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Dental Plan Service Areas

To enroll in either DeltaCare USA or Pacific Union Dental, you must
reside within a zip code serviced by the plan. Ask your dentist which
plan(s) he or she contracts with before making your selection.

COUNTY DELTA DENTAL DELTACARE USA DMO PACIFIC UNION DMO
Alameda ] [ ] [ ]
Alpine [ ]

Calaveras [ ]

Contra Costa [ ] [ ] [ ]
El Dorado | |

Madera [ ] [ ] [ ]
Marin [ ] [ ] [ ]
Mariposa u

Merced [ ] [ ] [ ]
Mono |

Monterey [ | |

Napa [ ] [ ] [ ]
Sacramento [ ] [ ] [ ]
San Francisco [ ] [ ] [ ]
San Joaquin [ | [ | [ ]
San Mateo [ ] [ ] [ ]
Santa Clara [ ] [ ] [ ]
Santa Cruz u [ ] [ ]
Solano [ ] [ | [ ]
Sonoma [ ] [ ] [ ]
Stanislaus [ ] [ ] [ ]
Tuolumne [ |

Yolo [ ] [ ]

Outside of California [ ]

W = Available in this County

Refer to the chart above to determine whether or not you live in the plan’s service area. If you do not see your
County listed above please contact the dental plan to confirm that service is available to you.
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Dental Plan Benefits-at-a-Glance

Types of Service

Cleanings & Exams

X-rays
Extractions
Fillings

Crowns

Dentures, Pontics &
Bridges

Root Canals

Orthodontia

Annual Maximum

Total Dental Benefits

Annual Deductible

Before Accessing
Benefits

DELTA DENTAL

In-Network
Providers

100% covered

Limit 2x per plan year

100% covered

90% covered

90% covered

90% covered

50% covered

90% covered

50% covered
Adults and children; up
to $2,500 lifetime max.

$2,500 per year
Excluding orthodontia
benefits.

Out-of-Network
Providers

100% covered

Limit 2x per plan year

100% covered

80% covered

80% covered

80% covered

50% covered

80% covered

50% covered
Adults and children; up

to $2,500 lifetime max.

$2,500 per year
Excluding orthodontia
benefits.

DELTACARE

100% covered

Limit 1 every 6 months

100% covered

100% covered

100% covered
Limitations apply to
resin materials.

100% covered
Limitations apply to
resin materials.

100% covered

Full and partial
dentures 1x every b yrs;
fixed bridgework;
certain limitations apply.

100% covered
Excluding the final
restoration.

Employee pays:
$1,600/child

$1,800/adult
Adult limitations apply.

PACIFIC UNION
DENTAL

100% covered

Limit 1 every 6 months

100% covered

100% covered
100% covered

100% covered

100% covered

Full and partial
dentures 1x every b yrs;
fixed bridgework;
certain limitations apply.

100% covered

Employee pays:
$1,600/child

$1,800/adult
$350 startup fee.
Limitations apply.

None

This guide offers general information only. Do not rely solely on this guide
when making your health insurance decisions. Before enrolling in a plan,
read the Evidence of Coverage to get specific details about benefits, costs
and way the plan works. Plan EOCs are available on myhss.org.




DENTAL PLAN QUICK COMPARISON

Delta Dental PPO
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Dental Plan Comparison

Pacific Union Dental DMO

Deltacare USA DMO

Can | choose to
receive services
from any dentist?

Must my primary care
dentist refer me to a
specialist for certain
kinds of dental work?

Is there a waiting
period before | can
access treatment?

Will | pay a flat rate for
most services?

Must | live in a certain
service area to enroll in
the plan?

Yes. You can use any

licensed dental provider.

No

No waiting period,
except for dentures,
pontics, bridges and
orthodontia which
require a 6 month wait.

No. Your out-of-pocket
costs are based on a
percentage of
applicable charges.

No

No. All services must

be received from a
contracted network
provider. These networks
are generally quite small.

Yes

No waiting period.

Yes

Yes. You must live in
this DMO’s service
area to enroll.

No. All services must

be received from a
contracted network
provider. These networks
are generally quite small.

Yes

No waiting period.

Yes

Yes. You must live in
this DMO’s service
area to enroll.
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Vision Plan Benefits

All HSS members and eligible dependents who are enrolled in an

HSS medical plan receive vision benefits, including an annual eye exam.

VSP Vision

All HSS members and eligible dependent(s) who
enroll in the City Health Plan, Blue Shield HMO or
Kaiser HMO can access vision benefits administered
by Vision Service Plan (VSP). The vision plan
provides you and your eligible dependents with

one eye exam every 12 months when using a VSP
network doctor. The vision plan also helps you and
your eligible dependents cover the cost of visual
correction eyewear, such as glasses or contacts.

Choice of Providers

Under the vision plan, you have the choice of using
a VSP network doctor or a non-VSP provider. It is
usually to your advantage financially to use a VSP
network doctor because covered services are provided
to you at a higher benefit and you will have lower
out-of-pocket costs.

You can find a VSP network doctor in your area by
visiting www.vsp.com or contacting VSP Member

Services at (800) 877-7195.

Accessing Your Vision Benefits

There are no ID cards issued for the vision plan. If
you wish to receive services from a VSP network
doctor, simply contact the doctor and make your
appointment. VSP will then provide benefit
authorization to the doctor. Services must be received
prior to the benefit authorization expiration date.

If you receive services from a VSP network doctor
without benefit authorization or obtain services from
an out-of-network provider, you are responsible for
payment in full to the provider. You can then submit
an itemized bill directly to VSP for partial reimburse-
ment. Download a claim form from the VSP website

at WwWWw.Vsp.Com.
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Plan Benefits, Limits and Exclusions

The vision plan covers one set of contacts or
eyeglass lenses every 24 months, based on your last
date of service. If retractor examination reveals an
Rx change of .50 diopter or more after 12 months,
replacement lenses are covered.
Eligible dependent children are covered in full for
polycarbonate prescription lenses.
Cosmetic extras such as progressive lenses, tinted
lenses or oversize lenses will cost you extra. If you
use a VSP network doctor, you'll pay the VSP
discounted price for these cosmetic extras. If you're
using an out-of-network provider, you'll pay the
retail price.
The vision plan is designed to cover visual needs
rather than cosmetic materials. If you select any of
the following extras, the plan will pay the basic cost
of the allowed lenses and you’ll be responsible for
any additional cost for the options, unless the extra
is defined in the VSP Schedule of Benefits.

- Blended or UV protected lenses

- Contact lenses (except as noted in

the Schedule of Benefits)
- Oversize lenses
- Photochromic and tinted lenses
- Progressive multi-focal lenses

- Coatings of the lens or lenses, except
scratch resistant coatings

- Laminating of the lens or lenses

- A frame that costs more than the
Plan allowance

- Certain limitations on low vision care
- Cosmetic lenses

- Optional cosmetic processes
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VISION PLAN BENEFITS AT-A-GLANCE

Vision Exam

Single Vision Lenses

Lined Bifocal Lenses

Lined Trifocal Lenses

Frames

Contact Lenses

VSP Network Benefit

Covered in full once every 12 months*
after the $10 co-pay

Covered in full once every 24 months*
after the $25 co-pay

Covered in full once every 24 months*
after the $25 co-pay

Covered in full once every 24 months*
after the $25 co-pay

Covered up to $150 every 24 months*

after the $25 co-pay; there may be a network
discount for amount exceeding allowance

Covered up to $150 every 24 months*

no co-pay; in lieu of frames/lenses; allowance
applies toward contact lens fitting, evaluation
exam and contacts

*Based on your last date of service.

Out-Of-Network Benefit

up to $40 every 12 months*
after the $10 co-pay

up to $45 every 24 months*
after the $25 co-pay

up to $65 once every 24 months*
after the $25 co-pay

up to $85 once every 24 months*
after the $25 co-pay

up to $55 once every 24 months*
after the $25 co-pay

Covered up to $105 every 24 months*
no co-pay; in lieu of frames/lenses; allowance
applies toward contact lens fitting, evaluation

exam and contacts

Vision Expenses Not Covered

* Orthoptics or vision training and any associated
supplemental testing, plano (non-prescription)
lenses or two pairs of glasses in lieu of bifocals.

* Replacement of lenses or frames furnished under
this plan that are lost or broken, except at the
contracted intervals.

* Medical or surgical treatment of the eyes.

» Corrective vision treatments such as, but not
limited to, LASIK and PRK laser surgery. (You
may be eligible for discounts when services are

provided by a VSP network doctor. To inquire
about discounts, call VSP)

Coordinating Vision Benefits with
Medical Plan Benefits

The VSP vision plan is designed to cover visual
correction needs, such as eyeglasses and contact
lenses. Some HMOs also offer optometry services
where you can get eye exams and purchase glasses
and lenses. HSS recommends that you compare
the out-of-pocket cost you will incur using your
HMO’s vision services to your out-of-pocket costs
when using a VSP network doctor. Also note that
your medical plan may offer coverage for medical
conditions and diseases relating to the eyes.

No Medical Plan, No Vision Benefits

If you don’t enroll in an HSS medical plan, you
and your dependents will not have the vision
benefits available through VSP.
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Flexible Spending Accounts

An FSA is an IRS-approved tax favored account you can use to

pay for eligible medical and dependent care expenses not

covered by insurance. Funds are set aside from your salary pre-tax.

How an FSA Works

Flexible Spending Accounts (FSAs) let you set aside
money pre-tax to pay for eligible healthcare and/or
dependent care expenses. You can enroll in either a

Healthcare FSA, a Dependent Care FSA or both.

It is possible to realize tax savings with an FSA—

but keep in mind that any unused FSA dollars at

the end of the year will be forfeited according to IRS
rules. So you need to plan ahead to make the most of
an FSA. To calculate potential FSA tax savings, visit
myfbmec.com/cesf and click on the tax calculator. You
should also consult your tax adviser or the IRS for
information about your specific situation.

The following information provides an overview of
your FSA benefits. To get details about this benefit
contact FBMC, the FSA administrator, or visit
myfbmec.com/cesf. You can also request an FSA
resource guide from HSS Member Services.

Healthcare FSA

Set aside from $120 up to $5,000 pre-tax in a Plan
Year. Depending on the annual amount that you
elect, deductions of between $5.00 and $208.33
will be taken twice monthly from your paycheck in
Plan Year 2009-2010. No deduction is taken from
the 3rd paycheck in any month.

Submit reimbursement forms to FBMC for eli-
gible out-of-pocket expenses, including healthcare
deductibles, prescriptions, over-the-counter medical
items and more for you and eligible dependents.

When you sign-up for a Healthcare FSA the total
annual amount you designate becomes available for
eligible healthcare expenses at the start of the Plan
Year. You do not have to wait for your contribu-
tions to accumulate in your account.
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Dependent Care FSA

Set aside from $120 up to $5,000 pre-tax in a Plan
Year. Deductions will be taken twice monthly from
your paycheck throughout Plan Year 2009-2010.
Depending on the annual amount that you specify,
deductions of between $5.00 and $208.33 will be
taken twice monthly from your paycheck in 2009-
2010. No deduction is taken from the 3rd paycheck
in any month.

Submit reimbursement forms to FBMC for eli-
gible out-of-pocket expenses, such as certified day
care, pre-school and elder care for your qualifying
dependents.

The funds for a Dependent Care FSA are available
after they have been deducted from your paycheck
and received by FBMC. Unlike a Healthcare FSA,
the entire annual amount for a Dependent Care
FSA is not available at the start of the Plan Year.

Estimating FSA Expenses

Before enrolling in an FSA make sure to work
out a detailed estimate of the eligible expenses
you are likely to incur for the year ahead. Budget
conservatively because based on federal law any
unreimbursed funds are forfeited at the end of
the Plan Year and cannot be returned to you. You
can find FSA calculation tools on myfbmc.com.
For a list of eligible expenses, the definition of
qualfying family members and how to submit
reimbursements, visit myfbmec.com/ccst.



FSA Administrator FBMC

The Flexible Spending Account benefit is adminin-
stered by FBMC. Visit myfbmec.com/ccsf or call
(800) 865-3262 on Monday-Friday, 4am-7 pm
Pacific Time to get detailed information about

your FSA.

¢ Learn more about FSAs.

* View a list of eligible expenses.

* Review the status of your reimbursement requests.
* Review your account balance and available funds.

* Download reimbursement forms.

Direct Deposit Reimbursement

To apply, complete the Direct Deposit Enrollment
Form on myfbmc.com/ccsf or contact FBMC
Customer Service at 1-800-342-8017. Processing
your Direct Deposit enrollment may take four to
six weeks.

* After your reimbursement claim is reviewed and
approved, reimbursement funds are deposited into
your checking or savings account.

* There is no fee for this service.

* You don’t have to wait for postal service delivery
of your reimbursement. (However, you will receive
notification that the claim has been processed.)

Annual Re-enroliment Required

You must re-enroll in your Flexible Spending
Accounts every Open Enrollment period.

No Transferring Between Accounts

You cannot transfer money between Healthcare and

Dependent Care Flexible Spending Accounts.

Changing Contribution Amounts

You can’t change the amounts you contribute to
your Flexible Spending Account(s) during the Plan
Year unless the change is consistent with a qualifying
change in family status.

Management Cafeteria Plan Year 2009-2010

Termination or Retirement

If your employment ends during the Plan Year, you
can only file claims for FSA eligible expenses that
were incurred while you were actively employed.

Leaves of Absence

During an unpaid leave of absence, no contributions
will be made toward these accounts. Accounts that
remain unpaid for three consecutive pay periods

will be terminated retroactively to the first missed
pay period. You may only reinstate your Flexible
Spending Account upon your return to work by
contacting HSS and requesting a reinstatement.

Eligibility Time Period

Expenses for services incurred before July 1, 2009 or
after June 30, 2010 are not eligible for reimburse-
ment. For example, a medical expense incurred in
June 2009 isn’t eligible for reimbursement from a
Healthcare Flexible Spending Account because your
account is not open until July 1, 2009.

IRS Eligibility Criteria

Your expenses must meet the Internal Revenue
Service (IRS) eligibility criteria. Please refer to
IRS Publications 502 and 503 for details.

Avoid Forfeiting FSA Contributions

All FSA claims for Plan Year 09-10 must
be postmarked by September 30, 2010.
You will forfeit any money left in your
FSA(s) after the end of this claim filing
period. There are no exceptions.
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Leaves of Absence and Your Benefits

Type of Leave

Family and Medical Leave
(FMLA)

Worker's Compensation
Leave

Family Care Leave

Personal Leave Following
Family Care Leave

Educational Leave
Personal Leave

Leave for Employment as
an Employee Organization
Officer or Representative

Eligibility

You may be eligible to continue your
healthcare coverage for the duration
of your approved leave of absence.

You may have additional rights
under an approved FMLA leave.
Contact your departmental personnel
representative for details.

If you have been on an approved
Family Care Leave and elect to extend
your leave period as a Personal Leave,
you may be eligible to continue your
healthcare coverage for the duration
of your approved Personal Leave, if:

- The reason for the Personal Leave is
the same as the reason for the prior
Family Care Leave.

- Your required healthcare
contribution payments, if any,
are current.

You may be eligible to continue your
healthcare coverage for the duration
of your approved leave of absence.

Your Responsibilities

1. Notify your department’s personnel
office. They will provide HSS with
important information about your leave.

2. Contact HSS to arrange for the
payment of any required contributions
while you are on leave. Failure to do so
can result in termination of benefits.

1. Notify your department’s personnel
office. They will provide HSS with
important information about your leave.

2. Contact HSS to arrange for the
payment of any required contributions
while you are on leave. Failure to do so
can result in termination of benefits.

1. Notify your department’s personnel
office. They will provide HSS with
important information about your leave.

2. Contact HSS to arrange for the
payment of any required contributions
while you are on leave. Failure to do so
can result in termination of benefits.

3. If your leave lasts beyond 12 weeks,
you must pay the total cost of medical
and dental coverage for yourself and
any covered dependents. This includes
any contribution amount that was being
deducted from your paycheck plus

the City and County of San Francisco’s
contribution. Contact HSS for details.

If your department or employer approves a leave of absence you can continue your healthcare coverage. You
must make healthcare contribution payments directly to HSS during your leave. While on leave sign-up for easy,
secure Auto-Pay. With Auto-Pay your monthly healthcare contribution is charged automatically to your VISA or
Mastercard. Contact HSS or download the authorization form for Auto-Pay from myhss.org. Always contact HSS
30 days before returning to work after a leave in order to return your contributions to active status.
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Approaching Retirement

Contact HSS three months before your retirement date for

important information about continuing healthcare coverage

after you leave active employment.

Transitioning to Retirement

If you choose to retire, the transition of your health
benefits from active employment to retiree status
does not happen automatically. You must elect

to continue healthcare coverage in retirement by
completing and submitting the required retiree
enrollment forms and supporting documents to the
Health Service System.

HSS recommends that you contact HSS Member
Services and speak to a Benefits Analyst three months
before your retirement date so that we can advise you
about the actions you must take in order to maintain
continuous healthcare coverage.

SFERS Pre-Retirement Seminars

If you are member of SFERS (San Francisco
Employee Retirement System) you may be eligible
to attend a pre-retirement planning seminar with
speakers from SFERS, HSS and Social Security.
You must pay a fee and register in advance.

Contact SFERS at (415) 487-7000.

Eligibility

The San Francisco City Charter requires that to be
eligible for retiree healthcare coverage the retiree
must have been a member of the Health Service
System at some time during their active employment.
Other restrictions may apply.

Health Benefit Contributions For Retirees

If you choose to continue your medical and/or dental
coverage through the Health Service System after you
retire your required health benefit contribution may
increase. This cost will depend on your plan choice,
the number of dependents you cover on your plan

and your Medicare status. As a retired member you
will also be required to pay for dental coverage.
Contributions are deducted from your pension
check. If required monthly contributions are greater
than the total amount of your pension check you
must contact HSS to make payment arrangements.
HSS plan contribution rates are updated every

Plan Year—make sure to evaluate contribution costs
when you begin your retirement transition process.
HSS Member Services can assist you with questions
about contribution costs and eligibility.

Flexible Credits

You no longer have access to flexible credits when
you retire.

Medicare & Your HSS Benefits

All retired members and their dependent family
members who have reached the age of 65 are required
to apply for Medicare Parts A and B. Failure to enroll
in Medicare as required if you are age 65 or older and
retired can result in penalties and limitations in your

healthcare coverage.

Active Employees Over Age 65

If you are over age 65 and an active employee of the
City & County of San Francisco, neither you nor
your enrolled dependents over age 65 are required to
enroll in Medicare. However, when you do retire, you
will need to apply for Medicare immediately.

This information offers an overview of important
topics related to benefits in retirement. It does not
include all the information you may need to know.
If you are planning to retire, please contact HSS

Member Services at (415) 554-1750.
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Separation From Employment and COBRA

If you are separated from City service but placed on an eligible holdover

roster you may be eligible to continue your enrollment in HSS medical,

dental and vision coverage.

Employees with Holdover Rights

Employees who are separated from City service and
placed on an eligible holdover roster may be eligible
to continue medical, dental and vision benefits for
themselves and their covered dependents for up to
five years, as long as they meet all of the following
three requirements:

1. Employees must certify that they are unable to
obtain healthcare coverage from another source;

2. Employees must complete and submit a Certificate
of Eligibility Form to the Health Service System on
an annual basis; and

3. Employees must pay the same amount that was
deducted from his/her paycheck prior to lay off

(rates subject to increase each Plan Year).

Employees with No Holdover Rights

Employees who are separated from all City service
with no holdover rights may be eligible to continue
medical, dental and vision coverage under COBRA.
The healthcare coverage you had as an active
employee will end on the last day of the coverage
period in which your employment terminates.

Dependents of HSS Members

Covered dependents who no longer meet HSS
eligibility requirements may be able to continue

healthcare coverage through COBRA.

COBRA Continuation Coverage

The Consolidated Omnibus Budget Reconciliation
Act (COBRA) enacted in 1986 offers employees and
their covered dependents the opportunity to elect a
temporary extension of healthcare coverage in certain
instances where coverage would otherwise end.
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COBRA Qualifying Events

Employees have the right to elect continuation of
coverage if healthcare coverage is lost due to any of
the following qualifying events:

Voluntary or involuntary termination of
employment for reasons other than gross
misconduct.

Reduction in number of hours of employment
that makes the employee ineligible for healthcare
coverage.

Covered spouses or domestic partners have the right
to elect continuation coverage if healthcare coverage
is lost due to any of the following qualifying events:

Voluntary or involuntary termination of the
employee’s employment for reasons other than gross
misconduct.

Divorce, legal separation or dissolution of domestic
partnership from the covered employee.

Death of the covered employee.
Covered dependent children have the right to elect

continuation coverage if healthcare coverage is lost
due to any of the following qualifying events:

Loss of dependent child status under the plan rules.

Voluntary or involuntary termination of the
employee’s employment for reasons other than
gross misconduct.

Reduction in number of hours of employment
that makes the employee ineligible for healthcare
coverage.

Parent’s divorce, legal separation or dissolution of
domestic partnership from the covered employee.

Death of the covered employee.



COBRA Notification

When a qualifying event occurs, the COBRA
Administrator FBMC will notify you of your right to
elect COBRA coverage.

Time Limits for COBRA Elections

You will have 60 days from the date of this notifi-
cation to elect COBRA coverage. The coverage will
be continuous from the date of the qualifying event
so you will not have a break in your healthcare
coverage. While you are covered under COBRA,

you have 30 days to add any newly eligible dependent
(spouse, domestic partner, newborn or adopted child)
to your COBRA coverage from the date of the event
(birth, marriage, etc.).

Duration of COBRA Continuation Coverage

COBRA beneficiaries are generally eligible for group
coverage for a maximum of 18 months. Certain
qualifying events, or a second qualifying event
during the initial period of coverage, may permit a
beneficiary to receive a maximum of 36 months of

coverage.

In the case of a dependent losing coverage (divorce
or aging out of a plan) the employee or dependent
must notify the COBRA Administrator within

30 days of the qualifying event.

Employees who are disabled on the date of their
qualifying event or at any time during the first

60 days of continuation coverage, are eligible for a
total of 29 months of COBRA coverage. The cost
will be 150% of the group rate, beginning in the
19th month of coverage.

Termination of COBRA Continuation Coverage
COBRA coverage will end at the earliest of the date:

You obtain coverage under another group plan if
no pre-existing condition limitation under the new
plan applies to the covered individual.

Management Cafeteria Plan Year 2009-2010

You fail to pay the premium required under the
plan within the grace period.

The applicable COBRA period ends.

Paying for COBRA

Once COBRA continuation coverage is elected, it is
the responsibility of the covered individual(s) to remit

the required healthcare premium payments directly to
the COBRA Administrator.

COBRA Continuation Coverage Alternatives

As an alternative to COBRA continuation coverage,

you may be able to purchase individual health cover-
age, if available, from your healthcare plan. Contact

your plan directly for details and costs.

All employees and dependents who were covered
under a Health Service System administered health
plan are entitled to a certificate that will show
evidence of prior health coverage. This certificate
of prior coverage may assist the employee and/or
dependents to purchase new health coverage that
excludes pre-existing medical conditions.

This information does not reflect any changes
to COBRA resulting from the federal American
Recovery and Reinvestment Act (Stimulus Act),
signed into law on February 17, 2009. For more
information about how this legislation might
impact your COBRA benefits contact FBMC.

COBRA Questions?

For questions about COBRA
continuation coverage contact the
COBRA Administrator FBMC
at (800) 342-8017.
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Life Insurance

Life Insurance

Life insurance is an essential part of financial planning; most people own life insurance to replace income
that would be lost with the death of a wage earner.

When considering how much life insurance protection you need, consider the following:

* Who relies on your income for financial security?
* Do you have children who will need financial

protection?
* Would your parents need to find another source to replace financial or other support that

you currently give them?
There are three types of life insurance offered to eligible members under the Management Cafeteria Plan.
One type of plan provides a group term life insurance benefit in the amount of $50,000 that is fully paid for by
your employer. A supplemental life insurance benefit is also available that allows eligible employees to purchase
additional term life insurance for themselves to supplement the group term life insurance plan. And finally,
members can select a universal life insurance benefit, which allows members to purchase coverage for them-
selves, their spouse/domestic partner and/or dependent children. The coverage for family members is available
under the universal life insurance benefit even if the member does not elect this option to cover themselves.

Pre-Tax/After-Tax Premiums

The Internal Revenue Service (IRS) limits to $50,000 the total amount of tax-free life insurance you may receive
from your employer and purchase for yourself under a group term plan. Any coverage you purchase over this
amount, or purchase on an individual basis, or that is not part of a group term plan, must be paid for with after
tax dollars.

Beneficiary Designation

If you designate a beneficiary (such as a spouse or domestic partner) and your personal circumstances change

(i.e. divorce) your beneficiary will remain the same as you originally stated unless you request a change. Unless

you have a current life insurance beneficiary designation on file, your beneficiaries will follow current law: surviving
spouse, then surviving children, then surviving parents. If none of these family members survive you, benefits will
then be paid to your estate. To update your current beneficiary information contact EBS at (800) 229-7683 to
request a form.

Basic Term Life Insurance Coverage

All employees who are eligible to participate in the Management Cafeteria Plan are provided a $50,000 group term
life insurance policy for themselves, at no cost.

Supplemental Life Insurance Coverage

Eligible members may elect to purchase additional amounts of term life insurance coverage for amounts
ranging from $10,000 to $300,000 in increments of $10,000. Flexible credits allocated toward supplemental
life insurance coverage are after-tax amounts. There is a2 maximum $50,000 guarantee issue for new employees.
All amounts over $50,000 or coverage elected after 31 days of initial eligibility require evidence of insurability.
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Life Insurance

Sample Twice Monthly Premium Calculation

You can determine the twice monthly premium you will pay on an after tax basis by following the steps shown
in the example below:

Sally is 45 years old and earns $80,000 per year. She chooses to purchase two times her annual salary.
(Remember Sally has $50,000 of coverage provided to her by her employer at no cost.)

Step 1: $80,000 x 2 = $160,000
Step 2: $160,000 + $10,000 = 16
Step 3: 16 x $1.11= $17.76 twice monthly cost

RELIASTAR SUPPLEMENTAL GROUP TERM LIFE INSURANCE RATES

Age Twice Monthly Pay Period Cost per $10,000
<30 $ .34
30-34 $ .38
35-39 $ .48
40-44 $ .67
45-49 $1.05
50-54 $1.71
55-59 $2.85
60-64 $4.47
65-69 $7.70
70-74 $13.68
75+ $22.99
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Universal Life Insurance

Universal Life Insurance

This program allows you to apply for an individual
universal life insurance policy to assist you in meeting
your personal and family insurance needs. You can
also apply for individual life insurance policies for
your spouse and dependent children, even if you
choose not to apply for your own policy.

Premier Universal Life Insurance provides flexible
life insurance protection. You can select the premium
amount or the size of the death benefit that meets
your needs. You can change your selections in the
future during the annual open enrollment as your
needs change.

This information is a brief description of coverage and
is not a contract. Read your policy and riders carefully
for exact terms and conditions. For more information

call ING at (800) 537-5024.

Why Universal Life Insurance?

Premier Universal Life insurance is designed to provide
life insurance coverage for your lifetime as long as suf-
ficient premiums are paid. This policy offers you life
insurance protection, tax-deferred cash value accumula-
tion (based on current tax laws), cash value loans, and

partial withdrawal privileges — all in one policy.

The premium you pay is based on the death benefit
you select, the optional riders you choose, as well as
your age and tobacco use. The insurance and premium
amounts are flexible and may be re-evaluated as your
needs change. Other benefits of this universal life
insurance policy include the following:

Financial Protection

Because you care for your family and you want to leave
your beneficiaries some financial security, the death
benefit of your life insurance policy can provide money
to help them meet financial obligations. These tax-

free proceeds (based on current tax laws) can, at the
discretion of your beneficiaries, help pay for child care,
reduce bills, or help with educational expenses.

Payroll Deduction
You can elect to pay required premiums using a payroll
deduction,
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Affordable
Because this policy is owned by you, you choose the pre-
mium amount that fits your budget as well as your needs.

Portable

Should you retire or separate from employment, you
can take the policy with you. ING, the insurance carrier,
will bill you directly.

Flexible

You can choose the amount of life insurance you
want to apply for and you can modify your policy

by increasing or decreasing the amount of your life
insurance. An increase in the amount of insurance
may require evidence of insurability and will be rated
at the age you are when you increase the death benefi.

Cash Value Accumulation

Premier Universal Life Insurance can build cash value
that accumulates at the current non-guaranteed inter-
est rate, less policy charges. Changes in the current
non-guaranteed interest rate, current cost of insurance
rates, and current expense charges are declared by the
insurance company’s board of directors and will affect
the cash value. The current non-guaranteed interest
rate will never be less than the guaranteed interest rate
that is shown in your policy booklet.

Cash Value Loans

Once cash value accumulates, you can borrow
against it at the rate shown in your policy. Interest
is payable in advance. The death benefit will be
reduced by the amount of any outstanding loan
and unpaid accrued interest.

Annual Reports

To keep you informed, a report showing policy activity
is sent annually. This report lists all the transactions,
such as premium payments, loans, and withdrawals as
well as interest, policy expenses, and policy values.

Optional Benefits

Spouse/Domestic Partner Coverage

Your spouse/domestic partner is eligible to apply

for insurance by meeting certain eligibility require-
ments, even if you choose not to apply for insurance
for yourself.



Child Coverage

Your unmarried, dependent children and dependent
grandchildren ages 15 days through 24 years, are
eligible to apply for a $25,000 individual universal life
insurance policy by meeting certain eligibility require-
ments. (Children age 18 — 24 must be present to sign
the application.) Age restrictions and coverage limits
may vary in some states. A child’s term life insurance
rider, available in coverage amounts of $2,000 through
$10,000, can be attached to either your policy or your
spouse’s/domestic partner’s policy. This rider covers

all of your dependent children age 15 days through

24 years. On the policy anniversary date after a child
reaches his or her 25th birthday, universal life insur-
ance coverage can be converted to an individual policy
for up to five times the term coverage and without evi-
dence of insurability. The new policy can be converted
to a life insurance policy offered by the Company at
the time of conversion and must be for at least the
minimum amount issued for the policy selected.

Qualified Issue Plan

Newly hired employees may apply for up to three
times their annual salary, up to $100,000 (defined
benefit), or purchase a benefit amount determined by
pricing premiums up to $14 per week (money pur-
chase). The benefit amount cannot exceed three times
annual salary. No physical will be required for new
hires only, if applying within these parameters.

Application Questions For New Hires

During the past 12 months, have you missed 5 or
more consecutive work days because of sickness or
injury?

Has the Proposed Insured been hospitalized in any
medical facility or nursing home, as either an in or
out patient, within the past 90 days?

Has the Proposed Insured in the last years been
diagnosed and/or treated by a member of the
medical profession for positive HIV (Human
Immunodeficiency Virus) or AIDS (Acquired
Immunodeficiency Syndrome)?

Is the Insurance now applied for intended to replace,
in whole or in part, any insurance or annuities on

the life of the Proposed Insured?
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Qualified Issue eligibility requirements include full-
time employees who are actively at work and are
between 15 and 70 years of age. Satisfactory responses
to required application questions regarding health
status are required.

Application Questions For New Applicants Who
Are Not Newly Hired

During the past 12 months, have you missed 5 or
more consecutive work days because of sickness or
injury?

Has the Proposed Insured been hospitalized in any
medical facility or nursing home, as either an in or
out patient, within the past 90 days?

Has the Proposed Insured in the last years been
diagnosed and/or treated by a member of the
medical profession for positive HIV (Human
Immunodeficiency Virus) or AIDS (Acquired
Immunodeficiency Syndrome)?

Is the Insurance now applied for intended to replace,
in whole or in part, any insurance or annuities on

the life of the Proposed Insured?
Height and Weight

In the last 5 years, has the Proposed Insured been
treated or diagnosed for any heart trouble, stroke,
or cancer?

Has the Proposed Insured had or been treated for:
disease or disorder of the heart, lungs, nervous
system, liver, kidneys, colon or genitor-urinary
system; stroke; high blood pressure; cancer or
tumors; arthritis; diabetes; alcohol or drug use?
Has the Proposed Insured consulted any physicians
or surgeons in the last 5 years for any reason,
including physical examinations?

If you answered “Yes” to any of the above questions,
be prepared to give your enrollment representative
details, such as your doctor’s name; address and phone
number, as well as your medical history, including
medications you have taken in the past and are
currently taking.
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Policy Design Highlights

* Voluntary Life Insurance

* Individual, employee-owned policy

* High target premium for cash accumulation

* Interest on accumulation value credited daily

* Payable to age 100

* Unisex rates

* Tobacco and No Tobacco rates (for ages 18 years

through 70); Standard rates (for ages 15 days
through 17 years).

Available Benefit Riders

Accelerated Benefit Rider (ABR)

Pays the policy owner up to 50% of the available
death benefit if an insured is diagnosed as having
fewer than 12 months to live. Advance payments
are treated as policy liens with interest charged. The
advanced payment cannot be less than $10,000.
This rider is automatically included on all policies,
including dependent children unless prohibited by

state regulations.

Accidental Death Benefit Rider (ADB)

Provides an additional benefit if the insured dies as
|the result of an accident, as defined in the policy.

| This rider is available to employees and spouses/
domestic partners only. This rider pays a benefit
equal to twice the policy face amount if the accident
occurs in a common carrier.

Children’s Term Insurance Rider (CTR)

This benefit provides term insurance on dependent
children age 15 days through 24 years for amounts
ranging from $2,000 to $10,000 ($1,000 increments).
This rider can be included on either an employee’s
policy or spouse’s policy provided the employee or
spouse is under the age of 61.

Waiver of Monthly Deduction Rider (WMD)
Designed to offer continued insurance protection if
the insured becomes disabled, according to the policy
terms for four months. WMD is available to employ-
ees under age 55 only.
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Premier Universal Life Insurance Rates

Important: The rates shown below are for illustrative
purposes only. Your actual rate will be determined at
the time of your enrollment. The sample scenarios
listed below represent the value of an employee only,
no tobacco policy with the WMD Rider.

Issue Age Insurance Amount Cash Value
at age 65
Non-Guar. 5.1%*

25 $138,676 ...cccccniinn $29,627
30 $112,519 ..., $19,776
35 $86,660 ................ $13,305
A0 i $68,244 .................. $10,635
A5 $50,473 ..o, $ 8,757
BO $35,073 ..o, $ 5,703
B $25,154 ..o, $ 3,329
60 . $21,148 ................. $ 3,23