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DATE:. ~t?;'L..::; 
I 

I locking Athens Perry Community Action has caused this I locking Athens Perry Community Action Flexible 

Benefit Plan (Plan) to take efTect as of the first day of April, 2015. I have read the document herein and 

certify the document reflects the terms and conditions of the flexible benefit plan a establi hed by I locking 

Athens Perry Community Action. 

ADOPTION 
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Ending Date of Plan Year: December 31 

Contributions for Plan expenses are obtained from the employer. 

ource of Plan Contribution : 

For detailed information regarding a person's eligibility to participate in the Plan, refer to Participation. 

Eligibility Requirements: 

I locking Athens Perry Community Action 
3 Cardaras Drive 
Glouster, Ohio, 45732 
Phone: (740) 767-4500 

ame, Address and Phone umber of Plan Administrator, Fiduciary, and Agent for ervice of Legal 
Proces : 

Contract administration: The processing of claims for benefits under the terms of the Plan is provided 
through a company contracted by the employer and shall hereinafter be referred to as the claims processor. 

Type of Administration: 

Welfare Benefit Plan: flexible compensation plan, including a !,ea/ti, care reimbursement spending 
account. 

Type of Plan: 

505 

Plan Number: 

31-0718322 

Employer Identification Number: 

I locking Athens Perry Community Action 
3 Cardaras Drive 
Glouster, Ohio, 45732 
Phone: (740) 767-4500 

Name, Add res and Phone Number of Employer/Plan pon or: 

I locking Athens Perry Community Action Flexible Benefit Plan 

Name of Plan: 

SUMMARY PLAN DESCRIPTION 



5 

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 this plan, called 
"fiduciaries" of the plan, have a duty to do so prudently and in the interest of plan participants and 
beneficiaries. No one, including the employer, a union, or any other person, may fire the employee or 
otherwise discriminate against the employee in any way to prevent the employee from obtaining a welfare 
benefit or exercising his or her rights under ERISA. 

Prudent Actions by Plan Fiduciaries 

Continue health care coverage for the employee, spouse or dependents if there is a loss of coverage under 
the plan as a result of a qualifying event. The employee or his or her dependents may have to pay for such 
coverage. Review this summary plan description and the documents governing the plan on the rules 
governing the COBRA continuation coverage rights. 

Continue Group Health Plan Coverage 

Receive a summary of the plan's annual financial report. The plan administrator is required by law to 
furnish each participant with a copy of this summary annual report. 

Obtain, upon written request to the plan administrator, copies of documents governing the operation of the 
plan, including insurance contracts and collective bargaining agreements, and copies of the latest annual 
report (Form 5500 eries) and updated summary plan description. The administrator may make a 
reasonable charge for the copies. 

Examine, without charge, at the plan administrator's office and at other specified locations, such as 
worksites and union halls, all documents governing the plan, including insurance contracts and collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series), if applicable, filed by the 
plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee 
Benefits Security Administration. 

Receive Information About The Plan and Benefits 

As a participant in the Hocking Athens Perry Community Action Flexible Benefits Plan, the participant is 
entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974 
(ERi A). ERISA provides that all plan participants shall be entitled to: 

tatement of ERi A Rights: 

Benefit Assistance Corporation 
P. 0 Box 790 
Ripley, WV 25271 

The designated claims processor is: 

For detailed information on how to submit a claim for benefits, or how to file an appeal on a processed claim, 
refer to the section entitled, Health Care Reimbursement Benefits. 

Procedures for Filing Claim : 
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If the covered person has any questions about this plan, they should contact the plan administrator. If the 
covered person has any questions about this statement or about their rights under ERi A, or if they need 
assistance in obtaining documents from the plan administrator, they should contact the nearest office of 
the Employee Benefits Security Administration, U.S. Department of Labor, listed in the 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. The covered person may 
also obtain certain publications about their rights and responsibilities under ERi A by calling the 
publications hotline of the Employee Benefits Security Administration. 

Assistance with Questions 

Under ERISA, there are steps a covered person can take to enforce the above rights. For instance, if the 
covered person requests a copy of plan documents or the latest annual report from the plan and does not 
receive them within thirty (30) days, the covered person may file suit in a Federal court. In such a case, the 
court may require the plan administrator to provide the materials and pay the covered person up to one 
hundred ten dollars ($110) a day until the covered person receives the materials, unless the materials were 
not sent because of reasons beyond the control of the administrator. If the covered person has a claim for 
benefits which is denied or ignored, in whole or in part, he or she may file suit in a state or Federal court. 
In addition, if the covered person disagrees with the plan's decision or lack thereof concerning the 
qualified status of a domestic relations order or a medical child support order, the covered person may file 
suit in Federal court. If it should happen that plan fiduciaries misuse the plan's money, or if the covered 
person is discriminated against for asserting his or her rights, they may seek assistance from the U.S. 
Department of Labor, or they may file suit in a Federal court. The court will decide who should pay court 
costs and legal fees. If the covered person is successful, the court may order the person they have sued to 
pay these costs and fees. If the covered person loses, the court may order them to pay these costs and fees, 
for example, ifit finds the claim is frivolous. 

If a claim for a welfare benefit is denied or ignored, in whole or in part, the covered person has 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. 

Enforce The Rights 
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Quality assessment; 
Population-based activities related to improving health or reducing health care costs, 
protocol development, ca e management and care coordination, disease management, 
contacting health care providers and patients with information about treatment alternatives 
and related functions; 
Rating provider and Pfau performance, including accreditation, certification, licensing or 
credentialing activities; 
Underwriting, premium rating and other activities relating to the creation, renewal or 
replacement of a contract of health insurance or health benefits, and creating, securing or 
placing a contract for reinsurance of risk relating to health care claims (including stop-loss 
insurance and excess loss insurance); 
Conducting or arranging for medical review, legal services and auditing functions, 
including fraud and abu e detection and compliance programs; 
Business planning and development, such as conducting cost-management and planning 
related analyses related to managing and operating the Plan, including formulary 
development and administration, development or improvement of payment methods or 
coverage policies; 

"I lealth Care Operations" include, but are not limited to, the following activities: 

Determination of eligibility, coverage and coinsurance amounts (for example, cost of a 
benefit or Plan maximums as determined for a covered person's claim); 
Coordination of benefits; 
Adjudication of health benefit claims (including appeals and other payment disputes); 

ubrogation of health benefit claims; 
Establishing employee contributions; 
Risk adju ting amounts due based on enrollee health status and demographic 
characteristics; 
Billing, collection activities and related health care data processing; 
Claims management and related data processing, including auditing payment , investigating 
and resolving payment disputes and responding to participant inquiries about payments; 
Obtaining payment under a contract for reinsurance (including stop-lo s and excess loss 
insurance); 
Medical necessity reviews or reviews of appropriatenes of care or justification of charges; 
Di closure to consumer reporting agencies related to the collection of premiums or 
reimbursement; and 
Reimbursement to the Plan. 

"Payment" includes activities undertaken by the Plan to obtain premiums or determine or fulfill its 
responsibility for coverage and provision of Plan benefits that relate to a covered person to whom health 
care is provided. These activities include, but are not limited to, the following: 

The Plan will use protected health information (Piii) to the extent of and in accordance with the uses and 
disclosures permitted by the llealth Insurance Portability and Accountability Act of 1996 (I IIPAA). 

pecifically, the Plan will use and disclose Pl II for purposes related to health care treatment, payment for 
health care and health care operations. 

USE AND DISCLOSURE OF PROTECTED HEALTH 
INFORMATION 

HIP AA PRIVACY STATEMENT 
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• Implement administrative, physical and technical safeguards that reasonably and 
appropriately protect the confidential it), integrity and availability of the electronic 
Pl II that the Pfau admiuistratorcreates, receives, maintains or transmits on behalf 
of the Pfau; 

Not u e or further disclo e PHI other than as permitted or required by the Pfau document or 
as required by law; 
Ensure that any agents, including a subcontractor, to whom the Pfau admlnlstrator 
provide Pl II received from the Pfau agree to the same restrictions and conditions that 
apply to the Pfau administrator with respect to such Pl 11; 

ot use or disclose Pl II for employment-related action and deci ions unless authorized by 
a covered person; 
Not use or di close Pl II in connection with any other benefit or employee benefit plan of 
the Pfau admlnlstrator unless authorized by the covered person; 
Report to the Plan any Pl II use or disclosure that is inconsistent with the uses or disclosures 
provided for of which it becomes aware; 
Make Pl II available to a covered person in accordance with HIPAA's acce s requirement ,· 
Make Pl II available for amendment and incorporate any amendments to PHI in accordance 
with I IIPAA; 
Make available the information required to provide an accounting of disclosures; 
Make internal practice , books and records relating to the use and disclosure of Pl II 
received from the Pfau available to the I lealth and I luman ervices ecretary for the 
purpose of determining the Plan's compliance with I IIPAA; and 
If feasible, return or destroy all PII I received from the Pfau that the Pfau administrator sti II 
maintains in any form, and retain no copies of such Piii when no longer needed for the 
purpose for which disclosure was made (or if return or destruction is not feasible, limit 
further uses and disclo ures to those purposes that make the return or destruction 
infeasible); and 
Reasonable and appropriately safeguard electronic Pl II created, received, maintained or 
transmitted to or by the Pfau administrator on behalf of the Pfau. pecifically, such 
safeguarding entails an obligation to: 

The Pfau administrator agrees to: 

WITH RESPECT TO PHI, THE PLAN ADMINISTRATOR AGREES 
TO CERTAIN CONDITIONS 

The Pfau will disclose Pl II to the Pfau administrator only upon receipt of a certification from the Pfau 
administrator that the Pfau documents have been amended to incorporate the following provisions. 

With an authorization, the Pfau will disclo e Pll I to other health benefit plans, health insurance issuers or 
I IMOs for purposes related to the administration of these plans. 

THE PLAN WILL USE AND DISCLOSE PHI TO THE PLAN 
ADMINISTRATOR AND AS REQUIRED BY LAW AND AS 
PERMITTED BY AUTHORIZATION OF THE COVERED PERSON 

Business management and general administrative activities of the Pfau, including, but not 
limited to: 
(a) management activities relating to the implementation of and compliance with 

I IIPAA's administrative simplification requirements; or 
(b) customer service, including the provision of data analysis for policyholders, plan 

sponsors or other customers; 
Re olution of internal grievances. 
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The employees who are included in this description will have access to Pl II only to perform the 
administration functions that the Plan administrator provides to the Plan. Employees who violate this 
provision will be subject to sanction. The Plan administrator will promptly report any violation of this 
provision to the Plan and will cooperate with the Plan to remedy or mitigate the effect of such violation. 

• Company Officer - Executive Director 
• Director of Finance & Administration 
• Company Benefit Plan Coordinator 

The following employees or classes of employees under the control of the Plan administrator may be given 
access to Pl II by the Plan or a business associate servicing the Plan: 

SEPARATION BETWEEN PLAN ADMINISTRATOR AND PLAN 

Ensure that the adequate separation as required by 45 C.F.R. I 64-504(1)(20(iii) is 
supported by reasonable and appropriate security mea ures; 
Ensure that any agent, including a subcontractor, to whom it provides this 
information agrees to implement reasonable and appropriate security measures to 
protect the information; and 

• Report to the Plan any security incident of which it becomes aware. 
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The purpo e of the plan is to provide reimbursement for certain, health care expense of participants, 
not otherwi e covered by insurance, self-funded health benefits or by the employer. The employer 
intends that the plan qualify as a welfare benefit plan under Section 125 of the code. 

PURPOSE 

The effective date of this plan is April I, 2015. 

EFFECTIVE DATE 

The employer hereby amends its welfare benefit plan under the terms and conditions set forth in this 
document. I'he plan is to be known as I locking Athens Perry Community Action Flexible Benefit Plan. 

CREATION AND TITLE 

The Plan is intended not to discriminate as to eligibility or benefits in favor of the prohibited group(s) 
under Code § § I 05 and 125. 

The intention of the Plan ponsor is that the Plan qualifies as a "cafeteria Plan" within the meaning of 
code § 125 and the Plan shall be construed in a manner consistent with that ection. The tax 
implications of this Plan, however, are subject to rulings, regulations and the application of the tax laws 
of the state and federal government. Although it may anticipate certain tax con equences as being 
likely, the Plan ponsor does not represent or warrant to any participant that any particular tax 
consequence will result from participation in this Plan. By participating in this Plan, each participant 
understands and agrees that, in the event the Internal Revenue ervice or any state or political 
subdivision thereof should ever as ess or impose any taxes, charges and/or penalties upon any benefits 
received under the Plan, the recipient of the benefit will be responsible for those amounts, without 
contribution from the Plan pon or. 

The I locking Athens Perry Community Action offers a "Flexible Benefit Plan" and Premium Only Plan, as 
set forth herein and as amended from time to time, for the exclusive benefit of eligible employees in 
conjunction with the Hocking Athens Perry Community Action I lealth Care, Pre cription Drug and Dental 
Program. The purpose of this Plan is to allow eligible employee to pay eligible qualified medical flexible 
spending expenses and their share of premiums under the benefit plan (vbeneflt costs") using pre-tax dollars. 

PURPOSE OF THE PLAN 

INTRODUCTION 
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I locking Athens Perry Community Action 

Employer 

An individual employed by the employer. For purposes of the Premium Expense Benefit, flea/tit Care 
Reimbursement Benefits, the term "employee" shall mean all full- time employees, grandfathered part 
timers with 20+ hours or part-timers who pay for their own coverage. 

Employee 

An employee, as defined herein, who has met the eligibility requirements of the plan as set forth herein. 

Eligible Employee 

April I, 2015 

Effective Date 

An individual who is a dependent, within the meaning of ection I 52(a) of the code, of a participant or a 
former participant in the plan. 

Dependent 

All the earned income, salary, wages, and other earnings paid by the employer to a participant during a 
plan year, including any amounts contributed by the employer pursuant to a salary reduction agreement 
which arc not includable in gross income under ections 125, 402(g)(3), 402(h), 403(b) or 457(b) of the 
code. 

Compensation 

The Internal Revenue Code (of 1986), as amended from time to 
time. 

Code 

I locking Athens Perry Community Action Flexible Benefit Plan. 

Cafeteria Plan 

The accounts established by the plan administrator under the plan for each participant's benefits for 
purposes of administering the plan. 

Benefits Account 

Cash and the various qua Ii tied benefits under ection 125( f) of the code, sponsored by the employer and 
made available by the employer through the Plan, including, but not limited to, health benefits, vision 
benefits, and dental benefits. 

Benefits 

Certain words and terms used herein shall be defined as follows and are shown in bolt/ <mt! italics 
throughout the document: 

DEFINITIONS 
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The medical expenses, incurred during a plan year by a participant, or the participant's spouse or 
dependents who are enrolled in the Hocking Athens Perry Community Action flea/th Care, Prescription 
Drug and Dental Program, and qualifies as expenses for "medical care" within the meaning of 
Section 2 I 3(d) of the code. Qualified expenses do not include premium expenses for other health 
coverage, including (i) premiums paid for health coverage under a plan maintained by the employer of the 
employee's spouse or dependent or (ii) premiums for an individual health insurance policy. Expenses 
incurred for the purchase of medicines and drugs that do not require a physician's prescription cannot be 
qualified expenses unless the medicines and drugs (i) qualify as over-the-counter drugs and (ii) were 
obtained for the treatment, prevention or diagnosis of a specific medical condition of the participant, the 

Qualifie,I Expenses 

The twelve (12) consecutive month period beginning on January 1s1 and ending on December 
3151• 

Plan Year 

The employer or such other person or committee as may be appointed by the employer to administer the plan. 

Plan Administrator 

I locking Athens Perry Community Action Flexible Benefit Plan, as described herein. 

Plan 

Any employee who has met the eligibility requirements of the plan and has elected to participate in 
the Hocking Athens Perry Community Action flea/th Care, Prescription Drug and Dental Program. 

Participant 

Items normally procured without a prescription and which are generally accepted as falling within the 
category of medicine and drugs are not considered qualified medical expenses, and will be a qualified 
medical expense for FSA purposes only if the medicine or drug: a) requires a prescription, b) is available 
without a prescription and you get a prescription for it, or c) is insulin. 

Over-the-Counter Drugs 

The account established by the plan administrator under the plan for each participant from which 
benefits in the form of reimbursements of qualified expenses shall be paid. 

Health Care Reimbursement Benefits Account 

For any plan year, the amount available to a participant as benefits in the form of reimbursements of 
qualtfied expenses. 

Ilea/th Care Reimbursement Benefits 

Employees regularly scheduled to work not less than thirty (30) hours per work week. 

Full-time Employees 

For each eligible employee, the first day of the month coincident with or next following the day that the 
employee becomes eligible to participate in the plan. 

Entry Date 
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8. A COBRA qualifying event. 

7. Entitlement to Medicare or Medicaid. 

6. A court order, judgment or decree. 

5. A pecial Enrollment Period as mandated by the I lealth In urance Portability and Accountability 
Act. 

4. igni ficant change in the health coverage of the employee or spouse attributable to the spouse's 
employment. 

3. Taking or returning from a leave of absence under the Family and Medical Leave Act. 

2. Cessation of required contributions, if any. 

I. Change in family status. A change in family status shall include only: 
a. Change in employee's legal marital status; 
b. Change in number of dependents; 
c. Termination or commencement of employment by the employee, spouse or dependent; 
d. Change in work schedule; 
e. Dependent satisfies (or ceases to satisfy) dependent eligibility requirements; 

A status change includes: 

Status CJ,a11ge 

An individual who is legally married to a partictpant, but shall not include an individual separated 
from a participant under a decree of legal separation. 

Spouse 

partictpant's spouse or the participant's dependents. 
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Note to Plan Participants: Only the Health Care Reimbursement Benefits of this Plan are subject to the 
COBRA provisions. It may not always be in the best financial interests of a Plan Participant to elect to 
continue coverage under the COBRA provisions. COBRA contributions are made on an 
after-tax basis. Under those circumstances, there are no tax-saving benefits. In addition, if the 
Participant has exhausted their maximum annual health care reimbursement benefit prior to electing 
COBRA, no additional benefits will be available, even if COBRA continuation coverage is elected and 
additional after-tax contributions are made. 

COBRA CONTINUATION COVERAGE 

Notwithstanding any other provisions of this plan, any employee who becomes eligible under the I lea Ith 
Insurance Portability and Accountability Act of 1996 ("HIPAA") for coverage by a health care benefit 
under the plan shall be allowed to participate in the plan, so long as such employee complies with the 
provisions set out in HIPAA. 

HIPAA PORTABILITY 

(d) the date the plan terminates. 

( c) the date the participant ceases to be an employee; or 

(b) the date the participant ceases to participate in the Hocking Athens Perry Community Action Health 
Care, Prescription Drug and Dental Program: 

(a) the date the participant dies, resigns or terminates employment with the employer; 

Each portlcipant shall be a participant in the plan for the entire plan year or the portion of the plan year 
remaining after the participant's entry <late, if later than the first day of the plan year. A participant shall 
cease to be a participant in the plan on the earliest of: 

TERM OF PARTICIPATION 

An eligible employee shall become a particlpont in the plan after enrolling in and becoming eligible for the 
I locking Athens Perry Community Action I lealth Care, Prescription Drug and Dental Program. The 
amount of health care reimbursement benefits to be made available to the eligible employee for the 
immediately following plan year or remaining portion of the plan year, within thirty (30) days of the date 
of participation in the plan, If a parttcipant ceases to participate in the I locking Athens Perry Community 
Action Health Care, Prescription Drug and Dental Program, the participant shall be deemed to have elected 
not to participate in thepla11 .. 

COMMENCEMENT OF PARTICIPATION 

Each employee, as defined herein, shall be eligible to participate in the plan on the first day of the month 
following the initial date of employment by the employer, provided they participate in the Hocking 
Athens Perry Community Action I lealth Care, Prescription Drug and Dental Program. The plan 
administrator shall determine the eligibility for each employee for participation in the plan based on 
information furnished and such determination shall be conclusive and binding on all persons. 

ELIGIBILITY 

PARTICIPATION 
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Under the FMLA, the provisions of this section shall not be available to employees for such plan years in 
which the employer has fifty (50) or fewer employees. For plan years in which the employer has more 
than fifty (50) employees, the employer must make FMLA leave available to employees for up to twelve 
( 12) weeks in connection with the birth or adoption of a child, or to care for a close relative, or because of a 
serious health condition of employee. An employee may be eligible for up to twenty-six (26) weeks of 
Family and Medical Leave Act leave during a twelve ( 12) month period if such leave is required to care for a 
family member who is injured or ill as the result of active duty in the military. 

FAMILY AND MEDICAL LEA VE ACT 

The employer shall adopt rules relating to continuation coverage, as provided under ection 49808 of the 
code or applicable state law, as may be required from time to time, and shall advise affected individuals of 
the terms and condition of such continuation coverage. 

Under COBRA, this section shall not apply to any group health plan of the employer for any calendar year 
if all employers maintaining such plan normally employed fewer than twenty (20) employees on a typical 
business day during the preceding calendar year. Notwithstanding any other provisions in this plan, any 
participant, spouse or dependent eligible for continuation coverage under the plan under the Consolidated 
Omnibus Budget Reconciliation Act of 1985 ("COBRA") as amended from time to time, shall be allowed 
to continue to participate in the plan, so long as such participant, spouse or dependent complies with the 
provisions set out in COBRA. 
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The plan administrator shall pay the benefits authorized under the plait other than insurance benefits 
administered by a third-party benefit provider. Payment shall be made by the employer, (or the designated 
plait administrator), in a timely manner upon receipt of a premium notice from the benefit provider 
providing such benefit. 

PAYMENT OF BENEFITS 

A "Premium Account" is an account established with the intent of paying for premium-type benefits 
pursuant to a plan of set f-funded health coverage; insurance policy issued by an insurance company; or a 
contract with a health maintenance organization to provide medical, dental, vision, psychological or 
psychiatric, prescription drug, group-term life insurance, disability insurance, or other qualified benefits 
under ection 125. 

PREMIUM ACCOUNT 

The plan administrator shall establish a separate benefits accounts for each parttclpant. Contributions 
shall be credited to the proper benefits accounts of each partictpant. Each benefits account shall be 
designated as a "Premium Account". 

PARTICIPANTS' BENEFIT ACCOUNTS 

The plan is intended to not discriminate in favor of highly compensated individuals as to eligibility to 
participate, contributions and benefits in accordance with applicable provisions of the code. The plait 
administrator may take such actions as excluding certain highly compen ated individuals from 
participation in the plait or limiting the contributions made with re pect to certain highly compensated 
participants if, in the plan admlntstrator's judgment, such actions serve to assure that the plait does not 
violate applicable nondiscrimination rules. 

NONDISCRIMINATION 

The employer shall contribute amounts deemed necessary to meet its obligations under the plan. 
Contribution to the plait for the plan year shall be limited to the amounts determined by the 
employer. Contributions to the plait shall be made to, and all plan asset shall be held in such accounts or 
funds as the employer deems appropriate. 

SOURCE OF CONTRIBUTIONS 

PREMIUM EXPENSE CONVERSION 
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Reimbursement shall only be made under the plan on the basis of qualified expenses incurred by the 
participant, the participant's spouse or the participant's dependents, as pre ented to the plan 
administrator on a written form specified by the plan administrator and as evidenced by a written 
statement from a third party. It shall be the duty of the plan administrator to construe what are and what 
are not qualified expenses subject to reimbur ement from a participant's health care reimbursement 
account. If the plan administrator determines that an expense is a quatified expense subject to 
reimbursement, the plan administrator shall reimburse the participant for the qualified expense within a 
reasonable time. To make the determination that a qualified expense subject to reimbursement has been 
incurred, the plan administrator may require proper evidence of any or al I of the following: 

PAYMENT OF BENEFITS 

Notwithstanding any other provisions of this plan, no participant shall receive health care reimbursement 
benefits in excess of the amount determined by the plan administrator each year, or the maximum 
established by the IR , whichever is lower. 

MAXIMUM BENEFITS 

Contributions to the plan shall be made to, and all plan assets shall be held in, such accounts or funds as 
the employer deems appropriate. 

FUNDING 

The plan is intended to not discriminate in favor of highly compensated individuals as to eligibility to 
participate, contributions and benefits in accordance with applicable provisions of the code. The plan 
administrator may take such actions as excluding certain highly compensated individuals from 
participation in the plan if, in the plan administrator's judgment, such actions serve to assure that the plan 
does not violate applicable nondiscrimination rule . 

NONDISCRIMINATORY BENEFITS 

A participant shall be entitled to benefits under the plan for a plan year in an amount that does not exceed 
the employer's contribution. The amount of a participants health care reimbursement benefits shall be 
uniformly available during the plan year. 

AMOUNT OF REIMBURSEMENT 

Benefits under the plan shall take the form of reimbursement of qualified expenses incurred by a 
participant, the participants spouse and the participant's dependents during the plan year. A participant 
or former participant shall be entitled to benefits under the plan for qualified expenses incurred only while 
a participant. 1 lowevcr, if an employee terminates coverage during the plan year and is subsequently 
rehired within the same plan year, they will be reinstated with the balance (if any) remaining in their 
benefits account after they were terminated. In no event will the reinstated employee have more than the 
total employer contribution for the Plan Year. 

PROVISION OF BENEFITS 

HEAL TH CARE REIMBURSEMENT 
BENEFITS 
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No benefit shall be paid hereunder unless the claims processor has received from the participant, spouse or 
dependent (as applicable) (or authorized representative) a written claim for benefits in accordance with the 
provisions of this section, or by utilizing the debit card. 

HEALTH CARE REIMBURSEMENT CLAIM PROCEDURES 

A participant forfeits any amount of !tea/tit care reimbursement benefits (in excess of the $500 carryover 
allowed) under the plan for a plan year, if a claim for reimbursement is not provided to the plan 
administrator within ninety (90) days after the last day of the plan year,. For participants who terminate 
participation in this Plan during the plan year, the carryover provision does not apply; therefore, any 
claims for reimbursement must be provided to the Plan administrator by the date required. Upon 
forfeiture, the participants heattl: care reimbursement acco11111 shall be reduced to zero. At the direction 
of the employer, forfeitures of benefits under the plan may be reallocated to participants in any reasonable 
manner. Forfeitures of benefits may also be applied towards the cost of administering the plan. Forfeitures 
of benefits shall become the sole property of the employer. 

For any benefits account that has a remaining balance at the end of the plan year, qualified expenses 
incurred during such plan year (and not previously reimbursed) shall be eligible for reimbursement from 
such remaining balance if a properly completed claim for benefits is received by the claims processor 
within ninety (90) days of the end of the plan year. 

FORFEITURE OF BENEFITS 

For Plan years beginning after December 31, 2012, plans may allow up to $500 of unused amounts 
remaining at the end of the plan year to be paid or reimbursed for qualified medical expenses you incur in 
the following plan year. Any unused amounts in excess of the carryover amount are forfeited. The 
carryover does not affect the maximum amount of salary reduction contributions that you arc permitted to 
make. 

CARRYOVER PROVISION 

(a) Executor of the Estate of the deceased participant; 
(b) Spouse; 
(c) Family member held responsible for payment of deceased's medical bills; 
(d) Spouse of dependent with COB RA continuation rights. 

In the event of the death of the participant prior to the payment of any claims, payment shall be made in 
the following priority: 

The plan administrator shall be the sole arbiter of what constitutes a qualified expense subject to 
reimbursement under the plan. 

(a) the name of the person or persons for whom the expenses have been incurred; 
(b) the nature of the expenses incurred; 
(c) the date the expenses were incurred; 
(d) the amount of the requested reimbursement; or 
(c) that the expenses have not been otherwise paid through an insurance program or self 

funded benefit plan offered by the employer or any other employer, or reimbursed from 
any source. 
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If a claim for benefits under this plan is denied, the claimant (or authorized representative) may request a 
review of the denied claim by making written request to the claims processor within one hundred eighty 
( 180) days from receipt of notification of the denial and stating the reasons the claimant feels the claim 
should not have been denied. The claims processor shall provide the claimant (or authorized 
representative) with a written notice of the appeal decision within sixty (60) days of receipt of a written 
request for the appeal. 

APPEALING A DENIED HEALTH CARE REIMBURSEMENT CLAIM 

If a claim for benefits under this pton is denied, the claims processor shall provide the claimant (or 
authorized representative) with a written notice of benefit denial within the time frame for determination as 
described in this section. 

After receipt by the claims processor of a completed claim for benefits under this plan, the claims 
processor shall complete its determination of the claim within thirty (30) days unless an extension is 
necessary due to circumstances beyond the plan's control. If additional information is needed for 
determination of the claim, the claims processor shall provide the claimant (or authorized representative) 
with a notice detailing the information needed. The notice shall be provided within thirty (30) days of 
receipt of the completed claim and shall state the date as of which the plan expects to make a decision. The 
claimant shall have forty (45) days to provide the information requested, and the claims processor shall 
complete its determination of the claim within ti fleen ( 15) days of receipt of the requested information. 
Failure to respond in a timely and complete manner shall result in the denial of benefit payment. 

HEALTH CARE REIMBURSEMENT BENEFIT DETERMINATION 

A participant, spouse or dependent may provide the claims processor with a written authorization that (i) 
designates and authorizes another person or entity to act on his or her behalf and (ii) consents to the 
communication of information related to him or her to the authorized representative with respect to a claim 
for benefits or an appeal of a denied claim. Authorization forms may be obtained from the I luman 
Resources Department. 

NOTICE OF AUTHORIZED REPRESENTATIVE 

Claims for benefits under this plan must be received b> the claims processor within ninety (90) days of the 
close of the plan year in which the relevant expense was incurred. Notwithstanding the foregoing, all 
claims for reimbursement of expenses incurred by an individual whose coverage under the plan has been 
terminated must be received by the claims processor not later than ninety (90) days after the date of 
termination of coverage. All claims that are not timely received shall be denied. 

All claims for benefits under this plan must be submitted on an approved form and include such evidence 
as the claims processor may deem reasonably necessary to administer the claim, including such evidence 
that substantiates the nature, the amount, and timeliness of any expenses that may be reimbursed. 

Benefit Assistance Corporation 
P. 0. Box 790 
Ripley, West Virginia 25271 

Claims for benefits under this plan must be submitted to the claims processor at the following address: 

FILING A HEALTH CARE REIMBURSEMENT CLAIM 



(g) to report to the employer, or any party designated by the employer, after the end of each plan year 
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(f) to employ any agents, attorneys, accountants or other parties (who may also be employed by the 
employer) and to allocate or delegate to them such powers or duties as are necessary to assist in 
the proper and efficient administration of the plan, provided that such allocation or delegation and 
the acceptance thereof is in writing; 

(e) to provide the employer with such tax or other information it may require in connection with the 
plan; 

(d) to develop appellate and review procedures for any participant, spouse, dependent or designated 
beneficiary denied benefits under the plan; 

(c) to determine the rights of any participant, spouse or dependent or beneficiary to benefits under 
the plan; 

(b) to adopt and apply any rules or procedures to ensure the orderly and efficient administration of the 
plan; 

(a) to interpret the plan, to determine the amount, manner and time for payment of any benefits under 
the plan, and to construe or remedy any ambiguities, inconsistencies or omissions under the plan; 

In addition to any rights, duties or powers specified throughout the plan, the plan administrator shall have 
the following rights, duties and powers: 

PLANADMINJSTRATOR~DUITES 

The plan administrator shall be responsible for the administration of the plan. 

PLAN ADMINISTRATOR 

PLAN ADMINISTRATION 

The claims processor shall be the "named fiduciary" for purposes of reviewing a claim for benefits upon 
appeal, as described in U.S. Department of Labor Regulation 2560.503-1 (issued November 21, 2000). 

NAMED FIDUCIARY FOR HEALTH CARE REIMBURSEMENT 
CLAIM APPEALS 

The claimant has a right to submit documents, information and comments; 

The claimant has the right to receive and access, free of charge, information relevant to the 
claim for benefits; 

The review must take into account all information submitted by the claimant, even if it was 
not considered in the initial benefit determination; 

The review shall not afford deference to the original denial; and 

The reviewer shall not be the individual who originally denied the claim, nor a subordinate to 
the individual who originally denied the claim. 

The following describes the review process and rights of the claimant: 
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In any case where the plan administrator determines special circumstances apply, the plan administrator 
may extend the amount of time any partlcipant, spouse, dependent or designated beneficiary may need to 
appeal a claim, upon proper application to the plan administrator. 

EXTENSIONS OF TIME 

With respect to the denial of any claim for benefits from an insurance company or other third-party benefit 
provider, paid for as a premium-type benefit under the plan, the review procedures of the insurance 
company or other third-party benefit provider shall apply. 

In cases where the plan administrator denies a benefit under this plan for any participant, spouse or 
dependent or any other person eligible to receive benefits under the plan, the plan administrator shall 
furnish in writing to said party the reasons for the denial of benefits. The written denial shall be provided 
to the party within thirty (30) days of the date the benefit was denied by the plan administrator. The 
written denial shall refer to any plan or section of the code upon which the plan administrator relied in 
making such denial. The denial may include a request for any additional data or material needed to 
properly complete the claim and explain why such data or material is necessary, and explain the plan's 
claim review procedures. If requested in writing, and within thirty (30) days of the claim denial, the plan 
administrator shall afford any claimant whose request for claims was denied a full and fair review of the 
plan administrator's decision, and within thirty (30) days of the request for review of the denied claim, the 
plan administrator shall notify the claimant in writing of his final decision on the reviewed claim. 

REVIEW PROCEDURES 

Subject to applicable State or Federal law, and the provisions of this plan, any interpretation of any 
provision of this plan made in good faith by the plan administrator as to any participant's rights or 
benefits under this Plan is final and shall be binding upon the parties. Any misstatement or other mistake 
of fact shall be corrected as soon as reasonably possible upon notification to the ptan administrator and 
any adjustment or correction attributable to such misstatement or mistake of fact shall be made by the plan 
administrator as he considers equitable and practicable. 

DECISION OF PLAN ADMINISTRATOR FINAL 

The employer, or any of its agents, shall provide to the plan administrator any employment records of any 
employee eligible to participate under the plan. Such records shall include, but will not be limited to, any 
information regarding period of employment, leaves of absence, salary history, termination of employment, 
or any other information the plan admlnistrator may need for the proper administration of the plan. Any 
parttcipant or dependent or any other person entitled to benefits under the plan shall furnish to the plan 
admlntstrator his correct post office address, his date of birth, the names, correct addresses and dates of 
birth of any designated beneficiaries, with proper proof thereof, or any other data the plan administrator 
might reasonably request to ensure the proper and efficient administration of the plan. 

INFORMATION TO BE PROVIDED TO PLAN ADMINISTRATOR 

However, nothing in this section is meant to confer upon the plan administrator any powers to amend the 
plan or change any administrative procedure or adopt any other procedure involving the plan without the 
express written approval of the employer regarding any amendment or change in administrative procedure, 
or benefit provider. Notwithstanding the preceding sentence, the plan administrator is empowered to take 
any actions he sees fit to assure that the plan complies with the nondiscrimination requirements of Section 
I 05 of the code. 

regarding the administration of the plan; and to report any significant problems as to the 
administration of the plan and to make recommendations for modifications as to procedures and 
benefits, or any other change which might ensure the efficient administration of the plan. 
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The plan administrator shall perform his duties in a rea onable manner and on a nondiscriminatory basis 
and shall apply uniform rules to all participants similarly situated under the plan. 

RULES TO APPLY UNIFORMLY 
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The plan administrator shall promptly notify the participant and each alternate recipient named in the 
medical child support order of the plan's procedures for determining the qualified status of the medical 
child support orders. Within a reasonable period after receipt of a medical child support order, the plan 
administrator shall determine whether such order is a qualified medical child support order and shall notify 
the participant and each alternate recipient of such determination. If the participant or any affected 
alternate payee objects to the determination of the plan administrator, the disagreeing party shall be treated 
as a claimant and the claims procedure of the plan shall be followed. The plan administrator may bring an 
action for a declaratory judgment in a court of competent jurisdiction to determine the proper recipient of 
the benefits to be paid by the plan. 

(i) relates to the provision of child support related to health benefits for a child of a 
participant of a group health plan 

(ii) is made pursuant to a state domestic relations law and 
(iii) which creates or recognizes the right of an alternate recipient to, or assigns to an alternate 

recipient the right to receive benefits under the group health plan under which a 
participant or other beneficiary is entitled to receive benefits. 

The plan administrator shall adhere to the terms of an judgment, decree or court order (including a court's 
approval of a domestic relations settlement agreement) which 

MEDICAL CHILD SUPPORT ORDERS 

Any benefits to any participants under this plan shall be nonassignable and for the exclusive benefit of 
participants, spouses, dependents and designated beneficiaries. No benefit shall be voluntarily or 
involuntarily assigned, sold or transferred. 

NONASSIGNABILITY 

If, due to a clerical error, an overpayment occurs in a plan reimbursement amount, the plan retains a 
contractual right to the overpayment. The person or institution receiving the overpayment will be required 
to return the incorrect amount of money. In the case of a plan participant, if it is requested, the amount of 
overpayment will be deducted from future benefits payable. 

Any clerical error by the plan administrator or an agent of the plan administrator in keeping pertinent 
records or a delay in making any changes will not invalidate coverage otherwise validly in force or 
continue coverage validly terminated. An equitable adjustment of contributions will be made when the 
error or delay is discovered. 

CLERICAL ERROR 

The employer may amend or terminate this plan at any time by legal action of the authorized agents of the 
employer, subject to the limitation that no amendment shall change the terms and conditions of payment of 
any benefit a participont; spouse, dependent or designated beneficiary was entitled to under the plan at the 
time of the amendment or termination. The employer may also make amendments apply retroactively to 
the extent necessary so that the plan remains in compliance with Section 125, Section I 05 or ection 129, 
as applicable, of the code or any other provision of the code applicable to the plan. 

AMENDMENT AND TERMINATION 

GENERAL PROVISIONS 
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The plan shall be construed under the laws of the state of Ohio and the state of West Virginia, to the extent 
not preempted by any Federal law. 

APPLICABLE LAW 

In any case where any provision of the plan is held to be illegal or invalid, such illegality or invalidity shall 
apply only to that part of the plan and shall not apply to any remaining provisions of the plan, and the plan 
shall be construed as if such illegal or invalid provision had never existed under the ptan. 

SEVERABILITY 

Each participant, spouse or dependent shall furnish to the employer such documents, evidence or 
information as the employer considers necessary or desirable to ensure the efficient operation and 
administration of the plan and for the protection of the employer. 

REQUIRED INFORMATION 

Each participant shall furnish the employer with his correct post office address. Any communication, 
statement or notice addressed to a participant at his last post office address as filed with the employer will 
be binding on such person. The employer or plan administrator shall be under no legal obligation to 
search for or investigate the whereabouts of any person benefiting under this plan. Any notice required 
under the plan may be waived by such person entitled to such notice. 

ADDRESSES, NOTICE AND WAIVER OF NOTICE 

In any action or proceeding against the plan, or the administration thereof, employees or former employees 
of the employer or any person having or claiming to have an interest under the plan shall not be necessary 
parties to such action or proceeding. The employer, the plan administrator, or their registered 
representatives shall be the ole source for service of process against the plan. Any final judgment which is 
not appealed or appealable shall be binding on the employer and any interested party to the plan, 

PARTICIPANT LITIGATION 

By creating this plan and providing benefits under the plan, the employer in no way guarantees 
employment for any employee or participant under this plan. Participation in this plan shall in no way 
assure continued employment with the employer. 

NOT AN EMPLOYMENT CONTRACT 

Upon determination of a Qualified Medical Child Support Order, the plan must recognize the QMC Oby 
providing benefits for the participant's child in accordance with such order and must permit the parent to 
enroll under the family coverage any such child who is otherwise eligible for coverage without regard to 
any enrollment season restrictions. 

Any such QMCSO shall not require the plan to provide any type or form of benefits, or any option, that it 
is not already offering except as necessary to meet the requirements of a state medical child support law 
described in ection 1908 of the Social Security Act as added by Section 13822 of the Omnibus Budget 
Reconciliation Act of 1983 (OBRA '93). 

Any such Qualified Medical Child Support Order (QMCSO) must clearly specify the name and last known 
mailing address of the participant, name and address of each alternate recipient covered by the order, a 
description of the coverage to be provided by the group health plan or the manner in which such coverage 
is to be determined, the period of coverage that must be provided, and each plan to which such order 
applies. 


