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INTRODUCTION

The North Coast Builders Exchange Insurance Trust maintains the North Coast Builders Exchange Health Plan
for the exclusive benefit of and to provide various welfare benefits to eligible employees of the members of the
North Coast Builders Exchange and, if applicable, to their eligible dependents.

The North Coast Builders Exchange Health Plan, hereafter referred to as the “Plan,” may include health care
benefits such as medical, dental, vision, chiropractic, chiropractic/acupuncture benefits, and group life and
accidental death and dismemberment (AD&D) benefits. The benefits are provided through insurance contracts
and policies (“Insurance Carrier Contracts”) negotiated by the North Bay Builders Exchanges, Inc. (“NBBE”)
on behalf of the North Coast Builders Exchange Insurance Trust. Those contracts and policies are part of the
official Plan documents.

The Insurance Carriers (“Carriers”) have provided booklets (Evidences of Coverage or Certificates of Coverage)
to describe the coverage available under the program(s) they insure. Those booklets, referred to throughout this
document as “Evidence(s) of Coverage,” contain important information about each program; however, they may
not contain all of the information required by the Employee Retirement Income Security Act of 1974, as
amended (“ERISA”) and other federal laws. This document, along with the Evidence(s) of Coverage that apply
to the program(s) in which you are enrolled, and any Summaries of Material Modifications (“SMMs”),
constitute your Summary Plan Description for the Plan. The provisions of those Evidence(s) of Coverage are
incorporated into this document by reference. Any reference to the “Summary Plan Description” includes this
document, the SMMs and each of the Evidence(s) of Coverage which apply to the program(s) in which you are
enrolled. These documents should be read and kept together.

Certain provisions of the North Coast Builders Exchange Health Plan are summarized in this document. This
description does not state all of the terms and conditions of the Plan. In all cases, the official Plan documents
and the Declaration of Trust (the “Trust Document’) shall govern.

This document, together with the group insurance policies and contracts issued by the various Insurance
Carriers, also serves as the plan document required by ERISA.

If the terms of this document conflict with the terms of any Evidence of Coverage, Certificate of Coverage or
group insurance policy or contract, the terms of the Evidence of Coverage, Certificate of Coverage or group
insurance policy or contract will control, unless required by applicable law.

Your Employer’s plan may not include all of the programs offered by the North Coast Builders Exchange
Health Plan — a participating Employer may choose to offer only certain programs to its eligible employees,
and eligibility to participate in certain programs may depend on certain variables, such as where you live. Call
your Employer or the Plan Administrator, North Coast Builders Exchange Insurance Trust at (707) 542-9502 for
information regarding the benefit programs your Employer has made available to you under the Plan and for
information regarding the benefit programs in which you are enrolled.

If you have any questions about this document or about the Plan, contact the Plan’s Administrator,
North Coast Builders Exchange Insurance Trust, 1030 Apollo Way, Santa Rosa, CA 95407; telephone number
(707) 542-9502.

If you have questions about a particular program, contact the applicable insurance Carrier.

CAPITALIZED TERMS

Many of the capitalized terms appearing in this document have a special meaning and are defined in the
Glossary of Terms section of this document.
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GENERAL INFORMATION ABOUT THE PLAN

NAME AND TYPE OF PLAN

The Plan name is the North Coast Builders Exchange Health Plan (the “Plan”). The Plan is a welfare benefits plan
which may include health care benefits such as medical, dental, vision, chiropractic, chiropractic/acupuncture
benefits, and group life and accidental death & dismemberment (“AD&D”) benefits.

PLAN SPONSOR

The Plan Sponsor is the North Coast Builders Exchange. The North Coast Builders Exchange is located at 1030
Apollo Way, Santa Rosa, CA 95407. The phone number is (707) 542-9502.

ADMINISTRATION OF THE PLAN AND TRUST

In order to provide group insurance benefits to its members, the North Coast Builders Exchange (“NCBE”)
formed the NCBE Insurance Trust.

The members of the Board of Trustees of the NCBE Insurance Trust (the “Trustees™) are elected annually by the
Board of Directors of the NCBE.

Responsibilities of the Trustees include determining the group insurance programs to be offered under the Plan,
review contracts and rates with the health insurance broker and/or Carriers, and establishing policies governing
the Trust.

The Trustees have general supervision over the operation of the Trust and shall conduct the business and activities
of the Trust in accordance with the Trust Document and all applicable laws.

The Trustees have the power to establish, amend, interpret and promulgate rules and regulations regarding the
administration and function of the NCBE Insurance Trust and the group insurance programs.

The group insurance programs under the Plan are insured and administered by various Carriers. The insurance
Carriers shall have full discretion to construe and interpret the terms and provisions of the programs(s) they
insure.

PLAN ADMINISTRATOR

The PLAN ADMINISTRATOR is the named fiduciary with the authority to control and manage the operation
and administration of the Plan. The principal duty of the Plan Administrator is to see that the Plan is carried out in
accordance with its terms for the exclusive benefit of persons entitled to participate in the Plan. The Plan
Administrator shall make such rules, interpretations, and computations and take such other actions, such as
retaining legal counsel and accountants, to administer the Plan as it, in its sole discretion, may deem appropriate.
The Plan Administrator has full discretion and authority to administer the Plan except as otherwise delegated to
the Insurance Carriers that have contracted to provide Plan benefits. The Plan Administrator has delegated the
right to sign insurance contracts with Insurance Carriers that provide benefits under the Plan to the NBBE Board
of Directors, including amendments to those contracts. The Plan Administrator or the Plan, to extent permissible,
will bear the costs of administering the Plan.

The Plan is fully insured. The Insurance Carriers, as provided in the group contracts or policies between the
Carriers and the NBBE on behalf of the Plan Administrator, have full discretion to interpret and administer the
terms of the group contract or policy. The Insurance Carriers are the named fiduciaries for benefit appeals and are
responsible for (1) determining eligibility for and the amount of any benefits payable under the Plan, and (2)
prescribing claims procedures to be followed.

The Plan Administrator is the Board of Trustees of the NCBE Insurance Trust, located at 1030 Apollo Way, Santa
Rosa, CA 95407; phone number (707) 542-9502.
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PLAN TRUSTEES
The Trustees of the NCBE Insurance Trust, effective as of January 1, 2009, are:

Jerry Minton, Minton Electric, 7796 Bell Road, Windsor, CA 95492

Todd Cowan, Cowan and Associates/Designers Inc., 2833 Dowd Drive, Santa Rosa, CA 95407
Doug Donmon, Dimensions 4 Engineering, Inc., PO Box 1625, Santa Rosa, CA 95402

David Elie, Elie Development, 5083 Bodega Avenue, Petaluma, CA 94952

Lee Morton, ICF — By Design, 200 Clear Ridge Drive, Healdsburg, CA 95448

Richard Owens, Siri Grading & Paving, Inc., PO Box 3638, Santa Rosa, CA 95402

Ken Porter, Kimco Construction, Inc., PO Box 7129, Santa Rosa, CA 95407

Keith Woods, B.E.A.M.S., Inc., 1030 Apollo Way, Santa Rosa, CA 95407

CONTRACT ADMINISTRATOR (B.E.A.M.S., INC.)

The Trustees have contracted with B.E.A.M.S., Inc. to provide administrative services to the NCBE Insurance
Trust pursuant to an administrative services agreement. All administrative inquiries, benefit verification requests
and requests for general information about the Plan should be directed to: North Coast Builders Exchange
Insurance Trust, 1030 Apollo Way, Santa Rosa, CA 95407; phone number (707) 542-9502.

B.E.A.M.S., Inc. is responsible for the administration of the Plan on a day-to-day basis. This includes premium
billing, Carrier statement reconciliation, forwarding premium payments to Carriers, enrollment, benefit changes,
termination of coverage and providing termination notification to Carriers.

SOURCE OF CONTRIBUTIONS

The cost of Plan benefits is funded in part by contributions made by the Employer, which are deposited into a
Trust account operated for the sole benefit of participants and their employees. Employees may also be required
to make contributions. The employee rate of contribution is set by the Employer (within guidelines established by
the Carriers) as set forth in the Employer’s Participation Agreement with the NCBE Insurance Trust, and may be
adjusted from time to time.

Employer contributions are paid from the Employer’s general assets.

FUNDING MEDIUM

The Plan is fully insured. Benefits are provided under group insurance contracts entered into by the NBBE on
behalf of the employers who are members of the North Coast Builders Exchange that participate in the NCBE
Health Plan. The Insurance Carriers are responsible for the payment of benefits under the Plan. Your Employer
has no responsibility for the payment of benefits beyond the obligation to timely pay Employer contributions and
to timely transmit employee contributions to the Plan Administrator. Plan contributions are deposited into the
NCBE Insurance Trust, which is maintained by the Trustees.

PLAN YEAR

The plan year begins on April 1 and ends on March 31. Carrier contracts are generally negotiated annually,
usually with an effective date of April 1. Open Enrollment is generally held during the month of February, with an
effective date of April 1.
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EFFECTIVE DATE OF THE PLAN

The Plan was originally effective as of March 1, 1981. The terms described in this document are effective as of
April 1, 2009.

TRUST IDENTIFICATION NUMBER/IRS PLAN NUMBER

The NCBE Insurance Trust’s identification number (EIN) is 94-6220648. The Plan has been assigned
number 501.

DESIGNATED AGENT FOR SERVICE OF LEGAL PROCESS

The designated agent for service of legal process is the North Coast Builders Exchange Chief Executive Officer,
1030 Apollo Way, Santa Rosa, CA 95407. Service of legal process may also be made upon a Plan Trustee or the
Plan Administrator.

INSURANCE CARRIERS

The NBBE on behalf of the NCBE Insurance Trust, contracts with various Carriers to provide group insurance
programs under the Plan. The benefits (and any limitations on benefits) and the terms and conditions of coverage
under each of the programs are described in separate booklets, called “Evidences of Coverage” or “Certificates of
Coverage” (hereinafter, collectively “Evidence of Coverage”) which are provided at no charge by the medical
insurance Carriers. If you do not have a copy of any of these Evidence of Coverage booklets, contact the Plan
Administrator or the applicable Carrier.

The contact information for each Carrier is (note that additional contact information may appear on your
enrollment identification card, or in the applicable Evidence of Coverage):

Kaiser Permanente (Medical/Prescription Drug)
PO Box 23127

San Diego, CA 92193

(800) 464-4000

Health Net HMO (Medical/Prescription Drug)
PO Box 10348

Van Nuys, CA 91410-0348

(800) 522-0088

Health Net PPO (Medical/Prescription Drug)
PO Box 10348

Van Nuys, Ca 91410-0348

(800) 361-3366

Blue View Vision (Vision)
21555 Oxnard Street
Woodland Hills, CA 91365
(866) 723-0515

Vision Service Plan (Vision)
3333 Quality Drive

Rancho Cordova, CA 95670
(800) 852-7600

MetLife (Dental)

PO Box 981282

El Paso, TX 79998-1282
(800) 942-0854
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Premier Access (Dental)
PO Box 659010
Sacramento, CA 95865
(888) 715-0760

MetLife (Group Life and AD&D)
PO Box 3016

Utica, NY 13504

(800) 638-6420

MetLife (Optional Term Life and AD&D)
PO Box 3016

Utica, NY 13504

(800) 638-6420

American Specialty Health Plans of California (Chiropractic, Chiropractic/Acupuncture)
777 Front Street

San Diego, CA 92101

(800) 848-3555

AMENDMENT / TERMINATION PROVISION

The Trustees reserve the right to amend or modify the Trust Document and/or the Plan at any time by a majority
vote of the Trustees. The Trustees may amend or terminate the Plan at any time and for any reason in its sole
discretion by written amendment duly adopted by the Trustees. This includes, but is not limited to, increasing
contributions and reducing benefits. No amendment shall divert any of the assets of the Trust from the purposes
and objectives of the Trust, nor shall any amendment permit any return or payment of any part of the NCBE
Insurance Trust to any person, including any Exchange member. Likewise, the Plan may be terminated at any
time by your Employer. Any amendment or termination of the Plan will not affect the payment of benefits for
claims for periods prior to the date of the amendment or termination. The Trustees have delegated the authority to
sign group insurance contracts and any amendments to those group insurance contracts to the NBBE Board of
Directors.

CLAIMS REVIEW PROCEDURES

To obtain benefits from any benefit program in which you are enrolled, you must follow the claims procedure
described in the Carrier’s Evidence of Coverage. You may be required to complete and submit a claim form. The
Carriers are responsible for evaluating all benefit claims under the Plan programs. The Carriers will decide all
claims in accordance with reasonable claims procedures, as required by ERISA. The Carriers have the right to
seek independent medical advice and to require you to provide other evidence as they deem necessary to decide
your claims.

If the Carrier denies your claim, in whole or in part, you will receive a notice of the denial and an explanation of
how you may appeal the decision, as required by ERISA. If you appeal a claim denial, the Carrier will decide
your appeal in accordance with reasonable appeals procedures, as required by ERISA. The Carriers have the right
to seek independent medical advice and to require you to provide other evidence as they deem necessary to decide
your appeal. You must exhaust all required appeals prior to bringing any civil suit under ERISA.

Refer to the applicable Evidence of Coverage for information regarding claims and appeals and for descriptions
of the Carrier’s claims and appeals procedures under a particular program.

The Plan Administrator generally does not receive information regarding individual benefit claims. However
upon request by an individual participant and with appropriate authorization from the individual(s) involved, the
Plan Administrator may in its sole discretion assist with claims for benefits (to the extent permitted by law). The
Plan Administrator does not have any authority over claim disputes. Claim resolution is at the sole discretion of
the Carrier.
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If any Participant has a dispute with the Plan as to eligibility or any other dispute within the control of the Plan
Administrator such dispute shall be resolved by the Plan Administrator or its designee in its sole discretion and
any decision shall be final and binding on all parties.

ELIGIBILITY AND PARTICIPATION IN THE PLAN

ELIGIBILITY FOR PLAN PARTICIPATION
Eligible Employers—Exchange Members

An Employer must be a member of the North Coast Builders Exchange (an “Exchange Member”) to be eligible to
become a participating Employer in the Plan. Other requirements for participation are set forth in the Participation
Agreement entered into by the Exchange Member, and in the NCBE Insurance Trust Health Insurance Group
Health Plans booklet provided to the participating Employer annually.

Participating Employers are generally required to contribute a minimum of 50% of the “employee only” premium
toward health insurance coverage. All eligible employees must be accounted for by enrollment or declination
forms. A minimum of 75% of all eligible employees not covered by other group health insurance must enroll.

Eligible Employees

The eligibility and participation rules described in this section are general and may differ in a particular
insurance program. Specific eligibility requirements and limitations for a particular program are described in the
Evidence of Coverage for that program.

You are generally eligible for the Plan if you are an owner, officer, key supervisory personnel, or an active
employee working at least twenty (20) hours a week during a thirty (30) calendar day period of continuous service
for a participating Employer, provided you have satisfied the initial eligibility Waiting Period set forth in the
participation agreement entered into by your Employer, the Exchange Member, with the NCBE Insurance Trust.
(Your employer’s initial eligibility Waiting Period may be a period, for example, of 30, 60, 90, 120, 180, or 365
days)

Eligible employees must generally elect to participate in the Plan:

a. During their initial eligibility period, or
b. During an Open Enrollment period, or
c. During a special enrollment period (described below under Special Enrollment Rights).

Generally, only “active employees” of a company that is an Exchange member can be covered.

All present active employees of a participating Employer who are eligible to participate in the Plan may have as
their eligibility date the date the Employer’s Participation Agreement with the NCBE Insurance Trust becomes
effective. Employees who first meet the eligibility requirements after that date shall have as their eligibility date
the first of the month following the date on which the employee satisfies the continuous period of employment
required by the Employer, provided that all other requirements for eligibility and participation are met.

Benefits desired must be chosen at the time of enrollment in the Plan. You generally may not add or delete or
change benefits unless there is an Open Enrollment period.

Late enrollment must be medically underwritten. Late enrollment is subject to all of the Carrier’s requirements,
restrictions and/or limitations.
Eligible Dependents

The eligibility and participation rules described in this section are general and may differ in a particular
insurance program. Specific eligibility requirements and limitations for a particular program are described in the
Evidence of Coverage for that program.
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Eligible dependents are generally your legal spouse and unmarried child(ren) under age 19 (or other such age as
specified by the Carrier) who have not provided over one-half of their own support for the calendar year and who
live with you for more than one-half of the calendar year. Unmarried children who meet the preceding
requirements, but who are age 19 or older may be eligible under certain circumstances as specified by the
insurance Carrier [for example, an unmarried child age 19 or older who is a full-time student may be considered
an eligible dependent to some extended age; or an unmarried child age 19 or older who is disabled (i.e., unable to
engage in any substantial gainful activity by reason of any medically determinable physical or mental impairment
may be considered an eligible dependent) may be considered an eligible dependent — to obtain or continue
coverage for a disabled child age 19 or over, the Carrier may require that the child be covered under the Plan prior
to the child’s attainment of age 19]. An eligible employee’s domestic partner may also be eligible for coverage.
Refer to the section entitled Domestic Partner Eligibility below for more information.

Dependents may not be enrolled unless the employee is enrolled. The Plan Administrator or Carrier may require
proof of eligibility (for example, proof of your child’s full-time student status or disabled status) at any time to the
extent permitted by applicable law.

Special Enrollment Rights

In certain circumstances, enrollment may occur outside the Open Enrollment period, as explained in the Evidence
of Coverage. For example, if you initially decline coverage because you have other health coverage and you lose
that coverage, you may be able to enroll yourself and your dependents within 30 days after losing other coverage.
In addition, if you acquire a new dependent as a result of marriage, birth, adoption or placement for adoption, you
may be able to add the new spouse or child, or enroll yourself and your dependents within 30 days. See the
section of this SPD titled “HIPAA PORTABILITY” and the Evidence of Coverage for additional information.

Domestic Partner Eligibility

The eligibility and participation rules described in this section are general and may differ in a particular
insurance program. (Domestic Partner Policy — Effective 1/1/2009)

Please be advised that when you decide to cover your domestic partner and his or her children, such coverage
generally will be taxable to you (the employee) under federal law.

The NBBE will offer Domestic Partner Coverage in the same manner as our carrier partners who are required by
California law to treat domestic partners in the same manner as spouses for new and renewing groups contracts
beginning on or after 1/1/09. We will follow the definition of a Family Member as follows:

For the purposes of enrolling in the NBBE Health Program, a family member is defined as the Subscriber, and
any of the following: Legally married spouse or a domestic partner. Unmarried dependent child including: natural
or adopted children, stepchildren, and other children for whom you or your spouse or domestic partner is the court
appointed guardian.

For any subscriber enrolling a Domestic Partner, they must complete and sign the attached Domestic Partner
Affidavit attesting that the two individuals are:

¢ cighteen years of age or older
share a close personal relationship and are responsible for each other’s common welfare
are each other’s sole domestic partner
are not married to anyone and do not have other domestic partners
are not related by blood closer than would bar marriage in the State of California
share the same regular and permanent residence, with the current intent to continue doing so indefinitely
are jointly financially responsible for “basic living expenses,” defined as the cost of basic food, shelter, and
any other expenses of a domestic partner which the partner qualified because of the domestic partnership.
(Note: Domestic partners need not contribute equally or jointly to the cost of these expenses as long as they
agree that both are responsible for the cost.)
¢ were mentally competent to consent to the contract when our domestic partnership began

* & 6 O 0 o

- Domestic Partners’ Cobra / Cal-Cobra Rights
o Same-sex and Opposite-sex Domestic Partners will be eligible for all the same benefits as a
spouse in the state of California for Cal-Cobra.
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o Federal law excludes Cobra coverage for Domestic Partners as a Qualified Beneficiary.

A complete copy of such documents must be provided to the Plan Administrator.

ENROLLING IN THE PLAN

To enroll in the Plan, you must complete and submit the application(s) prescribed by the Plan’s Administrator and
the Carrier(s) to your Employer (who will provide them to the Plan Administrator) within 30 days of becoming
eligible. All applications will be reviewed by the Plan Administrator for completeness.

If you are enrolling your domestic partner, you must obtain a enrollment application from your Employer. This
form must be completed and timely returned to your Employer and the Plan Administrator during any Open
Enrollment period or at your commencement of initial eligibility.

REQUIRED PREMIUM PAYMENTS

Employees are generally required to contribute a percentage of the premium for coverage under a particular
program. Coverage for your dependents is voluntary and may require payment of an additional contribution. The
Employer will send such payments on behalf of employees and their eligible family members to the Plan
Administrator. Contact your Employer for information about your share of the cost of coverage under the Plan.

QUALIFIED MEDICAL CHILD SUPPORT ORDERS

With respect to programs that are group health plans (as defined by ERISA), the Plan will provide benefits as
required by any Qualified Medical Child Support Order (or “QMCSQO”), as required under ERISA. The Plan
Administrator has established guidelines for determining whether a medical child support order is a QMCSO.
You may obtain a free copy of the guidelines by contacting the Plan Administrator. All correspondence and
questions concerning a Qualified Medical Child Support Order should be directed to the Plan Administrator.

BENEFITS PROVIDED UNDER THE PLAN

The benefits provided under the Plan are provided by Carriers pursuant to group insurance contracts which are
part of the official Plan documents. The benefits under a particular program are summarized in the section entitled
Summary of Programs Offered, and are described in detail in the applicable Evidence of Coverage prepared and
provided by the Carrier.

If a program utilizes a provider network, a provider listing will be furnished upon request, without charge, as a
separate document. For information regarding a program’s provider network, use of the network, etc. under a
particular program, refer to the applicable Evidence of Coverage or contact the Carrier.

CIRCUMSTANCES WHICH MAY AFFECT BENEFITS

You and your dependents’ eligibility for Plan benefits will terminate upon the occurrence of any of the events
listed in the Termination of Benefits section of this document, or as otherwise described below or in the
applicable Evidence of Coverage. Other circumstances may result in the termination, reduction, loss, offset or
denial of benefits including, but not limited to, exclusions for preexisting conditions, exclusions for certain
medical procedures, limitations on preventive care, limitations on coverage for new drugs, and rights of recovery
of benefits paid by a particular program (for example, the program’s rights of reimbursement and subrogation).
Benefits under a particular program may also be subject to coordination of benefits if you have coverage under
another plan. Refer to the applicable Evidence of Coverage for information regarding the circumstances which
may affect benefits under a particular program.
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INELIGIBILITY, DENIAL OR LOSS OF BENEFITS

Participation in the Plan and the program(s) will terminate if the Employer fails to make the monthly premium
payment, or fails to keep its membership in good standing in the North Coast Builders Exchange. You and/or your
dependents may be ineligible if you make false statements on any application to the Plan and/or Carrier(s). Refer
to the Evidence of Coverage for other circumstances which may affect your coverage under a particular program.

TERMINATION OF BENEFITS

Your benefit coverage can be terminated when:

* The participation agreement between the Employer and the NCBE Insurance Trust ends;

* The Employer fails to timely pay subscription (premium) charges (benefits will generally end on the last
day of the month for which subscription charges have been paid);

*  You cease to live or work within a program’s service area; or

*  You no longer work for the Employer covered under this Plan, or you cease to meet the Plan’s or a
particular program’s eligibility requirements.

Refer to the Evidence of Coverage for other circumstances under which your coverage may be terminated.

CONVERSION PRIVILEGES

Participants in the North Coast Builders Exchange Health Plan may have the right to convert to individual
coverage upon leaving the group program. Benefits and monthly premiums generally differ from your group
coverage under the Plan. If you wish to obtain conversion coverage, you must do so within the time period
specified by the Carrier. If you elect conversion coverage, your benefits will be provided by the Carrier, not by
the NCBE Health Plan, and your rights will be determined under that policy. Please examine your options
carefully before declining this coverage. You should be aware that companies selling individual health insurance
typically require a review of your medical history that could result in a higher premium or you could be denied
coverage entirely. Refer to the applicable Evidence of Coverage for information about conversion privileges
under a particular program.

COBRA INFORMATION

You are receiving this notice because you have recently become covered under a group health plan (the Plan).
This notice contains important information about your right to COBRA continuation coverage, which is a
temporary extension of coverage under the Plan. This notice generally explains COBRA continuation coverage,
when it may become available to you and your family, and what you need to do to protect the right to receive it.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985 (“COBRA”). (If there are changes to this law or other laws concerning continuation
coverage, those laws, and not these Plan rules, will govern.) COBRA applies to most employers with at least 20 or
more employees on payroll for at least 50% of the working days of the previous calendar year.

COBRA continuation coverage can become available to you when you would otherwise lose your group health
coverage (for example, medical, dental and vision). It can also become available to other members of your family
who are covered under the Plan when they would otherwise lose their group health coverage. For additional
information about your rights and obligations under the Plan and under federal law, you should contact the Plan’s
COBRA Administrator, North Coast Builders Exchange Insurance Trust, 1030 Apollo Way, Santa Rosa, CA
95407, phone number (707) 542-9502.
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SUMMARY OF THE COBRA PREMIUM REDUCTION PROVISIONS UNDER ARRA

President Obama signed the American Recovery and Reinvestment Act (ARRA) on February 17, 2009. The law
gives “Assistance Eligible Individuals” the right to pay reduced COBRA premiums for periods of coverage
beginning on or after February 17, 2009 and can last up to 9 months.

To be considered an “Assistance Eligible Individual” and get reduced premiums you:

» MUST be eligible for continuation coverage at any time during the period from September 1, 2008
through December 31, 2009 and elect the coverage;

» MUST have a continuation coverage election opportunity related to an involuntary termination of
employment that occurred at some time from September 1, 2008 through December 31, 2009;

» MUST NOT be eligible for Medicare; AND

» MUST NOT be eligible for coverage under any other group health plan, such as a plan sponsored by a
successor employer or a spouse’s employer.”

Individuals who experienced a qualifying event as the result of an involuntary termination of employment at any
time from September 1, 2008 through the date of this notice and were offered, but did not elect, continuation
coverage OR who elected continuation coverage and subsequently discontinued it may have the right to an
additional 60-day election period.

¢ IMPORTANT ¢

¢ If, after you elect COBRA and while you are paying the reduced premium, you become eligible for
other group health plan coverage or Medicare you MUST notify the plan in writing. If you do not, you
may be subject to a tax penalty.

¢ Electing the premium reduction disqualifies you for the Health Coverage Tax Credit. If you are eligible
for the Health Coverage Tax Credit, which could be more valuable than the premium reduction, you will
have received a notification from the IRS.

¢ The amount of the premium reduction is recaptured for certain high income individuals. If the amount
you earn for the year is more than $125,000 (or $250,000 for married couples filing a joint federal
income tax return) all or part of the premium reduction may be recaptured by an increase in your income
tax liability for the year. If you think that your income may exceed the amounts above, you may wish to
consider waiving your right to the premium reduction. For more information, consult your tax preparer
or visit the IRS webpage on ARRA at www.irs.gov.

For general information regarding your plan’s COBRA coverage you can contact the COBRA Administrator, the
North Coast Builders Exchange Insurance Trust, located at 1030 Apollo Way, Santa Rosa, CA 95407, phone
(707) 542-9502.

For specific information related to your plan’s administration of the ARRA Premium Reduction or to notify the
plan of your ineligibility to continue paying reduced premiums, contact the COBRA Administrator, North Coast
Builders Exchange Insurance Trust, located at 1030 Apollo Way, Santa Rosa, CA 95407, phone (707) 542-9502.

If you are denied treatment as an “Assistance Eligible Individual” you may have the right to have the denial
reviewed. For more information regarding reviews or for general information about the ARRA Premium
Reduction go to:

www.dol.gov/COBRA or call 1-866-444-EBSA (3272)

* Generally, this does not include coverage for only dental, vision, counseling, or referral services; coverage under a health

flexible spending arrangement; or treatment that is furnished in an on-site medical facility maintained by the employer.
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COBRA - CONSIDER COBRA COVERAGE CAREFULLY

Under Federal law (the Health Insurance Portability and Accountability Act or HIPAA), a preexisting condition
exclusion or limitation of your new group health plan might not apply at all to you, depending on the length of
your creditable health plan coverage under the Plan prior to enrolling in a new group health plan. However, if
there has been a break of 63 days or more after you lose Plan coverage and before you are covered by any new
plan, the benefit of HIPAA creditable coverage would be lost. Your new plan could disregard your old coverage
prior to this break, and it could enforce preexisting condition limitations against you or your dependents.
Therefore, carefully consider electing COBRA coverage, before letting this 63-day period expire. Additionally,
you will lose the guaranteed right to purchase individual health insurance policies that do not impose a preexisting
condition limitation if you do not elect and exhaust the COBRA coverage available to you. Finally, special
enrollment rights might apply to other group health plan coverage available to you due to loss of Group Health
Program coverage or loss of COBRA coverage.

Please examine your options carefully before declining COBRA coverage. You should be aware that companies
selling individual health insurance typically require a review of your medical history that could result in a higher
premium or you could be denied coverage entirely.

WHAT IS COBRA CONTINUATION COVERAGE

COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end because of
a life event known as a “qualifying event.” Specific qualifying events are listed below. After a qualifying event,
COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.” You, your
spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan is lost
because of a qualifying event. Under the Plan, qualified beneficiaries who elect COBRA continuation coverage
must pay for COBRA continuation coverage.

If you are an employee, you may become a qualified beneficiary if you lose your coverage under the Plan
because either one of the following qualifying events happens:

* your hours of employment are reduced; or
* your employment ends for any reason other than your gross misconduct.

If you are the spouse of an employee, you may become a qualified beneficiary if you lose your coverage
under the Plan because any of the following qualifying events happens:

*  your spouse dies;

* your spouse’s hours of employment are reduced;

* your spouse’s employment ends for any reason other than for his or her gross misconduct;

* your spouse becomes entitled to and enrolled in Medicare (under Part A, Part B, or both); or
* you become divorced or legally separated from your spouse.

Your dependent child(ren) may become qualified beneficiaries if they lose coverage under the Plan because
any of the following qualifying events happens:

* the parent-employee dies;

* the parent-employee’s hours of employment are reduced;

* the parent-employee’s employment ends for any reason other than for his or her gross misconduct;
+ the parent-employee becomes entitled to and enrolled in Medicare (under Part A, Part B, or both);
» the parents become divorced or legally separated; or

» the child ceases to be a “dependent child” as defined under the Plan.

If you and your family members lose eligibility due to non-payment of premiums or because your employer no
longer contributes to the Plan, COBRA continuation coverage is not available under this Plan.

11
NCBE Insurance Trust Summary Plan Description (SPD) 7/1/2009



WHEN IS COBRA CONTINUATION COVERAGE AVAILABLE

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has
been notified that a qualifying event has occurred. When the qualifying event is the end of employment or
reduction of hours of employment, death of the employee, or the employee’s becoming entitled to and enrolled in
Medicare benefits (under part A, Part B, or both), the employer must notify the Plan Administrator of the
qualifying event.

YOU MUST PROVIDE NOTIFICATION OF SOME QUALIFYING EVENTS

You (or your dependent) must notify the COBRA Administrator in writing of the occurrence of a qualifying event
that is either your divorce or legal separation, or your child ceasing to be a “dependent child” under the terms of
the Plan. The notification must be sent to the COBRA Administrator, North Coast Builders Exchange Insurance
Trust, 1030 Apollo Way, Santa Rosa, CA 95407, phone number (707) 542-9502, within 60 days after the later of:

+ the date of the qualifying event; or
» the date on which there is or would be a loss of coverage.

If you fail to provide timely notice of the qualifying event, your spouse’s and/or dependent’s right to COBRA
continuation coverage will be lost.

You must include in your notification all the following information:

+ name of the individual(s) experiencing the qualifying event,
* name and Social Security Number of the employee,

+ date of the qualifying event,

* type of qualifying event, and

» address of each qualified beneficiary.

When the qualifying event is the end of employment (other than for gross misconduct), or reduction of hours of
employment, death of the employee, or the employee’s becoming entitled to and enrolled in Medicare benefits
(under Part A, Part B, or both), your Employer must notify the COBRA Administrator of the qualifying event
within 30 days of the event.

Within 14 days after receiving notice of the qualifying event, the COBRA Administrator will send the COBRA
Continuation of Coverage Election Notice and Election Form (the “COBRA Election Notice”) to the qualified
beneficiary(ies). If you want to be sure the COBRA Administrator has notice that your coverage has been
terminated and you want to elect COBRA continuation coverage as soon as possible, you should notify the
COBRA Administrator that you are eligible for, and that you wish to apply for, COBRA continuation coverage.

HOW IS COBRA CONTINUATION COVERAGE PROVIDED
To have COBRA continuation coverage, you must timely elect it

The COBRA Administrator, upon notification from the employer, employee, and/or dependent that a qualifying
event has occurred, will send a COBRA Election Notice to the qualified beneficiary(ies). Note that each qualified
beneficiary may make an independent COBRA election. An employee may elect coverage on behalf of his or her
spouse and a parent or legal guardian may make an election on behalf of a minor child. An election on behalf of a
person who is incapacitated or dies can be made by the spouse of the person or by the legal representative of the
person or the person’s estate, as determined under applicable state law.

To continue coverage, a qualified beneficiary must complete and submit the election form to the COBRA
Administrator within sixty (60) days from the later of the date of notice or the date plan coverage is lost.

Note that upon notification of a qualifying event, coverage will be terminated as of the date coverage is lost under
the Plan because of the qualifying event. Coverage will be reinstated retroactively, to the date of loss, once
COBRA continuation coverage is timely elected and the initial COBRA premium payment is timely received by
the COBRA Administrator.
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In considering whether to elect COBRA continuation coverage, you should take into account that a failure to
continue your group health coverage will affect your future rights under federal law. First, you can lose the right
to avoid having preexisting condition exclusions applied to you by other group health plans if you have more than
a 63-day gap in health coverage. Second, you will lose the guaranteed right to purchase individual health
insurance policies that do not impose such preexisting condition exclusions if you do not elect COBRA
continuation coverage for the maximum time available to you. This guaranteed right will only be preserved if you
elect COBRA continuation coverage. Finally, you should take into account that you have special enrollment rights
under federal law. You have the right to request special enrollment in another group health plan for which you are
otherwise eligible (such as a plan sponsored by your spouse’s employer) within 30 days after your group health
coverage ends because of the qualifying event giving rise to your right to elect COBRA continuation coverage.
You will also have the same special enrollment right at the end of the maximum COBRA continuation coverage
period available to you.

COBRA continuation coverage is a temporary continuation of coverage. When the qualifying event is the death of
the employee, the employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both), your
divorce or legal separation, or a dependent child’s losing eligibility as a dependent child, COBRA continuation
coverage lasts for up to a total of 36 months. When the qualifying event is the end of employment (other than for
gross misconduct) or reduction of the employee’s hours of employment, and the employee became entitled to
Medicare benefits less than 18 months before the qualifying event, COBRA continuation coverage for qualified
beneficiaries other than the employee lasts until 36 months after the date of Medicare entitlement. For example, if
a covered employee becomes entitled to Medicare 8 months before the date on which his employment terminates,
COBRA continuation coverage for his spouse and children can last up to 36 months after the date of Medicare
entitlement, which is equal to 28 months after the date of the qualifying event (36 months minus 8 months).
[Note: To obtain this extended coverage period, the COBRA Administrator must receive notice of the qualified
beneficiary request for the extension and a copy of the employee’s Medicare card within the initial 18 months of
COBRA coverage.] Otherwise, when the qualifying event is the end of employment or reduction of the
employee’s hours of employment, COBRA continuation coverage generally lasts for only up to a total of 18
months. There are two ways in which this 18-month period of COBRA continuation coverage can be extended.

Disability extension of 18-month period of continuation coverage

If you or anyone in your family covered under the Plan is determined by the Social Security Administration to be
disabled and you notify the Cobra Administrator in a timely fashion, you and your entire family may be entitled to
receive up to an additional 11 months of COBRA continuation coverage, for a total maximum of 29 months. The
disability would have to have started at some time before the 60™ day of COBRA continuation coverage and must
last at least until the end of the 18-month period of continuation coverage. You must make sure that the COBRA
Administrator is notified of the Social Security Administration’s determination within 60 days after the latest of
the following:

* the date of the Social Security Administration’s disability determination, or
* the date of the qualifying event; or
*  the date on which there is a loss of coverage.

Notwithstanding the foregoing, notice of a disability must be provided before the 18 month period of COBRA
continuation coverage ends. Notice of the disability must be made in writing and timely sent to the COBRA
Administrator. The notice must include the name(s) and address(es) of the qualified beneficiary(ies) who want the
extension, the name of the individual determined to be disabled, the name and Social Security Number of the
employee, and a copy of the Social Security Administration’s determination.

You or your dependent must also notify the COBRA Administrator within 30 days of the date of a determination
by the Social Security Administration that the covered person is no longer disabled if that occurs while you or
your dependent(s) is (are) receiving COBRA continuation benefits.

If the disabled individual elects this disability extension, COBRA continuation coverage after the 18 month period
may require payment of up to 150% of the applicable group premium; except that if the disabled individual does
not elect COBRA continuation coverage for the additional 11 months, the cost for those individuals electing

13
NCBE Insurance Trust Summary Plan Description (SPD) 7/1/2009



COBRA continuation coverage for the additional 11 months will not exceed 102% of the applicable group
premium.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event while receiving 18 months of COBRA continuation coverage,
the spouse and dependent children in your family can get up to 18 additional months of COBRA continuation
coverage, for a maximum of 36 months, if notice of the second qualifying event is properly given to the COBRA
Administrator. This extension may be available to the spouse and any dependent children receiving continuation
coverage if the employee or former employee dies, becomes entitled to and enrolled in Medicare benefits (under
Part A, Part B, or both), or gets divorced or legally separated, or if the dependent child stops being eligible under
the Plan as a dependent child, but only if the event would have caused the spouse or dependent child to lose
coverage under the Plan had the first qualifying event not occurred. NOTE: A termination of employment
following a reduction of hours is not a second “qualifying event” which may entitle you to an extension of
COBRA continuation coverage.

You must notify the COBRA Administrator within 60 days after the later of (1) the date of the second qualifying
event; and (2) the date on which the qualified beneficiary would lose coverage under the terms of the Plan as a
result of the second qualifying event (if it had occurred while the qualified beneficiary was still covered under the
Plan); otherwise you will lose the right to the 36-month COBRA continuation coverage period. You must include
in your notification all the following information:

« name of the individual(s) experiencing the qualifying event,
* name and Social Security Number of the employee,

+ date of the qualifying event,

* type of qualifying event, and

» address of each qualified beneficiary.

PAYMENT OF COBRA PREMIUMS

The current amount of the premium and the due date for payment will be explained in the COBRA Continuation
Coverage Election Notice and Election Form provided to you by the COBRA Administrator. The premiums for
COBRA continuation coverage are subject to change.

You must self-pay for COBRA continuation coverage. COBRA continuation coverage generally requires payment
of up to 102% of the applicable group premium. Each month you must send your payment to the COBRA
Administrator or to the Carrier if they bill directly. The COBRA Administrator or the Carrier may send you
monthly notices of premiums due. These are provided only as a courtesy—the failure to receive such a notice does
not relieve you of the obligation to timely pay your premium for that month.

The American Recovery and Reinvestment Act of 2009 (ARRA) reduces the COBRA premium in some cases.
The premium reduction is available to certain individuals who experience a qualifying event that is an
involuntary termination of employment during the period beginning with September 1, 2008 and ending
with December 31, 2009. If you qualify for the premium reduction, you need only pay 35 percent of the COBRA
premium otherwise due to the plan. This premium reduction is available for up to nine months. If your COBRA
continuation coverage lasts for more than nine months, you will have to pay the full amount to continue your
COBRA continuation coverage. A Request for Treatment as an Assistance Eligible Individual form is included in
the COBRA Election Notice.

The initial payment must be made within 45 days of your COBRA election or you will lose all COBRA rights
under the Plan. Your first COBRA premium payment must cover the cost of benefits from the date coverage was
lost. Thereafter, your payments are due on the first day of the month to which the premium applies.

Although periodic payments are due on the dates described above, you will be given a grace period of 30 days
after the first day of the month to make each periodic payment. Your continuation coverage will be provided for
each month as long as payment for that month is made before the end of the grace period for that payment.
However, if you make a payment later than the first day of the month to which it applies, but before the end of the
grace period for the month, your coverage under the Plan will be suspended as of the first day of the month and
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then retroactively reinstated (going back to the first day of the coverage period) when the periodic payment is
received. This means that any claim you submit for benefits while your coverage is suspended may be denied and
may have to be resubmitted once your coverage is reinstated.

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

Your first payment for continuation coverage administered by the Plan should be made payable to the NCBE
Insurance Trust and be sent to the COBRA Administrator — North Coast Builders Exchange Insurance
Trust, 1030 Apollo Way, Santa Rosa, CA 95407 or to the Carrier if it bills directly. Subsequent payments
must be mailed to 1030 Apollo Way, Santa Rosa, CA 95407, or to the Carrier if it bills directly.

NEWBORNS AND ADOPTED CHILDREN

A child who is born to, adopted by, or placed for adoption with the covered employee (or former employee)
during a period of COBRA continuation coverage will be eligible to become a qualified beneficiary if the child is
enrolled within 30 days of the birth, adoption or placement for adoption. In accordance with the terms of the Plan
and the requirements of federal law, these qualified beneficiaries can be added to COBRA continuation coverage
upon proper written notification to the COBRA Administrator, North Coast Builders Exchange Insurance Trust,
1030 Apollo Way, Santa Rosa, CA 95407, phone number (707) 542-9502, within 30 days of the birth, adoption or
placement for adoption.

TERMINATION OF COBRA CONTINUATION COVERAGE

COBRA continuation coverage under this Plan may be terminated for any of the following reasons:

*  The required COBRA premium payment is not paid when due.

*  You or any other qualified beneficiary(ies) have exhausted the applicable maximum period of COBRA
continuation coverage (i.e., 18 or 36 months; or, in the case of a disability extension, 29 months).

*  You and your spouse or dependent child(ren), if any, become covered under another group health plan
that does not contain any exclusion or limitation for any of your preexisting conditions. If you become
covered by another group health plan and that plan contains a preexisting condition limitation that affects
you, your COBRA continuation coverage cannot be terminated. However, if the other plan’s preexisting
condition rule does not apply to you by reason of HIPAA’s restrictions on preexisting condition clauses,
the Plan may terminate your COBRA continuation coverage.

*  You, your spouse or dependent child(ren), if any, become eligible for and enrolled in Medicare after the
date COBRA continuation coverage has been elected.

*  Your Employer ceases to provide any group health plan coverage.

» If coverage is extended to 29 months due to disability, a determination during that extended period that
the individual is no longer disabled. NOTE: As described above, federal law requires that you inform the
COBRA Administrator of any final determination that you are no longer disabled within 30 days of such
a determination.

*  This Plan terminates.

The COBRA Administrator will provide the qualified beneficiary with a notice if COBRA coverage terminates
prior to the end of the maximum COBRA continuation coverage period. This notice will be provided as soon as
reasonably practicable after the COBRA Administrator’s determination that COBRA coverage will terminate.

INELIGIBILITY FOR COBRA CONTINUATION COVERAGE

Continuation coverage under COBRA is provided subject to your eligibility. If the COBRA Administrator
receives a notice from an individual who is not entitled to COBRA coverage, the COBRA Administrator will send
the individual a notice that he or she is not eligible for COBRA coverage within 14 days of the COBRA
Administrator receiving the notice. Further, the COBRA Administrator reserves the right to terminate your
COBRA continuation coverage retroactively if you are determined to be ineligible for coverage.
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IF YOU HAVE QUESTIONS AND WHERE TO PROVIDE NOTICES TO THE PLAN

All COBRA notices and questions concerning your Plan or your COBRA continuation coverage rights should be
directed to the COBRA Administrator:

COBRA Administrator — North Coast Builders Exchange Insurance Trust
1030 Apollo Way

Santa Rosa, CA 95407

Phone number (707) 542-9502

For more information about your rights under ERISA, including COBRA, the Health Insurance Portability and
Accountability Act (“HIPAA”), and other laws affecting group health plans, contact the nearest Regional or
District Office of the U.S. Department of Labor’s Employee Benefits Security Administration (“EBSA”) in your
area or visit the EBSA website at www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District
EBSA Offices are available through EBSA’s website.)

KEEP THE PLAN INFORMED OF ADDRESS CHANGES

In order to protect your family’s rights, you should keep your Employer and the COBRA Administrator informed
of any changes in your address or the address(es) of family members. You should also keep a copy, for your
records, of any notices you send to the COBRA Administrator.

The information described below provides a summary of rights you may have under state law.

ADDITIONAL CONTINUATION COVERAGE UNDER STATE LAW

You may be entitled to extend your continuation coverage period under AB1401 in certain programs for a total of
36 months under state law if you were initially only entitled to 18 or 29 months of COBRA continuation
coverage. The right to the extension only applies to medical benefits.

If you elect such additional continuation coverage, your benefits will be provided by the Carrier, not by the Plan,
and your rights will be determined by that policy, not the rules of the Plan. Refer to your program’s Evidence of
Coverage or contact the applicable Carrier for more information regarding this extension.

CAL-COBRA COVERAGE

On January 1, 1998, CAL-COBRA became effective and offers certain legal rights for small employer plan
members regarding continuation of group coverage following loss of coverage due to specified qualifying events.
This is commonly referred to as CAL-COBRA coverage.

CAL-COBRA generally applies to small businesses that employ fewer than 20 (2 through 19) employees on
payroll for 50% of its business days in the preceding calendar year.

CAL-COBRA allows you to continue certain medical, dental and vision benefits after you cease to be eligible for
coverage by your employer. Coverage may be extended for up to 36 months following the loss of coverage.

The election form for coverage must be submitted within 60 days of termination from the group. Payment is
required for any retroactive period, as coverage must be continuous from the qualifying date.

If you elect CAL-COBRA medical coverage, your benefits will be provided by the Carrier, not by the Plan, and
your rights will be determined by that policy, not the rules of the Plan. Contact the applicable Carrier for more
information regarding CAL-COBRA.
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OTHER FEDERAL MANDATES

UNIFORMED SERVICES EMPLOYMENT AND RE-EMPLOYMENT RIGHTS ACT OF 1994 (USERRA)
Continuation coverage during military leave

If you take a leave of absence because of voluntary or involuntary service in the uniformed services for a period
that is less than 31 days, you and your covered dependents’ employer-paid Plan coverage will be continued. If
your military leave of absence is between 31 days and five years, you may elect to continue group health program
coverage for yourself and your eligible dependents for up to 24 months (18 months for elections made prior to
December 10, 2004) or for the period ending on the day after the date you fail to apply for or return to
employment with your employer as determined under § 4312(e) of the Uniformed Services Employment and
Reemployment Rights Act of 1994 (“USERRA”), whichever is earlier. Coverage shall commence on the date of
the military leave. You will be required to pay 102% of the cost of coverage for the duration of your coverage
period. Because a right to continuation coverage under USERRA and COBRA are triggered simultaneously, an
election of COBRA will be treated as an election of USERRA as well and the period of coverage available under
USERRA will run concurrently with COBRA coverage.

This provision applies to:

« Eligible employees on active duty; and

« Eligible employees on active duty for training; and

+ Eligible employees on initial active duty for training and inactive duty training in the Armed Forces
(including the Reserve components), the Army or Air National Guard and the commissioned corps of the
Public Health Services, and to full-time National Guard duty; and

»  Absences needed to determine the employee’s fitness for duty in the uniformed service.

To continue coverage under USERRA, you must provide your employer with advance notice of your military
service. If you fail to provide advance notice to your employer, you will lose your right to continue coverage
pursuant to USERRA unless the requirement to provide advance notice has been excused in accordance with
USERRA because such notice was impossible, unreasonable or precluded by military necessity. If your
requirement to provide advance notice has been properly excused, your health plan coverage will be reinstated
retroactive to the date that your coverage was terminated upon your election to continue coverage and your
payment of all unpaid premium payments.

You or your dependents may elect continuation coverage pursuant to USERRA by following the election
procedure for COBRA coverage and electing COBRA coverage. An election of COBRA coverage will be treated
as an election of continuation coverage pursuant to USERRA. If you do not elect coverage during the 60-day
election period described in the COBRA election procedures, you will lose the right to continue coverage under
both COBRA and USERRA (Even if you provided advance notice of your military service to your employer or if
you failed to provide advance notice and such advanced notice was excused).

If you desire to elect USERRA continuation coverage, you must elect continuation coverage for yourself and all
eligible family members who are currently covered. You may not make a separate election to continue coverage
for some but not all of the persons who are currently covered. Continuation coverage under both COBRA and
USERRA is available for qualified beneficiaries who are covered by the Plan and the benefits elected for
continuation on the day before the event that qualifies them for COBRA and/or USERRA. Continuation coverage
will be identical to the coverage provided under the plan to similarly situated employees or family members.

Paying for Continuation Coverage

The cost of continuing coverage pursuant to USERRA is the same as the cost of coverage under COBRA. This
means that you will be required to pay the full cost of coverage (employer and employee share) plus a 2%
administrative fee for the duration of your coverage period. The cost and payment schedule described in the
section of the Summary Plan Description describing COBRA apply to continuation coverage pursuant to
USERRA.
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End of Continuation Coverage

Continuation coverage pursuant to USERRA ends on the earliest to occur of the following:

* The date you fail to return from protected military service or apply for a position of employment as
provided under USERRA;

* The end of the 24-month period beginning the date your military leave of absence began;

*  Your failure to make a timely payment for COBRA/USERRA coverage;

* The date you are discharged from military service under other than honorable conditions or if you are
dismissed or dropped from military rolls under conditions that result in a loss of reemployment rights
under USERRA;

* Any event that would terminate coverage of a participant not on COBRA/USERRA (e.g., fraud); or

*  Termination of the Plan.

Returning From A Military Leave of Absence

If your Plan coverage terminated by reason of your service in the uniformed services, your employer-paid
coverage will be reinstated upon your return from leave and reemployment in accordance with USERRA. Your
coverage will be reinstated without the application of any preexisting condition exclusions or waiting periods
unless you have an injury or illness that the Secretary of Veterans Affairs has determined to have been incurred
in, or aggravated during, performance of service in the uniformed services.

FEDERAL FAMILY AND MEDICAL LEAVE ACT OF 1993 (FMLA)

If your Employer is subject to the Family And Medical Leave Act of 1993 (“FMLA”), you may be entitled to
continued group health plan coverage under this Plan if you are on leave for certain purposes, including:

* the birth or adoption of your child(ren); or
* the care of a spouse or relative; or
* any other purpose provided for by the FMLA.

Generally, companies that employ 50 or more employees are subject to FMLA. Coverage will be continued for
the period of time allowed by FMLA. Your Employer will continue making Employer contributions to the Plan
on your behalf during your approved leave; you must arrange to pay the employee contributions during your
absence. The contribution rate shall be equivalent to your current cost of coverage at the time you go on leave in
accordance with FMLA, subject to any increase or decrease resulting from any subsequent Open Enrollment
and/or approved modification to the Plan. It will be your responsibility to notify your Employer that FMLA leave
is being taken. Contact your Employer for more information.

HEALTH INSURANCE PORTABILITY & ACCOUNTABLITY ACT OF 1996 (HIPAA)

Federal law may affect your health coverage if you are enrolled or become eligible to enroll in health coverage
that excludes coverage for preexisting medical conditions. Preexisting condition exclusions under a particular
program are described in the Evidence of Coverage for that program.

The Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) limits the circumstances under
which coverage may be excluded for preexisting conditions. A preexisting condition is any physical or mental
condition for which medical advice, diagnosis, care or treatment was recommended or received during the 6-
month period ending on the enrollment date (or, if earlier, the 6-month period ending on the first day of any
applicable waiting period). A preexisting condition exclusion generally may not be imposed for more than 12
months after coverage begins (18 months for a late enrollee). The 12-month (or 18-month) exclusion period is
reduced by your prior creditable health coverage under HIPAA. To show evidence of your prior creditable health
coverage, you are entitled to receive a Certificate of Creditable Coverage from your health plan.

Special Enrollment: In certain circumstances, you and your eligible dependents may have rights to enroll outside
the Open Enrollment period. To take advantage of special enrollment rights, you must request enrollment with the
Plan Administrator (via your Employer) within 30 days of the event triggering special enrollment. Special
enrollment rights may be triggered by any of the following events:
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+ If you or any of your dependents declined enrollment under this Plan because of other health insurance
coverage, other than COBRA coverage, but afterwards lost eligibility for that coverage for any of the
following reasons other than the failure to pay timely premiums or for cause (such as making a fraudulent
claim or an intentional misrepresentation of a material fact in connection with the other plan):

O Loss of eligibility for coverage as result of legal separation, divorce, cessation of dependent status
(such as attaining the maximum age to be eligible as a dependent child under the plan), death of
the employee, termination of employment, and reduction in the number of hours of employment;

O In the case of coverage through an individual HMO, a loss of eligibility for coverage under your
individual HMO because you no longer reside, live or work in the HMQO’s service area;

O In the case of coverage through a group HMO, a loss of eligibility for coverage under the group
HMO because you no longer reside, live or work in the HMO’s service area and no other benefit
package is available to you;

¢ Ifyou incur a claim under the other plan that would meet or exceed a lifetime limit on all benefits
under the other plan; or

¢ The other plan ceases to offer any benefits to the class of similarly situated individuals that
includes you or your dependent (e.g., your dependent is a part-time employee with employer A
and employer A discontinues coverage for part-time employees);

+ Ifyou are covered under another plan for which an employer makes a contribution towards your premium
and that contribution is terminated (such contributions must be completely terminated; a reduction in the
value of the benefit or an increase in cost to the participant does not trigger a special enrollment right); or

*  You exhaust COBRA coverage; or

* If you acquire a new dependent(s) as a result of marriage or domestic partnership, birth, adoption or
placement for adoption, you may be able to add the new spouse or domestic partner or child(ren), or
enroll yourself and your dependents.

If you are covered by a medical plan or HMO offered under the Plan and you enroll yourself and/or a new
dependent(s) in accordance with the Plan’s special enrollment procedures, you have the right to enroll in any other
medical plan or HMO option for which you and your dependents are eligible.

CERTIFICATE OF CREDITABLE COVERAGE

When your coverage under the Plan terminates, you will automatically receive a Certificate of Creditable
Coverage which will enable you to provide evidence of prior creditable coverage for purposes of reducing or
eliminating preexisting condition exclusions imposed by subsequent health plan coverage. You may also request a
Certificate of Creditable Coverage at any time while you are covered under the Plan and up to 24 months after
your Plan coverage ceases. To request a Certificate of Creditable Coverage, you must send a written request to the
Plan Administrator at the following address:

North Coast Builders Exchange Insurance Trust
1030 Apollo Way
Santa Rosa, CA 95407

You will receive the Certificate of Creditable Coverage within a reasonable period of time after the
Administrative Office receives your written request.

Privacy of your Medical Information

The Plan is required to maintain the privacy of your protected health information (“PHI’). The Plan’s Notice of
Privacy Practices describes the Plan’s obligations and your rights under the federal law called the HIPAA Privacy
Rule. To obtain a copy of the Plan’s Notice of Privacy Practices, contact the Plan’s Privacy Official at:

North Coast Builders Exchange Insurance Trust
1030 Apollo Way

Santa Rosa, CA 95407

(707) 542-9502

The Plan’s current Notice of Privacy Practices is also available at ncbehealth.com.
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Retaliation and Wavier

The Plan will not intimidate, threaten, coerce, discriminate against, or take other retaliatory action against you (or
any other individual) for the exercise of any right established under the HIPAA Privacy Rule, including filing a
complaint with the Plan or with the Secretary of the Department of Health and Human Services; testifying,
assisting or participating in an investigation, compliance review, proceeding or hearing under the HIPAA Privacy
Rule; or opposing any act or practice made unlawful by the HIPAA Privacy Rule, provided that you (or the
individual) have a good faith belief that the practice opposed is unlawful and the manner of the opposition is
reasonable and does not involve a disclosure of protected health information in violation of the HIPAA Privacy
Rule.

The Plan will not require you to waive your privacy rights under the HIPAA Privacy Rule as a condition of
treatment, payment, enrollment in a group health plan(s), or eligibility for benefits.

WOMEN’S HEALTH AND CANCER RIGHTS ACT

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

*  All stages of reconstruction of the breast on which the mastectomy was performed; and

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

e Prostheses; and

* Treatment of physical complications of the mastectomy, including lymphedemas.

These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and
surgical benefits provided under the applicable medical plan.

If you would like more information on WHCRA benefits, contact your health insurance Carrier or refer to your
Evidence of Coverage.

NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT OF 1997 (NMHPA)

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

The laws of your state related to hospital stays in connection with childbirth may differ from these federal
requirements. For example, California law does not prohibit the treating physician from discharging the mother or
her newborn earlier than 48 hours (or 96 hours, as applicable), after consulting with the mother and if the policy

covers a post-discharge follow up visit for the mother and the newborn within 48 hours of the discharge.

For more information, please refer to you Carrier’s Evidence of Coverage.

STATEMENT OF ERISA RIGHTS

The following Statement of ERISA Rights is required by federal law and regulation:

As a participant in the Plan, you are entitled to certain rights and protections under the Employee Retirement
Income Security Act of 1974 (“ERISA™).
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ERISA provides that all Plan participants are entitled to:

Receive Information About Your Plan and Benefits

+ Examine, without charge, at the Plan Administrator’s office and at other specified locations all documents
governing the plan, including insurance Carrier contracts and a copy of the latest Annual Report (Form
5500 Series) filed by the Plan, if applicable, with the U.S. Department of Labor and available at the
Public Disclosure Room of the Employee Benefits Security Administration.

*  Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of
the Plan, including insurance Carrier contracts and copies of the latest Annual Report (Form 5500 Series),
if applicable, and updated Summary Plan Description. The Administrator may make a reasonable charge
for the copies.

* Receive a summary of the Plan’s annual financial report. The Plan Administrator is required by law to
furnish each participant a copy of this Annual Report.

Continue Group Health Plan Coverage

*  Continue health care coverage for yourself, spouse or 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
this Summary Plan Description and the documents governing the Plan for the rules governing your
COBRA continuation coverage rights.

* Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group
health plan, if you have creditable coverage from another plan. You should be provided a Certificate of
Creditable Coverage, free of charge, from your group health plan or health insurance issuer when you lose
coverage under the plan, when you become entitled to elect COBRA continuation coverage, when your
COBRA continuation coverage ceases, if you request it before losing coverage, or if you request it up to
24 months after losing coverage. Without evidence of creditable coverage, you may be subject to a
preexisting condition exclusion for 12 months (18 months for late enrollees) after your enrollment date in
your coverage.

Prudent Actions by Plan Fiduciaries

In 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 the beneficiaries. No one,
including your Employer or any other person, may fire you or otherwise discriminate against you in any way to
prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

If 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.

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 from the Plan and do not receive them within 30 days, you may file suit in
a federal court. In such a case, the court may require the Plan Administrators 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 administrator.

If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or
federal court. In 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. If 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. If you are successful the court may order the person you have sued to pay these costs and
fees. If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is
frivolous.
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Assistance with Your Questions

If you have any questions about the Plan, you should contact the Plan Administrator — NCBE Insurance Trust. If
you have any questions about this statement or about your rights under ERISA or if you need assistance in
obtaining documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits
Security Administration (EBSA), U.S. Department of Labor, listed in your telephone directory, or the Division of
Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications about your rights
and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security
Administration, or at www.dol.gov/ebsa.

MISCELLANEOUS

STATEMENT REGARDING IMPACT OF ORAL COMMUNICATIONS

Any statement, representation or other oral communications made by your Employer, the Plan Administrator, or
employees or staff members, that alters, modifies, amends, or is inconsistent with the written terms of the official
Plan documents shall be invalid and unenforceable, and may not be relied upon by any employee, participant,
beneficiary, service provider, insurance Carrier, or any other individual or entity.

NOT A CONTRACT FOR EMPLOYMENT

The Plan is not intended to be, and may not be construed as, constituting a contract for employment between you
and your employer.

NO VESTED INTEREST

No individual shall have any rights under the Plan except as and only to the extent expressly provided in the Plan
document and the applicable group insurance policy.

EXCESS BENEFIT PAYMENT

If any payment made under the Plan exceeds the amount that should have been paid, you or your beneficiary, if
applicable, will be required to repay the amount of the overpayment to the Plan. The Plan Administrator or
Insurance Carrier may make reasonable arrangements with you for repayment, including offsetting against future
benefits.

GLOSSARY OF TERMS

CAL-COBRA - A California state law that allows certain employees who were covered under a group health
plan to continue their health coverage (at their own expense) when they lose group health coverage under certain
circumstances; for example, when they leave their jobs, either voluntarily or involuntarily. CAL-COBRA
generally applies to employers with 2 to 19 employees for more than 50% of the prior calendar year.

CARRIER - An insurance risk taker such as MetLife, or a Health Maintenance Organization (HMO) such as
Kaiser and Health Net. The Carriers insure and administer the programs offered under the Plan.

COBRA - The Consolidated Omnibus Budget Reconciliation Act of 1985, as amended, a federal law that allows
employees who were covered under a group health plan to continue their health coverage (at their own expense)
when they lose group health coverage under certain circumstances; for example, when they leave their jobs, either
voluntarily or involuntarily. COBRA generally applies to employers with 20 or more employees more than 50%
of the prior calendar year
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CO-INSURANCE - Generally, the amount shared by the insured and the insurer. For example: PPO (70%),
Non-PPO (50%), the Carrier pays 70% and the insured (individual) pays 30% for in-network PPO covered
services; and the Carrier pays 50% and the insured pays 50% for out-of-network PPO covered services. Refer to
the applicable Evidence of Coverage for further explanation.

CO-PAYMENTS — Generally, the amount the insured must pay for medical services, such as doctor visits,
prescription drugs and hospitalization. Usually stated in dollars; e.g., a $20 office visit co-pay or a $20
prescription co-pay. Refer to the applicable Evidence of Coverage for further explanation.

COVERAGE — A choice of insurance coverage that can be selected to fit the needs of a family. There are usually
four coverage elections available under a particular program: employee, employee/spouse (or domestic partner, if
applicable), employee/child(ren), and employee/family. Refer to the applicable Evidence of Coverage for further
explanation.

DEDUCTIBLE — Generally, the amount a participant must pay for services before benefits are payable under a
particular program. Refer to the applicable Evidence of Coverage for further explanation.

ERISA — The Employee Retirement Income Security Act of 1974, as amended.

EVIDENCE OF COVERAGE — The booklet prepared by the Carrier of a particular program under this Plan that
describes the benefits, limitations, and other terms and conditions of coverage under that program.

EXCHANGE MEMBER — A member in good standing with the North Coast Builders Exchange.

NCBE - The North Coast Builders Exchange, a non-profit mutual benefit association (under Internal Revenue
Code § 501(c)(6)), located at 1030 Apollo Way, Santa Rosa, CA 95407.

OPEN ENROLLMENT — An annual “sign-up” period during which eligible employees can enroll in a group
health program offered by their employer. In addition, employees already participating are allowed to change
Carriers or enroll dependents not previously covered. Open Enrollment for the Plan is usually held February 1
through February 28, with an effective date of April 1.

PLAN ADMINISTRATOR — The North Coast Builders Exchange Insurance Trust, located at 1030 Apollo Way,
Santa Rosa, CA 95407.

WAITING PERIOD - The length of continuous employment required by a participating employer (as set forth
in that Employer’s Participation Agreement) in order for an employee who otherwise meets the eligibility
requirements to obtain coverage.

SUMMARY OF PROGRAMS OFFERED

Your Employer’s Plan may include medical, dental, vision, chiropractic, chiropractic/acupuncture, life and
accidental death and dismemberment (AD&D) coverage to the eligible employees. The following comparisons are
only summaries of programs that may be offered during the current plan year, and should not be relied upon.
Consult the applicable Evidence of Coverage for the exact terms of coverage, including information about the
benefits and limitations on eligibility or benefits under a particular program. The Evidence of Coverage booklets
are available at no charge to any participant on request.

Not all of the programs described in the following comparisons may be available to you. You will be provided
with information about which programs you may be eligible to participate in when you first become eligible to
participate and during the annual Open Enrollment periods. Contact your Employer for more information.

In the event any of the information contained in the following comparisons conflicts with the information
contained in the Evidence of Coverage for a particular program, the terms of the Evidence of Coverage shall
govern.
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ENROLLEE REQUIREMENTS

Employees

In order to be eligible for coverage, employees must work full time (20 or more hours per week), and must appear on the State
Quarterly Payroll Reports (DE-6) or be an active company owner or corporate officer actively at work. They must also have satisfied
the company’s waiting period. Note that coverage always begins on the first of the month, and will become effective on the first of
the month following completion of the firm’s waiting period. Every eligible employee must complete the appropriate enrollment
application OR a signed declination form and submit it to the Benefits Consultant or Plan Administrator for processing. All paperwork
should be submitted no later than the 15th of the month prior to the requested effective date of coverage. Applications not received in
a timely manner are considered “late” enrollments and may be subject to evidence of insurability or late entrant restrictions and
limitations as determined by the carriers.

Employees or dependents who decline coverage and then experience a Qualifying Event may enroll in the plan outside of the normal
Open Enrollment period. However, all required documentation must be submitted within 30 days of the event, or the enrollee will have
to wait until the next Open Enrollment.

Dependents

Eligible dependents include a legally married spouse, registered domestic partner and unmarried children from birth to age 19.
Requirements for dependency, student status and maximum age vary by carrier.

Layoff

Group coverage may not continue when an employee is laid off and no longer “Actively at Work”. If the employer would like to offer
benefits as part of a severance package, the employer may choose to pay for Cal-Cobra or COBRA coverage for a specified period of
time. It is the employee’s responsibility to elect Cal-Cobra or COBRA coverage if it is available. The company’s policy must be in
the Employee Manual and all employees must be treated equally. When an employee is laid off and later rehired, the rehire policy below
is followed.

Leave of Absence

Depending on the circumstance, employees on a leave of absence may be considered for coverage under our plans. However, in all
cases, the carrier’s contracted leave of absence policies will be administered for scenarios such as FMLA, non-workers comp related
disability, military duty and workers’ compensation leave.

Rehires

Employees who are not on payroll for any reason (i.e., layoff, termination, seasonal employment, etc.) for a period longer than 90 days
will be required to meet the employer’s eligibility waiting period as stated on the Employers Participation Agreement (PA) before being
eligible to rejoin the plan. The waiting period will begin the date the employee returns from the time off work. If an employee is
rehired within 90 days, the waiting period will be waived allowing him or her to enroll on the 1st of the month following the date of
rehire, only if the employee was previously enrolled in the Exchange/Association Health Plan under the same employer. In all other
cases, the employer’s waiting period must be met as stated above.

Compliance and Legislation

The health plans will be subject to any applicable state or federal legislation and the benefits and rates will be adjusted to comply in
accordance with sponsored carrier policies.

COBRA + Consolidated Omnibus Budget Reconciliation Act of 1986
FMLA « Federal Family and Medical Leave Act of 1993
USERRA ¢ Uniformed Services Employment and Re-Employment Rights Act of 1994
HIPAA - Health Insurance Portability & Accountability Act of 1996
HMHPA - Newborns’ and Mothers” Health Protection Act of 1997
Cal-COBRA « The Continuation of Benefits Replacement Act of 1998 (California State Law)
WHCRA + Women's’ Health and Cancer Rights Act of 1998
Medicare Part D ¢  Medicare Prescription Drug, Improvement and Modernization Act of 2003
MHPA  + Mental Health Parity Act of 1997
CMS + Centers for Medicare and Medicaid Services - Reporting Compliance
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KAISER PERMANENTE
PLAN COMPARISONS

NOT ALL PLANS ARE AVAILABLE TO FIRMS WITH 1 OR 2 MEDICAL ENROLLEES

Enrollee must live or work in a Kaiser Permanente zip code area

CALENDAR YEAR
BENEFITS

MEDICAL DEDUCTIBLE
(calendar year)

PHARMACY DEDUCTIBLE
(calendar year)

OUT-OF POCKET MAXIMUM®
(calendar year)

IN THE MEDICAL OFFICE

Office visit

Preventative exams
Maternity/scheduled prenatal care
Well-child preventive care?
Allergy injections

Infertility services

Occupational, physical, and speech

therapy
Most labs & imaging
MRI/CT/PET
Outpatient surgery
EMERGENCY SERVICES
Emergency Room
(waived if admitted)
Ambulance

PRESCRIPTION DRUGS?®
MEDICARE D

Generic

Brand name

HOSPITAL CARE

Physicians’ services, room, tests,
medications, therapies

Skilled nursing facility care
(up to 100 days)

MENTAL HEALTH SERVICES

In the medical office
(20 visits per calendar year)

In the hospital
(30 days per calendar year)

CHEMICAL DEPENDENCY
In the medical office
In the hospital (detox only)

OTHER
Chiropractic care

Certain durable medical equip (DME)

Vision exam
Optical (every 24 months)
Home health care

(100 2-hour visits per calendar year)

Hospice care

COPAYMENT
PLAN 15%

$0
$0

$3,000 self-only
$6,000 family

$15 per visit
$15
$0

$10
$50
$100 per procedure

$100 per visit

$75

Up to a 30 day supply
Creditable

$10

$25

$200 per day

$0

$15 individual
$7 group

$200 per day

$15 individual
$200 per day

Not covered

20% ($2,000 maximum)
$15

$150 allowance

$0

$0

< Not available to firms with 1 or 2 enrollees in medical
! The limit to the total amount that an individual or family must pay for certain services in a calendar year. Copayments for most services and deductible payments (except
prescription drugs) count toward this maximum (as discussed in the Evidence of Coverage).

2 23 months or younger

COPAYMENT
PLAN 20
$0
$0
$3,000 self-only
$6,000 family
$20 per visit
$20
$0
$0
$5
Not covered
$20
$10
$50

$150 per procedure
$100 per visit

$75

Up to a 30 day supply
Creditable

$10

$30

$300 per day

$0

$20 individual
$10 group

$300 per day

$20 individual
$300 per day

Not covered

20% ($2,000 maximum)
$20°

Not covered

$0

$0

COPAYMENT
PLAN 30

$0
$250 brand name

$3,500 self-only
$7,000 family

$30 per visit
$30

$0

$0

$5

Not covered
$30

$10
$50
$200 per procedure

$100 per visit

$75

Up to a 100 day supply

Creditable

$10

$35 (after $250 pharmacy
deductible)

$400 per day

$0

$30 individual
$15 group

$400 per day

$30 individual
$400 per day

Not covered
Not covered*
$30°

Not covered

$0
$0

COPAYMENT
PLAN 50

$0
$250 brand name

$3,500 self-only
$7,000 family

$50 per visit
$50

$15

$15

$5

Not covered
$50

$10
$50
$250 per procedure

$150 per visit

$300

Up to a 100 day supply

Creditable

$10

$35 (after $250 pharmacy
deductible)

$500 per day

$0

$50 individual
$25 group

$500 per day

$50 individual
$500 per day

Not covered
Not covered*
$50°

Not covered
$0

$0

3 Prescription drugs are covered in accord with our formulary when prescribed by a Plan physician and obtained at Plan pharmacies. A few drugs have different copayments (refer

to the Evidence of Coverage).

4 Please refer to the Evidence of Coverage for more information; most DME is not covered.
5 Members who are enrolled in this benefit are entitled to a 20% discount on eyeglasses and contact lenses purchased at KP optical centers. These discounts may not be
coordinated with any plan vision benefit. The discounts do not apply to any sale, promotional or package eyewear program, contact lenses extended purchase agreement or to

low-vision aids.

This is only a summary and there may be details not included, the Kaiser Permanente Evidence of Coverage document supersedes any omissions or
discrepancies in these plan descriptions. Kaiser Permanente’s Evidence of Coverage for these Plans may be found online (details on page 44).
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Enrollee must live or work in a Kaiser Permanente zip code area

KAISER PERMANENTE
PLAN COMPARISONS

CALENDAR YEAR
BENEFITS

MEDICAL DEDUCTIBLE (calendar year)

(All charges subject to the deductible unless noted)

PHARMACY DEDUCTIBLE
(calendar year)

OUT-OF POCKET MAXIMUM?
(calendar year)

IN THE MEDICAL OFFICE

Office visit

Preventative exams

Maternity/scheduled prenatal care

Well-child preventive care*

Allergy injections

Infertility services

Occupational, physical, and speech
therapy

Most labs & imaging

MRI/CT/PET

Outpatient surgery

EMERGENCY SERVICES
Emergency Room

(waived if admitted)
Ambulance

PRESCRIPTION DRUGS®
MEDICARE D

Generic

Brand name

HOSPITAL CARE

Physicians’ services, room, tests,
medications, therapies

Skilled nursing facility care
(up to 100 days)

MENTAL HEALTH SERVICES
In the medical office
(20 visits per calendar year)

In the hospital
(30 days per calendar year)

CHEMICAL DEPENDENCY
In the medical office
In the hospital (detox only)

OTHER
Chiropractic care

Certain durable medical equip (DME)®

Vision exam
Optical” (every 24 months)
Home health care

(100 2-hour visits per calendar year)

Hospice care

HSA COMPATIBLE

PLaN $0/$1,500

$1,500 individual
$3,000 family"

(included in the medical deductible)

$1,500 self-only
$3,000 family

$0 (after deductible)
$0

$0

$0

$0 (after deductible)
Not covered

$0 (after deductible)

$0 (after deductible)
$0 (after deductible)
$0 (after deductible)

$0 (after deductible)

$0 (after deductible)

Up to a 100 day supply
Non-Creditable

$0 (after deductible)
$0 (after deductible)

$0 per admission (after deductible)

$0 per admission (after deductible)

$0 individual (after deductible)
$0 group (after deductible)

$0 per admission (after deductible)

$0 individual (after deductible)
$0 per admission (after deductible)

Not covered
Not covered
$0 (after deductible)®
Not covered
$0 (after deductible)

$0 (after deductible)

HSA COMPATIBLE

PLAN $0/$2,200

$2,200 individual
$4,400 family'

(included in the medical deductible)

$2,200 self-only
$4,400 family

$0 (after deductible)
$0

$0

$0

$0 (after deductible)
Not covered

$0 (after deductible)

$0 (after deductible)
$0 (after deductible)
$0 (after deductible)

$0 (after deductible)

$0 (after deductible)

Up to a 100 day supply
Non-Creditable

$0 (after deductible)
$0 (after deductible)

$0 per admission (after deductible)

$0 per admission (after deductible)

$0 individual (after deductible)
$0 group (after deductible)

$0 per admission (after deductible)

$0 individual (after deductible)
$0 per admission (after deductible)

Not covered
Not covered
$0 (after deductible)®
Not covered
$0 (after deductible)

$0 (after deductible)

' The entire family deductible must be met before copayments apply for individual family members ( Aggregate Deductible).

2 Each family member becomes eligible for copayments after meeting his or her individual deductible (Embedded Deductible).

% The limit to the total amount that an individual or family must pay for certain services in a calendar year. Copayments for most services and deductible payments count toward this
maximum (as discussed in the Evidence of Coverage).

4 23 months or younger

HSA COMPATIBLE

PLaAN $0/$2,700

$2,700 individual
$5,450 family?

(included in the medical deductible)

$2,700 self-only
$5,450 family

$0 (after deductible)
$0

$0

$0

$0 (after deductible)
Not covered

$0 (after deductible)

$0 (after deductible)
$0 (after deductible)
$0 (after deductible)

$0 (after deductible)

$0 (after deductible)

Up to a 100 day supply
Non-Creditable

$0 (after deductible)
$0 (after deductible)

$0 per admission (after deductible)

$0 per admission (after deductible)

$0 individual (after deductible)
$0 group (after deductible)

$0 per admission (after deductible)

$0 individual (after deductible)
$0 per admission (after deductible)

Not covered
Not covered
$0 (after deductible)®
Not covered
$0 (after deductible)

$0 (after deductible)

5 Prescription drugs are covered in accord with our formulary when prescribed by a Plan physician and obtained at Plan pharmacies. A few drugs have different copayments (refer

to the Evidence of Coverage).

¢ Please refer to the Evidence of Coverage for more information; most DME is not covered.
7 Members who are enrolled in this benefit are entitled to a 20% discount on eyeglasses and contact lenses purchased at KP optical centers. These discounts may not be
coordinated with any plan vision benefit. The discounts do not apply to any sale, promotional or package eyewear program, contact lenses extended purchase agreement or to

low-vision aids.

This is only a summary and there may be details not included, the Kaiser Permanente Evidence of Coverage document supersedes any omissions or
discrepancies in these plan descriptions. Kaiser Permanente’s Evidence of Coverage for these Plans may be found online (see page 44).
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KAISER

PLAN COMPARISONS

Enrollee must live or work in a Kaiser zip code area

CALENDAR YEAR
BENEFITS

MEDICAL DEDUCTIBLE (calendar year)

(All charges subject to the deductible unless noted)

PHARMACY DEDUCTIBLE
(calendar year)

OUT-OF POCKET MAXIMUM?
(calendar year)

IN THE MEDICAL OFFICE

Office visit

Preventative exams?®

Maternity/scheduled prenatal care

Well-child preventive care*

Allergy injections

Infertility services

Occupational, physical, and speech
therapy

Most labs & imaging

MRI/CT/PET

OUTPATIENT SURGERY

(and certain other outpatient procedures)

EMERGENCY SERVICES
Emergency Room
(waived if admitted)
Ambulance
PRESCRIPTION DRUGS?®
MEDICARE D
Generic
Brand name
HOSPITAL CARE
Physicians’ services, room, tests,
medications, therapies
Skilled nursing facility care

MENTAL HEALTH SERVICES
In the medical office
(20 visits per calendar year)

In the hospital
(30 days per calendar year)
CHEMICAL DEPENDENCY
In the medical office
In the hospital (detox only)

OTHER
Chiropractic care

Certain durable medical equip (DME)®

Vision exam
Optical” (every 24 months)
Home health care

(100 2-hour visits per calendar year)

Hospice care

HiGH DEDUCTIBLE

PLaN $30/$1,000

$1,000 individual
$2,000 family'

$250 brand name

$3,500 individual
$7,000 family

$30 per visit

$30

$0

$0

$5 (after deductible)
Not covered

$30 (after deductible)

$10 (after deductible)
$50 (after deductible)

$250 (after deductible)

$100 (after deductible)

$75 (after deductible)

Up to a 100 day supply
Creditable

$10

$35 (after pharmacy deductible)

$500 per day (after deductible)

$50 per day (after deductible)
(up to 60 days)

$30 individual
$15 group

$500 per day (after deductible)

$30 individual
$500 per day (after deductible)

Not covered
Not covered
$30°

Not covered
$0

$0

DEDUCTIBLE WITH HRA
PLAN $30/$1,500 »

$1,500 individual
$3,000 family"

$250 brand name

$3,000 self-only
$6,000 family

$30 per visit (after deductible)
$30

$10

$10

$0

Not covered

$30 (after deductible)

$10 (after deductible)
$50 (after deductible)

20% (after deductible)

20% (after deductible)

$150 (after deductible)

Up to a 100 day supply
Creditable

$10

$35 (after pharmacy deductible)

20% per admission (after deductible)

20% per day (after deductible)
(up to 100 days)

$30 individual (after deductible)
$15 group (after deductible)

20% per admission (after deductible)

$30 individual (after deductible)
20% per admission (after deductible)

Not covered
Not covered
$30°

Not covered
$0

$0

DEDUCTIBLE WITH HRA

PLAN $30/$2,500 »

$2,500 individual
$5,000 family!

$250 brand name

$5,000 self-only
$10,000 family

$30 per visit (after deductible)
$30

$10

$10

$0

Not covered

$30 (after deductible)

$10 (after deductible)
$50 (after deductible)

20% (after deductible)

20% (after deductible)

$150 (after deductible)

Up to a 100 day supply
Creditable

$10

$35 (after pharmacy deductible)

20% per admission (after deductible)

20% per day (after deductible)
(up to 100 days)

$30 individual (after deductible)
$15 group (after deductible)

20% per admission (after deductible)

$30 individual (after deductible)
20% per admission (after deductible)

Not covered
Not covered
$30°

Not covered
$0

$0

) Employer must fund at least 25 percent of the employee deductible for a $1,500 deductible plan and at least 40 percent of the employee deductible for a $2,500 deductible plan.
Each family member becomes eligible for copayments after meeting his or her individual deductible (Embedded Deductible).

2 The limit to the total amount that an individual or family must pay for certain services in a calendar year. Copayments for most services and deductible payments (except prescription drugs)
count toward this maximum (as discussed in the Evidence of Coverage).

¢ Any non-preventive services received during this exam will be subject to the deductible.

423 months or younger

5 Prescription drugs are covered in accord with our formulary when prescribed by a Plan physician and obtained at Plan pharmacies. A few drugs have different copayments (refer to the
Evidence of Coverage).

6 Please refer to the Evidence of Coverage for more information; most DME is not covered.

7 Members who are enrolled in this benefit are entitled to a 20% discount on eyeglasses and contact lenses purchased at KP optical centers. These discounts may not be coordinated with any

plan vision benefit. The discounts do not apply to any sale, promotional or package eyewear program, contact lenses extended purchase agreement or to low-vision aids.

This is only a summary and there may be details not included, the Kaiser Permanente Evidence of Coverage document supersedes any omissions or

discrepancies in these plan descriptions. Kaiser Permanente’s Evidence of Coverage for these Plans may be found online (see page 44).
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Disability Income

Metlife

MetLife Offers High Quality
Disability Income Insurance

* Noncancelable/Guaranteed Renewable Policy

+ MultiLife Premium Discounts Available up to 15%'

* Level Premiums for the Benefit Duration

+ Residual Disability and Cost of Living Riders Available’

+ Benefit Flexibility Feature® (Built-In Guaranteed Insurability)
» Benefit and Elimination Period Options

* Requires Medical and Financial Underwriting

MetLife Multi-Life Discount Program

MetLife's Fully Underwritten Multi-Life Program provides your employees
with the individual disability income protection they need in the
unfortunate event of a disability. By allowing employees to purchase this
valuable benefit, you are giving them the opportunity to strengthen their
disability coverage and receive significant premium discounts with no
cost to the employer.

1 Level of discount will depend on the specific circumstances of the case.
2 Available for Salary Saver Only. Forms 1CL-96 and1RD-96.
3 Subject to financial underwriting. Maximum optional increase determined when palicy is issued.

Like most disability insurance policies, MetLife's policies contain certain exclusions,
waiting periods, reductions, limitations and terms for keeping them in force. Ask your
representative about costs and details.

L03053HV6(exp0506)(CA)MLIC-LD  0510-9251
© 2005 MetLife, Inc. PEANUTS @ United Feature Syndicate, Inc.
Metropolitan Life Insurance Company, 200 Park Avenue, New York, NY 10166 www.metlife.com
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HearLTH NET HMO
PLAN COMPARISONS

Enrollees must select a Primary Care Physician in their area

BENEFITS HMO 20 < HMO 30 * HMO 30 < HMO 40
LIFETIME MAXIMUM No maximum No maximum No maximum No maximum
ANNUAL DEDUCTIBLE $0 $0 $0 $0
(calendar year)
PRESCRIPTION DRUG DEDUCTIBLE  $150 brand name $0 $200 brand name $250 brand name

(calendar year)

ANNUAL OUT-OF-POCKET MAXIMUM

$2,500 individual

$3,000 individual

$3,500 individual

$4,500 individual

(calendar year) $5,000 family $6,000 family $7,000 family $9,000 family
IN THE MEDICAL OFFICE
Office visit $20 $30 $30 $40
Annual routine physical' (limit one) Not covered Not covered Not covered Not covered
Adult preventive care’ $20 $30 $30 $40
Maternity/prenatal care $20 $30 $30 $40
Well-child care (age 2 through 18)? $20 $30 $30 $40
Allergy injections $20 $30 $30 $40
Allergy serum $0 $0 $0 $0
Infertility services 50% 50% 50% 50%
Physical, speech, occupational, and $20 $30 $30 $40
rehabilitation therapy?
Lab & X-ray $0 $0 $0 $0
CT/SPECT/MRI/MUGA/PET $100 $100 $100 $100
EMERGENCY SERVICES
Emergency room $100 $100 $100 $100
(waived if admitted)
Urgent care facility (waived if admitted) = $50 $50 $50 $50
Ambulance $100 $100 $100 $100

PRESCRIPTION DRUGS

$150 brand name deductible

No deductible

$200 brand name deductible

$250 brand name deductible

MEDICARE D Creditable Creditable Non-Creditable Non-Creditable
Level | (30 day supply) $15 $15 $15 $15

Level II (30 day supply) $30 $30 $30 $30

Level 11l (30 day supply) $50 $50 $50 $50
Mail-In-Service (90 days) 2 co-pays 2 co-pays 2 co-pays 2 co-pays
HOSPITAL CARE?

In-patient 20% $500 per day (3 x per admit)  30% 40%
Out-patient facility charges 20% 30% 30% 40%
Out-patient surgery 20% $500 30% 40%

Skilled nursing facility $0 (day 1-10) $0 (day 1-10) $0 (day 1-10) $0 (day 1-10)

NONSEVERE MENTAL HEALTH

$25 per day (day 11-100)

$25 per day (day 11-100)

$25 per day (day 11-100)

$25 per day (day 11-100)

Out-patient $30 individual $35 individual $35 individual $40 individual
(20 visits per year) $15 group $17.50 group $17.50 group $20 group
In-patient
(30 days per year) 20% $500 per day ($1,500 max)  30% 40%
CHEMICAL DEPENDENCY
In-patient® (acute care detox) 20% $500 per day ($1,500 max)  30% 40%
OTHER
Chiropractic care Not covered Not covered Not covered Not covered
Diabetic equipment 20% 20% 20% 20%
Durable medical equipment 50% 50% 50% 50%
DME calendar year max $2,000 $2,000 $2,000 $2,000
Vision exam $20 $30 $30 $40
Optical eyewear Not covered Not covered Not covered Not covered

Home health services
Hospice care

$20 (100 visits max)
$0

< Not available to firms with 1 or 2 enrollees in medical.

$30 (100 visits max)
$0

$30 (100 visits max)
$0

$40 (100 visits max)
$0

» This plan is only available to firms of 6 or more enrollees in medical
! Age 19 and older.
2 Birth through age 2 covered in full.
% Excluding care for Mental Disorders.
This is only a summary and there may be details not included, the Health Net Evidence of Coverage document supersedes any omissions or discrepancies in these plan
descriptions. Health Net’s Evidence of Coverage for these Plans may be found online (details on page 44).
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THESE PLANS ARE NOT AVAILABLE TO FIRMS WITH | OR 2 MEDICAL ENROLLEES

These plans are available to out-of-state employees!

HeALTH NET PPO
PLAN COMPARISONS

CALENDAR YEAR
BENEFITS

LIFETIME MAXIMUM
ANNUAL DEDUCTIBLE (calendar year)
(All charges subject to the deductible unless noted)

PRESCRIPTION DRUG DEDUCTIBLE
(calendar year)

ANNUAL OUT-OF-POCKET MAXIMUM
(calendar year)

IN THE MEDICAL OFFICE

Office visit

Annual routine physical (limit one)

Maternity/prenatal care

Well-child preventive*

Allergy injections / serum

Physical, speech, occupational and
rehabilitation therapy

Lab & imaging®

EMERGENCY ROOM

Professional services

Emergency facility

Urgent care center

Ambulance?®

PRESCRIPTION DRUGS

MEDICARE D

Level | (30 day supply)

Level I (30 day supply)

Level IIl (30 day supply)

Mail-In-Service (90 days)

HOSPITAL CARE?®

In-patient
Professional services
Facility charges

Surgery charges

Facility charges
Skilled nursing facility

(60 days max per year)
NONSEVERE MENTAL HEALTH?®
Out-patient

In-patient

CHEMICAL DEPENDENCY?®
In-patient (acute care detox)

OTHER
Chiropractic
Acupuncture

Diabetic equipment
Durable medical equip(DME)®

DME calendar year max

Vision exam

STANDARD
PPO 40 <

IN-NETWORK
$5,000,000 combined
$500 individual $1,000 individual
$1,000 family® $2,000 family®
$0 $100 deductible

$5,000 individual
$10,000 family®

$10,000 individual
$20,000 family®

$40 50%

$40 ($250 max) Not covered
40% 50%

$40 Not covered
$40/ $40% 50% / 50%
40% 50%

12 visits per year combined

40% 50%

$40 (deductible waived)
$100 copay (waived if admitted) + 40%
$50 copay (waived if admitted) + 40%
$50 copay + 40% $50 copay + 50%
$100 deductible

Creditable
$15 50%
$30 50%
$50 50%

2 co-pays Not covered

$500 deductible per year combined®

40% 50%
40% 50% ($600 per day max)
40% 50%
40% 50%

$500 deductible per year combined®
40% 50% ($250 max per day)

40% ($25 per visit max) 50% ($25 per visit max)
30 visits per year combined

40% ($250 max per day)  50% ($250 max per day)
30 days per year combined

40% ($250 max per day)  50% ($250 max per day)
3 days per year combined

$40 (12 visits per year) Not covered

40% ($25 per visit max) 50% ($25 per visit max)
12 visits per year combined

40% 50%

40% 50%
$1,000 per year combined

$40 (through age 16) Not covered

<« Not available to firms with 1 or 2 enrollees in medical

v

IS

Birth through age 16

visit and a $250 deductible for In-patient.

Subject to restrictions and limitations; contact your Benefits Consultant for plan benefits & rates
Out-of network based on a Limited Fee Schedule (LFS), enrollee is responsible for excess of covered services
Two family members must satisfy their individual OOPM to satisfy the family OOPM

OuT-OF-NETWORK (LFS)?

VALUE
PPO 40 <

IN-NETWORK OuT-OF-NETWORK (LFS)?
$5,000,000 combined

$3,000 individual

$6,000 family®

$250 brand name

$100 additional deductible

$10,000 individual

$20,000 family®

$1,500 individual
$3,000 family®
$250 brand name

$5,000 individual
$10,000 family®

$40 50%

$40 ($250 max) Not covered
50% 50%

$40 Not covered
$40 / 50% 50% / 50%
50% 50%

12 visits per year combined

50% 50%

$40 (deductible waived)
$100 copay (waived if admitted) + 50%

$50 copay (waived if admitted) + 50%
$50 copay + 50%

$250 brand name $250/ $100
Non-Creditable

$15 50%

$30 50%

$50 50%

2 co-pays Not covered

$500 deductible per year combined®

50% 50%
50% 50% ($600 per day max)
50% 50%
50% 50%
$500 deductible per year combined®
50% 50% ($250 max per day)

50% ($25 per visit max)
30 visits per year combined
50% ($250 max per day)
30 days per year combined

50% ($250 max per day)
3 days per year combined

$40 (12 visits per year) Not covered

50% ($25 per visit max) 50% ($25 per visit max)
12 visits per year combined

50% 50%

50% 50%

$1,000 per year combined

$40 (through age 16) Not covered

These services require prior certification. If prior certification is not acquired benefits are reduced to 50%. In addition for uncertified Chemical Dependency, a $50 deductible is required for each Out-patient

¢ This deductible is only required for the first in-patient hospital or skilled nursing facility admission each calendar year. This is in addition to the plan year deductible.
7 Once the outpatient surgery deductible is satisfied, no deductible is required for subsequent outpatient surgeries in the same calendar year. This deductible is in addition to the plan calendar year deductible.

All enrolled members of a family.

This is only a summary and there may be details not included, the Health Net Evidence of Coverage document supersedes any omissions or discrepancies in these plan descriptions. Health

Net’s Evidence of Coverage for these Plans may be found online (details on page 44).
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HeaLTH NET HSA PPO

PLAN COMPARISONS

NOT ALL PLANS ARE AVAILABLE TO FIRMS WITH 1 OR 2 MEDICAL ENROLLEES

These plans are available to out-of-state employees!

CALENDAR YEAR
BENEFITS

LIFETIME MAXIMUM
ANNUAL DEDUCTIBLE (calendar year)
(All charges subject to the deductible unless noted)

PRESCRIPTION DRUG DEDUCTIBLE
(calendar year)

ANNUAL OUT-OF-POCKET MAXIMUM
(calendar year)

IN THE MEDICAL OFFICE

Office visit

Annual routine physical (limit one)

Maternity/prenatal care

Well-child preventive

Allergy injections / serum

Physical, speech, occupational, and
rehabilitation therapy
Lab & imaging?®
EMERGENCY ROOM
Professional services
Emergency facility
Urgent care center
Ambulance?®
PRESCRIPTION DRUGS
MEDICARE D
Level | (30 day supply)
Level Il (30 day supply)
Level Ill (30 day supply)
Mail-In-Service (90 days)
HOSPITAL CARE?
In-patient
Professional services
Facility charges
Out-patient surgery
Facility charges
Skilled nursing facility

NONSEVERE MENTAL HEALTH?
Out-patient

In-patient

CHEMICAL DEPENDENCY
In-patient? (acute care detox)

OTHER
Chiropractic
Acupuncture

Diabetic equipment
Durable medical equip(DME)?

DME calendar year max
Vision exam

HSA COMPATIBLE
VALUE HSA 1500 <

IN-NETWORK OuT-0F-NETWORK (LFS)?
$5,000,000 combined
$1,500 individual
$3,000 family*
Subject to annual deductible

$2,500 individual

$5,000 family
$10 40%
$10 ($250 max, deductible waived) Not covered
20% 40%

$10 (deductible waived) Not covered

(through age 16)

$10/20% 40% / 40%
20% 40%

12 visits per year combined
20% 40%

$10
$100 copay (waived if admitted) + 20%
$50 copay (waived if admitted) + 20%
$50 copay + 20% $50 copay + 40%
Subject to annual deductible

Creditable

$10 50%

$25 50%

$50 50%

2 co-pays Not covered

20% 40%

20% 40%

20% 40%

20% 40%

20% 40% ($250 max per day)

100 days per year combined

20% ($25 per visit max) 40% ($25 per visit max)
30 visits per year combined

20% ($250 max per day) 40% ($250 max per day)
30 days per year combined

20% ($250 max per day) 40% ($250 max per day)
3 days per year combined

$10 (12 visits per year) Not covered
20% ($25 per visit max) 40% ($25 per visit max)
12 visits per year combined
40%
40%
$3,000 per year combined
$10 (deductible waived)
(through age 16)

20%
20%

Not covered

< Not available to firms with 1 or 2 enrollees in medical

» This plan is only available to firms of 6 or more enrollees in medical

! Subject to restrictions and limitations; contact your Benefits Consultant for plan benefits & rates

2 Qut-of network based on a Limited Fee Schedule (LFS), enrollee is responsible for excess of covered services

® These services require prior certification. If prior certification is not acquired benefits are reduced to 50%. In addition for uncertified Chemical Dependency, a $50 deductible is
required for each Out-patient visit and a $250 deductible for In-patient.

4 When the covered persons have collectively paid the amount equal to the Family Deductible, the calendar year deductible will be considered to have been met for the entire family.

This is only a summary and there may be details not included, the Health Net Evidence of Coverage document supersedes any omissions or discrepancies in these plan descriptions. Health

Net’s Evidence of Coverage for these Plans may be found online (see page 44).
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HSA COMPATIBLE
STANDARD HSA 2000 >

IN-NETWORK OuT-0F-NETWORK (LFS)?
$5,000,000 combined
$2,000 individual
$4,000 family+
Subject to annual deductible

$2,000 individual
$4,000 family

$4,000 individual
$8,000 family

$0 (subject to deductible) 50%

Not covered Not covered

$0 50%

$30 (deductible waived) Not covered
(through age 18)

$0/$0 50% / 50%
0% 50%
12 visits per year combined
0% 50%
$0
0%
0%
0% %50
Subject to annual deductible
Creditable
$0 50%
$0 50%
$0 50%
$0 Not covered
0% 50%
0% 50% ($600 max per day)
0% 50%
0% 50%
0% 50% ($250 max per day)

90 days per year combined

0% ($25 per visit max) 50% ($25 per visit max)
30 visits per year combined

0% ($250 max per day) 50% ($250 max per day)
30 days per year combined

0% ($250 max per day) 50% ($250 max per day)
3 days per year combined

$0 (subject to deductible) Not covered
0% ($25 per visit max) 50% ($25 per visit max)
12 visits per year combined
50%
50%
$2,000 per year combined
$30 (deductible waived)
(through age 17)

0%
0%

Not covered



These plans are available to out-of-state employees!

HeALTH NET PPO
PLAN COMPARISONS

e oo oo

5
6
7

CALENDAR YEAR
BENEFITS

LIFETIME MAXIMUM
ANNUAL DEDUCTIBLE (calendar year)

(All charges subject to the deductible unless noted)
PRESCRIPTION DRUG DEDUCTIBLE
(calendar year)
ANNUAL OUT-OF-POCKET MAXIMUM

IN-NETWORK

HSA COMPATIBLE
VALUE HSA 3500

$5,000,000 combined
$3,500 individual
$7,000 family”
Subject to annual deductible

$4,500 individual

(calendar year) $9,000 family
IN THE MEDICAL OFFICE
Office visit $30 (subject to deductible) 50%

Annual routine physical (limit one)

$30 ($250 max, deductible waived)

Not covered

Maternity/prenatal care 30% 50%

Well-child preventive® $30 (deductible waived) Not covered

Allergy injections / serum $30 / 30% 50% / 50%

Physical, speech, occupational, and 30% 50%
rehabilitation therapy 12 visits per year combined

Lab & imaging* 30% 50%
CT/SPECT/MRI/MUGA/PET

EMERGENCY ROOM

Professional services $30

Emergency facility
Urgent care center

$100 copay (waived if admitted) + 30%
$50 copay (waived if admitted) + 30%

OuT-0F-NETWORK (LFS)?

Ambulance* $50 copay + 30% $50 copay + 50%
PRESCRIPTION DRUGS Subject to annual deductible
MEDICARE D Non-Creditable
Level | (30 day supply) $15 50%
Level Il (30 day supply) $30 50%
Level 1l (30 day supply) $50 50%
Mail-In-Service (90 days) 2 co-pays Not covered
HOSPITAL CARE* $250 deductible per year combined®
In-patient

Professional services 30% 50%

Facility charges 30% 50% ($600 max per day)
Out-patient Surgery $250 deductible per year combined®

Out-patient surgery 30% 50%

Facility charges (other than surgery) 30% 50%

Skilled nursing facility $250 deductible per year combined®
30% ($250 max per day) 50% ($250 max per day)
60 days per year combined

NONSEVERE MENTAL HEALTH*

Out-patient 30% ($25 per visit max) 50% ($25 per visit max)
30 visits per year combined
In-patient 30% ($250 max per day) 50% ($250 max per day)

30 days per year combined
CHEMICAL DEPENDENCY
In-patient* (acute care detox)

30% ($250 max per day) 50% ($250 max per day)

30 days per year combined

OTHER
Chiropractic $30 (12 visits per year) Not covered
Acupuncture 30% ($25 per visit max) 50% ($25 per visit max)
12 visits per year combined
Diabetic equipment 30% 50%
Durable medical equip(DME)* 30% 50%
DME calendar year max $1,000 per year combined
Vision exam (through age 16) $30 Not covered

Subject to restrictions and limitations; contact your Benefits Consultant for plan benefits & rates

Out-of network based on a Limited Fee Schedule (LFS), enrollee is responsible for excess of covered services

Birth through age 16

These services require prior certification. If prior certification is not acquired benefits are reduced to 50%. In addition for uncertified Chemical Dependency, a $50 deductible is required for each Out-patient
visit and a $250 deductible for In-patient.

This deductible is only required for the first in-patient hospital or skilled nursing facility admission each calendar year. This is in addition to the plan year deductible.

Once the outpatient surgery deductible is satisfied, no deductible is required for subsequent outpatient surgeries in the same calendar year. This deductible is in addition to the plan calendar year deductible.
When the covered persons have collectively paid the amount equal to the Family Deductible, the calendar year deductible will be considered to have been met for the entire family.

This is only a summary and there may be details not included, the Health Net Evidence of Coverage document supersedes any omissions or discrepancies in these plan descriptions. Health
Net’s Evidence of Coverage for these Plans may be found online (see page 44).
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HEALTH NET OPTIONS”

PLAN COMPARISONS

THESE PLANS ARE ONLY AVAILABLE TO FIRMS WITH 5 OR MORE MEDICAL ENROLLEES

If Options is offered by the employer, all owners and employees must enroll in one of these plans

CALENDAR YEAR OPTIONS OPTIONS OPTIONS
BENEFITS HMO 35 PPO 500 PPO 1750
IN-NETWORK OuT-OF-NETWORK (LFS)? IN-NETWORK OuT-0F-NETWORK (LFS)?
LIFETIME MAXIMUM No maximum $5,000,000 combined $5,000,000 combined

ANNUAL DEDUCTIBLE (calendar year)
(All charges subject to the deductible unless noted)
PRESCRIPTION DRUG DEDUCTIBLE
(calendar year)
ANNUAL OUT-OF-POCKET MAXIMUM

None
$200 brand name

$4,000 individual

$500 individual
$1,000 family”
$200 brand name

$4,000 individual

$1,000 individual
$2,000 family’
$200 brand name
$100 additional
$8,000 individual

$1,750 individual
$3,500 family’
$200 brand name

$5, 000 individual

$3,500 individual
$7,000 family’
$200 brand name
$100 additional
$10,000 individual

(calendar year) $8,000 family $8,000 family $16,000 family $10,000 family $20,000 family
IN THE MEDICAL OFFICE
Office visit $35 $35 50% $35 50%
Annual routine physical (limit one) Not covered $35 ($250 max) Not covered $35 ($250 max) Not covered
Maternity/prenatal care $35 30% 50% 40% 50%
Well-child preventive® $35 $35 Not covered $35 Not covered
(through age 17) (through age 16) (through age 16)

Allergy injections / serum $35/$0 $35/30% 50% / 50% $35/40% 50% / 50%
Physical, speech, occupational and $35 30% 50% 40% 50%

rehabilitation therapy 12 visits per year combined 12 visits per year combined
Lab & imaging* $0 30% 50% 40% 50%

CT/SPECT/MRI/MUGA/PET $100
EMERGENCY ROOM
Professional services $0 $35 (deductible waived) $35 (deductible waived)
Emergency facility (waived if admitted) $100 $100 copay (waived if admitted) + 30% $100 copay (waived if admitted) + 40%
Urgent care center $50 $50 copay (waived if admitted) + 30% $50 copay (waived if admitted) + 40%
Ambulance* $100 $50 copay + 30% $50 copay + 50% $50 copay + 40% $50 copay + 50%
PRESCRIPTION DRUGS $200 brand name $200 brand name $200/ $100 $200 brand name $200 / $100
MEDICARE D Creditable Creditable Creditable
Level | (30 day supply) $15 $15 50% $15 50%
Level Il (30 day supply) $30 $30 50% $30 50%
Level I (30 day supply) $50 $50 50% $50 50%
Mail-In-Service (90 day) 2 co-pays 2 co-pays Not covered 2 co-pays Not covered
HOSPITAL CARE* $250 deductible® $250 deductible®
In-patient facility services 30% 30% 50% ($600 per day max) 40% 50% ($600 per day max)
Out-patient surgery $250 deductible® $250 deductible®

Surgery charges 30% 30% 50% 40% 50%

Facility charges (other than surgery) 30% 30% 50% 40% 50%
Skilled nursing facility $250 deductible® $250 deductible®

$0 (day 1-10) 30% 50% ($250 max per day) '40% 50% ($250 max per day)

$25 per day (day 11-100) 60 days per year combined 60 days per year combined

NONSEVERE MENTAL HEALTH
Out-patient

In-patient*

CHEMICAL DEPENDENCY
In-patient® (acute care detox)

OTHER
Chiropractic
Acupuncture

Diabetic equipment
Durable medical equip*
DME calendar year max

Vision exam

$40 individual

$ 20 group

20 visits per year
30%

30 days per year

30% (acute care detox)

Not covered
Not covered

20%
50%
$2,000
$35

30% ($25 per visit max)

50%($25 per visit max)

30 visits per year combined

30% ($250 max per day)

50% ($250 max per day)

30 days per year combined

30% ($250 max per day)

50% ($250 max per day)

3 days per year combined

$35 (12 visits year)
30% ($25 per visit max)

Not covered

50% ($25 per visit max)

12 visits per year combined

30%
30%

50%
50%

$1,000 per year combined

$35 (through age 16)

Not covered

40% ($25 per visit max) 50% ($25 per visit max)
30 visits per year combined

40% ($250 max per day)

50% ($250 max per day)

30 days per year combined

40% ($250 max per day) 50% ($250 max per day)
3 days per year combined

$35 (12 visits year)

Not covered

40% ($25 per visit max) 50% ($25 per visit max)
12 visits per year combined

40%
40%

50%
50%

$1,000 per year combined

$35 (through age 16)

> These plans are only available to firms enrolling 5 or more owners/employees in Health Net. When Options is offered, no other Health Net plans can be offered.
! These plans are available to out-of-state employees. Subject to restrictions and limitations; contact your Benefits Consultant for plan benefits & rates

2 QOut-of network (OON) based on a Limited Fee Schedule (LFS), enrollee is responsible for excess of covered services
3
4

Birth through age 2 covered in full.

Not covered

These services require prior certification. If prior certification is not acquired benefits are reduced to 50%. In addition for uncertified Chemical Dependency, a $50 deductible is required for each Out-patient
visit and a $250 deductible for In-patient.
> This deductible is only required for the first in-patient hospital or skilled nursing facility admission each calendar year. This is in addition to the plan year deductible.
¢ Once the outpatient surgery deductible is satisfied, no deductible is required for subsequent outpatient surgeries in the same calendar year. This deductible is in addition to the plan calendar year deductible.
7 Al enrolled members of a family.
This is only a summary and there may be details not included, the Health Net Evidence of Coverage document supersedes any omissions or discrepancies in these plan descriptions. Health
Net’s Evidence of Coverage for these Plans may be found online (see page 44). -33.



THESE PLANS ARE ONLY AVAILABLE TO FIRMS WITH 5 OR MORE MEDICAL ENROLLEES

If Options is offered by the employer, all owners and employees must enroll in one of these plans

HEALTH NET OPTIONS”
PLAN COMPARISONS

CALENDAR YEAR
BENEFITS

LIFETIME MAXIMUM

ANNUAL DEDUCTIBLE (calendar year)

(All charges subject to the deductible unless noted)

PRESCRIPTION DRUG DEDUCTIBLE
(calendar year)

ANNUAL OUT-OF-POCKET MAXIMUM
(calendar year)

IN THE MEDICAL OFFICE

Office visit

Annual routine physical (limit one)

Maternity/prenatal care
Well-child preventive®
Allergy injections / serum
Physical, speech, occupational and
rehabilitation therapy
Lab & imaging*
EMERGENCY ROOM
Professional services
Emergency facility
Urgent care center
Ambulance*
PRESCRIPTION DRUGS
MEDICARE D
Level | (30 day supply)
Level Il (30 day supply)
Level IIl (30 day supply)
Mail-In-Service (90 day)
HOSPITAL CARE*
In-patient facility services
Out-patient surgery
Surgery charges
Facility charges
Skilled nursing facility

NONSEVERE MENTAL HEALTH*
Out-patient

In-patient*

CHEMICAL DEPENDENCY
In-patient* (acute care detox)

OTHER
Chiropractic
Acupuncture

Diabetic equipment
Durable medical equip*

DME calendar year max
Vision exam

Opr1IONS HSA COMPATIBLE
PPO 3000

IN-NETWORK
$5,000,000 combined
$3,000 individual
$6,000 family”
Subject to annual deductible

$4,000 individual
$8,000 family

$25 50%
$25 (deductible waived) Not covered
$250 max per year

30% 50%
$25 (deductible waived) Not covered
$25/30% 50% / 50%
30% 50%
12 visits per year combined
30% 50%
$25

$100 copay (waived if admitted) + 30%
$50 copay (waived if admitted) + 30%
$50 copay + 30% $50 copay + 50%
Subject to annual deductible
Non-Creditable

$15 50%

$30 50%

$50 50%

2 co-pays Not covered
$250 deductible®

30% 50% ($600 max per day)
$250 deductible®

30% 50%

30% 50%
$250 deductible®

30% 50% ($250 max per day)

90 days per year combined

30% ($25 per visit max) 50% ($25 per visit max)
30 visits per year combined

30% ($250 max per day) 50% ($250 max per day)
30 days per year combined

30% ($250 max per day) 50% ($250 max per day)
3 days per year combined

$25 (12 visits year max) Not covered
30% ($25 per visit max) 50% ($25 per visit max)
12 visits per year combined

30% 50%
30% 50%

$2,000 per year combined
$25 Not covered

(through age 16)

OuT-0F-NETWORK (LFS)?

OprTIONS HSA COMPATIBLE
PPO 4000

IN-NETWORK OuT-0F-NETWORK (LFS)?
$5,000,000 combined
$4,000 individual
$8,000 family’
Subject to annual deductible

$5,000 individual
$10,000 family

$35 50%
$35 (deductible waived) Not covered
$250 max per year

40% 50%
$35 (deductible waived) Not covered
$35/ 40% 50% / 50%
40% 50%
12 visits per year combined
40% 50%
$35

$100 copay (waived if admitted) + 40%
$50 copay (waived if admitted) + 40%
$50 copay + 40% $50 copay + 50%
Subject to annual deductible
Non-Creditable

$15 50%

$30 50%

$50 50%

2 co-pays Not covered
$250 deductible®

40% 50% ($600 max per day)
$250 deductible®

40% 50%

40% 50%
$250 deductible®

40% 50% ($250 max per day)

60 days per year combined

40% ($25 per visit max) 50% ($25 per visit max)
30 visits per year combined

40% ($250 max per day) 50% ($250 max per day)
30 days per year combined

40% ($250 max per day) 50% ($250 max per day)
3 days per year combined

$35 (12 visits year max) Not covered
40% ($25 per visit max) 50% ($25 per visit max)
12 visits per year combined

40% 50%

40% 50%
$1,000 per year combined

$35 Not covered

(through age 16)

> These plans are only available to firms enrolling 5 or more owners/employees in Health Net. When Options is offered, no other Health Net plans can be offered.
! These plans are available to out-of-state employees. Subject to restrictions and limitations; contact your Benefits Consultant for plan benefits & rates

2 Qut-of network (OON) based on a Limited Fee Schedule (LFS), enrollee is responsible for excess of covered services
3
4

Birth through age 2 covered in full.

These services require prior certification. If prior certification is not acquired benefits are reduced to 50%. In addition for uncertified Chemical Dependency, a $50 deductible is required for each Out-patient

visit and a $250 deductible for In-patient.

> This deductible is only required for the first in-patient hospital or skilled nursing facility admission each calendar year. This is in addition to the plan year deductible.

¢ Once the outpatient surgery deductible is satisfied, no deductible is required for subsequent outpatient surgeries in the same calendar year. This deductible is in addition to the plan calendar year deductible.
7 When the covered persons have collectively paid the amount equal to the Family Deductible, the calendar year deductible will be considered to have been met for the entire family.

This is only a summary and there may be details not included, the Health Net Evidence of Coverage document supersedes any omissions or discrepancies in these plan descriptions. Health

Net’s Evidence of Coverage for these Plans may be found online (see page 44).
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CHIROPRACTIC AND ACUPUNCTURE PLANS 100% PARTICIPATION IS REQUIRED
AMERICAN SPECIALTY HEALTH PLANS OF CALIFORNIA, INC. (ASH) Medical enrollment is required

American Specialty Health was the first “specialized healthcare service plan” in the nation to offer Chiropractic Benefits (1994) and
Acupuncture Benefits (1997). You must use the chiropractic and acupuncture networks in California. There are over 2,200 chiropractic
providers and over 800 acupuncture providers in the network. Coverage is available for firms with 2 or more enrolled owners and
employees. Enrollment must match the medical enrollment including dependents.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

THESE PLANS COVER THE FOLLOWING SERVICES WHEN THEY ARE PROVIDED BY AN ASH PROVIDER.

CALENDAR YEAR CHIROPRACTIC &
BENEFITS CHIROPRACTIC ACUPUNCTURE
OFFICE VISITS $15 $15
Visits per calendar year 20 20 combined Chiropractic/Acupuncture

No claim forms, no deductibles
No medical referral required
Initial and subsequent Covered Covered
examinations
Adjunctive therapy Covered Covered
with or without adjustment

(considered as one visit)

CHIROPRACTIC APPLIANCE $50 per calendar year $50 per calendar year
Braces & supports
Orthotics
Cervical collars

DIAGNOSTIC SERVICES

Radiology Covered Covered
Clinical laboratory Covered Covered
ASH PROVIDER Obtains authorization for all Obtains authorization for all
services based on clinical necessity services based on clinical necessity
FLEXIBLE CHOICE Service area includes all California counties Service area includes all California counties
Over 2,200 ASH Chiropractic providers Over 2,200 ASH Chiropractic providers
250 Ancillary radiology Over 800 ASH Acupuncture providers
& clinical laboratory providers 250 Ancillary radiology
ASH provider chosen at point-of-service & clinical laboratory providers
& no pre-designation required ASH provider chosen at point-of-service
Change ASH provider at any time & no pre-designation required

Change ASH provider at any time

To find an ASH provider, visit www.ashcompanies.com or call (800) 848-3555.

This is only a summary and there may be details not included, the American Specialty Health Evidence of Coverage document supersedes any omissions
or discrepancies in these plan descriptions. American Specialty’s Evidence of Coverage for these Plans may be found online (see page 44).
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100% PARTICIPATION FOR FIRMS OF 1 - 9 OWNERS/EMPLOYEES DENTAL PLANS
75% Participation for Firms of 10 + Owners/Employees PREMIER ACCESS

Unique to Premier Access is their PCN network which is available to members with the lowest out-of-pocket expenses; PCN Dentists
fees average 50% off of those typically charged by Non Network Providers. This provides members with the most coverage available
from any carrier. Premier Access Dental plans are available on a “stand alone” basis. This program is a valuable addition to your firms
benefit package. The plans cover the following services when they are provided by a licensed dentist and when necessary and
customary, as determined by the standards of generally accepted dental practices. This chart identifies the primary covered services.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

FREEDOM FREEDOM
CALENDAR YEAR ELITE + ORTHO ELITE 1500 1000
BENEFITS PREFERRED = ANY PREFERRED  ANY PREFERRED  ANY PREFERRED ~ ANY
DENTIST! DENTIST> DENTIST! DENTIST?> = DENTIST! DENTIST>  DENTIST! DENTIST?
ANNUAL MAXIMUM (calendar year) $2,000 $1,500 $2,000 $1,500 $1,500 $1,500 $1,000 $1,000
DEDUCTIBLE (calendar year)
Basic & Major Services
Individual Waived $50 Waived $50 $50 $50 $50 $50
Family Waived $150 Waived $150 $150 $150 $150 $150
PREVENTIVE CARE 100% 100% 100% 100% 100% 100% 100% 100%
Oral evaluations & cleanings
(2 per year)
X-Rays®
Topical fluoride applications
(children under age 14)
BASIC CARE 90% 80% 90% 80% 80% 80% 80% 80%
Fillings, extractions, anesthesia
Endodontics
Space maintainers
Oral surgery
Periodontics
Emergency pain relief treatment
MAJOR CARE 60% 50% 60% 50% 50% 50% 50% 50%
(Subject to a 12 month wait)*
Repair of bridges & crowns?
Inlays, onlays
Crowns
Bridges
Dentures
Implants
ORTHODONTICS
CHILDREN TO AGE 19 ONLY
(Subject to a 12 month wait)®
Lifetime Maximum $2,000 $2,000 Not Not Not Not Not Not
Co-Insurance 50% 50% covered covered  covered covered covered covered

Deductible $0 $0

To find a Premier Access provider, visit www.premierppo.com or call (888) 715-0760.

"' Reimbursement based on PDP (Preferred Dentist Program) fees

2 Reimbursement based on Reasonable & Customary Charges

3 There are some restrictions to this benefit, see the Premier Access Evidence of Coverage for complete details

4May be waived with proof of current similar group coverage. Please call your administrator if you have any questions.

> May be waived with proof of current similar group Orthodontic coverage. Please call your administrator if you have any questions.

GENERAL EXCLUSIONS - PLEASE SEE THE PREMIER ACCESS EVIDENCE OF COVERAGE FOR A COMPLETE DETAILED LIST
« TMJ expenses
« Services not listed and services begun before the enrollee and/or dependents became covered
+ Services and supplies provided primarily for cosmetic purposes, or treatment to correct congenital defects
+ Replacements of a crown, bridge or denture within five years
« Initial placement of a denture or fixed bridge which involved the replacement of one or more natural teeth, missing before the enrollee
and or dependents became covered, unless it also replaces a natural tooth extracted while covered

This is only a summary and there may be details not included, the Premier Access Evidence of Coverage document supersedes any omissions or
discrepancies in these plan descriptions. Premier Access’s Evidence of Coverage for these Plans may be found online (see page 44).
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DENTAL PLANS 100% PARTICIPATION FOR FIRMS OF 1 -5 OWNERS/EMPLOYEES
METLIFE PREMIER & STANDARD PLANS 75% Participation for Firms of 6 + Owners/Employees

MetLife Dental plans are available on a “stand alone” basis as well as a valuable addition to your firms benefit package. The plans
cover the following services when they are provided by a licensed dentist and when necessary and customary, as determined by the
standards of generally accepted dental practices. This chart identifies the primary covered services.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

CALENDAR YEAR PREMIER + ORTHO < PREMIER STANDARD
BENEFITS PREFERRED ANY PREFERRED ANY PREFERRED ANY
DENTIST* DENTIST** DENTIST* DENTIST** DENTIST* DENTIST**
ANNUAL MAXIMUM (calendar year) $2,000 $1,500 $2,000 $1,500 $1,500 $1,000
DEDUCTIBLE (calendar year)
Basic & Major Services
Individual Waived $50 Waived $50 $50 $50
Family Waived $150 Waived $150 $150 $150
PREVENTIVE CARE 100% 100% 100% 100% 100% 80%
Oral evaluations
Cleanings & X-Rays
(every 6 months)
Space maintainers
Emergency pain relief treatment
Topical fluoride applications
(child only)
BASIC CARE 90% 80% 90% 80% 80% 80%
Fillings, extractions, anesthesia
Endodontics, oral surgery
Periodontics
Repair of bridges & crowns
Injections of antibiotic drugs
MAJOR CARE 60% 50% 60% 50% 50% 50%
(Subject to a 12 month wait)’
Inlays
Crowns
Bridgework
Dentures
ORTHODONTICS Not covered Not covered Not covered Not covered
(Subject to a 12 month wait)?
Lifetime Maximum $2,000 $1,500
Co-Insurance 50% 50%
Deductible $0 $0

To find a MetLife provider, visit www.metlife.com or call (800) 942-0854.

< Not available to firms with less than 6 owners/employees enrolling

* Reimbursement based on PDP (Preferred Dentist Program) fees

** Reimbursement based on Reasonable & Customary Charges

' Subject to a 12 month waiting period, which may be waived with proof of prior GROUP dental coverage.

2 Subject to a 12 month waiting period, which may be waived with proof of prior GROUP orthodontic coverage.

EXCLUSIONS
« TMJ expenses
« Services not listed and services begun before the enrollee became covered
+ Cosmetic treatment or treatment to correct congenital defects
Initial placement of a denture or fixed bridge which includes the replacement of one or more natural teeth, missing before the enrollee
became covered, unless it also replaces a natural tooth extracted while covered
+ Replacement of a crown within five years and replacement of bridges or dentures within ten years

This is only a summary and there may be details not included, the MetLife Evidence of Coverage document supersedes any omissions or
discrepancies in these plan descriptions. MetLife’s Evidence of Coverage for these Plans may be found online (see page 44).
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DENTAL PLANS
METLIFE SAVINGS PLUS PLAN

MetLife Dental plans are available on a “stand alone” basis. The MetLife Savings Plus plan is designed to provide the features of a
PPO at a price comparable to other lower-cost dental benefit programs. The plan covers a full range of services and provides the
greatest value when members receive services from a participating PDP dentist.

100% PARTICIPATION FOR FIRMS OF 1 - 5 Owners/Employees

75% Participation for Firms of 6 + Owners/Employees

Please call the phone number listed on the front cover of this booklet for rates and additional information.
IMPORTANT: THE SAVINGS PLUS PLAN PROVIDES VERY LIMITED BENEFITS WHEN NOT USING A PREFERRED PROVIDER.

CALENDAR YEAR SAVINGS PLUS PLAN
BENEFITS
PREFERRED ANY
DENTIST DENTIST*
ANNUAL MAXIMUM $1,000 combined
(calendar year)
DEDUCTIBLE (calendar year)
Basic & Major Services
Individual $50 $50
Family $150 $150

PREVENTIVE CARE

Oral evaluations

Cleanings & X-Rays
(every 6 months)

Space maintainers

Emergency pain relief
treatment

Topical fluoride applications
(child only)

100% Paid at a set Non-Provider
reimbursement schedule*

$10 co-pay for cleaning

BASIC CARE 70%
Fillings, extractions,
anesthesia
Oral surgery
Repair of bridges & crowns
Injections of antibiotic drugs

Paid at a set Non-Provider
reimbursement schedule*

MAJOR CARE 40%" Paid at a set Non-Provider
(Subject to a 12 month wait) reimbursement schedule*!
Inlays, onlays

Crowns

Periodontics
Endodontics
Bridgework
Dentures

ORTHODONTICS Not covered Not covered

To find a MetLife provider, visit www.metlife.com or call (800) 942-0854.

* Savings Plus is designed to provide significant savings to its members through its extensive network of providers. Any services received by a Non-Provider
will be paid at a set reimbursement schedule. Please refer to the MetLife Employee Benefit Plan booklet for this schedule of fees
' Subject to a 12 month waiting period, which may be waived with proof of prior GROUP dental coverage

ExcLusions
« TMJ expenses
+ Services not listed and services begun before the enrollee became covered
« Cosmetic treatment or treatment to correct congenital defects
« Initial placement of a denture or fixed bridge which includes the replacement of one or more natural teeth, missing before the enrollee became covered,
unless it also replaces a natural tooth extracted while covered
+ Replacement of a crown within five years and replacement of bridges or dentures within ten years
This is only a summary and there may be details not included, the MetLife Evidence of Coverage document supersedes any omissions or
discrepancies in these plan descriptions. MetLife’s Evidence of Coverage for these Plans may be found online (see page 44).
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INDIVIDUAL COVERAGE FOR EMPLOYEES

No Minimum Participation Required

VOLUNTARY DENTAL

METLIFE HIGH & Low OPTION PLANS

The Voluntary Plans are 100% employee paid, there is no cost to the employer. These plans cover a full range of services and provide
the greatest value when members receive services from a participating PDP dentist.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

RATES GUARANTEED THROUGH MARCH 2011

CALENDAR YEAR
BENEFITS

ANNUAL MAXIMUM
(calendar year)

DEDUCTIBLE (calendar year)
Basic & Major Services
Individual
Family

PREVENTIVE CARE
Oral evaluations
Cleanings & X-Rays (every 6 months)
Topical fluoride applications
(child only)

BASIC CARE

Fillings

Space maintainers

Periodontal maintenance
Emergency pain relief treatment

MAJOR CARE
(Subject to a 12 month wait)
Extractions & anesthesia
Inlays, onlays
Repair of bridges & crowns
Crowns
Oral surgery
Periodontics
Endodontics
Bridgework
Dentures
Injections of antibiotic drugs

ORTHODONTICS
(Child to age 19)

Lifetime Maxiumum
Coinsurance

VOLUNTARY”
HicH OprTION

PREFERRED
DENTIST'

ANY
DENTIST?

$1,000 combined

$50
$150

100%
(deductible waived)

80%

50%
1 Year Wait
(may not be waived)

1 Year Wait
(may not be waived)
$1,000
50%

$75
$225

100%
(deductible waived)

80%

50%
1 Year Wait
(may not be waived)

1 Year Wait
(may not be waived)
$1000
50%

VOLUNTARY”

Low OPTION
PREFERRED ANY

DENTIST! DENTIST?

$750 $500
$75 $100
$225 $300
100% 90%

(deductible waived) = (deductible waived)

80% 70%
50% 40%
1 Year Wait 1 Year Wait

(may not be waived) = (may not be waived)

Not covered Not covered

To find a MetLife provider, visit www.metlife.com or call (800) 942-0854.

> Voluntary Plans are 100% Employee Paid and a minimum enroliment period is 12 months.
' Reimbursement based on PDP (preferred Dentist Program) fees
2 Reimbursement based on Reasonable & Customary Charges

EXCLUSIONS
« TMJ expenses

+ Services not listed and services begun before the enrollee became covered
« Cosmetic treatment or treatment to correct congenital defects
« Initial placement of a denture or fixed bridge which includes the replacement of one or more natural teeth, missing before the enrollee became covered,
unless it also replaces a natural tooth extracted while covered
+ Replacement of a crown within five years and replacement of bridges or dentures within ten years
This is only a summary and there may be details not included, the MetLife Evidence of Coverage document supersedes any omissions or
discrepancies in these plan descriptions. MetLife’s Evidence of Coverage for these Plans may be found online (see page 44).
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VISION PLAN 100% PARTICIPATION AS A “STAND ALONE” PLAN OR
BLUE VIEW VISION Vision Enrollment matches Medical

Blue View Vision, a division of Anthem Blue Cross, has an extensive nationwide network of private practice doctors and retail optical
specialists who provide exceptional care and eyewear to persons covered under this plan. The plan is designed to encourage you to
maintain your vision through eye exams and to help with vision care expenses for required glasses or contact lenses.

Blue View Vision is available as a “stand alone” plan with 100% participation or in conjunction with medical plan coverage. If written
in conjunction with medical coverage, the vision enrollment must match the medical enrollment, including dependents, regardless of
the medical plan chosen.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

OUT-OF-NETWORK

BENEFITS Co-Pay FREQUENCY REIMBURSEMENT
EXAM $10 Once every 12 months * Up to $45
LENSES!
Single Vision Lenses $25 Once every 12 months * Up to $45
Lined Bifocal Lenses $25 Once every 12 months * Up to $65
Lined Trifocal Lenses $25 Once every 12 months * Up to $85
Progressive Lenses $25 + $65 Once every 12 months * Up to $49

" All lenses include a $25 material co-pay that is applied once per service year toward your lenses or contacts.
FRAME No co-pay applies Once every 24 months * Up to $47

Frame of your choice covered up to $120. Plus, 20% off any out-of-pocket costs.

CONTACTS No co-pay applies Once every 12 months * Up to $105
(in lieu of frame and lens benefit)

Contacts may be chosen instead of prescription glasses. An allowance of $120 will be provided towards the cost of your contact lens fitting, evaluation and
materials. Any costs exceeding the allowance are the responsibility of the patient.

Contact lens frequency is the same as lenses. Under this plan, if you choose, you will be eligible for a frame 24 months after the last date of obtaining contacts.

*From last date of service

LENSES FOR CHILDREN UNDER THE AGE OF 18

In addition to the standard lens allowance, Blue View Vision covers polycarbonate lenses for children under the age of 18.
Polycarbonate lenses are now becoming the industry standard for children due to safety reasons.

SERVICES FROM A BLUE VIEw NETWORK DOCTOR OR RETAIL SPECIALIST
Blue View Vision offers you additional savings of up to 40% on extra eyewear, certain non-prescription sunglasses and other popular accessories. There is no limit
to the number of purchases you can make using this great savings opportunity - even after you've exhausted your covered vision benefits.

EXTRA EYEGLASSES 40% off retail
CONVENTIONAL CONTACT LENSES 15% off retail (applied to materials only)
EYEWEAR ACCESSORIES 20% off retail

Includes certain non-prescription sunglasses, lens cleaning supplies,
contact lens solutions, eyeglass cases, etc.

VOLUNTARY VISION PLAN
BLUE VIEW VISION 100% Employee Paid

The Voluntary Blue View Vision plan is available for all active full-time owners and employees. The minimum enrollment period is
12 months. The benefits are the same as the group plan but the rates are higher. This is a voluntary individual plan, paid 100% by the
employee through a payroll deduction.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

To find a Blue View Vision provider, visit www.anthem.com/ca/ or call (866) 723-0515.

This is only a summary and there may be details not included, the Blue View Vision Evidence of Coverage document supersedes any omissions or
discrepancies in these plan descriptions. Blue View Vision’s Evidence of Coverage for these Plans may be found online (see page 44)
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100% PARTICIPATION AS A “STAND ALONE” PLAN OR VISION PLAN
Vision Enrollment matches Medical VISION SERVICE PLAN (VSP)

Vision Service Plan has an extensive nationwide network of private practice doctors who provide exceptional care and eyewear to
persons covered under this plan. The plan is designed to encourage you to maintain your vision through eye exams and to help with
vision care expenses for required glasses or contact lenses. Once enrolled, VSP has an exceptional interactive website to help enrollees
determine when and if they are eligible for benefits.

VSP coverage is available as a “stand alone” plan with 100% participation or in conjunction with medical plan coverage. If written
in conjunction with medical coverage, the vision enrollment must match the medical enrollment, including dependents, regardless of
the medical plan chosen.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

NoN-VSP Doctor

BENEFITS Co-PAy FREQUENCY REIMBURSEMENT
EXAM $10 Once every 12 months * Up to $45
LENSES' $25 Once every 12 months *
Single Vision Lenses Up to $45
Lined Bifocal Lenses Up to $65
Lined Trifocal Lenses Up to $85

" The $25 copay is a one-time per period materials (lenses and frame) copay.

FRAME No co-pay applies Once every 24 months * Up to $47
Frame of your choice covered up to $120. Plus, 20% off the amount exceeding their retail costs

CONTACTS No co-pay applies Once every 12 months * Up to $105

(in lieu of frame and lens benefit)

Contacts may be chosen instead of prescription glasses. An allowance of $120 will be provided towards the cost of your contact lens fitting, evaluation and
materials. Any costs exceeding the allowance are the responsibility of the patient.

Contact lens frequency is the same as lenses. Under this plan, if you choose, you will be eligible for a frame 24 months after the last date of obtaining contacts.
*From last date of service

LENSES FOR CHILDREN UNDER THE AGE OF 18
In addition to the standard lens allowance, VSP covers polycarbonate lenses for children under the age of 18.
Polycarbonate lenses are now becoming the industry standard for children due to safety reasons.

SERVICES FROM A VSP NETWORK DOCTOR
When you select a doctor from the VSP network, members will receive a 20 percent discount on additional pairs of prescription and
non-prescription glasses, including sunglasses.

To find a VSP provider, visit www.vsp.com or call (800) 877-7195.

This is only a summary and there may be details not included, the Vision Service Plan Evidence of Coverage document supersedes any omissions
or discrepancies in these plan descriptions. Vision Service Plan’s Evidence of Coverage for these Plans may be found online (see page 44)
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BAsic LIFE

METLIFE GROUP LIFE AND AD&D PLANS

100% PARTICIPATION REQUIRED

100% Employer Paid

MetLife Insurance Company provides a basic term life and AD&D plan that is available as a “stand alone” plan or in conjunction with
health plan coverage. Insured participants must be actively at work to participate in the plan.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

BENEFIT LEVEL

PLAN I PLANII PLAN III PLAN IV PLAN V
All Owners All Owners All Owners All Owners Scheduled!
& Employees =~ & Employees =~ & Employees & Employees for firms of 6 or more*
$ 5,000 $ 10,000 $ 25,000 $ 50,0002 $ 10,000
$ 25,000
$ 50,000

' “Scheduled” allows for different amounts based on position, title, salary or other non-discriminatory elections. When offering the scheduled plan, at least one
owner/employee must be in each of the three levels
2 Only available for member firms with 6 or more enrolled owners/employees

BENEFITS

LIFE BENEFIT

AGE REDUCTION
ADEA graded age
reductions apply for
insureds over age 65

PREMIUM WAIVER

CONVERSION PRIVILEGE

ACCIDENTAL DEATH &
DISMEMBERMENT
(AD&D)

AD&D COMMON
CARRIER BENEFIT

AD&D EXCLUSIONS

Payable to the beneficiary named by the insured. If multiple beneficiaries are named, benefit will be paid in equal shares to
all. The insured may change the beneficiary at any time by providing written notice.

Age % of pre-age 65 benefit paid Age % of pre-age 65 benefit paid
65-69 60% 80-84 15%
70-74 35% 85-89 10%
75-79 25% 90 + 5%

Premiums are waived for insureds who become disabled before age 60. If an insured becomes disabled between ages 60-
69, coverage is extended without change for one year beyond the termination of insurance. All benefits for disabled
employees terminate at age 70.

Within 31 days upon termination of employment, an insured may convert this coverage, without a medical examination, to
any Individual Life insurance policy offered by MetLife Insurance Company.

Benefits are payable for a loss due to occupational or non-occupational accident, within 12 months of the accident, as
follows:

Full benefit amount for loss of any combination of
hands, feet, eye sight or the loss of life.

One-half the full benefit amount for loss of one hand,
one foot, or sight of one eye.

This benefit covers accidental loss of life due to riding in a public conveyance as a fare-paying passenger.
This benefit pays an additional 100% of the face amount.

AD&D benefits are not payable for loss resulting from:

+ Medical, surgical or dental treatment + War, riot or military service ¢ Commission of a crime

+ Disease or illness + Intentionally self-inflicted

injury while sane or insane

+ Poisons, drugs, medicines, sedatives or gas

+ Air travel as crew or for training & military + Driving while intoxicated

This is only a summary and there may be details not included, the MetLife Evidence of Coverage document supersedes any omissions or discrepancies in
these plan descriptions. MetLife’s Evidence of Coverage for these Plans may be found online (see page 44).
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SUBJECT TO MEDICAL UNDERWRITING OPTIONAL LIFE
100% Employee Paid METLIFE OPTIONAL TERM LIFE AND AD&D PLAN

The Optional Group Term Life Insurance Plan is available for all active full-time owners and active full-time employees, under the
age of 70, working 20 hours or more per week. Coverage is also available to the spouse and dependent children of an approved and
covered owner/employee. This coverage is subject to medical underwriting and is a 100% employee paid benefit.

Please call the phone number listed on the front cover of this booklet for rates and additional information.

BENEFITS

LIFE BENEFIT
Payable to the beneficiary named by the insured. If multiple beneficiaries are named,

benefit will be paid in equal shares to all. The insured may change the beneficiary at
any time by providing written notice.

EMPLOYEE
An owner/employee may apply for insurance in $ 10,000 units up to a maximum of §

300,000 not to exceed 5 times the owner/employee’s basic annual earnings. When
Optional Life is approved, the applicant is automatically enrolled in Optional
Accidental Death and Dismemberment (AD&D) benefits equal to the amount of
Optional Life benefits elected.

SPOUSE . . ,
An owner/employee’s spouse may apply for insurance in $ 10,000 units up to a

maximum of $ 100,000 not to exceed 50% of the owner/employee’s coverage amount.
When Optional Life is approved, an owner/employee’s spouse is automatically
enrolled in Dependent Accidental Death and Dismemberment (AD&D) benefits equal
to the amount of Dependent Life benefits elected. The owner/employee must be
insured in order for the spouse to be eligible for coverage. Insurance benefits will
terminate at age 70.

CHILDREN!
Dependent children can be insured for $ 2,500 units up to a maximum of $ 10,000.

When Optional Life is approved, a dependent child is automatically enrolled in
Dependent Accidental Death (AD&D) benefits equal to the amount of Dependent Life
benefits elected. The owner/employee must be insured in order for dependent
children to be eligible for coverage. Insurance benefits will terminate at age 19, when
the dependent is no longer an eligible student, or reaches a maximum age of 25.

EVIDENCE OF
INSURABILITY An owner/employee must complete the Medical Questionnaire on all amounts. If the

REQUIREMENTS response is “yes” to any of the questions or if this is not the Initial Offering of optional
life coverage by the company to the owners/employees, MetLife requires a full
statement of health approval before coverage can take effect. An owner/employee’s
spouse must submit a Statement of Health form to MetLife, and MetLife must approve
it before a spouse can be covered for amounts above $10,000.

CONVERSION PRIVILEGE
(PORTABILITY) Should your employment terminate for any reason, you can continue your optional

life insurance coverage without a medical examination. Competitive rates apply,
but the premium may differ. MetLife will bill you directly.

EXCLUSIONS
Suicide is excluded during the first two years of coverage.

! Dependent children are eligible if they are between the ages of 15 days and 25 years. However, children must be attending an accredited college or university on a
full-time basis from ages 21 - 25 and be wholly dependent on the owner/employee for support in order to remain eligible for this coverage.

This is only a summary and there may be details not included, the MetLife Evidence of Coverage document supersedes any omissions or discrepancies in
these plan descriptions. MetLife’s Evidence of Coverage for these Plans may be found online (see page 44).
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Below we have provided links to all of the forms and documents that you will need for the NCBE Insurance Trust program. We have
included a special section called OPEN ENROLLMENT FORMS. This section will include all forms needed for the NCBE Insurance
Trust Annual Open Enrollment for the new plan year. All Open Enrollment documents are due by February 28th. All other additions
and terminations are due within 30 days of the Qualifying Event, i.e., the employee date of eligibility or termination.

NORTH COAST BUILDERS EXCHANGE
PO Box 8070

Santa Rosa, CA 95407

Phone: (707) 542-9502

Fax: (707) 542-6529

Online Information
www.ncbehealth.com Forms and Benefits

Employer Forms Employee Forms
Participation Agreement & Employers Statement Application for Insurance
Group Health Plans Benefit Comparison Employee Declination
Health Net Employer Health Statement Employee Change Form
Health Net Individual Health Questionnaire MetLife Optional Life Insurance Application
HIPAA Notices MetLife Optional Life Health Statement
Employee Termination Form Domestic Partner Affidavit
SPD (Summary Plan Description) Overage Dependent Form
COBRA & CMS Questionnaires Claim Forms

Open Enrollment Forms
Open Enrollment Packet

Plan Transfer Form

Evidence of Coverage
Copies of the following Evidence of Coverage (EOC) documents are offered as a courtesy by NCBE Insurance
Administration on behalf of the insurance carriers. You may contact the appropriate carrier at the provided toll-free phone
numbers if you need further information or assistance.

Health Net MetLife Dental Blue View ASHP

(800) 361-3366 (800) 942-0854 (800) 877-7195 (800) 848-3555
Kaiser Premier Access Vision Service Plan MetLife Life
(800) 464-4000 (888) 715-0760 (800) 852-7600 (800) 638-6420

PLEASE CALL THE NCBE INSURANCE DEPARTMENT

FOR INFORMATION & ASSISTANCE
Cindy Womack, Insurance Administrator
Kelly Ann Doherty-McBride, Insurance Marketing Director
1030 Apollo Way
Santa Rosa, CA 95407
Phone: (707) 542-9502
E-mail: cindy@ncbeonline.com

E-mail: kelly@ncbeonline.com
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