GENERAL INFORMATION

Covered Employee:
Each person employed by the Employer who in accordance with the terms and conditions of
the Plan, has satisfied the requirements for coverage under the Plan until the coverage is
terminated and who has been issued a Group Employee Benefit I.D. Card.

Name of Plan: Wabash City Schools Employee Benefit Plan (Plan)

Employer Identification No. (EIN) Assigned by IRS: 35-1102136

Group Number: 6926

Type of plan: Comprehensive Major Medical Benefits

Plan effective date: October 1, 2018

Plan Year: October 1, 2018 to September 30, 2019 and each successive twelve (12) month period

Source of funding:  Employer/Employee contributions to Wabash City Schools Employee Benefit
Plan

Plan Administrator & Named Fiduciary:
Wabash City Schools
PO Box 744
Wabash IN 46992

Third Party Administrator:
Automated Group Administration, Inc.
7605 Westfield Drive
Fort Wayne, IN 46825
Phone Number: (260) 489-6447

Name and Title of Person(s) Designated as Agent for Service of Legal Process and Address at which
Process may be Served:

Service of legal process may be made on the Plan Administrator
Amy Sivley, Superintendent
Wabash City Schools
PO Box 744
Wabash IN 46992

Name, Address, Phone Number and Fax Number of COBRA Coordinator:
Matt Stone Phone Number: (260) 563-2151
Wabash City Schools
PO Box 744
Wabash IN 46992
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DISCLOSURES

The Plan is a self funded employee welfare plan established by the Employer in accordance
with the Employee Retirement Income Security Act of 1974, as amended from time to time, and
other applicable law.

The Employer will establish, and may from time to time change, the contribution amounts
required for coverage provided under the Plan for a Covered Person. The Employer will collect
such contributions from the Covered Employees and combine such amounts with additional
funding required by the Employer.

The Third Party Administrator (TPA) has contracted with the Employer to perform certain
administrative functions on behalf of the Plan Administrator. Funding of the Plan is the sole
responsibility of the Employer using Employee and Employer contributions. The TPA is not
responsible for funding the payment of any claim for a Covered Person.

The Employer has purchased excess loss insurance which will provide reimbursement to the
Plan for certain claims paid under the Plan. However the insurance company providing this
insurance is not responsible for paying any benefit under the Plan to or on behalf of a Covered
Person.

Questions regarding the terms and conditions of the Plan, including coverage or benefits,
should be directed to the TPA. If the Covered Person has any questions about their rights
under ERISA, the nearest office of the Pension and Welfare Benefits Administration, U. S.
Department of Labor, may be contacted. The telephone number may be listed in a local
telephone directory. The address of the national office is:

Division of Technical Assistance and Inquires
Pension and Welfare Benefits Administration
U. S. Department of Labor

200 Constitution Avenue, N.W.

Washington, D. C. 20210



COBRA PROCEDURES

Qualifying Event Involving Divorce or Loss of Dependent Status
1. Notification to Plan

Qualified beneficiaries who lose coverage (or will lose coverage) because of a divorce or legal separation or
because a dependent no longer qualifies as a Dependent (defined in the Plan), must notify the Plan in writing, via
either facsimile or U.S. Mail to indicate the qualified beneficiary’s desire for COBRA coverage after the date of the
divorce or loss of dependent status. Such notice must be sent to:

COBRA Coordinator indicated on the General Information page of the Plan

Notice may be made by the employee/former employee or a spouse or dependent of the former employee. Such
notice may be given before the occurrence of the divorce or loss of dependent status, but must, in all cases, be
given no later than sixty (60) days after the date of the divorce or the loss of dependent status. Oral notice or
notice by e-mail is not sufficient under these Procedures.

2. Documents Required for Divorce/Separation

When divorce or legal separation is the qualifying event, the qualified beneficiary must provide the Plan with a copy
of the Court Decree dissolving the marriage. If the divorce or legal separation has not yet been concluded, the
qualified beneficiary must provide the Plan with any court documents that have been filed (such as Petition for
Dissolution) and indicate the date that the divorce or legal separation is expected to be final.

Qualifying Event Involving Termination, Reduction in Hours, Death and Bankruptcy — Notification by Plan

Qualified beneficiaries who lose coverage because of a termination, reduction in hours, death or bankruptcy will
receive a COBRA election form which permits the employee/former employee (and dependents) to elect coverage
and indicates the premium for such coverage. The election form will be sent by U.S. Mail, postage pre-paid, to the
last known address of the employee/former employee unless the Plan has been notified in writing to the contrary.
The last known address shall be deemed to be the most recent address contained in the employee/former
employee’s personnel file. In the event the employee/former employee changes address, it is his or her
responsibility to notify the Plan of any change in address and the Plan shall not be responsible for notices sent to
the wrong address if the more recent address was not provided in the above manner. Notification to an
employee/former employee who elected spousal coverage will be sent addressed to both individuals. Election
forms sent to an employee/former employee that has one or more children/dependants covered shall be addressed
to the employee (if the spouse was not covered) or to the employee and spouse (if spousal coverage was elected),
and each shall be deemed to include notification to any dependent children, unless the Plan has actual knowledge
of a different address for a dependent child before the date the election form is mailed and provided further that
any such notification to the Plan was in writing sent via either U.S. Mail or facsimile.

Errant Notices

In the event an individual receives a COBRA election form before the date the Plan determines that the individual is
not eligible to elect COBRA (either because of an error concerning the individual's eligibility or because the
individual was fired for gross misconduct), the Plan will via U.S. Mail notify the individual that they are not eligible
for COBRA coverage.

Early Termination of COBRA
In the event a qualified beneficiary’'s COBRA coverage terminates before the duration of COBRA coverage (either

18, 29, or 36 months after the qualifying event), the Plan will notify the qualified beneficiary of the early termination
date and the reason for early termination of COBRA coverage.
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Postmark Date

All notifications, payments and other correspondence from a qualified beneficiary (or a possible qualified
beneficiary) shall be deemed to have been received on the date that the item is postmarked, if sent by U.S. Mail.
In the event communication or correspondence is sent via facsimile, the communication or correspondence shall
be deemed to have been received on the date it is transmitted. All correspondence must be sent to the COBRA
Coordinator identified in paragraph A. above.

Eleventh Month Disability Extension

COBRA continuees who are determined by Social Security to be disabled within the first 60 days of COBRA
continuation coverage (or earlier) may elect to extend the 18 month COBRA period by eleven (11) months. The
eleven month extension will only be given if the Plan is notified in writing, via either U.S. Mail or facsimile, of the
Social Security determination. This written notification must also contain a copy of the Social Security
determination. Qualified beneficiaries are required to request the eleven month extension within 30 days of
receiving the Social Security determination and, in any event, must be provided to the Plan before the end of the 18
month COBRA continuation period. Any qualified beneficiary not meeting each of these rules will not be entitled to
elect the eleven month extension. Qualified beneficiaries who were originally determined to be disabled but had
that determination reversed must notify the Plan within 30 days of notification of the reversal. In the event the
qualified beneficiary does not notify the Plan of any such reversal, the qualified beneficiary shall be required to
repay the Plan for any claims which were incurred after the date of reversal.

Multiple Qualifying Events

In the event a qualified beneficiary experiences a second qualifying event during the original 18 or 29 month period,
who wishes to apply for an extension of the 18 or 29 months because of a second qualifying event, must notify the
Plan via either U.S. Mail or facsimile, of the occurrence of the second qualifying event within 60 days after the
event occurs. Any qualified beneficiary who fails to notify the Plan of the occurrence of the second qualifying event
will not be entitled to extend coverage past the end of the 18 or 29 month period. COBRA coverage shall not
extend beyond 36 months from the day of the original qualifying event, regardless of the occurrence of multiple
qualifying events. Whether the subsequent qualifying event entitles a qualified beneficiary to extend coverage,
under the applicable regulations, will be determined by the Plan.

Payment Requirements

COBRA payments must be paid monthly in the amount designated on the Election Form. The first COBRA
payment is due within forty-five (45) days after the election form is executed. This payment covers the cost of the
health care coverage provided from the date of the qualifying event (or loss of coverage, if later) through the date of
the election. After the first payment, all subsequent COBRA payments are due on the first of each month for the
applicable month. If a monthly premium is not paid by its due date, the qualified beneficiary may pay the premium
within a thirty (30) day grace period beginning on the due date for the premium. When the premium is not paid
prior to the end of the grace period, COBRA coverage will terminate at the end of the period for which the last
premium was paid.

All payments of COBRA premiums should be made by check, money order or cashier’s check. If payment is made
by personal check, the qualified beneficiary shall be solely responsible for maintaining sufficient funds in his/her
account so that the check will clear when presented. If a COBRA payment paid by personal check does not clear
when first presented, the Plan shall make a second attempt to cash the check if the Plan has at least five (5)
working days notice before the end of the thirty (30) day grace period. It is the obligation of the qualified
beneficiary to confirm that his/her COBRA personal checks have cleared the bank. The Plan shall not be under
any obligation to notify the qualified beneficiary if a check does not clear. Additionally, if the Plan is presented with
a personal check that does not clear, the Plan shall have the option of requiring all subsequent COBRA payments
to be made by guaranteed funds (i.e. money order or cashier’s check).
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AMENDMENT NO. 1

The WABASH CITY SCHOOLS EMPLOYEE BENEFIT PLAN (Plan) is hereby amended as follows:

The second paragraph of the BENEFIT PERCENTAGE AND DEDUCTIBLE provision of the Major Medical Expense

Benefits section (page 25 of the Plan Document and Summary Plan Description) is hereby deleted in its entirety and
replaced as follows:

The Deductible applies to the Covered Expenses incurred by a Covered Person in each Deductible Accumulation
Period, but it applies only once for each Covered Person within the Deductible Accumulation Period regardless of the
number of llinesses or Injuries. However, the maximum amount of Covered Expenses used to satisfy Deductibles for

all Covered Persons in a Family during a Deductible Accumulation Period will not exceed the Deductible Per Family
shown on the Schedule of Benefits.

The effective date of this Amendment is October 1, 2018.

In all other respects, the terms and conditions of the Plan remain unchanged.

Wabash City Schools
Plan Administrator

Matt Stone tNov 14, 2025 11:59:42 EST)

Signature

COO0
Title
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AMENDMENT NO. 2

The WABASH CITY SCHOOLS EMPLOYEE BENEFIT PLAN (Plan) is hereby amended as follows:

The PRE-EXISTING CONDITIONS provision (pages 22 - 23 of the Plan Document and Summary Plan Description) is
hereby deleted.

The effective date of this Amendment is October 1, 2018.

In all other respects the terms and conditions of the Plan remain unchanged.

Wabash City Schools
Plan Administrator

Matt Stone ;\Nov 14, 20!5 11:59:42 EST)

Signature

CO0
Title

09-01-10 PRE X
10/01/18 Page 1 of 1 6926 — Wabash City Schools



AMENDMENT NO. 3

The WABASH CITY SCHOOLS EMPLOYEE BENEFIT PLAN (Plan) is hereby amended as follows:

The definition of DEPENDENT (page 12 of the Plan Document and Summary Plan Description) is hereby deleted in its entirety
and replaced as follows:

Dependent means:

A. A Covered Employee's legal spouse who is a resident of the same country in which the Covered Employee resides.
Such spouse must have met all requirements for a valid legal marriage; or

B. A Covered Employee's child who meets all of the following conditions:

1.

Is a natural child or a legally adopted child, step-child, child placed under the legal guardianship of the Covered
Employee or a child placed in the home of the Covered Employee by the relevant agency prior to the date the
adoption of the child by the Covered Employee becomes final;

A child shall be considered placed in the home of the Covered Employee on the date the Covered Employee
assumes, and for the period the Covered Employee retains, a legal obligation for support of the child in anticipation
of adoption by the Covered Employee;

Is less than twenty-six (26) years of age on the last day of the prior month;

The age limitation above is also waived for any mentally retarded or physically handicapped child covered under the
Plan on the attainment of the otherwise limiting age while the child continues to be incapable of self-sustaining
employment and is chiefly dependent upon the Covered Employee for support and maintenance. Proof of such
incapacity must be furnished by the Covered Employee to the Plan Administrator within thirty-one (31) days of such
limiting age and as frequently thereafter as required by the Plan Administrator, but not more frequently than annually
after the two (2) year period following the child's attainment of that limiting age.

Persons specifically excluded from the definition of a Dependent are:

A. A spouse legally separated or divorced from the Covered Employee;

B. A person while on active military duty;

C. A person covered under the Plan as a Dependent of another Covered Employee.

The effective date of this Amendment is October 1, 2018.

In all other respects, the terms and conditions of the Plan remain unchanged.

Wabash City Schools
Plan Administrator

Matt Stone PNov 14, 2025 11:59:42 EST)

Signature

COO
Title

10/01/10-AGE 26
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AMENDMENT NO. 4

The WABASH CITY SCHOOLS EMPLOYEE BENEFIT PLAN (Plan) is hereby amended as follows:

The PLAN EXCLUSIONS AND LIMITATIONS (pages 29 - 32 of the Plan Document and Summary Plan Description) is
hereby modified as follows:

Exclusion E. is deleted and replaced as follows:

Condition or charge incurred as the result of an injury which occurred while the Covered Person was under the influence of
illegal drugs or when the Covered Person was operating a motor vehicle while under the influence of illegal drugs. A person

will be considered under the influence of an illegal drug if use of the drug by the Covered Person is established by a
laboratory test.

The effective date of this Amendment is October 1, 2018.

In all other respects, the terms and conditions of the Plan remain unchanged.

Wabash City Schools
Plan Administrator

Matt Stone {Nov lg, 20!5 11:59:42 EST)

Signature

COO
Title
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AMENDMENT NO. 5
The WABASH CITY SCHOOLS EMPLOYEE BENEFIT PLAN (Plan) is hereby amended as follows:

The SPECIAL ENROLLMENT PERIOD provision (page 20 of the Plan Document and the Summary Plan Description) is
deleted in its entirety and replaced as follows:

SPECIAL ENROLLMENT PERIOD

A Special Enrollment Period is a thirty (30) day period which begins on the following dates:

A. If the Employee declined coverage under the Plan for the Employee or a Dependent because of coverage required to be

Creditable Prior Coverage under HIPAA, the date such coverage under the other plan terminated as a result of:
1. Loss of eligibility for coverage under the plan when COBRA continuation coverage is not elected; or

2. Expiration of COBRA continuation coverage.

A Special Enrollment Period also begins when the Employee or Dependent becomes responsible for paying the full
premium after the premium was subsidized by an employer or other party. However a Special Enrollment Period does

not begin when coverage terminated as a result of:
1. Non-payment of a required premium by or on behalf of a person.

2. Termination of COBRA coverage except at the end of the person's eligibility.

B. The date the Employee acquires a Dependent as the result of marriage, birth, adoption or placement of a child in the

home of the Employee prior to adoption of the child by the Employee.

The thirty (30) day period is extended to sixty (60) days from the date the Employee or an Employee’s dependent has lost
eligibility under Medicaid or the Children’s Health Insurance program (CHIP) or becomes eligible for a Medicaid or CHIP

premium subsidy.

A Special Enroliment Period also begins on the date stipulated by a Qualified Medical Child Support Order (QMCSO) as
defined under ERISA Section 609(a)(2) including a National Medical Support Notice (NMSN). A copy of the Plan Procedures

for a QMCSO may be obtained from the Plan Administrator upon request or receipt of a Medical Support Order.

During the Special Enroliment Period, the Employee may Enroll himself for coverage under the Plan. Subject to coverage of the

Employee under the Plan, the Covered Employee may also Enroll any Dependent of the Employee under the Plan.
The effective date of this Amendment is October 1, 2018.
In all other respects the terms and conditions of the Plan remain unchanged.

Wabash City Schools
Plan Administrator

Matt Stone gNov 14, 20!5 11:59:42 EST)

Signature

6(0]0)
Title
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AMENDMENT NO. 6
The WABASH CITY SCHOOLS EMPLOYEE BENEFIT PLAN (Plan) is hereby amended as follows:
Exclusion L. in the Plan Exclusions and Limitations provision (pages 29-32 of the Plan Document and Summary Plan

Description) is hereby deleted in its entirety and replaced as follows:

L. Charges incurred for psychiatric or psychoanalytic care or in connection with treatment of a functional, mental or nervous
disorder, alcoholism, chemical dependency or drug abuse except to the extent indicated on the Schedule of Benefits.

The effective date of this Amendment is October 1, 2018.

In all other respects the terms and conditions of the Plan remain unchanged.

Wabash City Schools
Plan Administrator

Matt S(oneL\Nov |g, 20!5 11:59:42 EST)

Signature
COO0
Title
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AMENDMENT NO. 7

THE WABASH CITY SCHOOLS EMPLOYEE BENEFIT PLAN (Plan) is hereby amended as follows:

REINSTATEMENT OF COVERAGE

An Employee, whose coverage under the Plan was terminated as the result of leave of absence of employment, layoff or a
reduction of hours, shall be eligible for reinstatement of coverage under the Plan subject to the following conditions:

1.

The Employee is rehired or restored to Full-Time Employment within twenty-six (26) weeks after the date of their
termination of coverage, in accordance with the Affordable Care Act Rehire Provision.

The Employee makes written request for coverage within thirty (30) days after the date of restoration to Full-Time
Employment.

Dependent Coverage in effect on the termination date of the Employee's coverage, may be reinstated. However, any
Dependent not covered on such termination date will not be included under the reinstated Dependent Coverage.

The effective date of the reinstated coverage will be 12:01 a.m. on the date of the Employee's restoration to Full-
Time Employment. No benefits will be paid for charges incurred after the date of termination of coverage and before
the effective date of the reinstated coverage.

Covered Expenses incurred prior to the termination of coverage which were applied toward the Deductible or any
limit and any benefits which were accumulated toward a maximum, will be carried forward to the effective date of
reinstated coverage.

The effective date of this Amendment is October 1, 2018.

In all other respects, the terms and conditions of the Plan remain unchanged.

Wabash City Schools
Plan Administrator

Matt Stone LNo\/ 14, 20!5 11:59:42 EST)

Signature

Coo
Title
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AMENDMENT NO. 8
The WABASH CITY SCHOOLS EMPLOYEE BENEFIT PLAN (Plan) is hereby amended as follows:

The CLAIM FILING AND APPEAL PROCEDURES (“PROCEDURES?”) provision (pages 34-37 of the Plan Document and
Summary Plan Description) is hereby deleted and replaced as follows:

Claim Filing and Appeal Procedures

The following Procedures explain various rules and time limitations for filing a Claim for benefits under the Wabash City
Schools Plan (“Plan”) and additional rules and time limitations for filing an appeal of a Claim that is wholly or partially denied
and/or for filing an external review. For purposes of interpreting these Procedures, the following terms have the following
meanings as those terms appear herein:

A. Definitions
Adverse Benefit Determination means any Claim denial or partial denial.

Authorized Representative means an individual designated by the Claimant, in writing and communicated to the Plan
Administrator, to exercise the Claimant’s rights. An Authorized Representative cannot be any Employee of the Plan
Administrator.

Claim means a request for a specific medical treatment or, for treatment which has already been rendered, a request for
payment for medical services provided. For purposes of these Procedures, any interaction between a Claimant and a
preferred or network provider shall not be treated as a Claim if the medical provider exercises no discretion. Similarly, any
reply to a request for a pre-certification which does not deny coverage (or limit coverage) for medical services is not
considered a “Claim”. Additionally, a medical provider’s refusal to render services without payment by the patient is not
considered a Claim subject to these Procedures. Casual inquiries about benefits or the circumstances under which benefits
might be paid are not considered a Claim subject to these Procedures. Notwithstanding the foregoing, any action or
inaction by a provider that is not treated as a Claim for these purposes will be treated as a Claim and be reviewed by the
appropriate person or entity if a Claimant files a specific request with the Plan that any action or inaction by the provider be
treated as a Claim under Plan.

Claimant means any individual filing a Claim under the Plan pursuant to these Procedures. The rights of a Claimant
can be exercised by a Claimant’s Authorized Representative.

Concurrent Care Claims means a Claim for specific ongoing medical treatment of an lliness or Injury. Except as
otherwise specifically noted, all time limitations and other rules and restrictions for Concurrent Care Claims are identical
to those for Pre-Service Claims, unless the Concurrent Care Claim qualifies as an Urgent Care Claim, in which case the
Urgent Care Claim time limitations apply.

Electronic Notification means the transmission of Claim or medical information via email, fax or any other means other
than the delivery of written information via first class mail. Any information transmitted pursuant to these Procedures via
Electronic Notification must be resubmitted in writing, sent to the appropriate party via first class mail, within 72 hours of
the Electronic Notification.

Final Adverse Benefit Determination means a Claim that is wholly or partially denied after an Internal Appeal.

IRO means an Internal Review Organization that has contracted with the Plan or the Plan’s Third Party Administrator
which an organization has received applicable accreditation.

Medical Judgment means Claims involving medical necessity, appropriateness of care, health care setting, level or
care, effectiveness of a covered benefit and determination as to whether a treatment or procedure is Experimental.

Pre-Service Claims means a Claim for medical care that is required to obtain approval before obtaining care.
Post-Service Claims means a Claim for services already been rendered.

Rescission means any retroactive termination of coverage other than retroactive termination involving an act of fraud or
intentional misrepresentation of a material fact.

S-PD-07/08-FD-LE
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Urgent Care Claims are those Claims where failing to make a determination (about eligibility, medical necessity, etc.)
quickly could seriously jeopardize a Claimant’s life, health or ability to gain maximum function, or could subject the
Claimant to severe pain that could not be managed without the requested treatment. Notwithstanding the preceding
sentence, any Claim designated by the treating Physician as an “Urgent Care Claim” will be treated as such for
purposes of these Procedures.

B. Initial Claim Filing Requirements

How to file a Claim.

All Claims must be filed with the Third Party Administrator as designated on the insurance ID card.
Time Limits for Filing Initial Claims

All Claims must be filed with the Third Party Administrator within six (6) months after the expenses were incurred, unless the
Claimant was legally incapacitated, in which case the Claim must be filed as soon as reasonably possible after such
incapacitation ends.

Time Limits for Review of Initial Claims.
The Third Party Administrator shall review and process the following types of Claims within the following time limitations:

Urgent Care Claims — Initial determinations on Claims considered Urgent Care Claims shall be made as soon as possible
but no later than 72 hours after it is received. Initial determinations on Concurrent Care Claims which qualify as Urgent Care
Claims shall be made within 24 hours after the Claim is received.

Pre-Service Claims — Initial determinations shall be made within 15 days of the time the Claim is received. This time
limitation may be extended by up to 15 days if the Third Party Administrator determines that additional time is necessary due
to matters outside the control of the Third Party Administrator.

Post-Service Claims — Initial determinations shall be made within 30 days from the date the Claim is received. This time
limitation may be extended by up to fifteen (15) days if the Third Party Administrator determines that additional time is
necessary due to matters outside the control of the Third Party Administrator.

Incomplete Claims — For any Claim which does not provide information necessary for the Third Party Administrator to make
the initial determination, the Claimant will be notified that additional information is needed within 24 hours for Urgent Care
Claims, and within five (5) days for Pre-Service Claims. After receiving notification, the Claimant must provide the missing
information within 48 hours for Urgent Health Care Claims and within 45 days for Pre-Service and Post-Service Claims.
Failure to provide the missing information within the time deadlines specified shall result in the Claim being denied.

Response to Claim.

If a Claimant’s Claim for benefits is wholly or partially denied, any notice of such adverse benefit determination under the
Plan will:

State the specific reason(s) for the denial or partial denial;

Reference the specific plan provisions on which the determination was based;

Describe additional material or information necessary to complete the Claim and why such information is

necessary;

4. Describe Plan procedures and time limits for appealing the determination (as set forth below) and the right to
obtain information about those procedures and the right to sue in federal court;

5. Disclose any internal rule, guidelines, protocol or similar criteria relied on in making the Adverse Benefit
Determination (or state that such information will be provided free of charge upon request); and

6. Upon request, provide all diagnostic or treatment codes given by a provider (and information involving

interpretation of those codes) at no charge.

W~

Notice of any adverse determination may be provided by the Plan via written or Electronic Notification, provided that an
Electronic Notification will be sent via first class mail within seventy-two hours from the date it is originally received.
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10/01/18 Page 2 of 5 6926 — Wabash City Schools



C. Internal Appeal Procedures

How to File an Appeal. In the event a Claimant’s Claim is wholly or partially denied, the Claimant has the right to appeal to
the Plan for review of the Claim. All appeals will be decided by the Plan Administrator. Appeals may be made via Electronic
Notification by contacting the Third Party Administrator, but any appeal in Electronic form must be sent in writing within 72
hours via first class mail to the Third Party Administrator at the following address:

Automated Group Administration
7605 Westfield Drive

Fort Wayne, IN 46825
260-489-6447

Time Limitation for Filing Appeal. All Claims which are wholly or partially denied may be appealed pursuant to the
Procedures set forth below. All appeals must be filed within 180 days of the date that the Claim was totally or partially
denied. Failure to file an appeal of a Claim will result in the initial Claim decision becoming final and binding on all parties.
Failure to file an appeal within the foregoing time limit will be deemed to void any right the Claimant may have to seek
judicial review of the original Claim denial.

Appeal Review Time Limitations. The Plan Administrator shall review the initial determination and make a decision on any
appeal of a Claim within the following deadlines:

Urgent Care Claims within 72 hours from the time the appeal was communicated.
Pre-Service Health Care Claims within 30 days from the date the Plan Administrator was notified of the appeal.
Post-Service Health Care Claims within 60 days from the date the Plan Administrator was notified of the appeal.

Your Rights During Appeal. Any Claimant making an appeal will have the opportunity to submit written comments,
documents or other information in support of his appeal. Additionally, any Claimant filing an appeal will have all access to
all relevant documents as defined by applicable U.S. Department of Labor regulations. The review of the Adverse Benefit
Determination will take into account all new information whether or not presented or available at the initial determination. No
deference will be afforded to the initial determination. After an appeal has been requested, coverage for any ongoing
treatment or procedure shall remain covered by the Plan during the appeal process.

Any Claimant initiating an appeal shall, within ten (10) days after the appeal is initiated, be provided with all information
considered by the Plan when the Adverse Benefit Determination was made and such Claimant shall be given the
opportunity to review their Claim file and present evidence and/or testimony as part of the appeal process.

In the case of an appeal of a Claim denied or partially denied based on Medical Judgment, the Plan Administrator will
consult with a health professional with the appropriate training and expertise. The health care professional who is consulted
on appeal will not be the same individual who may have been consulted during the initial determination or subordinate of
that individual. If the advice of a medical or vocation expert was obtained by the Plan in connection with the denial of your
Claim, the names of each such expert shall be provided upon request. This administrative appeal process must be
completed before any legal action regarding your Claim can be taken. Additionally, if any such judicial proceedings are
undertaken, the evidence presented shall be strictly limited to the evidence presented to the Plan Administrator pursuant to
this Claim Appeal Procedures.

Plan Administrator’s Right to Construe and Interpret Plan. Making Claim determination or signing an appeal under these
Procedures, the Plan document confers upon the Plan Administrator the discretion to construe and interpret the terms of the
Plan and determine eligibility for benefits.

Time Limitation for Filing Claimant Action. Subject to other limitations contained in these Claim Filing and Appeal
Procedures, in no event may any Claimant file a lawsuit seeking payment of wholly or partially denied Claims more than one
year after the Claim is initially denied, or, if later, more than six months after the date the Appeal decision of the Plan
Administrator is rendered. Any lawsuit seeking payment for wholly or partially denied Claims must be filed in state or federal
court in the county (or federal district court) in which the Plan Administrator is located.
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D. Request for External Review

Any Claimant receiving an Adverse Benefit Determination based on Medical Judgment or Rescission may request a review
performed by an Internal Review Organization by filing a written request made by via Electronic Notification, which must be
made within four (4) months after denial or partial denial of an appeal.

A Claimant may bypass the Plan’s Internal Appeal process and proceed with an External Review if the Plan did not comply
with the Internal Appeal Procedures unless such failure was (a) de minimus, (b) non-prejudicial to the Claimant, (c)
attributed to good cause or matters beyond the Plan’s control, or (d) was in the control of an ongoing, good-faith exchange
of information between the Claimant and the Plan or not reflective on a pattern or practice of violations by the Plan.

A Claimant’s request for diagnostic or treatment codes shall not be considered a request for Internal Appeal or External
Review.

Standard External Review Procedures:

Preliminary Review: Within five business days of receiving the request for external review, the Plan shall complete a
preliminary review of the request to determine whether:

The Claimant is or was covered under the Plan at the time the health care item or service was requested, or in the case of a
retrospective review, was covered in the Plan at the time the health care item or service was provided;

The adverse benefit determination or final adverse benefit determination does not relate to the Claimant’s failure to meet the
Plan’s eligibility requirements;

The Claimant has exhausted the Plan’s internal appeal process, unless the Claimant is not required to do so as set forth
above; and

The Claimant has provided all the information and forms required to process an external review.

Within one business day of completing the preliminary review, the Plan shall issue a written notice to the Claimant. If the
request is complete but not eligible for external review, the notice shall include the reasons it is not eligible and contact
information for the DOL’s Employee Benefits Security Administration (toll-free number 866-444-EBSA (3272)). If the request
is not complete, the notice shall describe the information or materials needed to complete the request and the Plan must
allow the Claimant to perfect the request within the four-month filing period, or 48 hours after the receipt of the notice,
whichever is later.

Communications with IRO:

The IRO will timely notify the Claimant in writing of the request’s eligibility and acceptance for external review. The notice
will include a statement that the Claimant may submit, within 10 business days, additional information in writing that that IRO
must consider.

The IRO must maintain records of all claims, and notices associated with the External Review process for six years. It must
make the records available for examination for the Claimant, Plan, or state or federal oversight agency upon request, unless
the disclosure would violate state or federal privacy laws.

Expedited External Review Procedures

Request for Expedited External Review: A group health plan shall allow a Claimant to make a request for an expedited
external review after receiving and adverse benefit determination if:

The time frame for a standard review would seriously jeopardize the health or life of the Claimant and the Claimant has filed
a request for an expedited internal appeal; or

The final adverse determination involves an admission, availability of care, continued stay or health care item or service for
which the Claimant has received emergency services but has not been discharged from a facility.

Preliminary Review: The Plan shall determine whether the request meets the standards for an external review immediately
upon receiving the request for expedited external review. It must also immediately send a notice to the Claimant of its
determination regarding eligibility for review.
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Referral to Independent Review Organization (IRO): If the Plan determines that the request is eligible for external review, it
will assign an IRO in accordance with the standard external review requirements. The Plan must provide all necessary
documents and information related to the Claim to the assigned IRO electronically or by telephone or fax or any other
available expeditious method. The assigned IRO shall consider any information that is available and appropriate under the
procedures for standard review. The assigned IRO must review the Claim de novo and is not bound by any decisions or
conclusions reached during the Plan’s internal claims and appeals process.

Notice of Final External Review Decision: The Plan shall require the IRO to notify the Claimant of the final external review
decision as expeditiously the Claimant medical condition or circumstances require, but no more than 72 hours after the IRO
receives the request for an expedited external review. If the notice is not in writing, the IRO shall provide written
confirmation of the decision to the Claimant and the Plan within 48 hours of providing the initial notice.

To the extent External Review is utilized. The decision by the IRO shall be final and binding on all parties, subject to a
Claimant’s or the Plan Administrator’s right to judicial review.

The effective date of this Amendment is October 1, 2018.

In all other respects, the terms and conditions of the Plan remain unchanged.

Wabash City Schools
Plan Administrator

Matt Stone L‘Nov 14, 20!5 11:59:42 EST)

Signature

CO0
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