Employment
status: For a New Employee who experiences a "change in employment status,,
during his or her Initial Measurement period such that, if the employee had
begun employment in the new position or status, the employee would have
reasonably been expected to be full-time, an Employer is not subject to an
assessable payment for that employee until (i) the first day of the fourth full
calendar month following the change in employment status, or (ii) if earlier and
the employee is a Full-Time Employee based on the Initial Measurement
Period, the first day of the first month following the end of the Initial
Measurement Period (including any Initial Administrative period).

ongoing Employee change in Employment status: An ongoing Employee
who experiences a "change in employment status" before the end of the standard
Stability Period will not have any change in classification as a Full-Time or non
Full-Time Employee for the remaining portion of the stability period; however,
the Employer may choose to make use of the special rule, as permitted by the
ACA. under this rule, if an Employee experiences a "change in employment
status" to a position where the Employee will be working consistently under 30
hours per week, and the Employee was offered minimum value from the first day
of the calendar month following three months of employment through the
"change in employment status," the Employer may follow the steps below to
determine continued eligibility for health coverage:

64

Y2025O7298:02/05/26:tl:40:25 AM / O 2026 ERISA pros, LLC, All Rights Reserved
Ariel clinical services / ARIEL CLINICAL SERVICES wRAp BENEFIT pLAu / plun Documenr



a

EXHIBIT B

O For first three months following the "change in employment status,"

Employee remains covered under the Standard Stability Period;

O On the first of the fourth calendar month, the Employer may use the

Monthly Measurement Method to determine eligibility;

o The Monthly Measurement Method may be used until the end of the

first full Standard Measurement Period and Standard Administrative

Period; and

O After that, the Look-Back Measurement Method must be used to

determine eligibility.

Rehire Rules: An employee who resumes providing service to an Applicable

Large Employer after a period during which the employee was not credited with

any Hours of Service may be treated as having terminated employment and been

rehired as a New Employee only if the following conditions apply: (i) such

employee had no Hours of Service for a period of at least 13 consecutive weeks

(26 for educational organization Employers); and (ii) such employee had a break

in service of a shorter period of at least four consecutive weeks with no credited

Hours of Service, and that period exceeded the number of weeks of the

employee's period of emploYment.

O Break-in-Service Rules for Continuing Employees: For purposes of

applying the look-back measurement method to a returning Employee not

treated as a New Employee, the Employer would determine the

Employee's average Hours of Service for a measurement period by

computing the average after excluding any Special Unpaid Leave (and in

the case of an educational organization, also excluding any Employment

Break Period) during that measurement period and by using that average

as the average for the entire measurement period. AlternativelY, the

Employer could treat the Employee as credited with Hours of Service for

any periods of Special Unpaid Leave (and, in the case of an educational

organization, any Employment Break Period) during that measurement

period at a rate equal to the average weekly rate at which the Employee

was credited with Hours of Service during the weeks in the measurement

period that are not part of a period of Special Unpaid Leave (or, in the

case of an educational organization, an Employment Break Period). In

no case, however, as it relates to educational organizations, would the

Employer be required to exclude (or credit) more than 501- Hours of

Service during Employment Break Periods in a calendar year (however

no such limit applies for Special Unpaid Leave).

65

Y2025O7298:O2/05/26:IL:40:25AM / O 2026 ERISA Pros, LLC, All Rights Reserved

Ariel Clinical Services / ARIEL CLINICAL SERVICES WRAP BENEFIT PLAN / P1AN DOCUMCNT



EXHIBIT B

o Treatment of continuing Employees: under the look-back measurement
method, an Employee treated as a continuing Employee retains, upon
resumption of services, the status that the Employee had with respect to
the application of any stability period. For example, if the continuing
Employee returns during a stability period in which the Employee had
previously been treated as a Full-Time Employee, the Employee remains
full+ime upon return and through the end of the applicable stability period.
A continuing Employee treated as a Fulr-Time Employee will have
been offered coverage upon resumption of services if such coverage is
offered as of the first day that the Employee is credited with an Hour of
service, or, if later, as soon as administratively practicable (no later than
the first day of the calendar month following resumption of services).

' COBRA: A qualifying event for purposes of reduction in hours of employment
will be based off the loss of coverage date, assuming the loss of coverage occurs
within 18 months of the reduction in hours.

These provisions are intended to comply with the look-back safe harbor options permitted
under governmental regulations relating to the ACA and are not intended to expand rights
relating to coverage or benefits of employees for any other purpose and should be so
construed. As such, the primary purpose of these provisions is to avoid the penalties
under Section 4980H of the Internal Revenue Code. For this purpose, no employee who
would be otherwise excluded from the Plan shall be included under these provisions
except to avoid such penalties.
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EXHIBIT C

EXHIBIT C: AFFILIATED EMPLOYERS ADOPTING PLAN

ARIEL CLINICAL SERVICES WRAP BENEFIT PLAN

The information in this Exhibit is effective January 1,2026.

Affiliated Emplovers Adopting Plan

None
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lntroduction
This document is a Summary Plan Description ('SPD'), which summarizes certain material terms of the

ARIEL CLINICAL SERVICES WRAP BENEFIT PLAN (the "Plan"), formerly known as Ariel Clinical Services

Employee Benefits Plan, effective January 1.,2026, of Ariel Clinical Services (the "Employer"). The Plan's

purpose is to combine in one plan document provisions of the health and welfare benefit plans (the

"Component Benefit Plans") sponsored by Ariel Clinical Services and its affiliated employers (if any, see

Appendix C), and to provide uniform administration of these health and welfare benefits. The

Component Benefit Plans are listed in Appendix A to this SPD.

The insurance contracts (including Certificates of Coverage), summary plan descriptions, policies and

procedures, and any other documents making up the Component Benefit Plans are not affected by the

adoption of the Plan, and the terms of the Component Benefit Plans will continue to control for
purposes of determining your benefits. (References in this document to insurance contracts, insurance

policies and insurance generally will include HMO contracts (if any) or similar arrangements.) The terms

of each Component Benefit Plan are incorporated into this SPD by reference and will continue to act as

the primary source of information for each Component Benefit Plan. However, if a conflict of language

exists between the Component Benefit Plan and the Plan or SPD, the Component Benefit Plan will

control as long as the Component Benefit Plan is not inconsistent with Federal law and regulations, or

unless the Plan specifically provides otherwise. The exception is, regardless of a Component Benefit

Plan's identification of a Plan Year or Plan Number, the Plan Year or Plan Number of this SPD will control.

Note: Every effort has been made to accurately describe the Plan in this SPD. However, if there should

be a discrepancy between the SPD and the Plan document -- or if the Plan is required to operate in a

different manner to comply with Federal laws and regulations - the Plan document or the appropriate

Federal laws and regulations will control.

The material terms of certain Component Benefit Plans are summarized in Certificates of Coverage or

Evidence of Coverage (or similar documents) with respect to such Component Benefit Plans. lf you have

not yet received such documents, you may request them from the Plan Administrator.

you should keep the Plan Administrator informed of any changes in your address or email and the

addresses of any family members who are covered by the Plan.

While your Employer has made arrangements with various vendors to assist you with your benefits

questions, you should not rely on any verbal information from any person or vendor. lnformation

provided verbally, personally or over the phone cannot alter the terms of the Plan or create benefits

that are not provided under the terms of the Plan. lf you have an important question regarding a Plan

benefit, you should submit your question, in writing, to the Plan Administrator.

General lnformation Pertaining to the Plan
Plan Name. Sponsor and Employer EIN

The name of the Plan is ARIEL CLINICAL SERVICES WRAP BENEFIT PLAN. Ariel Clinical Services is the Plan

Sponsor. The Employer's address is 2938 North Avenue, Suite G, Grand Junction, CO, 81504. The

Employer's telephone number is 970-208-9875. The Employer's Federal employer identification number

(ElN) is 84-7255228.
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Plan Year
For recordkeeping purposes, the Plan Year for the Plan is lhe t2 month period beginning on January 1
and ending December 31.

Plan Number
The number of this Plan is 501.

Type of Welfare Benefit PlanG)
The Plan may provide various welfare benefits under the Component Benefit plan(s) listed in Appendix
A to this SPD.

Fundino
Benefits under the Plan are funded by one or more of the following methods selected by Ariel Clinical
Services for a Component Benefit Plan: insured benefits, self-funded benefits (these are benefits funded
by general assets of the Employer or through a trust), or a combination of insured benefits, self-funded
benefits and trust benefits. For details on the funding status of Component Benefit plans, see Appendix
A. Funding for the Plan will consist of the funding for all Component Benefit plans and may include
funding through a cafeteria plan which, if available, is identified as a funding source in Appendix A.

Ariel Clinical Services has the right to pay benefits from its general assets, insure any benefits under the
Plan, and establish any fund or trust for the holding of contributions or payment of benefits under the
Plan, either as mandated by law or as Ariel Clinical Services determines advisable in its sole discretion. ln
addition, Ariel Clinical Services has the right to alter, modify or terminate any method or methods used
to fund the payment of benefits under the Plan, including, but not limited to, any trust or insurance
policy. lf any benefit or portion of the benefit is funded by the purchase of insurance, the benefit or
portion of the benefit will be payable solely by the insurance company.

Plan Administrator
The Plan Administrator is Ariel Clinical Services, 2938 North Avenue, Suite G, Grand Junction, CO, g1504,
telephone number 970-208-9875, which, for insured benefits offered through the plan, administers the
Component Benefit Plans with the insurance companies providing benefits under the Component
Benefit Plans as named fiduciaries. The insurance companies shown in Appendix A are responsible for
considering, accepting or denying, and paying claims for the insured benefits. The indicated insurance
company is responsible for considering any appeals to the insured benefits made following a
Component Benefit Plan's claim procedures and, if applicable, the claim procedures indicated in this SpD.
Any third-party administrator ("TPA") responsible for administering a Component Benefit plan not
funded through insurance may be listed in Appendix A. Therefore, the plan Sponsor is the administrator
of the Component Benefit Plan, unless otherwise specified in Appendix A, which identifies the
administrator as the "Sponsor" or the "lnsurer" or the "Contract Administrator." ln addition, if a party
has accepted named fiduciary status in considering, accepting or denying, and paying claims (including
any appeals relating to such claims), that party (also referred to as a "Claim Fiduciary") is identified in
Appendix A.

Agent fbr Service ofLegal Process
The agent for service of legal process is Ariel Clinical Services, 2938 North Avenue, Suite G, Grand
Junction, co, 81504. service may also be made on the plan Administrator.
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Named Fiduciary
The plan Administrator is the primary named fiduciary of the Plan and has the exclusive and express

discretionary authority to interpret the terms of the Plan and the terms of all the Component Benefit

plans to the extent not delegated to another named fiduciary. For insured Component Benefit Plans, the

insurance company is also a named fiduciary under the Plan as to the determination of the amount of,

and entitlement to, insured benefits with the full power to interpret and apply the terms of the Plan as

they relate to the benefits provided under the insurance policy. ln addition, where any other party has

accepted status as a named fiduciary, with respect to the determination of the amount of, and

entitlement to, benefits under any uninsured Component Benefit Plan, such named fiduciary (also

referred to as the claim Fiduciary) with respect to the applicable Component Benefit Plan is ideniified in

Appendix A.

Insurance Company Refund

Ariel Clinical Services may be eligible to receive a refund/rebate from an insurance company. This

refund/rebate, if any, may be subject to the Medical Loss Ratio ("MLR"), and if so, it will be distributed

as outlined in the Plan document.

Plan Document
The plan and those documents incorporated by reference in the Plan compose a written employee

benefit welfare plan as required by Section 402 of ERISA.

Coverage for Spouses. Dependents. and/or Domestic Partners

One or more Component Benefit Plans covered under the Plan may identify spouses,

dependents/children, domestic partners and others as eligible non-employee beneficiaries on Appendix

A. The provisions relating to that coverage should be detailed in the Certificates of Coverage or other

Component Benefit Plan documents. Note that you have an obligation to notify the Employer promptly

of any loss of dependent status.

lf you want to enroll your domestic partner, you should ask at the time of enrollment elections what

information is necessary to apply, including any affidavit and/or other documentation required by the
plan Administrator. contact the Plan Administrator if you have questions.

No Guarantee of Non-Taxability
The plan provides benefits often intended to be non-taxable. The Plan Administrator or any fiduciary or

party associated with the Plan will not be in any way liable for any taxes or any other liability incurred by

you or any person claiming through you.

No Guarantee of Employment
The offering of the Component Benefit Plans under the Plan is not a commitment or guarantee of

employment by any Employer and does not affect any Employer's rights to discharge any employee.

Nondiscrimination
Contributions and benefits under the Plan will not discriminate in favor of "highly compensated

employees" or "key employees" as such terms are defined under the Code. The Employer may limit or

deny your compensation reduction agreement to the extent necessary to avoid such discrimination in

compliance with federal law. You will be notified if this impacts you.

Anti-Assidnment
you cannot assign, pledge, encumber or otherwise alienate any legal or beneficial interest in benefits or

any other rights or obligations under the Plan and any attempt to do so will be void. The payment of
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benefits directly to a health care provider, if any, shall be done as a convenience to the participant and
shall not constitute an assignment of benefits under the plan.

Eligibility, Participation and Benefits
Eligibility and Particination
Eligibility for participation and benefits under the Plan is determined under the written terms of the plan
and each Component Benefit Plan. See a summary of more information regarding eligibility and
participation in Appendix A.

lf you previously participated in the Plan and are rehired, you will be eligible to become a participant on
the same terms as if you were a newly hired employee. However, in most instances, group health plans
offered by an "applicable large employer" (generally, an employer that employs an average of at least
50 full-time employees (including full-time equivalent employees)) are subject to the Affordable Care
Act and have special rehire rules. These rules are as follows: if your Employer is subject to the ACA and
you return to work after a period during which you were not credited with any hours of service, you may
be treated as having terminated employment and been rehired as a new Employee only if the following
conditions apply: (i) you had no hours of service for a period of at least 13 consecutive weeks (26 for
educational organization employers); or (ii) you had a break in service of a shorter period of at least four
consecutive weeks with no credited hours of service, and that period exceeded the number of weeks of
your period of employment. These provisions are intended to comply with the ACA and are not
intended to expand the rights or benefits of employees for any other purpose and should be so
construed.

lf your Employer believes it is an "applicable large employer" under the ACA, it may elect to take
advantage of the look-back provisions of the ACA. see Appendix B for details.

lnsurance carriers sometimes impose an "actively at work" requirement for certain types of insurance
(for example, life and disability). Therefore, your participation in those benefits may be delayed or
otherwise affected. This requirement would be reflected in your Certificate of Coverage. This may also
be the case in which you are rehired as an employee.

Note that the "actively at work" requirement does not apply to a Group Health plan (other than one
offering only HIPAA-excepted coverage) unless there is an exception for individuals who are absent
from work due to a health factor (e.g., individual is out on sick leave on the day the coverage would
otherwise become effective).

As to any Component Benefit Plan that is a group health plan (other than one offering only HlpM-
excepted coverage), any otherwise eligible employee must wait no longer than ninety (90) days to begin
coverage under such Component Benefit plan.

Contributions
The cost of the benefits provided through the Component Benefit plans may be funded in part by
Employer contributions and in part by your contributions. ln some instances, a component Benefit plan
may require only you or Ariel Clinical Services to contribute. lf specified in Appendix A, the cost of
benefits provided through a Component Benefit Plan may be funded pre-tax through a cafeteria plan
under Section 725 of the lnternal Revenue Code. The sources of Plan contributions are listed in
Appendix A. Ariel clinical Services will determine and periodically communicate your share of the cost of

4

-':::,':,?:::$?ii:ilil;:iaK,.?,,,1,_."i::'ff 
l1';i!.i#iii'ff l,):"1"",



the benefits provided through each Component Benefit Plan, and it may change that determination at

any time. Ariel Clinical Services will make any Employer's contributions in an amount that in the

Employer's sole discretion is at least sufficient to fund the benefits or a portion of the benefits that are

not otherwise funded by your contributions. Ariel Clinical Services will pay its contribution and your

contributions to an insurance company or, for benefits that are self-funded, will use these contributions

to pay benefits directly to or on behalf of you or your eligible family members. Your contributions will be

used in their entirety prior to using Employer contributions to pay for the cost of that benefit' Where

relevant to a Component Benefit Plan, you will receive during the open enrollment period notice of the

amount for which you are responsible. lf your cost for a Component Benefit Plan is adjusted during the
plan Year, you will be notified of that adjustment unless the Component Benefit Plan provides otherwise.

The Plan Administrator will have the right to recover any payment it made but should not have made or

made to an individual or organization not entitled to payment, from the individual, organization or

anyone else benefiting from the payment.

Benefits Available
The benefits available under the Plan consist of the benefits available under the Component Benefit

Plans, including all limitations and exclusions for each Component Benefit Plan's benefits. The benefits

available under each Component Benefit Plan are set forth in the Component Benefit Plan documents.

The availabiliiy of benefits is subject to your payment of all applicable contributions and satisfaction of

any eligibility or other requirements of a particular Component Benefit Plan'

For any Component Benefit Plan requiring Evidence of lnsurability ("EOl"), coverage (or any increase in

coverage you have requested, as applicable) will not become effective unless and until underwriting

approval has been confirmed by the applicable insurance company.

A premium or premium equivalent (i.e., the cost of coverage) reduction portion of a cafeteria plan (and

any dependent care assistance plan offered under the cafeteria plan) will not be subject to the

requirements of ERISA.

Where a health benefit involves the use of "network providers" (also sometimes referred to as "PPO",

"EpO" or "preferred providers"), you will receive listings of such providers without charge' The listings

may be provided in one or more separate documents or by electronic document access via the lnternet.

Where a network is involved, a benefit document will include provisions governing the use of such

providers, primary care providers or providers of specialty services, the composition of the network and

whether and under what circumstances coverage is provided for emergency and out-of-network

services.

Loss of Benefits
your benefits (and the benefits of your eligible dependents) generally will cease when your participation

in the Plan terminates. Benefits will also cease upon termination of the Plan. Other circumstances can

result in the termination, reduction, recovery (through subrogation or reimbursement), or denial of

benefits. The insurance contracts (including the Certificates of Coverage), plans, and other governing

documents of the Component Benefit Plans provide additional information. The subrogation provisions

of the Plan are discussed in more detail in the section "Employer's Right of Reimbursement."
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Benefit Elections
Electing Your Benefits for the Plan year under a component Benefit plan
Some of the Component Benefit Plans may require you to make an annual election to enroll for
coverage for the next plan year prior to the beginning of that year. The plan year for each Component
Benefit Plan should be set forth in that plan and may be different than the plan year for this plan. Thus,
the discussion below regarding plan year refers to the relevant Component Benefit plan,s plan year.

lf you first become eligible to participate in a Component Benefit Plan during a plan year in progress,
your initial elections pertain to the remaining part of that plan year. Then, before each new plan year
begins, you will have an opportunity to change or cancel your elections during the annual open
enrollment period. The annual open enrollment period is described below.

Making Your Elections
ln making your elections, you may elect and enroll for some or all of the benefits available under a
Component Benefit Plan. You may also elect not to participate in a Component Benefit plan for which
annual elections are then being made.

Benefits are elected by completing and submitting an election form in a format approved by the plan
Administrator (whether in paper or electronic format) before the end of the annual open enrollment
period. When you make your elections, you also authorize the necessary payroll deductions for paying
your part of the cost of the benefits you elect.

Once you are a participant in the Plan, if you become eligible for additional benefits during a plan year,
you will be given an opportunity to elect and enroll in the benefits for which you are newly eligible.

Annual Election Period
Before the beginning of each plan year, Ariel Clinical Services may hold an annual open enrollment
period. ln that case, Ariel Clinical Services will notify you when the dates for the annual open enrollment
period will occur each year. During this time, you may make new elections for the upcoming plan year.
Your elections from the prior year may roll forward to the current year. You should consult with material
provided to you during the annual open enrollment period to determine whether an election is required.

Chanqing Your Elections during a plan year
Where a Component Benefit Plan is funded through a cafeteria plan, once you have made your elections
for a plan year, it pertains to the entire plan year as it applies to that Component Benefit plan and
cannot be changed or cancelled during that time except in certain limited situations that are described
in the cafeteria plan. Other election restrictions may apply to Component Benefit plans. For example, if
you elect not to participate in the health plan when first eligible, you may need to wait until an open
enrollment period as specified in the Component Benefit plan.

lf you, your spouse, or your dependent child experience a "change in status," and that change in status
makes you, your spouse, or your dependent child eligible or ineligible for any of the pre-tax benefits, or
for any of the benefit options sponsored by your spouse's or your eligible dependent child's employer,
you may change the amount of your election in a way that is consistent with that "change in status,,'
provided you notify the Plan Administrator of such change within 30 days (or, for some employers, 31
days) (or within 60 days in the event of a Medicaid- or CHIP-related special enrollment) of such change.
The determination of whether you have experienced an event that would permit an election change and
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whether your requested election change is consistent with such an event shall be made in the sole

discretion of the Plan Administrator.

These rules also apply to a spouse and other individuals such as a domestic partner under certain

circumstances.

A "change in status" includes a change in the following:

(a) marriage;

(b) other changes in your legal marital status (for example, your divorce, annulment, or legal

separation, or the death ofyour spouse);

(c) birth or adoption of a child, including placement for adoption;

(d) other changes in the number of your dependents (for example, legal guardianship for a child);

(e) you, your spouse's or your dependent child's employment status (for example, terminating or

beginning a job; changing the number of hours worked, such as switching from full-time to part-

time, or vice versa);

(f) you, your spouse or your dependent child begins or returns from certain types of unpaid leave

of absence (FMLA or USERRA) or change in worksite;

(g) your dependent satisfies or ceases to satisfy eligibility requirements (for example, attainment of

the limiting age, loss of student status, or similar circumstances);

(h) your (or your spouse's or dependent's) residence that results in gaining or losing eligibility for a

health care option (such as moving out of an HMO service area); and

(i) any other event specified under the Employer's cafeteria plan that is consistent with IRS

regulations and pronouncements, such as the specific situations related to the availability of

coverage through a Health lnsurance Exchange (or Marketplace) as provided in IRS Notice

2OI4-55, which allows prospective revocation of the employee's election under certain

circumstances.

Claims Procedures
Benefits Administered by Insurers and TPAs

Claims for benefits that are insured or administered by a TPA must be filed in accordance with the

specific procedures contained in the insurance policies, Component Benefit Plans or the third party

administrative services agreement. These procedures will be followed unless inconsistent with the

requirements of ERISA as specified in more detail below. The name (and in the case of group health plan

claims, the address) of the individual insurance company providing benefits and reviewing claims

relating to its insurance policy is set forth in Appendix A. Further, the name and address of the TPA (if

any) that reviews claims made under a Component Benefit Plan may be set forth in Appendix A. All

other general claims or requests should be directed to the Plan Administrator.
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Personal Representative
You may exercise your rights directly or through an authorized personal representative. you may only
have one representative at a time to assist in submitting an individual claim or appealing an unfavorable
claim determination.

Your personal representative will be required to produce evidence of his or her authority to act on your
behalf. The Plan may require you to execute a form relating to the representative's authority before that
person will be given access to your protected health information or allowed to take any action for you.
(A mere assignment or attempted assignment of your benefits does not constitute a designation of an
authorized personal representative. Such a delegation must be clearly stated in a form acceptable to the
Plan.) This authority may be proved by one of the following:

(a) A power of attorney for health care purposes, notarized by a notary public;

(b) A court order of appointment of the person as the conservator or guardian of the individual; or
(c) An individual who is the parent of a minor child.

The Plan retains discretion to deny access to your protected health information to a personal
representative to provide protection to those vulnerable people who depend on others to exercise their
rights under these rules and who may be subject to abuse or neglect. This also applies to personal
representatives of minors.

General Claims Procedure
lf you have a claim for benefits which is denied or ignored, in whole or in part, and if you have exhausted
the claims procedures available to you under the Plan (discussed under the heading Claims procedure),
you may file suit in a State or Federal court. ln addition, if you disagree with the plan's decision or lack
thereof concerning the qualified status of a medical child support order, you may file suit in Federal
court. A lawsuit filed in state court may be removed to Federal court. ln addition, exhaustion of the
Plan's claim and review procedures is a prerequisite to proceeding with a lawsuit. Also, where a dispute
arises regarding a potential beneficiary's right to payment of a benefit (such as a life insurance plan or
death benefit), the Plan Administrator may delay payment until the dispute is resolved, which action
may include the filing of an interpleader to obtain a judicial resolution.

The Plan's claims procedures are described below. (These claims procedures do not apply to any
cafeteria plan which is a premium-only plan ("PoP') or to any dependent care assistance plan offered.)

The following procedures will be followed for denied claims under a Component Benefit plan that is not
a group health plan or disability plan. For group health claims and disability claims, see headings "special
Rules for Group Health Plan claims" and "special Rules for Disability Claims.,,

(a) lf your claim is denied, you or your beneficiary will receive written notification within 90 days
after your claim was submitted. Under special circumstances, the Claim Fiduciary may take up to
an additional 90 days to review the claim if it determines that such an extension is necessary
due to matters beyond its control. lf an extension of time is required, you will be notified before
the end of the initial 90-day period of the circumstances requiring the extension and the date by
which the Claim Fiduciary expects to render a decision. The written notification of a denied
claim for benefits will include the reasons for the denial, with reference to the specific
provisions of the Component Benefit Plan on which the denial was based, a description of any
additional information needed to process the claim, and an explanation of the claims review
procedure. lf you do not receive a response within 90 days, your claim is treated as denied.
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(b) Within 60 days after notification of a claim denial, you may appeal the denial by submitting a

written request for reconsideration of the claim to the Plan Administrator or its delegate such as

the insurance company or TPA, which includes the reasons why you feel the claim is valid and

the reasons why you think the claim should not be denied. Before submitting an appeal request,

you may request to examine and receive copies of all documents, records, and other

information relevant to the claim. lf you fail to file an appeal for review within 60 days of the

denial notification, the claim will be deemed permanently waived and abandoned, and you will

be precluded from reasserting it under these procedures or in a court or any other venue.

Documents, records, written comments, and other information in support of your appeal should

accompany any appeal request. The Plan Administrator or its delegate will consider such

information in reviewing the claim and provide, within 60 days, a written response to the appeal.

This 60-day period may be extended an additional 60 days under special circumstances, as

determined by the Plan Administrator or its delegate due to matters beyond its control. lf an

extension of time is required, you will be notified before the end of the initial 60-day period of

the circumstances requiring the extension and the date by which the Plan Administrator or its

delegate expects to render a decision. The Plan Administrator's response (or its delegate's) will

explain the reason for the decision with specific reference to the provisions of the Plan on which

the decision is based, a statement that you are entitled to receive, upon request and free of

charge, reasonable access to, and copies of, all documents, records, and other information

relevant to the claim for benefits and a statement about your right to bring a civil action under

ERISA Section 502(a).

(c) The Plan Administrator or its delegate has the sole discretion to interpret the appropriate Plan

provisions, and such decisions are conclusive and binding.

(d) To the extent not inconsistent with the provisions of the applicable Component Benefit Plan,

with respect to any civil action brought under the Plan, a claimant will be barred from bringing

such civil action after one year from the date of exhausting the Plan's claims procedures relating

to the denial of the claim. ln the case of a group health plan claim discussed below, this includes

not only exhausting the Plan's internal claims procedure but also exhausting the Plan's external

claims procedure, where applicable. That is, if you fail to meet this one-year deadline (referred

to as a "statute of limitations"), you will permanently forfeit the right to file a lawsuit

challenging the decision of the Plan Administrator or other Claims Fiduciary.

Special Rules for Group Health Plan Claims

For purposes of ERISA, there are four categories of claims under a Component Benefit Plan that is a

group health plan (e.g., medical, dental, vision, health care flexible spending account and EAP benefits),

and each one has a specific timetable for approval, request for additional information, or denial of the

claim. The four categories of claims are:

Urgent Care Claims - a claim where failing to make a determination quickly could seriously jeopardize a

claimant's life, health, or ability to regain maximum function, or could subject the claimant to severe

pain that could not be managed without the requested treatment. A licensed physician with knowledge

of the claimant's medical condition or an insurance company or TPA (applying the judgment of a

prudent layperson that possesses an average knowledge of health and medicine) may determine if a

claim is an Urgent Care Claim.

Pre-Service Claims - a claim for which you are required to get advance approval or pre-certification

before obtaining service or treatment for the medical services.
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Post-Service Claims - a request for payment for covered services you have already received.

Concurrent Care Claims - a request to extend an ongoing course of treatment beyond the period of time
or number of treatments that has previously been approved under the plan.

(a) Time for Decision on a Claim. The time deadline for making decisions on claims under the plan
depends on the category of the claim. (See Time Limit Chart below for maximum time limits.)
You will be notified of any determination on your claim (whether favorable or unfavorable) as
soon as possible. lf an Urgent Care Claim is denied, you will be notified orally and written notice
will be provided to you within three days.

Note that fully-insured plan claims (if any) may be subject to an even more accelerated response
time by the insurance company handling the claim. See Certificates of Coverage for details.

lf additional information is needed because necessary information is missing from the initial
claim request, a notice requesting the missing information from you will be sent within the
timeframes shown in the chart below and will specify what information is needed. you must
provide the specified information to the Claim Fiduciary within 45 days after receiving the notice.
The determination period will be suspended on the date the Claim Fiduciary sends a notice of
missing information and the determination period will resume on the date you respond to the
notice.

Under special circumstances with respect to pre-service and post-service claims, the Claim
Fiduciary may take up to an additional 15 days to review the claim if it determines that such an
extension is necessary due to matters'beyond its control. lf an extension of time is required,
you will be notified before the end of the initial claim determination time period of the
circumstances requiring the extension and the date by which the Claim Fiduciary expects to
render a decision. The notice of extension that you receive will include (i) an explanation of the
standards on which entitlement to benefits is based; (ii) the unresolved issues that prevent a
decision on the claim; and (iii) any additional information needed to resolve those issues.

(b) Notification of Denial. Except for Urgent Care Claims, when notification may be oral followed by
written notice within three days, you will receive written notice if your claim is denied. The
notice will contain the following information:

(1) the specific reason or reasons for the adverse determination;

(2) reference to the specific Plan provisions on which the determination was made;

(3) a description of any additional material or information necessary to perfect your claim
and an explanation of why this material or information is necessary;

(4) a description of the Plan's review procedures and the time limits that apply to these
procedures, including a statement of your right to bring a civil action under ERISA
Section 502 if your claim is denied on review;

(5) a statement that you are entitled to receive, upon request and free of charge,
reasonable access to and copies of all documents, records, and other information
relevant to your claim;

(6) if an adverse determination is based on an internal rule, guidance, protocol, or other
similar criteria, an explanation of those criteria or a statement that the criteria will be
provided to you free of charge upon request; and
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(7) if the adverse determination is based on a medical necessity or experimental treatment

limit or exclusion, an explanation of the scientific or clinical judgment on which such

decision is based, or a statement that such explanation will be provided free of charge

upon request of such person or persons who conducted the initial claim determination.

The Plan fiduciary will provide an independent full and fair review of your claim and will

not give any deference or weight to the initial adverse determination. You will receive a

written notice of the decision on review.

(c) How to Aooeal a Denied Grouo Health Plan Claim. lf your claim is denied, you, your attorney or

your personal representative (see Personal Representative section above) will have 180 days

following the date you receive written notice of the denial in which to appeal such denial. lf you

fail to file an appeal for review within 180 days of the denial notification, the claim will be

deemed permanently waived and abandoned, and you will be precluded from reasserting it

under these procedures or in a court or any other venue. Unless you are appealing the denial of

an Urgent Care Claim, your request for review should be made in writing. lf you are requesting

review of an Urgent Care Claim, you may request review orally or by facsimile. A request for

review must contain your name and address, the date you received notice your claim was

denied, and your reason(s) for disputing the denial. You may submit written comments,

documents, records, and other information relating to your claim. lf you request, you will be

provided, free of charge, reasonable access to, or copies of, all documents, records, and other

information relevant to the claim.

The period of time for the Plan to review your appeal request and to notify you of its decision

depends on the type of claim as follows:

Ureent Care Claim - T2hours; you will be notified orally and written notice will be provided

within three days.

pre-Service Claim * 30 days if the Component Benefit Plan provides for only one mandatory

appeal; 15 days for each appeal if the Component Benefit Plan provides for two mandatory

appeals.

Post-Service Claim - 60 days if the Component Benefit Plan provides for only one mandatory

appeal; 30 days for each appeal if the Component Benefit Plan provides for two mandatory

appeals.

The review will take into account all comments, documents, records, and other information you

submit relating to your claim, without regard to whether that information was submitted or

considered in the initial claim determination. The review will be conducted by a Plan fiduciary other

than the person or persons (or subordinate of such person or persons) who conducted the initial

claim determination. ln addition, if the denial of the claim was based, in whole or in part, on a

medical judgment in reviewing the claim, the Claim Fiduciary will consult with a health care

professional who has appropriate training and experience in the field of medicine involved in the

medical judgment in reviewing the claim. This person will not be a person or a subordinate of a
person consulted by the Claim Fiduciary in deciding the initial claim. The Plan fiduciary will provide

an independent full and fair review of your claim and will not give any deference or weight to the

initial adverse determination. You will receive a written notice of the decision on review. The notice

will contain the following information:

(1) the specific reason or reasons for the denial;
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(2) specific references to the pertinent plan provisions on which the denial is based;

(3) a statement that you are entitled to receive, upon request and free of charge, reasonable
access to, and copies of, all documents, records, and other information relevant to the claim
for benefits (whether a document, record or other information is relevant to a claim for
benefits shall be determined in accordance with the ERISA claims procedures;

(4) a statement, if applicable, describing any voluntary appeal procedures offered by the plan
and your right to obtain information about such procedures, and a statement of your right
to bring a civil action under Section 502(a) of ERISA following any final adverse benefit
determination;

(5) a statement that a copy of any internal rule, guideline, protocol or other similar criteria
relied upon in making the adverse benefit determination is available free of charge upon
request;

(6) a staiement that if a denial of the claim is based on medical necessity or experimental
treatment, or a similar exclusion or limit, the Claim Fiduciary will, upon request, provide you,
free of charge, an explanation of the scientific or clinicaljudgment, applying the terms of the
plan to your medical circumstances; and

(7) the following statement, if and to the extent applicable and required by law: "you and your
plan may have other voluntary alternative dispute resolution options, such as mediation.
One way to find out what may be available is to contact your local U.S. Department of Labor
Office and your State insurance regulatory agency.,,

Also' upon request, the Claim Fiduciary will provide you with a statement identifying those medical
or vocational experts whose advice was obtained in connection with the appeal.

Time Limit (Group Health Plan Claims)
Urgent
Care*

Pre-
Service*

Post-
Service*

To make initial claim determination T2hours 15 days 30 days

Extension (with proper notice and if delay is due to
matters beyond Plan's control) None 15 days 15 days

To request missing information from claimant 24hours 5 days 30 days

For claimant to provide missing information 48 hours 45 days 45 days

* The Claim Fiduciary will decide the appeal of "Concurrent Care Claims" within the time frame set
forth above depending on whether that claim is also an Urgent Care Claim and the request to extend
care is not made at least 24 hours prior to the scheduled expiration of treatment, a pre-Service Claim,
or a Post-Service Claim and before the expiration of any previously approved course of treatment. For
an Urgent Care Claim that is a Concurrent Care Claim, if the request to extend care is made at least 24
hours prior to the scheduled expiration of the treatment, the initial claim determination will be made
no later than 24 hours after such claim is filed with the Claim Fiduciary.

special Internal Appeals Review procedures under the Affordable care Act
Under the ACA, the following internal claims provisions apply to any "non-grandfathered,', non-
HIPAA-excepted coverage of the Plan based upon, generally whether the plan is (1) fully-insured
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or (2) self-funded for any "Adverse Benefit Determination" (i.e., any medical claim or any claim

involving a rescission of coverage).

(a) A rescission is allowed only upon a finding of fraud or intentional misrepresentation of a

materialfact;

(b) you must be provided, free of charge, with any new or additional evidence considered,

relied upon, or generated by the Plan in connection with the claim. lt must also provide

you with any new or additional rationale for a denial at the internal appeals stage, and a

reasonable opportunity for you to respond to the new evidence or rationale;

(c) Decisions regarding hiring, compensation, termination, promotion, or other similar

matters with respect to an individual by a claims adjudicator or medical expert may not

be based on the likelihood that that person will support the denial of benefits due to

that influence (this prohibition is to avoid conflicts of interest);

(d) Notices to claimants by the Plan or Claim Fiduciary must also include additional content

as follows:

(1) Any notice of Adverse Benefit Determination or final internal Adverse Benefit

Determination must include information sufficient to identify the claim involved,

including the date of the service, the health care provider, the claim amount (if

applicable) and state that, upon your request, the diagnosis code and treatment

code and their corresponding meanings will be provided as soon as practicable.

(2) Any notice of an Adverse Benefit Determination or final internal Adverse Benefit

Determination must include the denial code and corresponding meaning as well

as a description of the Plan's standard, if any, that was used in denying the claim.

ln the case of a final internal Adverse Benefit Determination, this description

must also include a discussion of the decision'

(3) A description of available internal appeals and external review processes,

including information about how to initiate an appeal.

( ) The availability of, and contact information for, an applicable office of health

insurance consumer assistance or ombudsman.

(5) Notices of any Adverse Benefit Determination must be in a culturally and

linguistically appropriate manner, consistent with the Department of Labor

("DOL') regulations, to any claimant in the health plan who resides in a county

in which ten percent or more of the population is literate only in the same non-

English language as determined by guidance published by the DOL (a "10

percent Non-English County"). For a health plan that has a claimant in a 10

percent Non-English County, notices regarding the internal and external claims

review must appear in both English and in that other relevant non-English

language and, once a request has been made by a claimant, all subsequent

notices to such person must be in the applicable non-English language as well.

Also, the Plan or Claim Fiduciary must maintain oral language services in the

non-English language (such as a telephone customer assistance hotline) to
answer questions or provide assistance with filing claims and appeals.

(e) Generally, the Plan's or Claim Fiduciary's failure to adhere to the requirements of the

ACA will allow you to deem the internal claims and appeals process "not in compliance"
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under the ACA, therefore declaring your claim procedure "exhausted." At this point, you
may proceed to pursue any external review process or remedies available under ERISA
or under State law, if applicable.

You may appeal this determination by requesting external review described in more detail,
below.

special state External Appeals Review process llnder the \fforilable care Act
You should be aware that the DOL has given States a number of options to implement
protections included in the external review process for any Adverse Benefit Determination that
involves medical judgment (including, but not limited to, a determination regarding medical
necessity, appropriateness, health care setting, level of care or effectiveness of a covered
benefit; or its determination that a treatment is experimental or investigational) or any claim
involving a rescission of coverage (whether or not the rescission has an adverse effect on any
particular benefit at this time), relating to insured heatth benefits (and certain self-funded
arrangements which have been allowed by State law to be subject to the State's review rules).
Please refer to the external appeals table identified here:
httos://acacmsresources.com/r /apoeals.

Special Federal External Appeals Review Process Under the Affordable Care Act
Generally, Plans that are either self-funded (are not provided through insured health benefits) or
have not elected or ore not eligible to qualify for the State review external appeals process for
any Adverse Benefit Determination are subject to Federal review process described below.

(a) You will have four months after the day you receive notice or are deemed notified of
the final internal Adverse Benefit Determination to request an external review of any
final internal Adverse Benefit Determination.

(b) The Plan or Claim Fiduciary has five business days from the date a claim is made to
complete a preliminary review to determine if the claim is eligible for external review
(determining whether you were covered (eligible) at the time the service was provided),
whether the appeal relates to a medical judgment, and whether the internal appeals
process has been exhausted (e.g., all relevant information requested from the claimant
was provided) and, therefore, considered fully.

(c) Within one business day after the preliminary review, the Plan or Claim Fiduciary will
notify you in writing of its decision. lf the claim is complete but not eligible for external
review, you will be provided with the reason for its ineligibility and as well as contact
information for the Employee Benefits Security Administration. lf the claim is
incomplete, you will be provided with an explanation of what is necessary to complete
the claim and the Plan Administrator or Claim Fiduciary must give you a reasonable time
to complete the claim (i.e., the remainder of the four month appeal period or, if later,
48 hours after the notice of incompletion).

(d) lf you appeal an appealable final internal adverse benefits determination (or challenge
whether or not it is appealable), your claim must be referred to an lndependent Review
Organization (lRO) accredited by URAC (formerly known as the Utilization Review
Accreditation Commission) or by a similar nationally-recognized accrediting organization
to conduct external reviews. The referral will occur through an unbiased selection
process involving several lROs.
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(e) Once assigned to the lRO, the IRO must make a determination on a non-Urgent Care

Claim within forty-five (45) days after the IRO receives the assignment.

(f) lf the IRO reverses the decision of the Plan or Claims Administrator, your payments or

coverage must begin immediately, even if the Plan or Claims Administrator expects to

appeal it to a court of law.

(g) You must also have a right to expedited review for an Urgent Care Claim upon request.

Once assigned to the lRO, the IRO must make a determination as expeditiously as

possible but in no event more than seventy-two hours (or foriy-eight hours if the

request was not in writing) after its receipt of the request. lf the IRO's notice of its
determination is not provided in writing within 48 hours after the date of providing that

notice it must provide written confirmation to you and the Plan.

(h) The contracts with the lROs must include the requirements contained in the DOL

Technical Releases, and the lROs must agree, among other things, to the following: de

novo review of all information and documents timely received (including the Plan

document, claims records, health care professional recommendations, and clinical

review criteria used, if any), retaining its records for six years and making them available

to the applicable claimant (or to State and Federal government agencies, to the extent

not in violation of any privacy laws) for examination upon request, and inclusion of

certain information in notices to claimants.

The Plan intends and is taking steps in good faith to comply with the claims and appeals rules

under the ACA and the provisions herein should be interpreted accordingly.

ExternalReview Under the No SurprisesAcf
The No Surprises Act (the "Act"), part of the broader Consolidated Appropriations Act of 202!,

extended these external claims provision requirements to any Adverse Benefit Determination

that involves consideration of whether a plan or insurer is complying with the Act for both

grandfathered and non-grandfathered plans.

Special Rules for Disability Claims

A disability claim requires the Plan to determine if you are disabled for purposes of eligibility for

disability benefits under a Component Benefit Plan. Except as provided under this heading, the
general claims procedures under the heading "General Claims Procedure" apply, including but

not limited to the provisions relating to any Plan fiduciary's rights and responsibilities as

provided in paragraph (c) under the heading "General Claims Procedure" and the claims

limitation period identified in paragraph (d) under the heading "General Claims Procedure".

Time for a Decision on d Disability Claim

The Plan will notify you of its determination within 45 days after its receipt of your claim. This

period can be extended for two additional 30-day periods (up to a total of 105 days) if a decision

cannot be made because of circumstances beyond the control of the Plan Administrator. lf the

Claim Fiduciary extends its period for reviewing a claim due to special circumstances, the notice

of extension you receive will include an explanation of the standards on which entitlement to

benefits is based, the unresolved issues that prevent a decision on the claim and any additional

information needed to resolve these issues. lf more information is requested during either

extension period, you will have at least 45 days to supply it.
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Notification of Denial
lf a claim for disability benefits is denied, the claimant will receive written notice of denial that
sets out the information below in an easy to understand manner in accordance with 29 CFR
2560.503-1(o):

(a) The specific reason or reasons for the adverse determination;

(b) Reference to the specific Plan provisions on which the determination was made;

(c) A description of any additional material or information necessary to perfect the claim
and an explanation of why such material or information is necessary;

(d) A description of the Plan's review procedures and the time limits that apply to such
procedures, including a statement of your right to bring a civil action under ERISA
Section 502(a) if the claim is denied on review;

(e) Where the determination is adverse, a discussion of the decision, including an
explanation of the basis for disagreeing with or not following;

(1) The views presented by you to the Plan of health care professionals treating you
and vocational-professionals who evaluated you;

(2) The views of medical or vocational experts whose advice was obtained on
behalf of the Plan in connection with your adverse benefit determination,
without regard to whether the advice was relied upon in making the benefit
determination; and

(3) A disability determination made by the Social Security Administration regarding
you (as the claimant) presented by you to the plan;

(f) lf the adverse determination is based on a medical necessity or experimental treatment
or similar exclusion or limit, either an explanation of the scientific or clinical judgment
for the determination, applying the terms of the Plan to your medical circumstances, or
a statement that such explanation will be provided free of charge upon request of such
person or persons who conducted the initial claim determination;

(g) Either the specific internal rules, guidelines, protocols, standards or other similar criteria
of the Plan relied upon in making the adverse determination or, alternatively, a
statement that such rules, guidelines, protocols, standards or other similar criteria of
the Plan do not exist; and

(h) A statement that you are entitled to receive, upon request and free of charge,
reasonable access to and copies of all documents, records, and other information
relevalrt [u Ilre clairn.

How to Appeal a Disability Claim
You may appeal the Plan's determination within 180 days following receipt of an adverse
determination in accordance with the procedures described in paragraph (c) under the heading
"Special Rules for Group Health Plan Claims". The Plan will notify you of its determination on
review within 45 days and in accordance with the procedures in paragraph (b) under the
heading "General Claims Procedure." otherwise, the general claims procedures apply, including
the provisions relating to any Plan fiduciary's rights and responsibilities and the claims limitation
period. Under special circumstances, the Claim Fiduciary may take up to an additional 45 days to
review the claim if it determines that such an extension is necessary due to matters beyond its
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control. lf an extension of time is required, you will be notified in writing before the end of the

initial 45-day period of the circumstances requiring the extension and the date by which the

Claim Fiduciary expects to render a decision. You have at least 45 days to provide the specified

information.

Notification of Benefit Determination on Review

You will receive written notice of the Plan's benefit determination on review that sets out the

information below in a culturally and linguistically appropriate manner in accordance with 29

CFR 2560.503-1(o):

(a) The specific reason or reasons for the adverse determination;

(b) Reference to the specific Plan provisions on which the benefit determination is based;

{c) A statement that you are entitled to receive, upon request and free of charge,

reasonable access to, and copies of, all documents, records, and other information

relevant to your claim for benefits;

(d) A statement describing any voluntary appeal procedures offered by the Plan and your

right to obtain the information about such procedures, and a statement of your right to

bring an action under ERISA Section 502(a), including any applicable contractual

limitations period that applies to your right to bring such an action, including the

calendar date on which the contractual limitations period expires for the claim;

(e) Where the determination is adverse, a discussion of the decision, including an

explanation of the basis for disagreeing with or not following:

(1) The views presented by you to the Plan of health care professionals treating you

and vocational professionals who evaluated you;

(2) The views of medical or vocational experts whose advice was obtained on

behalf of the Plan in connection with your adverse benefit determination,

without regard to whether the advice was relied upon in making the benefit

determination; and

(3) A disability determination regarding you presented by you to the Plan made by

the Social Security Administration;

(f) lf the adverse benefit determination is based on a medical necessity or experimental

treatment or similar exclusion or limit, either an explanation of the scientific or clinical

judgment for the determination, applying the terms of the Plan to your medical

circumstances, or a statement that such explanation will be provided free of charge

upon request; and

(S) Either the specific internal rules, guidelines, protocols, standards or other similar criteria

of the Plan relied upon in making the adverse determination or, alternatively, a

statement that such rules, guidelines, protocols, standards or other similar criteria of

the Plan do not exist.

Additional Requirements for Disability Cldims

All claims and appeals for disability benefits must be adjudicated in a manner designed to

ensure the independence and impartiality of the persons involved in making the decision; thus,

decisions regarding hiring, compensation, termination, promotion, or other similar matters with

respect to any individual (such as a claims adjudicator or medical or vocational expert) must not
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be made based upon the likelihood that the individual will support a denial of benefits. Before a
decision on review of a denied claim for disability benefits may be made, the plan Administrator
shall provide you, free of charge, with any new or additional evidence considered, relied upon,
or generated by the Plan, insurer, or other person making the benefit determination (or at the
direction of the Plan, insurer or such other person) in connection with the claim; such evidence
must be provided as soon as possible and sufficiently in advance of the date on which a notice of
adverse benefit determination on review is required to be provided under applicable DOL
regulations to give you a reasonable opportunity to respond prior to that date. ln addition,
before a decision on review of a denied claim for disability benefits may be made based on a
new or additional rationale, the Plan Administrator shall provide the claimant, free of charge,
with the rationale; the rationale must be provided as soon as possible and sufficiently in
advance of the date on which the notice of adverse benefit determination on review is required
to be provided under applicable DOL regulations to give you a reasonable opportunity to
respond prior to that date.

Failure to Establish and Follow Reasonable Claims procedures

Failure to adhere to the requirements described under "special Rules for Disability Claims" will
allow the claimant to deem the claims and appeals process non-compliant (and exhausted), and
the claimant may proceed to pursue any remedies (including court action) available under ERISA.
Notwithstanding the preceding sentence, action or inaction relating to the above rules that is (i)
de minimis, (ii) non-prejudicial to the claimant, (iii) attributable to good cause or matters
beyond the Plan's or Claim Fiduciary's control, (iv) in the context of an ongoing good-faith
exchange of information, and (v) not reflective of a pattern or practice of non-compliance, will
not be considered non-compliant. This paragraph will be interpreted and administered in
accordance with 29 CFR 2560.503-1(1)(2).

Coverage While on Leave of Absence
Certain Federal laws only opply based on factors such as the number of employees or
Participants relating to an Employer's control group or for other reasons. ln this regard, the
following laws may be applicable. The provisions specified below are intended to reflect the
requirements of such laws and are not intended to gront additional rights beyond such laws to
any individual, and such language should be interpreted accordingly.

Family and Medical Leave Act Coverage
The Family and Medieal teave Act of 1993 ("FMLA') generally applies to employers with 50 or
more employees within a 75 mile radius. FMLA also requires you to have worked a certain
number of hours and months in order to be eligible. lf you have questions about whether or
how FMLA applies to you, you should contact the Plan Administrator for more details. Where
applicable it provides certain rights and options relating to your health plan coverage. Generally,
this law requires covered employers to provide up to 12 weeks of unpaid, job-protected leave to
eligible employees. This family leave is allowed for the following reasons: incapacity due to
pregnancy, prenatal medical care, or child birth; care for the employee's child after birth or
placement for adoption or foster care; care for the employee's spouse, child or parent who has
a serious health condition; or a serious health condition that makes the employee unable to
perform the employee's job.
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FMLA was expanded for an eligible employee's parents or immediate family members being

called to active military duty status or in active military duty in the following ways: (1) the events

for triggering family leave now include "qualifying exigencies" of covered service members

(refer to the Employer's FMLA leave policy and/or contact the Employer for details); and (2)

eligible employees can take upto26 weeks of job-protected leave in a single 12-month period

to care for covered service members with a serious injury or illness.

lf you are eligible and choose to take FMLA leave, your Employer must maintain your health

coverage under any "group health plan" on the same terms as if you had continued to work. Any

changes to the group health plan during the time you are on FMLA leave apply to you. Your

Employer must also provide you with notice of any opportunity to change plans or benefits

during your FMLA leave period.

Depending on your payment of plan premiums, you may be required to continue to pay

premiums during FMLA leave. lf you are 30 or more days late in making payment and your

employer has given you written notice at least 15 days in advance advising that coverage will

cease if payment is not received, you will no longer be covered, but upon your return to

employment, the employer is required to restore your coverage. However, if you take FMLA

leave and do not return to work after leave for a reason other than medical necessity, then you

may be required to reimburse your employer for the payments made for your coverage during

your leave.

you have the right to choose not to retain health coverage during FMLA leave. Upon return from

FMLA leave, most employees must still be restored to their original or equivalent positions with

equivalent pay, benefits, and other employment terms. Use of FMLA leave cannot result in the

loss of any employment benefits that accrued prior to the start of your leave. ln addition, your

Employer cannot require you to meet any qualification requirements imposed by the plan,

including new waiting periods or passing a medical exam to be reinstated.

lf you do not return from leave, the 3O-day period to request special enrollment in another plan

will not start before your FMLA leave ends. Therefore, if you apply for other health coverage,

you should tell your plan administrator or health insurer about any prior FMLA leave.

Coverage provided under FMLA is not COBRA coverage, and FMLA leave is not a qualifying event

under COBRA. A COBRA qualifying event may occur, however, when an Employer's obligation to

maintain health benefits under FMLA ceases, such as if you notify the Employer of your intent

not to return to work or if you fail to return to work at the end of the FMLA leave.

Military Service Leave (USERRA Coverage'l

Any participant covered under the Uniformed Services Employment and Reemployment Rights

Act of t994 ("USERRA') will continue to participate and be eligible to receive benefits under any

Component Benefit Plan that is a group health plan in accordance with USERRA rules and

regulations.

Group health plans and health insurance issuers, under USERRA, must protect all persons who

perform duty, voluntarily or involuntarily, in the "uniformed services", which include the Army,

Navy, Marine Corps, Air Force, Coast Guard and Public Health Service commissioned corps, as

well as the reserve components of each of these services. lf you are a pre-service member

returning from a period of service in the uniformed services, you are entitled to reemployment

from your Employer if you meet the following criteria:
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(a) you held the job prior to service;

(b) you gave notice to your Employer that you were leaving your employment for service in
the uniformed services, unless giving notice was precluded by military necessity or
otherwise impossible or unreasonable;

(c) your cumulative period of service did not exceed five years;

(d) you were not released from service under dishonorable or other punitive conditions;
and

(e) you reported back to the job in a timely manner or submitted a timely application for
reemployment.

The time limits for returning to work are as follows:

(a) for less than 31 days of service - by the beginning of the first regularly scheduled work
period after the end of the calendar day of duty, plus time required to return home
safely and an eight hour rest period. lf this is impossible or unreasonable through no
fault of your own, then as soon as possible;

(b) for 31 to 180 day of service - you must apply for reemployment no later than 14 days
after completion of military service. lf this is impossible or unreasonable through no
fault of your own, then as soon as possible;

(c) for 181 days or more of service - you must apply for reemployment no later than 90
days after completion of military service;

(d) for service-connected injury or illness - reporting or application deadlines are extended
for up to two years if you are hospitalized or convalescing.

lf you were covered under a Component Benefit Plan which is a group health plan immediately
prior to taking a leave for service in the uniformed services, you may elect to continue your
coverage under USERRA for certain periods required under USERRA, if you pay any required
contributions toward the cost of your group health plan coverage during the leave. Any USERRA
continuation coverage you elect will end earlier if one of the following events takes place:

(a) You fail to make a premium payment (or premium equivalent) within the required time;

(b) You fail to report to work or to apply for reemployment within the time period required
by USERRA following the completion of your service; or

(c) You lose your rights under USERRA, for example, as a result of a dishonorable discharge.

lf the leave is 30 days or fewer, your contribution amount will be the same as for active
employees, as long as you remain an active employee. lf the leave is longer than 30 days, the
required contribution will not exceed !o2% of the cost of coverage. Coverage continued under
this provision runs concurrently with coverage described below under the section entitled
"Other Continuation/Conversion Privileges." lf you elect USERRA coverage, you may not elect
COBRA coverage during your military service. Likewise, if you elect COBRA continuation
coverage during your military service, you may not elect USERRA coverage when your COBRA
coverage ends.

lf your coverage under the Plan terminated because of your service in the uniformed services,
your coverage will be reinstated on the first day you return to employment if you are released
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under honorable conditions and you return to employment within the time period required by

USERRA. See the Plan Administrator for details.

Certain Federal Rights of lndividuals Under
Health Plans
Certain Federal laws only appty based on foctors such as the number of employees or
participants relating to an Employer's control group or for other reasons. ln this regard, the

fotlowing laws may be applicabte. The provisions specified below are intended to reflect o

summary of the taws and are not intended to grant additional rights beyond such laws to any

individuat, and such language should be interpreted accordingly.

Group health plans that offer specific types of benefits, such as coverage for a mastectomy, or

mental health or substance use disorders, as well as employers that maintain group health

coverage in states that provide for premium assistance through Medicaid or Children's Health

lnsurance Program (CHIP), are subject to additional notice requirements under ERISA. Model

notices, if required, will be provided to you.

Children's Health Insurance Program Reauthorization Act ("CHIPRA")

The Children's Health lnsurance Program ("CHlP") was created to provide affordable health

coverage to certain individuals and their dependents who are not eligible for Medicaid and

cannot get private coverage. Various amendments to CHIP, including CHIPRA permits some

states to offer group health plan premium assistance to subsidize premiums. Employers must

inform employees of possible premium assistance opportunities available in the state in which

they reside.

Consolitl:rted Omnibus Budget Reconciliation Act (COBRA)

COBRA is a federal law that may let you keep your employer group health plan coverage for a

limited time if you or an eligible family member experience a qualifying event. After a qualifying

event, COBRA continuation coverage must be offered to each person who is a qualified

beneficiary. The Plan Administrator (or third-party COBRA administrator, if any) has to be

notified in writing of a qualifying event within 60 days of the qualifying event or the date the

qualified beneficiary would otherwise lose coverage due to the qualifying event, whichever is

later. The Plan Administrator (or third-party COBRA administrator) will offer COBRA

continuation to each qualified beneficiary.

The full cost of COBRA coverage may be up to tO2% of the full cost of coverage (or up to 150%

in the case of an extension based on disability). The maximum coverage period of COBRA

coverage offered depends on the type of qualifying event(s) that occurs. The qualified

beneficiary must elect to continue coverage within 60 days of the qualified event or the receipt

of the COBRA election form, whichever is later. Payment is due to the COBRA administrator

within 45 days after the date of the COBRA election and must include the entire payment for the

entire period from the date coverage ended through the month of payment.

Employers who employ 20 or more employees are subject to the group health plan continuation

provisions of COBRA. lndividual states may require companies with fewer than 20 employees to

provide continuation of coverage for eligible employees and dependents. Be sure to review

your state's law for applicable "mini-COBRA" requirements.
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Group Health Plan Coverage Available
Group health plan coverages include medical, dental, vision, health reimbursement
arrangement, telemedicine, expert medical opinion (in some cases) and health care flexible
spending account ("health care FSA") benefits. lf healih care FSA is continued through COBRA,
the continuation ends on the last day of the health care FSA plan year in which the qualifying
event occurred, unless the Employer allows for an optional carryover.

QudlifVins Eyents and Coverage period

Qualifying events are events that cause a covered employee to lose group health plan coverage.
The type of qualifying event determines who the qualified beneficiaries are for that event and
the period of time that a plan must offer continuation coverage. COBRA establishes only the
minimum requirements for continuation coverage. A plan may always choose to provide longer
periods of continuation coverage.

(a) You are entitled to a coverage period of 18 months for the following qualifying events:

(1) termination of employment for reasons other than gross misconduct; or

(2) reduction in hours.

(b) You are entitled to a coverage period of 36 months for the following qualifying events:

(1) divorce or legal separation;

(2) entitlement to Medicare;

(3) death; or

(4) child's ceasing to meet the definition of dependent.

Extensio n of COBRA Co nti n uatio n
lf you are entitled to an 18-month maximum period of continuation coverage, you may become
eligible for an extension of the maximum time period in two circumstances. The first is when a
qualified beneficiary is disabled; the second is when a second qualifying event occurs.

(a) lf you or any one of the qualified beneficiaries in your family is determined to be
disabled, with proper and timely notice, you may be entitled to an extension of up to 11
additional months of continuation of coverage, for a total maximum of 29 months; or

(b) lf your family experiences another qualifying event (second qualifying event) during the
initial COBRA continuation of coverage, with proper and timely notice, you may be
entitled to an extension of up to 18 additional months of continuation coverage, for a
total maximum of 36 months.

Qualified beneficiary
A qualified beneficiary is an employee or dependent covered by a group health plan on the day
before a qualifying event occurred that caused you to lose coverage. Only certain individuals can
become qualified beneficiaries due to a qualifying event, and the type of qualifying event
determines who can become a qualified beneficiary when it happens.

A covered employee is considered a qualified beneficiary under the following qualified events:

(a) reduction in hours; or

(b) termination, other than gross misconduct.
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A spouse or dependent child of a covered employee will become a qualified beneficiary if he or

she loses coverage under the plan because of the following qualifying events:

(a) reduction in hours worked by covered employee;

(b) termination of the covered employee's employment, for any reason other than gross

misconduct;

(c) covered employee becomes entitled to Medicare (under Part A, Part B, or both);

(d) divorce or legal separation of the spouse from the covered employee;

(e) death of the covered employee; or

(f) loss of dependent status under the plan rules (applies only to dependents).

Speci al Enr oll m ent Righ ts
lnstead of enrolling in COBRA continuation coverage, there may be other coverage options for

you and your family through the Health lnsurance Marketplace, Medicare, Medicaid, CHIP, or

other group health plan coverage options (such as a spouse's plan) through what is called a

'special enrollment period.' Some of these options may cost less than COBRA continuation

coverage and should be considered when electing continuation of coverage.

For more information about your rights under COBRA, and other laws affecting group health

plans, visit the U.S. Department of Labor's Employee Benefits Security Administration (EBSA)

website at www.dol.eovlebsa or call their toll-free number at !-866-444-3272. For more

information about health insurance options available through a Health lnsurance Marketplace,

visit www. healthcare.eov/.

Families First Coronavirus Response Act ("FFCRA"). as Amended and ExPanded bV the

Coronavirus Aid. Relief and Economic Security ("CARES") Act

Section 6001 of the FFCRA, as amended and expanded by Section 3203 of the CARES Act'

requires group health plans (other than plans providing excepted benefits; grandfathered group

health plans; retiree only plans and short-term, limited-duration insurance plans) and health

insurance issuers to cover COVID-19 vaccines, as well as any qualifying coronavirus preventive

services, without cost sharing. Such qualifying coronavirus preventive services are defined in

Section 3203(bX1) as "an item, service or immunization that is intended to prevent or mitigate

covtD-19."

The vaccine coverage mandate and no cost share requirement for qualifying coronavirus

preventive services will not expire for all in-network providers.

Family Medical Leave Act (.FMLA)

FMLA provides eligible employees who work for a covered employer up to 12 weeks of unpaid,

job-protected leave in a 12-month period for the following reasons:

(a) the birth of a child or placement of a child for adoption or foster care;

(b) to bond with a child (leave must be taken within one year of the child's birth or

placement);

(c) to care for the employee's spouse, child or parent who has a qualifying serious health

condition;
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(d) for employee's own qualifying serious health condition that makes the employee unable
to perform the employee's job; or

(e) for qualifying exigencies related to the foreign deployment of a military member who is
the employee's spor.rse, child, or parent.

The spouse, child, parent or next of kin of a service member with a serious injury or illness may
be eligible to take up to 26 weeks of leave in a single 12-month period to care for the service
member.

Generally, private employers with at least 50 employees within 75 miles of employee,s work
location are covered under FMLA. Employees must meet certain criteria to be eligible for FMLA
leave as well as provide at least 30 days advance notice of the need for leave. Upon return from
FMLA leave, most employees must be restored to the same job or one nearly identical to it with
equivalent pay, benefits and other employment terms and conditions.

Genetic Information Nondiscrimination Act (GINA)

GINA generally prohibits private employers from discriminating on the basis of genetic
information collected relating to eligibility, premiums, or contributions. GINA does not apply to
employers with less than 15 employees.

Health Insurance Portability and Accountabilit!' Act (HIpAA)
HIPAA provides specific rights for participants and beneficiaries in group health plans related to
preexisting conditions, discrimination based on health status and special enrollment
opportunities. The law requires plans to disclose certain information regarding these rights to
participants and beneficiaries, as well as certain other individuals eligible for benefits unJer the
plan.

HIPAA Privacy Notice
The HIPAA Privacy Notice provides that an individual has a right to adequate notice of how a
covered entity may use and disclose protected health information (pHl) about the individual, as
well as his or her rights, and the covered entity's obligations, with respect to that information.
Most covered entities must develop and provide individuals with this notice of their privacy
practices.

HiPAA Notice of Special Enrollment
The HIPAA Notice of Special Enrollment describes the requirements for a group health plan to
offer special enrollment within 30 days to eligible employees and their dependents who
experience the loss of other coverage based on certain events or special enrollment based on a
new dependent as a result of marriage, birth of a child, adoption, or placement for adoption.

Medicare
Before October 15 of each year, employers must inform Medicare-etigible participants as to
whether the group plan's prescription drug coverage is creditable, meaning that the coverage is
expected to pay, on average, as much as the standard Medicare prescription drug coverage.
lndividuals who do not maintain creditable coverage for 63 days or longer following their initial
enrollment period for Medicare Part D may be required to pay a late enrollment penalty.

There are a number of important decisions you and your dependents must make when you or a
dependent becomes eligible for Medicare. These rules can be complex. lf you have any
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questions about how this plan coordinates wiih Medicare you may contact the Plan

Administrator, in writing.

Once you become eligible for Medicare you should make sure you understand the deadlines for

enrolling in Medicare. For detailed booklets on Medicare topics visit: www.medicare.gov.

Mental Health Paritlttr Arldiction Equity Act (MHPAEA)

MHpAEA requires group health plans and health insurance issuers that provide mental health or

substance use disorder benefits to provide coverage in a manner that is the same as for physical

illnesses and disorders through medical/surgical benefits.

Michelle's Law
Michelle's Law allows continuation of group health coverage for up to one year for full-time

students over the age of 26who are dependent children and who are on medically necessary

leave of absence from post-secondary educational institutions.

Newborns' antl Mothers' Health Protection Act

Group health plans generally may not, under Federal law, restrict benefits for any hospital

length of stay in connection with childbirth for the mother or newborn child to less than 48

hours following a normal vaginal delivery, or less than 96 hours following a cesarean section.

However, Federal law generally does not prohibit the mother's or newborn's attending provider,

after consulting with the mother, from discharging the mother or her newborn earlier than the

above periods. ln any case, such plans and insurers may not, under Federal law, require that a

provider obtain authorization from the plan or the insurer for prescribing a length of stay not in

excess of the above periods.

No Surnriscs Act
The No Surprises Aci provisions of The Consolidated Appropriations Act (the "Act") protect

consumers from certain surprise medical billing that could arise from the following: (i) out-of-

network emergency care; (ii) certain ancillary services provided by an out-of-network provider

at an in-network facility; or (iii) out-of-network care provided at in-network facilities without the

patient's informed consent. lf any of these events occur, the Act protects participants from

balance billing and only requires the in-network cost sharing amount to be paid. Providers will

not be able to balance bill you and may not ask you to give up your protections not to be

balance billed.

Provider Directory
you can receive your health care from in-network providers or out-of-network providers. For a

listing of the Plan's in-network providers, go to the provider's website for more information and

a listing of such providers.

Patient Protection tt Afforalable Care Act (Affordable Care Act or ACA)

The ACA was passed primarily to provide affordable health insurance to more people, expand

the Medicaid program for many low-income adults, as well as offer rights and protections that

generally include:

(a) requiring insurance plans to cover people with pre-existing health conditions, including

pregnancy, without charging more;

(b) providing free preventative care;
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(c) covering adult children up to age 26;

(d) providing Summary of Benefits and Coverage (SBC);

(e) requiring that a majority of premiums must be spent on healthcare and not on
administrative cost and bonuses;

(f) ending lifetime and yearly dollar limits on coverage of essential health benefits;

(g) holding insurance companies accountable for rate increases;

(h) protecting your choice of doctors and access to emergency care;

(i) making it illegal for health insurance companies to cancel your health insurance just
because you get sick;

0) protecting you from employer retaliation;

(k) giving you the right to choose an individual Marketplace plan rather than the one your
employer offers you; and

(l) guaranteeing your right to appeal a coverage decision.

Generally, grandfathered plans (legacy health plans created prior to the passage of the ACA) and
non-grandfathered plans that are not HlPAA-excepted coverage still must follow many of the
consumer protection provisions afforded under the ACA. Your Plan Administrator will disclose if
your plan is grandfathered. Also, see Appendix A.

Qualified Medical Child Sunport Orders (eMCSO)

The QMCSo is a court order, or an order issued by a state administrative agency, that
specifically sets forth the rights of dependents (children) to receive benefits under group health
plans. An Employer must determine if it "qualified" to provide health insurance coverage to a
participant's noncustodial child(ren). A "qualified" order must disclose the name, addiess of
participant and any alternate recipient, the description of the type of health coverage to be
provided, as well as how long it will be continued. Once this is determined, the coverage must
be extended.

The Employer has established procedures for determining whether an order qualifies as a
QMCSO. Participants' spouses and beneficiaries can obtain, without charge, a copy of such
procedures from the Plan Administrator.

The Consolidated Apnropriations Act. 2021 (,,CAA 2021")
The CAA 2027 generally prohibits grouo health plans or issuers offering group health insurance
from entering into agreements with healthcare providers, TPAs or other service providers that
include certain "gag clause" language (provisions directly or indirectly restricting specific data
and information that the plan can make available to another party). Beginning in 2023, group
health plans and insurers must annually attest to their compliance with the prohibition alainst
these gag clauses.

Transparency in Coverase Rule (TiC Rule)
The TiC Rule puts forth requirements for group health plans and issuers on the individual and
group markets to disclose cost-sharing information, in-network provider negotiated rates, and
historical out-of-network allowed amounts. This rule does not apply to grandfathered health
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plans, H;PAA-excepted coverage, healthcare sharing ministries or short-term limited duration

insurance plans.

Uniformed Services Employment and Reemployment Rights Act (USERRA)

USERRA protects the job rights of individuals who voluntarily or involuntarily leave employment

to undertake military service or certain types of service in the National Disaster Medical System.

It also prohibits employers from discriminating against past and present members of the

uniformed services. A participant will continue to participate and be eligible to receive benefits.

Certain requirements must be met for returning service members to be entitled to

reemployment. Continuation of group health coverage will be immediately reinstated on the

first day you return to employment if you are released under honorable conditions, and you

return to employment within the required time period.

Wellness Pro{ram
Wellness programs are designed health initiatives to maintain or improve the wellbeing of a

participant's physical, emotional, and mental health. This typically is accomplished through

health screenings, proper diet, fitness programs, stress management, and illness prevention

coupled with an incentive to help participants' health. lf the wellness program requires either

an activity-only and/or an outcome-based wellness program, then the participant must be given

a notice that states the availability of a reasonable alternative standard (or possibility of waiver

of the otherwise applicable standard). Disclosure must include contact information for obtaining

the alternative and a statement that recommendations of an individual's personal physician will

be accommodated.

Under the Americans with Disabilities Act (ADA), employers that offer wellness programs that

collect employee health information must inform employees offered participation in a wellness

program what employee health information will be collected, how it will be used, who will

receive it, and what will be done to keep it confidential. Employees must receive the notice

before providing any health information, and with enough time to decide whether to participate

in the voluntary program. Reasonable accommodation or an alternative standard may be

offered.

Any wellness program related to financial incentives offered must comply with all federal laws,

including HIPAA, the ACA, and the ADA.

Women's Health and Cancer Riqhts Act (WHCRA)

WHCRA requires plans that provide medical and surgical benefits for mastectomies to provide

coverage for certain procedures, including reconstructive surgery, prostheses and treatment of

physical complications following a mastectomy, as requested from the patient in consultation

with her physician.

Employer's, and Plan Administrator's, Rights
under the Plan
Right to Change or End the Plan

Ariel Clinical Services reserves the right to terminate, suspend, withdraw, amend or modify the
plan, or any Component Benefit Plan, in whole or in part at any time. Any affiliated employer
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reserves the right to withdraw from and terminate its participation in the plan or Component
Benefit Plan, thereby terminating, suspending, amending or modifying the plan as to its plan
participants. Generally, unless specifically provided otherwise in an underlying document
relating to the applicable Component Benefit Plan, any amounts remaining in the plan at
termination will be distributed as if they were insurance company refunds/rebates (see heading
"lnsurance Company Refund").

Right to Interpret the Plan
Ariel Clinical Services has the right to appoint the Plan Administrator of the plan. The plan
Administrator has discretion to interpret the provisions of the Plan and any Component Benefit
Plan, to make factual determinations, and to delegate such authority. The plan Administrator,s
and/or delegate's interpretations and decisions are conclusive and binding on all plan
participants, employers, and all other persons.

Subrogation and Right of Reimbursement
To the extent not inconsistent with the provisions of any underlying documents incorporated by
reference in the Plan, the following provisions will control as to any Component Benefit plan.

The Plan does not provide primary coverage for expenses associated with an injury or illness
caused or worsened by the action of any third party which gives rise to a claim against that party,
nor does it provide primary coverage for such expenses to the extent that there is other
applicable coverage from a source other than the Plan (including, but not limited to, medical
benefits under an automobile insurance policy). lf an employee, spouse, or dependent, or any
other person specified as an "Eligible Non-Employee" in Appendix A (a "Covered lndividual,,)
incurs expenses and receives benefits from the Plan or its carrier(s) as a result of an injury or
accident caused by the action of a third party, immediately upon payment of any benefits under
the Plan, the Plan will be subrogated (substituted) to all rights of recovery against any person or
organization whose conduct or action caused or contributed to the loss for which payment was
made by the Plan.

As a condition to participation in or the receipt of benefits under the plan, a Covered lndividual
agrees that if such person receives or is entitled to any reimbursement or any other financial
recovery from any source, including such Covered lndividual's own insurance carrier or another
welfare benefit plan (such as a disability plan, if any) sponsored by an employer, whether by
judgment, settlement, award, government or worker's compensation benefits, or otherwise, on
account of such injury or illness, the Plan has the right to recover the amounts the plan has paid
or will pay as a result of that injury, from any amounts a Covered lndividual received from any
party, and the Plan has a lien on any such recovery. Similarly, if any person, including any
natural person or entity, other than a Covered lndividual has possession of funds recovered
from a third party as to which any Covered lndividuals has or had a claim, then the plan will be
subrogated to that claim and will have a right to recover directly from the person that is holding
the funds. By participating in and accepting benefits under the plan in connection with such an
injury or illness, a Covered lndividual agrees and is bound to assist the plan in its attempt to
recover from that person, assigns any recovery to the Plan and authorizes such Covered
lndividual's attorney, personal representative, or insurance company to reimburse the plan. ln
the event that a Covered lndividual is deceased, the Plan has a right to recover funds from such
Covered lndividual's estate pursuant to this reimbursement provision. The plan will not pay
attorney fees or costs associated with any Covered lndividual's claims without prior express
written authorization by the Plan, which the Plan may grant or withhold in its sole discretion. ln
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this regard, the Plan will not be subject to any "make whole" or other subrogation rule that

may otherwise apply by law that reduces its right to recover the full amount of its loss unless

the plan has expressly agreed to do so in writing. Rather, the Plan is entitled to full

reimbursement:

(a) before the Covered lndividual is entitled to retain any part of such financial recovery'

regardless of the stated reason for the financial recovery or whether the Covered

lndividual has other costs or suffered other injuries not paid for or compensated by the
plan (notwithstanding any "make whole doctrine" by whatever name called);

(b) without regard to any claim of fault on the part of the Covered lndividual, whether

under comparative negligence or otherwise;

(c) without reduction for attorneys' fees and other costs incurred by the Covered lndividual

in making a recovery without the prior express written consent of the Plan

(notwithstanding any "fund doctrine," "Common fund doctrine," or "attorneys' fund

doctrine" by whatever name called); and

(d) notwithstanding that the recovery to which the Plan is subrogated is paid to a decedent,

a minor, a decedent's estate, or an incompetent or disabled person.

A Covered lndividual, and individuals acting on a Covered lndividual's behalf, including

attorneys, will do nothing to prejudice the Plan's subrogation and reimbursement rights and will,

when requested, provide the Plan with information and cooperate with the Plan in the

enforcement of its subrogation and reimbursement rights. lt is your duty, and the duty of

individuals acting on your behalf, to notify the Plan Administrator within 45 days of the daie of

the injury or the date when you give notice to any other party, including an attorney, of your

intention to pursue or investigate a claim to recover damages on behalf of a Covered lndividual.

The payment of benefits under the Plan on account of an injury or illness as a result of an action

of a third party is contingent on the Covered lndividual:

(a) informing the Plan Administrator of the action to be taken by the Covered lndividual;

(b) agreeing (in such form and to such documents as the Plan may from time to time

require) to the Plan being reimbursed from any recovery from a third party and

subrogated to any right of recovery the Covered lndividual has against a third party;

(c) refraining from action which would prejudice the Plan's subrogation rights (including,

but not limiied to, making a settlement which specifically reduces or excludes, or

attempts to reduce or exclude, the benefits provided by the Plan); and

(d) cooperating in doing what is reasonably necessary to assist the Plan in any recovery.

lf the Covered lndividual should fail or refuse to comply with these subrogation and right of

reimbursement provisions, the Covered lndividual is not entitled to benefits under the Plan and

must reimburse the Plan for any and all costs and expenses, including attorneys' fees, incurred

by the Plan in enforcing its rights hereunder. The Plan may determine not to exercise all of the

reimbursement and/or subrogation rights described here in certain types of cases, with respect

to certain covered groups, or with respect to certain geographic areas, without waiving its right

to enforce its rights in the future as to other groups or in other geographic areas.
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For purposes of this section, "reimbursement" includes all direct and indirect payments to a
Covered lndividual for injury or illness from any source, by way of settlement, judgment, or any
other means, including but not limited to, uninsured motorist coverage, underinsured motorist
coverage, personal umbrella coverage, no-fault automobile insurance coverage, and
homeowner's insurance.

Other Continuation / Conversion privile es
You may be eligible for continuation of coverage under a CoBRA-type continuation of coverage
arrangement mandated in the State to which your coverage applies (for example, California,
New York, or Georgia) for certain insured benefits. The availability of this continuation coverage
and the rules concerning eligibility should be set forth in the policy of the insurance company
allowing the continuation of coverage. Since the time period for exercising your right to elect
continuation of coverage may be limited, you must inquire with your applicable insurance
company as soon as possible once you are no longer eligible for a component benefit under the
Plan.

Also, when you are no longer eligible under the Plan (either as an active participant or as a
qualified beneficiary receiving continuation coverage), you may be eligible to obtain an
individual conversion policy for one or more of your insured benefits. The avaitability of this
conversion coverage and the rules concerning your etigibility should be set forth in the poticy of
the insurance company allowing the conversion privilege. Since the time period for exercising
Your conversion privileges maY be limited, you should inquire with your appticable insuronce
companY as soon as possible once you ore no longer eligibte for a component benefit under the
Plan.

ERISA Rights
This statement of ERISA Rights is required by federal law and regulation. you are entitled to
certain rights and protections under ERISA. ERISA provides that Plan participants are entitled to:

Receive lnformation About Your plan and Benefits
(a) Examine, without charge, at the Plan Administrator's office and at other specified

locations, such as worksites and union halls, all documents governing the plan, including
any applicable insurance contracts and collective bargaining agreements, if any, and a
copy of the latest annual report (Form 5500 Series) where required to be filed by the
Plan with the U.S. Department of Labor and available at the Public Disclosure Room of
the Em ployee Benef its Security Ad ministration.

(b) obtain, upon written request to the Plan Administrator, copies of documents governing
the operation of the Plan, including any applicable insurance contracts, and collective
bargaining agreements, if any, and copies of the latest annual report (Form 5500 Series)
and updated Summary Plan Description. The Plan Administrator may make a reasonable
charge for the copies.
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(c) Receive a summary of the Plan's annual financial report (Form 5500), if any is required

by ERISA to be prepared. Where the annual financial report must be prepared, the Plan

Administrator is required by law to furnish each participant with a copy of this Summary

Annual Report.

Continue Group Health Plan Coverage

Continue health care coverage for yourself, your spouse, or your dependents if there is a loss of

coverage under the Plan as a result of a qualifying event. You or your dependents may have to

pay for such coverage. Review the Summary Plan Description and the documents governing the

group health plans for the rules governing your COBRA continuation coverage rights'

Prudent Actions try Plan Fiduciaries

ln addition to creating rights for Plan participants, ERISA imposes duties upon the people who

are responsible for the operation of the employee benefit plan. The people who operate your

plan, called "fiduciaries" of the Plan, have a duty to do so prudently and in the interest of you

and other Plan participants and beneficiaries'

No one, including your Employer, your union or any other person, may fire you or otherwise

discriminate against you in any way to prevent you from obtaining your benefits under the Plan

or exercising your rights under ERISA.

Entbrce Your Rights

lf your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to

know why this was done, to obtain copies of documents relating to the decision without charge,

and to appeal any denial, all within certain time schedules.

(a) Under ERISA there are steps you can take to enforce the above rights. For instance, if

you request a copy of Plan documents or the latest annual report (Form 5500), if any is

required to be prepared, from the Plan and do not receive them within 30 days, you

may file suit in a Federal court. ln such a case, the court may require the Plan

Administrator to provide the materials and pay you up to $110 a day until you receive

the materials, unless the materials were not sent because of reasons beyond the control

of the Plan Administrator.

(b) lf you have a claim for benefits which is denied or ignored, in whole or in part, and if you

have exhausted the claims procedures available to you under the Plan (discussed under

the heading Claims Procedure), you may file suit in a State or Federal court. ln addition,

if you disagree with the Plan's decision or lack thereof concerning the qualified status of

a medical child support order, you may file suit in Federal court'

(c) lf it should happen that Plan fiduciaries misuse the Plan's money, or if you are

discriminated against for asserting your rights, you may seek assistance from the U.S.

Department of Labor or you may file suit in a Federal court. The court will decide who

should pay court costs and legal fees. lf you are successful, the court may order the

person you have sued to pay these costs and fees. lf you lose, the court may order you

to pay these costs and fees, for example, if it finds your claim is frivolous.

Assistance with Your Qgestions
lf you have any questions about your benefits or the Plan, you should contact the Plan

Administrator. lf you have any questions about this statement or about your rights under ERISA,
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you should contact the nearest Area Office of the Employee Benefits Security Administration
(EBSA), U.S. Department of Labor, listed in your telephone directory or the office of outreach,
Education and Assistance, Employee Benefits Security Administration (EBSA), U.S. Department
of Labor, 200 Constitution Avenue, N.W., Washington, DC 2O2IO. you may also obtain certain
publications about your rights and responsibilities under ERISA by calling the publications
hotline of the Employee Benefits Security Administration.
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APPENDIX A

Appendix A: Component Benefit Plans
The information below is effective January 7, 2026, unless otherwise indicated below.

Component Benefit Plans Offered Under the Plan

Below is a list of each component Benefit Plan and the eligibility and participation requirements of

those plans. Also listed is the name (and in the case of group health plan claims, the address and

telephone number) of the individual insurance company that provides benefits (if any) and reviews

claims relating to its insurance policy. Also below may be a list of the name and address of the TPA (if

any) that reviews claims made under a Component Benefit Plan as well as the telephone number to call

for questions regarding claims procedures and forms.

Generally, unless otherwise indicated below or as provided in Appendix B, an eligible employee under

the plan is any regular common-law employee of Ariel Clinical Services who is not classified by the

Employer as a leased employee, contract worker or independent contractor, seasonal employee,

variable hour employee, or former employee, and such regular common-law employee is eligible to

participate in and receive benefits under one or more of the Component Benefit Plans. An individual

who is excluded from eligibility because of a classification by the Employer continues to be ineligible

even if such classification is determined to have been erroneous or is revised (regardless of whether

such a revision is retroactive). Non-resident aliens are also not eligible unless specifically included under
,,Eligible Employees" below. To determine whether you are eligible to participate in a Component

Benefit plan, please read the eligibility information below for the applicable Component Benefit Plan.
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Eligible Employees * Week

Last of Month in Which

Satisfaction of 30 Waiti Period

Status Endswith

Who Work a Minimum of 30.0 HoursAllFull-Time
On 1st of Month FolParticipation Begins *

Participation Ends *

NoneExcluded Employees
Spouses, Dependents/Children, Domestic Partners

and

Eligible Non-Employees
(e.g. Spouses, Dependents)

Contribution Source(s)
Yes, subject to Employer's Section 125 Cafeteria/POP

domestic partner who is not a dependent is post-tax for Federal tax
Plan Document. A

purposes.

Contributions Pre-Taxed?

lnsured BenefitFunding Arrangements
Cigna - Teresa O'Dell; 2000 5. Colorado Blvd,; Denver' CO 80222;

866-856-6622
lnsurance Carrier

NoGrandfathered Health Plan

ixB5eeLook-Back Provisions
* Additional rules m tnsu rance documents andlor benefit descri s.

1,.ilir r,;lii i..i , .;'i' , 'i lil'lr r iri I i ll',"



APPENDIX A

Eligible Employees *

Participation Begins *
Week

Last of Month in Which Em with Status Ends
None

All Full-Time E Who Work a Minimum of 30.0 Hours
On 1st of Month Fol Satisfaction of 30 Period

Participation Ends *

Excluded Employees
Eligible Non-Employees
(e.g. Spouses, Dependents)

Dependents/Children, Domestic partnersSpouses,

andContribution Source(s)

Contributions Pre-Taxed? Section 725 Cafeteria/POP Plan Document. A
domestic partner who is not a dependent is post-tax for Federal tax

Yes, subject to Employer's

Funding Arrangements
lnsurance Carrier - Teresa O'Dell; 2000 S. Colorado Blvd.; Denver, CO gO222;Cigna

866-866-6622

lnsured Benefit

Grandfathered Health plan No
Look-Back Provisions Yes; See ixB
* Additional rules insurance documents benefit

Eligible Employees *
o work at least 20 hours per week and full timePart time employees wh

30 hours or more week
Satisfaction of 30 Wa Period

Last of Month in Which Em

On lst of Month Foll

with El Status Ends

Participation Begins *

Participation Ends *

Excluded Employees None
Eligible Non-Employees
(e.9. Spouses, Dependents)

Spouses, Dependents/Children, Domestic partners

Contribution Source(s) and
Contributions Pre-Taxed? s Section t25 Cafeteria/POP Plan Document. A

domestic partner who is not a dependent is post-tax for Federal tax

Yes, subject to Employer'

Funding Arrangements lnsured Benefit
lnsurance Carrier Delta Dental of Colorado

Co 80111; 800-510-0201
; 6455 Greenwood Plaza Blvd. Ste. 900; Centennial.

Grandfathered Health Plan No
* Additional rules insurance documents and/ or benefit m
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APPENDIX A

Part time employees who work at least 20 hours perEligible Employees *

er weekes worki 30 hours or moreem

week and full time
Vision Plan

PeriodSatisfaction of 30on 1st of Month FollowiParticipation Begins *

wiih El ble Status Endsof Month in Which EmLastParticipation Ends *

NoneExcluded Employees
Spouses, Dependents/Children, Domestic PartnersEligible Non-Employees

(e.g. Spouses, Dependents)
and EmContribution Source(s)

Yes, subject to Employer's Section 125 Cafeteria/POP

domestic partner who is not a dependent is post-tax for Federal tax
PIan Document. A

pu rposes.

Contributions Pre-Taxed?

lnsured Benefit amFunding Arrangements
Delta Dental Vision; 6465 Greenwood Plaza Blvd. Ste. 900; Centenn ial, CO

80111; 800-510-0201
lnsurance Carrier

NoGrandfathered Health Plan
* Additional rules m insurance documents and/ or benefit m desc ons.a

Life and AD&D Plan

Part time employees who work at least 20 hours per week and full time

worki 30 hours or more weekem
Eligible Employees *

Periodon 1st of Month Followi Satisfaction of 30 Da WaitinonB
e Status Endsent withof Month in Which ELaston Ends *

NoneExcluded Em e5

None

sess

Eligible Non-Employees

EmContribution Source

lnsured Benefit amArranFundin ments

Mutual of Omaha; 3300 Mutual of Omaha Plaza; Omaha' NE 68175;

800-228-9999
lnsurance Carrier

* Additional rules r insurance documents and/or benefit md

Voluntary Life and AD&D Plan

Part time employees who work at least 20 hours per week a

30 hours or more per week
nd full time

em workin
Eligible Employees *

Satisfaction of 30On 1st of Month Followi PeriodParticipation
le Status Endsent withof Month in WhichLastn tnds

NoneExcluded Employees
Spouses, Dependents/Children, Domestic PartnersElieible Non-Em ployees

(e ndents)

EmContribution Source(s)

NoContributions Pre-Taxed?

lnsured Benefit amFunding Arran
272-s78-2211M lnc.; 200 Park New York, NY 10lnsurance Carrier

* Additional rules insurance documents and/ or benefit md ns
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APPENDIX A

Flexible Spending Account (FSA) plan
Eli ble Empl All Full-Time Em Who Work a Minimum of 3O.O Hours r Week
Parti On 1st of Month Followin Satisfaction of 30 PeriodWa
Participation Ends * of Month in Which Em nt with El ible Status EndsLast
Excluded E None

(e 5

Eligible Non-Employees Dependents/Children, Domestic partnersSpouses,

Contribution Sou Em

Contributions Pre-Taxed ? r's Section I25 Cafeteria/POp plan Document. A
domestic partner who is not a dependent is post-tax for Federal tax
pu

Yes, subject to Employe

Fund Arr ments Self-funded
Plan Administered By ThrivePa 380ss Ft nra kt n verDen COStreet; 8020s 2844866-85s-
Claim Fidu Plan Administrator/Em r
Trustee None
Grandfathered Health Plan No
* Additional rules insurance documents and/ or benefit mda

Employee Assistance Program (EAp) plan
Eli ble Em All full-time and me es
Participation On 1st of Month Followi Satisfaction of 30 Period

n Ends *Parti Last of Month in Which E ent with e Status Ends
Excluded Em None
Eligible Non-Employees Spouses, Dependents,/Children, Domestic partners

Contribution Sou rce(s) OnEm

ArranFundi ts Self-funded
Plan Administered By Triad lnc America; 9800 Pyramid Ct #400; Englewood, CO BO!I2;

720-470-397s
Claim Fiduci Plan Administrator/E
Trustee None
* Additional rules insurance documents and/or benefit md

Accident Plan
E All Em Who Work a Minimum of 20.0 Hours Week

Pa n ns PeriodOn 1st of Month Followin Satisfaction of 30
Ends *Partic of Month in Which ent with e Status EndsLast

Excluded None
Eligible Non-Employees

ses
Spouses, Dependents,/Children, Domestic partners

Contribution Source(s) Em

Contributions Pre-Taxed ? No
Fund lnsured Benefit
lnsurance Carrier Metlife 200 Park New York, NY 10166 212-578-2277
* Additional rules r insurance documents and/or benefit m descri ns
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APPENDIX A

Critical lllness Plan

Who Work a Minimum of 20.0 Hours WeekAllElieible Employees *

Satisfaction of 30On 1st of Month Foll PeriodParticipation Begins *

Status EndsLast Day of Month in Which Employment with ElParticipation Ends *

NoneExcluded Employees
Spouses, Dependents/Children, Domestic PartnersEliSible Non-Employees

(e.g. Spouses, Dependents)
oContribution Source(s)

NoContributions Pre-Taxed ?

lnsured Benefit P mFunding Arrangements
272-578-2217New York, NYMetlife; 200 Parklnsurance Carrier

* Additional rules insurance documents and/ or benefit am descri ns

Hospital lndemnity Plan

Who Work a Minimum of 20.0 HoursAll Em WeekElieible Employees *

Participation Begins *

Participation Ends * with Elieible Status Ends

PeriodWa30 itingofisfacti onSatFollowino stt onthof M

Last of Month in Which Em

NoneExcluded Employees
Spouses, Dependents/Children, Domestic Partners

Em

Eligible Non-Employees
(e.g. Spouses, Dependents)

Contribution Source(s)

NoContributions Pre-Taxed?

lnsured Benefit mFunding Arrangements

lnsurance Carrier 200 Park Avenue; New York, NY 10166; 212-578-2211
* Additional rules m insurance documents and/ or benefit descri

ldentity and Fraud Protection Plan

Who Work a Minimum of 20.0 Hours WeekAllEmElieible EmPlovees *

PeriodOn 1st of Month Followin Satisfaction of 30Participation Begins *

with Eli ble Status Endsof Month in Which ELast DParticipation Ends *

NoneExcluded Employees
Spouses, Dependents/Children, Domestic PartnersEligible Non-Employees

(e.g. Spouses, Dependents)

E OnContribution Source(s)

NoContributions Pre-Taxed ?

lnsured Benefit amFunding Arrangements
NY 10166; 272-578-2271Metl 200 Park Avenue; New Ylnsurance Carrier

* Additional rules insurance documents and/ or benefit descria
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APPENDIX B

Appendix B: Look-Back provisions
Look-Back Provisions
The Affordable Care Act ("ACA") expands opportunities for certain Employees of Applicable
Large Employers to participate in health plans. Your Employer believes it is an Applicable Large
Employer under the ACA and has elected to take advantage of the look-back provisions of the
ACA. ln essence, since it may be difficult to determine in advance whether certain traditionally
non full-time Employees may work an average of 30 or more hours over an extended period of
time, the Employer has elected to adopt a look-back measurement method permitted by law to
determine such status and to provide such Employees with future health plan coverage if they
meet the 30-hour requirement.

This Look-Back Measurement Method will also apply to Employees hired with the expectation of
working full-time, but only once they have been employed through one Standard Measurement
Period. Generally, to take advantage of the look'back safe harbor rules, Employees hired with
the expectation of working full-time must be offered coverage by no later than the first day of
the month immediately following the Employee's initial three full calendar months of
employment. See Appendix A for when participation begins if you were hired with the
expectation of working as a Full-Time Employee.

Example:

Our organization uses a 12-month lnitial Measurement Period that begins on the first of the
month coinciding with or following the start date and ends on the last day of the 12th month of
employment. lt applies an lnitial Administrative Period from the end of the lnitial Measurement
Period through the end of the first calendar month beginning on or after the end of the lnitial
Measurement Period. For example, Our Organization hires Workmore Jones on July 10, 2024 to
work a "part-time" schedule of 25 hours per week; however, Workmore ends up working much
more- Workmore's lnitial Measurement Period runs from August !,2024 through July 31,2025.
The lnitial Administrative Period is from August 1,,2025 through August 31,2025. During the
lnitial Administrative Period, Our Organization determined that Workmore worked an average
of 30 hours per week' Therefore, our Organization must offer coverage to Workmore during
the lnitial Stability Period, which runs from septem ber L,2025 through August 31,2026.

For "Oneoins" Emplovees (who have worked throueh a full Standard Measurement periodl
Our Organization uses a 12-month Standard Measurement Period that begins November !,2024
and ends on october 31,2025, and itwill begin on November l and end on October 31of each
succeeding year thereafter. Our Organization applies a Standard Administrative period that
begins on November 1,2025 and ends on December 3!,2025, and it begins on November 1 and
ends on December 31 of each succeeding year thereafter. During the Standard Administrative
Period, our organization determined that Workmore worked an average of 30 hours per week
during the Standard Measurement Period. Therefore, our organization must offer coverage to
Workmore during the Standard Stability Period, which runs from January !, 2O26 through
December 37, 2026, and runs from January 1 through December 31 of each succeeding year
thereafter.
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Workmore's Date of Hire: lulv tO,2O24

lnitial Administrative Period (Begin Split): July 10, 2024 - July 3I,2024
lnitial Measurement Period Begins: Au I 2024

Standard Measurement Period Begins*: November !,2024
lnitial Measurement Period Ends: 3 2025

lnitial Administrative Period (End Split): Au t 2025 - 2025

lnitial Stability Period Begins: ber 1 2025

Standard Measurement Period Ends*: October 3 2025

Workmore becomes Ongoing* : November 2025

Standard Administrative Period * : November 2025 - December 3t,2O25

Standard Stability Period Begins* : 2025

lnitial Stability Period Ends: Aueust 3I,2026
Standard Stability Period Ends*: December 3t,2O26

APPENDIX B

*Reflects that Standard Measurement, Administrative and Stability Periods overlap

lnitial Measurement, Administrative and Stability Periods.
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APPENDIX C

Appendix G: Affiliated Employers Adopting
the Plan
Presently, there are no controlled group entities or affitiated employers of the Employer that
have employees participating in the Plan. Participating controlled group entities or affiliated
employers may be added or changed from time to time.

40

Y2O25O7298:O2/Q5/26:7!:40:25 AM / @ 2026 ERTSA pros, LLC, All Rights Reserved
Ariel Clinical Services / ARTEL CLtNtCAL SERVTCES WRAP BENEFTT PLAN / SpD


