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ARTICLE ONE
PLAN SCHEDULE
PHOEBE — DEVITT HOMES
PLAN EFFECTIVE: JANUARY 1, 2020

PLAN NUMBER: K1900398
Eligible Classes: Each active, full-time employee (30 hours) and nursing employees working a
designated

Weekend Program (24 hours)
Present Service Requirement: 2 months
Future Service Requirement. 2 months
Entry Date: First of the month occurring on or after completion of the service requirement
EMPLOYEE AND DEPENDENT DENTAL COVERAGE INFORMATION

(Dependent coverage applies only if elected)
Participant's effective date on file with Plan Administrator

SCHEDULE
*Deductible Amount:
Preferred Provider Option Non-Preferred Provider Option
(In-Network) (Out-of-Network)

Individual Deductible: $50 $50
Individual Deductible for Class IV

Orthodontic Services: $50 $50
Maximum Family Deductible: 2 persons individually 2 persons individually

(does not apply to Class IV Orthodontic Services)
The deductible does not apply to Class | Preventive Services or Class Il Basic Services.

*(In and Out-of-Network are common deductibles)

Benefit Percentages: Preferred Provider Option Non-Preferred Provider Option
(In-Network) (Out-of-Network)
Class | Preventive Services: 100% 100%
Class Il Basic Services: 100% 100%
Class Il Major Services: 50% 50%
Class IV Orthodontic Services: 50% 50%
Benefit Maximums:
Benefit Year Maximum: $1,500
$1,500

Benefit maximums While Covered Under The Plan:
Class IV Orthodontic Services: $1,000 $1,000

Covered dental expenses incurred for Class | Dental Services will not be applied to the Benefit Year
Maximum.

Covered dental expenses are based on current dental terminology and are updated periodically. The
most current dental terminology may not be reflected in the list of covered dental expenses. However,
benefits will be payable based on the most current dental terminology.



NOTE: This Summary does not describe all terms, conditions and limitations. Refer to your Plan
Document or contact your Benefits Manager for more details.



ERISA INFORMATION
Plan Name: Phoebe — Devitt Homes
Plan Sponsor (also referred to herein as Plan Administrator, unless otherwise specified):
Phoebe — Devitt Homes
1925 Turner Street

Allentown PA 18104
Ph: 610-794-5176

Employer Identification Number (EIN): 23-1396838

Plan Number: 507

Plan Administrator: Same as Plan Sponsor

Designated Agent for

service of legal process: Lisa Fichera— SVP Administration

or the Plan Administrator.

Plan Administrator: The Plan is administered by the Plan Administrator with Sun Life Assurance
Company of Canada/Sun Life and Health Insurance Company (U.S.), 2323 Grand Boulevard, Kansas
City, Missouri 64108, acting as Dental Claims Administrator.

Type of Administration: Self-administered with third party claims administration.

Plan Contributions: Employer and Employee, jointly

Trust Fund: N/A

Plan Year: November 1 through October 31

Participating Employers: None



ARTICLE TWO

DEFINITIONS
These terms have the meanings shown here when italicized.
Active work means working full-time for an Employer at the Employee's usual place of business.
Adopting Employer means the Plan Sponsor.

Benefit year means a calendar year beginning on January 1 of any year and ending on December 31 of
that year.

Claimant means an individual who has submitted an application for benefits under the Plan.

Contributory means the Participant pays part or all of the Plan costs and/or benefits through contributions
from the Participant.

Covered dependent means an eligible dependent who is covered under the Plan.

Dental Claims Administrator means the person, insurance company or other entity which has accepted
appointment by the Plan Administrator to provide certain administrative services with respect to the Plan.

Dental coverage means the group dental coverage under the Plan.

Dental hygienist means an individual who is licensed to practice dental hygiene and acting under the
supervision of a dentist within the scope of that license in treating the dental condition.

Dentally necessary and dental necessity mean a treatment ap propriate for the diagnosis and in
accordance with accepted dental standards. The treatment must be essential for the care of the teeth
and supporting tissues.
Dental treatment plan means the dentist's report of recommended treatment which contains:
€)] a list of the charges and dental procedures required for the dentally necessary care;
(b) any supporting X-rays; and

(© any other appropriate diagnostic materials required.

Dentist means an individual who is licensed to practice dentistry and acting within the scope of that
license in treating the dental condition.

Denturist means an individual who is licensed to make dentures and acting within the scope of that
license in treating the dental condition.

Doctor means a person acting within the scope of his or her license to practice medicine, prescribe drugs
or perform surgery. Also, a person whom we are required to recognize as a doctor by the laws or
regulations of the governing jurisdiction, or a person who is legally licensed to practice psychiatry,
psychology or psychotherapy and whose primary work activities involve the care of patients, is a doctor.
However, neither you nor an immediate family member will be considered a doctor.

Eligible class means class of persons eligible to participate under the Plan.

Emergency dental care means any dentally necessary treatment rendered or received as the direct result
of unforeseen events or circumstances which require prompt attention.



Employer means and includes the Adopting Employer and any and all Participating Employers.
Employee means any person employed by an Employer. An Employee may or may notbe a Participant.

ERISA means the Employee Retirement Income Security Act of 1974, as amended from time to time, and
the regulations as amended from time to time and rulings in effect thereunder.

Family unit means a Participant and his covered dependents.

Full-Time means working at least 24 to 30 hours per week.

Functioning natural tooth means a natural tooth which is performing its normal role in the chewing
process in the person's upper or lower arch and which is opposed in the person's other arch by another
natural tooth or prosthetic replacement.

Fund or Trust Fund means any Fund or Trust Fund maintained in connection with the Plan.

Immediate family member means a person who is related to the Participant in one of the following ways:
parent, legally recognized spouse, child or step-child, brother or sister.

Injury means accidental bodily injury. It does not mean intentionally self-inflicted injury while sane or
insane.

Medicare means a portion of Title XVIIl of the United States Social Security Act of 1965, as amended.
Natural tooth means any tooth or part of a tooth that is formed by the natural development of the body.
Organic portions of the tooth include the crown enamel and dentin, the root cementum and dentin, and
the enclosed pulp.

No-Fault motor vehicle coverage means a motor vehicle plan that pays disability or medical benefits
without considering who was at fault in any accident that occurs.

Noncontributory means the Adopting Employer or Participating Employer pays for the entire Plan costs
and benefits.

Orthodontic treatment means the procedures which provide the corrective movement of teeth through the
bone by means of an active appliance to correct a handicapping malocclusion (a malocclusion severely
interfering with a person's ability to chew food). Determination of the severity of the malocclusion will be
made by the Dental Claims Administrator.
Other group dental expense coverage means:
@ any other group plan providing benefits for dental expenses; or
(b) any plan providing dental expense benefits (whether through a dental services
organization or other party providing prepaid health or related services) which is arranged
through any employer or through direct contact with persons eligible for that plan.

Participant means an eligible Employee of an Employer who participates in the Plan.

Participating Employer means any Employer participating in the Plan as designated by the Adopting
Employer.

Periodontal maintenance procedures mean recall procedures for patients who have undergone either
surgical or non-surgical treatment for periodontal disease. The procedures include examination,



periodontal evaluation and any further scaling and root planing that is dentally necessary.

Plan means the group dental plan established by the Adopting Employer that describes benefits for
Participants and their covered dependents.

Plan Administrator shall have the same meaning as provided in ERISA.
Plan Sponsor shall have the same meaning as provided in ERISA.

Pre-estimate review means review of a dentist's statement, including diagnostic X-rays, describing the
planned treatment and expected charges.

Preferred provider means a dentist, dental hygienist, dental office or any dental care provider who is a
participant in the preferred provider option.

Preferred provider option means a dental care delivery system in which preferred providers patrticipate
and under which certain dental benefits are provided.

Treatment means any dental consultation, service, supply, or procedure that is needed for the care of the
teeth and supporting tissues.

Trust means the Trust established under the Trust Agreement.

Trust Agreement means the agreement concerning the Fund as amended from time to time.
Trustee means the entity acting as Trustee under the Trust Agreement.

Usual and customary (UC) charge means:

@ Usual charge is the fee regularly charged for a treatment to the majority of a dentist's
patients and accepted as paymentin full by an individual dental office. If more than one
feeis charged, the fee determined to be the usual fee will not be greater than the lowest
fee which is regularly charged or offered to patients.

(b) Customary charge is the fee for a given treatment, which does not exceed the amount
ordinarily charged by the majority of dentists in the locality. Locality is either a county or

such geographically significant area as is necessary to establish a representative base of
charges for the type of treatment for which the charge is made.



ARTICLE THREE
ELIGIBILITY AND TERMINATION PROVISIONS
Eligible Persons
To be eligible for participation, a person must:
(@ be a member of an eligible class; and

(b) complete any Service Requirement shown in the Schedule by continuous service with the
Employer.

The Present Service Requirement applies to persons in an eligible class on the Effective Date of the Plan.
The Future Service Reqguirement applies to persons who become members of an eligible class after that.

Effective Date for an Eligible Person

1) Any noncontributory participation will take effect on the Entry Date shown in the Schedule.

2 For any contributory participation, a person must apply for participation on an acceptable form,
and agree to pay part or all of the cost of participation.

(@ If a person applies before becoming eligible, participation will begin on the Entry Date
shown in the Schedule.

(b) If application is made on the date the person becomes eligible, or within 31 days after
that, participation will take effect on the date of the application.

(© If application is made more than 31 days after the day the person becomes eligible or
after participation ended because the cost of contribution was not paid, then dental
coverage will take effect on the date of application. However, for the first 12 months of
participation under the Plan, the Late Entrant Limitation in the Special Limitations section

will apply.
(d) If application is made during the Employer's annual open enrollment period held between

November 1 and December 31 of each year, participation will take effect on January 1 of
that year.

Exception to Effective Date
If an eligible person is not at active work on the day participation would otherwise take effect, participation
will not take effect until the person returns to active work. If the day participation would normally take
effect is not a regular work day for a person, coverage will take effect on that day if the person is able to
do his regular job.
When a Participant's Participation Ends
A Participant's participation will end on:

@ the date the Plan ends;

(b) the date the Plan is changed to terminate participation for a Participant's eligible class;

(©) the last day of the month following the date a Participant is no longer in an eligible class;

(d) the last day of the month following the date a Participant stops active work;



)
(f)

the date a required contribution was not paid; or
the date a Participant becomes covered under an optional dental plan which is:
0) provided by a Dental Maintenance Organization; and

(i) sponsored by the Employer.

Continuance of Participation

If a Participant is unable to perform active work for a reason shown below, the Employer may continue
the Participant's participation. The continuance cannot be more than the maximum continuance shown
below. Continuance will be based on a uniform policy, and notindividual selection.

The maximum continuance is the longest applicable period described below:

(@)
(b)

(©)

Reinstatement

12 months after the last day of active work, for injury, sickness, or pregnancy;

3 months after the last day of active work, for lay-off, leave of absence (other than a
family or medical leave of absence described below), or change to part-time; or

the end of the period the Employer is required to allow after the last day of active work,
for afamily or medical leave of absence under;

0) the federal Family and Medical Leave Act; or

(i) any similar state law.

If a person re-enters an Eligible Class within 12 months after participation ends, the person will not have
to complete the Service Requirement again.



ARTICLE FOUR
ELIGIBILITY AND TERMINATION PROVISIONS FOR YOUR DEPENDENTS
Eligible Dependents
A Participant's eligible dependents are:
(@ the Participant's lawful spouse, and

(b) the Participant's unmarried children who are less than age 19, or less than age 23 if a
full-time student.

"Children" include any adopted children. A child will be considered adopted on the date of placement in
the Participant's home. Stepchildren and foster children are also included if they depend on the
Participant for support and maintenance. “Children” also include any children for whom the Participant is
the legal guardian, who reside withthe Participant on a permanent basis and depend on the Participant
for support and maintenance.

An eligible dependent will not include any person who is a member of an eligible class. An eligible
dependent may not be covered by more than 1 Participant.

Dependent Effective Date

1) Any noncontributory dependent participation will take effect on the day the dependent becomes
an eligible dependent, or, if later, on the Entry Date shown on the Schedule.

2 For any contributory dependent participation, the Participant must apply for dependent
participation on an acceptable form. The Participant must also agree to pay all or part of his
share of the cost of dependent participation.

@ If the Participant applies before the dependent becomes eligible, dependent participation
will take effect on the Entry Date shown in the Schedule.

(b) If the Participant applies on the date the dependent becomes eligible, or within 31 days
after that, dependent participation will take effect on the date of the application.

(©) If the Participant applies more than 31 days after the dependent becomes eligible or after
dependent participation ended because the cost of coverage was not paid, dependent
participation will take effect on the date of application. However, for the first 12 months
after the dependent's participation under the Plan, the Late Entrant Limitation in the
Special Limitations section will apply.

(d) If the Participant applies for dependent participation during the Employer's annual open
enroliment period held between November 30 and December 31 of each year, dependent
participation will take effect on January 1 of that year.

Exception to Dependent Effective Date

Dependent participation will not take effect until employee patrticipation coverage under the Plantakes
effect.

If an eligible dependentis in a hospital or similar facility on the day participation would otherwise take
effect, it will not take effect until the day after the eligible dependent leaves the hospital or similar facility.
This exception does not apply to a child born while other dependent participation is in effect.



When Dependent Participation Ends

A dependent's participation will end on:

(@)
(b)
(©)
(d)
(€)
(f)

the date the Plan ends;

the date the Plan is changed to end dependent participation;

the last day of the month following the date that dependent is no longer eligible;
the date the Employee's patrticipation for under the Plan ends;

the date a required contribution for dependent participation was not paid; or

the date the dependent becomes covered under an optional dental plan which is:
0) provided by a Dental Maintenance Organization; and

(i) sponsored by the Employer.



ARTICLE FIVE
SPECIAL DEPENDENT CONTINUANCE PROVISIONS
As specified below, dependent participation may continue, subject to the provisions that describe when

participation ends, and all other terms and conditions of the Plan. Contributions are required for any
continued participation.

Physically Handicapped or Mentally Retarded Dependent Children

Participation for an eligible dependent child will continue beyond the date a child attains an age limi, if, on
that date, the child:

@ is unable to earn a living because of physical handicap or mental retardation; and

(b) is chiefly dependent upon the Participant for support and maintenance.
Proof must be received of the above within 31 days after the child attains the age limit and each year after
that, beginning two (2) years after the child attains the age limit. There will be no increase in cost of

participation for this continuance.

Dependent participation will end when the child is able to earn a living or is no longer dependent on the
Participant for support and maintenance.

Students

Participation for an eligible dependent child will continue beyond the date the child is no longer a student
until the earliest of:

@ the end of the 3rd calendar month following the month in which the child is no longer a
student;

(b) the child's 23rd birthday; and

(©) the date the child becomes eligible for other group dental expense coverage.



ARTICLE SIX
DENTAL PLAN BENEFITS
Benefits Provided

The Plan will provide benefits for covered dental expenses identified in the Plan when incurred by the
Participant or a covered dependent, while participating under the Plan. The Plan will pay at the benefit
percentage shown in the Schedule after the Participant or a covered dependent have satisfied any
deductible required for the benefit year, subject to all the terms and conditions of the Plan.

Covered dental expenses will only include treatment provided to the Participant or a covered dependent
for which, as outlined in the Covered Dental Expenses section, the date started and the date completed
occur while the person is participating in the Plan. No payment will be made for a program of dental
treatment already in progress on the effective date of a person's participation in the Plan, except as stated
in the Effect of Prior Plan provision. No payment will be made for dental treatment completed after the
Participant's or a covered dependent's participation under the Plan ends.

Preferred Provider Option

Benefits of the preferred provider option will be provided, as shown in the Schedule, for covered
expenses incurred by the Participant or a covered dependent if the treatment is provided by a preferred
provider. The Participant or a covered dependent must be identified as being covered under the
preferred provider option eachtime treatment is received, to obtain the benefits of the preferred provider
option. Benefits will be provided under the non-preferred provider option, as shown in the Schedule, for
covered dental expenses incurred by the Participant or a covered dependent if the treatment is provided
by a dental care provider who is not a participant in the preferred provider option.

Deductible

The deductible is the amount shown in the Schedule and will be applied to each class of dental services
as indicated in the Schedule. The deductible is the amount of covered dental expenses that the
Participant and each covered dependent mustincur in a benefit year before benefits will be paid. When
covered dental expenses equal to the deductible amount have been incurred and submitted, the
deductible will be satisfied. Benefits will not be paid for covered dental expenses applied to the
deductible.

If the deductible amount is increased during a benefit year, further covered dental expenses mustbe
incurred after the date of increase to satisfy the additional deductible for that benefit year.

The deductible will apply to the Participant and each covered dependent separately each benefit year
except as stated in the Maximum Family Deductible section.

Maximum Family Deductible

The family deductible is shown in the Schedule. It indicates the number of persons in the Participant's
family unitwho must each satisfy an individual deductible in order to satisfy the family deductible. Once
that number of persons has satisfied a deductible for a benefit year, the deductible will be considered
satisfied for each person in the Participant's family unit for that benefit year. Benefits will be paid for
covered dental expenses incurred on or after the date the required number of persons has satisfied the
deductible amount. Expenses incurred for Class IV: Orthodontic Dental Services will not be applied to the
family deductible.

Benefit Year Maximum

The maximum benefit payable during a benefit year is shown in the Schedule. This maximum will apply
even if coverage for the Participant or a covered dependent ends and starts again within the same benefit



year or if the Participant or a covered dependent have been covered both as an Participant and a
dependent.

Termination of a Preferred Provider's Participation under the Preferred Provider Option

If the Participant or a covered dependent incur covered dental expenses with a preferred provider after
the provider's participation in the preferred provider option has ended, benefits willnot be payable for the
Participant or the covered dependent under the preferred provider option. However, benefits will be
provided under the non-preferred provider option shown in the Schedule.

Termination of the Plan's Participation under the Preferred Provider Option

If the Participant or a covered dependent incur covered dental expenses with a preferred provider after
the Plan's patrticipation in the preferred provider option has ended, for any reason, benefits will not be
payable for the Participant or the covered dependent under the preferred provider option. However,
benefits will be provided under the non-preferred provider option shown in the Schedule.

Covered Dental Expenses

Covered dental expenses include only the lesser of the amount agreed upon by the preferred provider
under the preferred provider option, the dentist's actual charge, or the usual or customary charge for
expenses incurred by you or a covered dependent. The treatment must be:

(@ performed by or under the direction of a dentist, or performed by a dental hygienist or
denturist;

(b) dentally necessary; and

(©) started and completed while the Participant or the Participant's covered dependent are
participating under the Plan, except as otherwise provided in the Effect of Prior Plan.

Dental treatment is considered to be started as follows:
€)] forafull or partial denture, the date the firstimpression is taken;
(b) for afixed bridge, crown, inlay and onlay, the date the teeth are first prepared;
(©) for root canal therapy, on the date the pulp chamber is first opened,;
(d) for periodontal surgery, the date the surgery is performed; and
(e for all other treatment, the date treatmentis rendered.
Dental treatment is considered to be completed as follows:

@ forafullor partial denture, the date a final completed appliance is first inserted in the
mouth;

(b) for afixed bridge, crown, inlay and onlay, the date an appliance is cemented in place;
and

(© forroot canal therapy, the date a canal is permanently filled.
(See Class IV: Orthodontic Dental Services for start and completion dates for orthodontic treatment.)

Expenses submitted must identify the treatment performed in terms of the American Dental Association



Uniform Code on Dental Procedures and Nomenclature or by narrative description. The Plan reserves
the right to request X-rays, narratives and other diagnostic information, as seen fit, to determine benefits.

Benefits will only be paid for covered dental expenses incurred for treatment which, was determined to
have a reasonably favorable prognosis for the patient.

A temporary treatment will be considered to be an integral part of the final treatment. The sum of the fees
for temporary and final treatment will be used to determine whether the charges are usual and customary.

The following is a complete list of covered dental expenses. Benefits will not be paid for expenses
incurred for any service not listed in the Plan.

CLASS I: Preventive Dental Services

@)
)

©)
(4)
Q)

(6)

()

periodic or comprehensive oral evaluation, limited to 1 time in any 6-month period;

intraoral complete series X-rays, including bitewings and 10 to 14 periapical X-rays, or
panoramic film, limited to 1 time in any 60-month period;

bitewing X-rays (2 or 4 films), limited to 1 time in any 12-month period;
dental prophylaxis, limited to 1 time in any 6-month period,;

topical fluoride treatment, limited to:

@ 1 time in any 6-month period; and

(b) covered dependent children less than age 19;

sealants, limited to:

@ 1 time per tooth in any 36-month period,;

(b) applications made to permanent molar teeth; and

(©) covered dependent children less than age 14;

space maintainers, including all adjustments made within 6 months of installation, limited
to covered dependent children less than age 19.

CLASS II: Basic Dental Services - Non-Restorative

@)

)
©)
(4)
®)

(6)

limited oral evaluation-problem focused, considered for payment as a separate benefit
only if no other treatment (except X-rays) is rendered during the visit;

intraoral periapical X-rays;
intraoral occlusal X-rays, limited to 1 film in any 6-month period;
extraoral X-rays, limited to 1 film in any 6-month period;

other X-rays (except films related to orthodontic procedures or temporomandibular joint
dysfunction);

histopathological examination;



()

@)
9)

(10)

(11)
(12)

13)

(14)

(15)

(16)

a7
(18)
(19)
(20)
(21)

(22)

stainless steel crowns, limited to:

(@) 1time in any 36-month period,;

(b) teeth not restorable by an amalgam or composite filling; and

(c) covered dependent children less than age 19;

pulpotomy;

root canal therapy, including all pre-operative, operative and post-operative X-rays,
bacteriologic cultures, diagnostic tests, local anesthesia and routine follow-up care,
limited to 1 time on the same tooth in any 24-month period;
apicoectomy/periradicular surgery (anterior, bicuspid, molar, each additional root),
including all pre-operative, operative and post-operative X-rays, bacteriologic cultures,
diagnostic tests, local anesthesia and routine follow-up care;

retrograde filling--per root;

root amputation--per root;

hemisection, including any root removal and an allowance for local anesthesia and
routine post-operative care, does not include a benefit for root canal therapy;

periodontal scaling and root planing (per quadrant), limited to 1 time per quadrant of the
mouth in any 24-month period;

periodontal maintenance procedure (following active treatment), limited to 1 dental
prophylaxis or 1 periodontal maintenance procedure in any 6-month period;

periodontal related services as listed below, limited to 1 time per quadrant of the mouth in
any 36-month period with charges combined for each of these services performed in the
same quadrant within the same 36-month period:

@ gingivectomy;

(b) 0SSeous surgery;

0sseous grafts;

pedicle grafts;

tissue grafts;

periodontal appliances, limited to 1 appliance in any 12-month period;

simple extraction;

oral surgery services as listed below, including an allowance for local anesthesia and
routine post-operative care;

(@) surgical extractions (including extraction of wisdom teeth);

(b) alveoloplasty;



(23)

(24)
(25)
(26)
(27)

(28)

(29)

(30)

(©) vestibuloplasty;

(d) removal of exostosis--maxilla or mandible;
(e) frenulectomy (frenectomy or frenotomy);
) excision of hyperplastic tissue--per arch;

tooth re-implantation and/or stabilization of accidentally evulsed or displaced tooth and/or
alveolus;

extraction, erupted tooth or exposed root (elevation and/or forceps removal);
biopsy;
incision and drainage;

palliative (emergency) treatment of dental pain, considered for payment as a separate
benefit only if no other treatment (except X-rays) is rendered during the visit;

general anesthesia, intravenous sedation and use of nitrous oxide when administered in
the dentist's office or outpatient surgical center in conjunction with services which are
covered under the Plan;

consultation, including specialist consultations, limited as follows:

@ considered for payment only if billed by a dentist who is not providing operative
treatment;
(b) benefits will not be considered for paymernt if the purpose of the consultation is to

describe the dental treatment plan;

therapeutic drug injections.

CLASS II: Basic Dental Services - Restorative

@)

)
)

amalgam restorations, limited as follows:
(€)] multiple restorations on one surface will be considered a single filling;

(b) benefits for the replacement of an existing amalgam restoration will only be
considered for payment if at least:

0) 12 months have passed since the existing amalgam restoration was
placed if the Participant or covered dependent is less than age 19; or

(i) 36 months have passed since the existing amalgam restoration was
placed if the Participant or covered dependentis age 19 or older;

(©) mesial, lingual, buccal (MLB) and distal, lingual, buccal (DLB) restorations will be
considered single surface restorations;

silicate restorations;

plastic restorations;



(4)

)

composite restorations, limited as follows:

(@) mesial-lingual, distal-lingual, mesial-buccal, and distal-buccal restorations on
anterior teeth will be considered single surface restorations;

(b) acid etch is not covered as a separate procedure;

(©) benefits for the replacement of an existing composite restoration will only be
considered for payment if at least:

0) 12 months have passed since the existing composite restoration was
placed if the Participant or covered dependentis less than age 19; or

(i) 36 months have passed since the existing composite restoration was
placed if the Participant or covered dependentis age 19 or older;

(d) benefits for composite resin restorations on posterior teeth will be based on the
benefit for the corresponding amalgam restoration;

pin retention restorations, covered only in conjunction with an amalgam or composite
restoration, pins limited to 1 time per tooth.

CLASS lll: Major Dental Services

All benefits for the services listed below include an allowance for all temporary restorations and
appliances, and 1 year follow-up care.

@)

)
©)

(4)
®)
(6)
()
®)

inlays and onlays;

(@ covered only when the tooth cannot be restored by an amalgam or composite
filling;

(b) covered only if more than 10 years have elapsed since last placement; and
(© limited to persons over age 16;

porcelain restorations on anterior teeth;

crowns;

@ covered only when the tooth cannot be restored by an amalgam or composite
filling;

(b) covered only if more than 10 years have elapsed since last placement; and
(©) limited to persons over age 16;

recementing inlays;

recementing crowns;

crown build-up, including pins and prefabricated posts;

post and core, covered only for endodontically treated teeth requiring crowns;

full dentures, limited as follows:



9)

(10)

(11)

(12)

(13)

(14)

(@) limited to 1 time per arch unless:
0] 10 years have elapsed since last replacement; and
(i) the denture cannot be made serviceable;

(b) additional benefits will not be paid for personalized dentures or overdentures or
associated treatment;

(©) any denture will not be paid until itis accepted by the patient;
partial dentures, including any clasps and rests and all teeth, limited as follows:
@ limited to 1 partial denture per arch unless:

0) 10 years have elapsed since last replacement (see the Denture or Bridge
Replacement/Addition provision for exceptions); and

(i) the partial denture cannot be made serviceable;
(b) there are no benefits for precision or semi-precision attachments;
denture adjustments, limited to:
@ 1 time in any 12-month period; and
(b) adjustments made more than 12 months after the insertion of the denture;

repairs to full or partial dentures, bridges, crowns and inlays, limited to repairs or
adjustments performed more than 12 months after the initial insertion;

relining or rebasing dentures, limited to:
@ 1 time in any 36-month period; and
(b) relining or rebasing done more than 12 months after the insertion of the denture;

tissue conditioning, limited to repairs or adjustment performed more than 12 months after
the initial insertion of the denture;

fixed bridges (including Maryland bridges), limited as follows:
@ limited to persons over age 16;

(b) benefits for the replacement of an existing fixed bridge are payable only if the
existing bridge:

0] is more than 10 years old (see the Denture or Bridge
Replacement/Addition provision for exceptions); and

(i) cannot be made serviceable;

(©) afixed bridge replacing the extracted portion of a hemisected tooth is not
covered;



(d) the date the bridge is cemented in the mouth will used in determining the amount
that will be applied to the benefit year Maximum shown in the Plan Schedule;



(15)  recementing bridges, limited to repairs or adjustment performed more than 12 months
after the initial insertion;

CLASS IV: Orthodontic Dental Services

1) cephalometric X-rays;

2 diagnostic casts, limited to casts made for orthodontic purposes;

3 surgical exposure of an impacted tooth, limited to services performed for orthodontic
purposes;

4 orthodontic appliances for tooth guidance; and

(5) fixed or removable appliances to correct harmful habits.

Benefits for orthodontic treatment will be provided to covered dependent children only.

Benefits for orthodontic treatment are not payable for expenses incurred for retention of
orthodontic relationships. Benefits for orthodontic treatment are payable only for active
orthodontic treatment for the services listed above.

Benefits will be paid for the orthodontic services listed above when the date started for the
orthodontic service occurs while the person is covered under this Plan. No payment will be made
for orthodontic treatment if the appliances or bands are inserted prior to becoming covered except
as provided in the Effect of Prior Plan provision. Orthodontic treatment will be considered to be
started on the date the bands or appliances are inserted. Any other orthodontic treatment that
can be completed on the same day itis rendered is considered to be started and completed on
the date the orthodontic treatment is rendered.

The benefit percentage amount shown in the Schedule will be paid after any required deductible
for orthodontic services has been satisfied for the benefityear. The maximum benefit payable to
each covered dependent child, while covered under the Plan, for orthodontic services is shown in
the Schedule. The maximum benefit will apply even if coverage is interrupted. Benefits paid for
orthodontic services will not be applied to the Benefit Year Maximum shown in the Schedule.

A payment will be made for covered orthodontic services related to the initial orthodontic
treatment which consists of diagnosis, evaluation, pre-care and insertion of bands or appliances.
After the payment for the initial orthodontic treatment, benefits for covered orthodontic services
will be paid in equal quarterly installments over the course of the remaining orthodontic treatment.
The benefit payment schedule for the initial orthodontic treatment and quarterly installments will
be determined as fallows:

(D) The lesser of the usual or customary charge and the orthodontist's fee will be
determined and muttiplied by the benefit percentage shown in the Schedule.

2 The lesser of the amount from number 1 or the Overall Maximum Benefit for orthodontic
services shown in the Schedule will be the maximum benefit payable. An initial amount
of 25% of the maximum benefit payable will be paid for the initial orthodontic treatment.
This amount will be payable as of the date appliances or bands are inserted.

3 The remaining 75% of the maximum benefit payable will be divided by the number of
quarters that orthodontic treatment will continue to determine the amount which will be
payable for each subsequent quarter of orthodontic treatment. The subsequent quarterly



payments will made only if the covered dependent child remains covered under the Plan
and provides proof that orthodontic treatment continues. If orthodontic treatment
continues after the maximum benefit payable has been paid, no further benefits will be
paid.

Pre-estimate

If the charge for any treatment is expected to exceed $300, itis recommended that a dental treatment
plan be submitted for review before treatment begins. An estimate of the benefits payable will be sent to
the Participant and the dentist.

In addition to a dental treatment plan, before orthodontic treatment begins, the Dental Claims
Administrator may request any of the following information to help determine benefits payable for
orthodontic services:

1) full mouth dental X-rays;
2 cephalometric X-rays and analysis;
3) study models; and
4 a statement specifying:
@ degree of overjet, overbite, crowding and open bite;
(b) whether teeth are impacted, in crossbite, or congenitally missing;
(© length of orthodontic treatment; and
(d) total orthodontic treatment charge.
In estimating the amount of benefits payable, the Plan will consider whether or not an alternate treatment
may accomplish a professionally satisfactory result. If the Participant or a covered dependent and the
dentist agree to a more expensive treatment than that pre-estimated under the Plan, the excess amount
will not be paid.
The pre-estimateis not an agreement for payment of the dental expenses. The pre-estimate process lets
the Participant or a covered dependent know in advance approximately what portion of the expenses will

be considered covered dental expenses under the Plan.

Alternate Treatment

If an alternate treatment can be performed to correct a dental condition, the maximum covered dental
expense consider for payment under the Plan will be the most economical treatment which will, as
determined by the Dental Claims Administrator, produce a professionally satisfactory result.

Special Limitations
Late Entrant Limitation
If an employee applies for dental coverage more than 31 days after the employee or any eligible
dependents first become eligible or after participation in the Plan ended because a required

contribution was not paid, the employee and any eligible dependents are late entrants. The
benefits for the first 24 months of coverage for late entrants will be limited as follows:

@ Until the late entrant has been covered under the Plan for 6 months in a row, benefits will



include coverage for only Class | Dental Services;

(b) Until the late entrant has been covered under the Plan for 12 months in a row, benefits
for the second 6 months will then include coverage for only Class I and Class I
Restorative Dental Services; and

If treatment for a service limited under this provision is started during the Late Entrant Limitation
period, only the portion of the treatment rendered after the end of the Late Entrant Limitation
period will be considered a covered dental expense.

Missing Teeth Limitation

Benefits will not be paid for replacement of teeth missing on the Participant's or a covered
dependent's effective date of participation under the Plan for the purpose of the initial placement
of afulldenture, partial denture or fixed bridge. However, expenses for the replacement of teeth
missing on the effective date of participation will be considered for payment as follows:

(@)

(b)

The initial placement of full or partial dentures will be considered a covered
dental expense if the placement includes the initial replacement of a functioning
natural tooth extracted while the Participant or covered dependent are
participating under the Plan.

The initial placement of a fixed bridge will be considered a covered dental
expense if the placementincludes the initial replacement of a functioning natural
tooth extracted while the Participant or covered dependent are participating
under the Plan. However, the following restrictions will apply:

0) the extracted tooth will not be considered a
covered dental expense if it was an abutment to an existing prosthesis;

(i) benefits will only be paid for the replacement of the teeth extracted while
the Participant or covered dependent are participating under the Plan;

(iii) benefits will not be paid for the replacement of other teeth which were
missing on the Participant's or covered dependent'’s effective date of
participation under the Plan.

Denture or Bridge Replacement/Addition

As stated in the Covered Dental Expenses section, benefits will not be paid for the replacement of
a full denture, partial denture, fixed bridge or for teeth added to a partial denture unless:

(@)
(b)
©)

10 years have elapsed since last replacement of the denture or bridge; and
the denture or bridge cannot be made serviceable;

the Participant or covered dependent has participated in the Plan for 12
consecutive months;

However, the following exceptions will apply:

(@)

(b)

benefits for the replacement of an existing partial denture that is less than 10
years old will be payable if there is a dentally necessary extraction of an
additional functioning natural tooth;

benefits for the replacement of an existing fixed bridge that is less than 10 years



old will be payable if:

) there is a dentally necessary extraction of an additional functioning
natural tooth; and

(i) the extracted tooth was not an abutment to an existing bridge.

General Exclusions

Benefits will not be paid for expenses incurred for any of the following:

1) treatment which:
€)] is not included in the list of covered dental expenses;
(b) is not dentally necessary;
(©) is experimental in nature; or

(d) does not have uniform professional endorsement;

2 appliances, inlays, cast restorations, crowns, or other laboratory prepared restorations
used primarily for the purpose of splinting;

3) any treatment or appliance, the sole or primary purpose of which relates to:
@ the change or maintenance of vertical dimension;

(b) the alteration or restoration of occlusion except for occlusal adjustmentin
conjunction with periodontal surgery or temporomandibular joint disorder;

(©) bite registration; or
(d) bite analysis;
4 replacement of a lost or stolen appliance or prosthesis;

(5) educational procedures, including but not limited to oral hygiene, plaque control or dietary
instructions;

(6) completion of claim forms or missed dental appointments;

@) personal supplies or equipment, including but not limited to water piks, toothbrushes, or
floss holders;

8) treatment for a jaw fracture;
9 treatment provided by a dentist, dental hygienist, denturist or doctor who is:
@ an immediate family member or a person who ordinarily resides with the

Participant or a covered dependent;
(b) an employee of the Employer; or

(©) an Employer;



(10) hospital or facility charges for room, supplies or emergency room expenses; or routine
chest X-rays and medical exams prior to oral surgery;

(11) treatment performed outside the United States, except for emergency dental care. The
maximum benefit payable to any person during a benefit year for covered dental
expenses related to emergency dental care performed outside the United States is $100;

(12) treatment resulting from or in the course of the Participant's or a covered dependent's
regular occupation for pay or profit for which the Participant or covered dependent are
entitled to benefits under any Workers' Compensation Law, Employer's Liability Law or
similar law. The Participant must promptly claim and notify the Plan of all such benefits;

(13) treatment for which these conditions exist:

(@) charges are payable or reimbursable by or through a plan or program of any
governmental agency, exceptif the charge is related to a non-military service
disability and treatment is provided by a governmental agency of the United
States. However, any state or local medical assistance (Medicaid) agency for
covered dental expenses will always be reimbursed,;

(b) charges are not imposed against the person or for which the person is not liable;

© charges are reimbursable by Medicare Part A & Part B.* If a person at any time
was entitled to enroll in the Medicare program (including Part B) but did not do
S0, his benefits under the Plan will be reduced by any amount that would have
been reimbursed by Medicare, where permitted by law;

* However, for persons covered under Employers who employed 20 or more employees
during the previous business year, this exclusion will not apply to an actively working
Participant and/or his spouse who is age 65 or older if the Participant elects to participate
under the Plan instead of obtaining coverage under Medicare.

(14)  treatment provided primarily for cosmetic purposes;

(15) treatment which may not reasonably be expected to successfully correct the person's
dental condition for a period of at least 3 years, as determined by the Dental Claims
Administrator;

(16)  crowns, inlays, cast restorations, or other laboratory prepared restorations on teeth which
may be restored with an amalgam or composite resin filling;

(17)  Implants;
(18)  Temporomandibular Joint (TMJ) treatment.
Effect of Prior Plan

This provision applies only to Participants and their covered dependents who electto participate on the
effective date of the Plan, unless otherwise specified below.

Definitions

Prior plan means the Employer's plan of group dental insurance that was replaced by the Plan.



Continuity of Coverage for Participants

The Plan will provide continuity of coverage if the Participant was covered under the prior plan on
the day before coverage was replaced by the Plan.

If the Participant

(@) is at active work on the Effective Date of the Plan and

(b) applies for coverage before or within 31 days of the Effective Date of the Plan,
the Participant will be covered under the Plan.

If the Participantis not at active work on the Effective Date of the Plan, the Participant will be
covered by the Plan and will be provided the benefits of the Plan until the earliest of:

(@) the end of any period of continuance of the prior plan;
(b) the date a required contribution, if any, was not paid; or
(© the date coverage ends, according to the provisions of the Plan.

Continuity of Coverage for Eligible Dependents

We will provide continuity of coverage for the Participant's eligible dependents, if any, who were
covered under the prior plan on the day before coverage was replaced by the Plan.

If
@ the dependent is notin a hospital or similar facility on the Effective Date of the Plan, and

(b) the Participant applies for dependent coverage before or within 31 days of the Effective
Date of the Plan,

the dependent will be covered under the Plan.

If the dependentis in a hospital or similar facility on the Effective Date of the Plan, the dependent
will be covered by the Plan and will be provided the benefits of the Plan until the earliest of:

(@ the end of any period of continuance of the prior plan; or

(b) the date a required contribution, if any, was not paid; or

© the date coverage ends, according to the provisions of the Plan.

Prior Extractions

If treatment is dentally necessary due to an extraction which occurred before the effective date of
this Plan but while the Participant or covered dependent were covered under the prior plan and
treatment would have been covered under the Employer's prior plan, the Coverage for Treatment

in Progress provision will be applied as stated below and expenses will be considered as follows:

@ the replacement of the extracted tooth must take place within 12 months of extraction;
and

(b) expenses must be covered dental expenses under this Plan and the prior plan.






Late Entrant Limitations

If the Participant or a covered dependent:

(@)

(b)
(©)

was eligible but not covered under the prior plan on the day before the prior plan was
replaced by this Plan;

is eligible to participate on the effective date of this Plan; and

the employee elects participation under this Plan before or within 31 days of the effective
date of this Plan,

then the Participant and any covered dependents will be subject to the Late Entrant Limitation in
the Special Limitations section.

Coverage for Treatment in Progress

If the Participant or a covered dependent was covered under the prior plan on the day before the
prior plan was replaced by this Plan, benefits will be paid for any program of dental treatment
already in progress on the effective date of this Plan as stated below. However, the expenses
must be covered dental expenses under this Plan and the prior plan.

Extension of Benefits under Prior Plan

This Plan will not pay benefits for treatment if:

@ the prior plan has an extension of benefits provision;

(b) the treatment expenses were incurred under the prior plan; and

() the treatment was completed during the prior plan's extension of benefits.
No Extension of Benefits under Prior Plan

This Plan will pro-rate benefits according to the percentage of treatment performed while
insured under the prior plan if:

@ the prior plan has no extension of benefits when that plan terminates;
(b) the treatment expenses were incurred under the prior plan; and

(© the treatment was completed while participating under this Plan.
Treatment Not Completed during Extension of Benefits

This Plan will pro-rate benefits according to the percentage of treatment performed while
insured under the prior plan and during the extension if:

@ the prior plan has an extension of benefits;
(b) the treatment expenses were incurred under the prior plan; and

(b) the treatment was not completed during the prior plan's extension of benefits.



This Plan will consider only the percentage of treatment completed beyond the extension
period to determine any benefits payable under this Plan.

Maximum Benefit Credit

All paid benefits applied to the maximum benefit amounts under the prior plan will also be applied
to the maximum benefit amounts under this Plan.

If the Participant had orthodontic coverage for his covered dependent children under the prior
plan and the Participant's covered dependent children have orthodontic coverage under this Plan,
benefits will not be paid for orthodontic expenses unless:

(@) proof is submitted that the Overall Maximum Benefit for Class IV Orthodontic
Services for this Plan was not exceeded under the prior plan;

(b) orthodontic treatment was started and bands or appliances were inserted while
covered under the prior plan; and

(c) orthodontic treatment is continued while participating under this Plan.

If required proofis submitted, the maximum benefit for orthodontic treatment will be the lesser of
this Plan's Overall Maximum Benefit for Class IV Orthodontic Services or the prior plan's
maximum benefit. The maximum benefit payable for orthodontic treatment under this Plan will be
reduced by the amount paid or payable under the prior plan.



ARTICLE SEVEN
COORDINATION OF BENEFITS
Applicability
All of the benefits provided under this Plan are subject to this provision.
Definitions

Allowable expense means any dentally necessary, usual and customary charge, at least a portion of
which is covered under 1 or more of the programs which cover the person:

(@) for whom claim is made, and
(b) on whose account payment is legally required.

When a program provides benefits in the form of services rather than cash payments, the reasonable
cash value of each service rendered will be both an allowable expense and a benefit paid.

When benefits are reduced because the person does not comply with the provisions of a program, the
amount of the reduction will not be considered an allowable expense. However, any services rendered
by a non-HMO/DMO provider for which the HMO/DMO denies payment will be considered an allowable
expense.

Claim period means a calendar year. A claim period will not start before a person's effective date of
insurance under this Plan nor extend beyond the last day the person is covered under this Plan.

Medicaid means the Title XIX of the Social Security Act of 1965 as amended.

Program means any program which provides benefits or services for medical or dental care or treatment
through:

(@ group, blanket, or franchise insurance coverage;

(b) group hospital, medical, or dental service prepayment coverage, group or individual
practice or other group prepayment coverage, or group-type coverage through Health
Maintenance Organizations (HMOs) or Dental Maintenance Organizations (DMOs);

(©) a labor-management trusteed plan, union welfare plan, employer or employee
organization plan or any other arrangement of benefits, not available to the general
public, which is based on membership in a group;

(d) coverage under government programs or coverage required or provided by any statute,
except Medicaid. Benefits and services provided by Part A and Part B of Medicare are
included. If the Participant or a covered dependent are eligible for, but not covered under
both Part A and Part B of Medicare for any reason, the benefits or services that would
have been payable if the Participant or the covered dependent had been covered, will be
included, unless prohibited by state law or regulation; or

(e) no-fault motor vehicle coverage or a Motor Vehicle Financial Responsibility Act, unless
prohibited by state law or regulation.

Program does notinclude any of the following:

@ school accident coverage;



(b) the first $30 per day of benefits under a group or group-type hospital indemnity benefit,
written on a non-expense incurred basis;

(c) Medicaid; and does notinclude a law or program when, by law, its benefits are in excess
of those of any private or other non-governmental plan; or

(d) no-fault motor vehicle coverage or a Motor Vehicle Financial Responsibility Act, which,
according to its rules, determines its benefits after the benefits of this Plan have been
determined, or any optional no-fault motor vehicle coverage.

The term program will be construed separately for each policy, contract, or other arrangement for benefits
or services. It will also be construed separately for:

@ that part of any policy, contract, or other arrangement which has the right to consider the
benefits or services of other programs in determining its benefits; and

(b) that part which does not.

Primary program means a program whose benefits for health care coverage must be determined without
considering the existence of any other program. A programis primary if:

@ the program has no order of benefit determination rules, or it has rules which differ from
this provision; or

(b) under the order of benefit determination rules, this Plan determines its benefits first.

School accident coverage means coverage for elementary, high school, or college students for accidents
only, including athletic injuries, either on a 24-hour basis or on a "to and from school” basis.

Secondary program is not a primary program, and may consider the benefits of the primary program and
the benefits of any other program which, under the rules of this provision, has its benefits determined
before those of that secondary program.

This provision means the provision for coordination between the benefits of this Plan and other programs.

Other definitions which may apply to this Coordination of Benefits section appear in the Definitions
section of the Plan.

Order of Benefit Determination

The rules to establish the order of benefit determination for each program are as follows:

@ A program which covers the claimant as an employee, member or subscriber (that is,
other than as a dependent) will determine its benefits before a program which covers the
claimant as a dependent. However, if the claimantis also a Medicare beneficiary, and as
the result of the rule established by Title XVIII of the Social Security Act and
implementing regulations,

@ the program covering the claimant as a dependent will determine its benefits
before Medicare; and

(b) Medicare will determine its benefits before the program covering the claimant as
other than a dependent (e.g. a retired employee). Then the program covering
the claimant as a dependent will determine its benefits before the program
covering the claimant as other than a dependent.



@)

3)

(4)

In the event that the claimant is a dependent child whose parents are not divorced or
separated, benefits for the child are determined in this order:

(@) first, the program which covers the claimant as a dependent child of the parent
whose birthdate occurs earlier in a calendar year; and

(b) second, the program which covers the claimant as a dependent child of the
parent whose birthdate occurs later in the calendar year.

If both parents have the same birthdate, benefits for the child are determined in this
order:

@ first the program which covered the parent longer; and

(b) second, the program which covered the other parent for a shorter period of time.
If the other program does not contain this exact rule regarding dependents, then this rule
will not apply, and the rules set forth in the other program will determine the order of

benefits.

In the event that the claimant is a dependent child whose parents are divorced or
separated, benefits for the child are determined in this order:

(€)] When the parent with custody of the child has not remarried,

0) first, the program which covers the child as a dependent of the parent
with custody; and

(i) second, the program which covers the child as a dependent of the parent
without custody; or

(b) When the parent with custody of the child has remarried,

0) first, the program which covers the child as a dependent of the parent
with custody; and

(i) second, the program which covers that child as a dependent of the
stepparent; and

(iii) finally, the program which covers that child as a dependent of the parent
without custody; or

(©) When the parents have joint custody of the child and the court does not decree
which parent is responsible for the health care expenses of the child, then
benefits for the child will be determined according to the birthdate rule described
above.

(d) If the specific terms of a court decree that one parent is responsible for the health
care expenses of the child, and the entity obligated to pay or provide the benefits
of the program of that parent has actual knowledge of these terms, then

@ first, the program of parent with financial responsibility; and

(i) second, the program of the other parent.



This does not apply to any claim period during which any benefits are actually
paid or provided before the entity has that actual knowledge.

(e If the specific terms of a court decree state that both parents are responsible for
the health care expenses of the child but gives physical custody of the child to a
particular parent, then benefits for the child will be determined according to the
birthday rule described above.

(5) A program which covers the claimant as a laid-off or retired employee, or as a dependent
of that person, will determine its benefits after a program covering such claimant as an
employee, other than a laid-off or retired employee, or as a dependent of that person.

If a program does not have a provision regarding laid-off or retired employees, which
results in each program determining its benefits after the other, then this rule will not
apply.

(6) When the claimant whose coverage is provided under a federal or state continuation law
is also covered under another program, benefits are determined in this order:

(@) first, the program which covers the claimant as an employee; and
(b) second, the program which covers the claimant under a continuation law.

If the other program does not have a provision regarding coverage provided under
continuation laws, then this rule will not apply.

@) When none the rules described above establish an Order of Benefit Determination, a
program which has covered the claimant longer will determine its benefits before a
program which has covered that claimant for a shorter period of time.

Effect on Benefits

A primary program's benefits are not reduced because of the existence of another program.

When there are more than two programs, this Plan may be a primary program to one or more other
programs, and may be a secondary program to a different program(s).

When this Plan is a secondary program, benefits payable under this Plan will be reduced so that when
they are added to the benefits payable under all other programs, they will not exceed the total allowable
expenses incurred by the Participant or a covered dependent during the claim period. Benefits payable
under any other program include the benefits that would have been payable had the claim for them been
made. Except for Part A and Part B of Medicare, the Participant or covered dependent must actually be
covered by the other programs.

The Plan will exclude the benefits payable under any program in determining the above reduction if:
) that other program contains a provision which requires it to determine its benefits after
the benefits of this Plan, and
2 the rules set forth in the Order of Benefit Determination require this Plan to decide the
benefits of this Plan before the other program.
When a reduction is made, each benefit that would have been payable in the absence of this provision

will be reduced proportionately or in some other manner which the Dental Claims Administrator considers
fair. The reduced amount will be charged against any benefit limit of this Plan that may apply.



Right to Receive and Release Necessary Information

A claimant will furnish any information necessary to implement this provision. The Dental Claims
Administrator may release or obtain any information, with respect to the claimant, which itdeems
necessary. This information may be released to or received from any insurer, other organization, or
person. This may be done without the consent of or noticeto the claimant. In so acting, the Dental
Claims Administrator and Plan will be free from any liability.

Facility of Payment

When payments which should have been made under this Plan, by the terms of this provision, have been
made under any other programs, the Dental Claims Administrator has the right to pay to any organization
making the other payments any amounts it determines are due to satisfy the intent of this provision. Any
amount paid in good faith will release the Plan from further liability for that amount.

Recovery of Payment

If the Dental Claims Administrator pays more than the maximum amount required to satisfy the intent of
this provision at that time, the Dental Claims Administrator has the right to recover the excess paid.
Recovery may be made from any persons to, or for, or with respect to whom the payments were made, or
from any other insurers or organizations. This includes the reasonable cash value of any benefits
provided as a service.



ARTICLE EIGHT
CLAIM PROVISIONS
Filing of Claim

As a condition to the receipt of benefits, a Participant covered by the Plan who has a claim for benefits
under the Plan must give written notice of such claim to the Plan Administrator on the application form
specified by the Plan Administrator for that purpose. As a further condition to the receipt of benefits, a
Participant must submit such notice of claim at any time before the end of 30 days after the date after any
covered loss occurs, or within a reasonable time thereafter. The time limit for submitting a notice of claim
is 90 days after the date of the loss. All applications for benefits under the Plan shall be submitted, with
such information as the application shall require, to the Dental Claims Administrator. The application fom
must be completed by the Employer, claimant and the dentist providing dental treatment to the claimant.
The preferred provider will send notice of all dental expenses incurred under the preferred provider
option.

Time of Payment of Claim

After the Dental Claims Administrator has reviewed the claim form and obtained any other information
deemed necessary to render a decision on the claim, the Dental Claims Administrator shall notify the
claimant within 30 days after receipt of all data necessary to recommend the acceptance or denial of the
claimant's claim. Unless circumstances beyond the control of the Plan require an extension of time for
processing the claim such recommendation shall be made within 30 days after receipt of the claim form.
Such an extension of time may not exceed 15 additional days and notice of the extension shall be
provided to the claimant prior to the termination of the initial 30 day period indicating the special
circumstances requiring the extension and the date by which a final decision onthe claimis expected.

To decide the Plan's liability, the Dental Claims Administrator may require additional information,
including, but not limited to:

(@) itemized bills,
(b) proof of benefits from other sources,
(©) proof that the claimant has applied for all benefits from other sources, and that the

claimant has furnished any proof required to get them,

(d) a complete dental charting indicating extractions, missing teeth, fillings, prosthesis,
periodontal pocket depths, orthodontic relationship and the dates work was previously
performed, and

(e) preoperative x-rays, study models, laboratory and/or hospital reports.

To Whom Payable

If the Participant or covered dependent assigns dental benefits to the provider of the dental treatment,
any benefits payable under the Plan will be paid directly to the provider. Otherwise, any benefits payable
under the Plan will be paid to the Participant. After the Participant's death, the Dental Claims
Administrator has the option to pay any benefits payable under the Plan to the Participant's spouse; to the
providers of the treatment; or to the Participant's estate.

Claim Denials

In the event any claim for benefits is denied, in whole or in part, the Dental Claims Administrator shall
notify the claimant of such denialin writing and shall advise the claimant of the Plan's review and appeal
procedure. The notice shall be written in a manner calculated to be understood by the claimant and shall



contain:

(@) specific reasons for the denial;

(b) specific references to the Plan provisions on which the denial is based,;

(©) a description of any information or material necessary for the claimant to perfect the
claim;

(d) an explanation of why such information or material is necessary; and
(e an explanation of the Plan's review and appeal procedure.
Discretion of Plan Administrator

The discretionary responsibility and authority to determine eligibility for participation in the Planand to
interpret Plan provisions and to determine whether a claim will be paid or denied rests solely with the Plan
Administrator.

Appeal Procedure

If a claim is denied in whole or in part as recommended by the Dental Claims Administrator the following
claims appeal procedure shall be observed:

@ The claimant, or the claimant's duly authorized representative, may appeal the denial by
submitting to the Plan Administrator or the Dental Claims Administrator a written request
for review of the claim within 180 days after receiving written notice of such denial from
the Dental Claims Administrator. Failure by the claimant to submit a request for review
within 180 days after receiving the denial of benefits shall constitute a waiver by the
claimant of the right to appeal the decision. The Plan Administrator or the Dental Claims
Administrator shall, upon the claimant's request, give the claimant an opportunity to
review relevant documents, other than legally privileged documents, in preparing such
request for review.

(b) The request for review must be in writing and shall be addressed as follows:

Sun Life Financial
P.O. Box 2940
Clinton, IA 52733-2940

(© The request for review shall set forth all of the grounds upon which it is based, all facts in
support thereof and any other matters which the claimant deems pertinent. The Plan
Administrator or the Dental Claims Administrator may require the claimant to submit, at
the expense of the claimant, such additional facts, documents or other material as are
necessary or advisable in conducting the review.

(d) The Dental Claims Administrator shall act upon each request for review within 60 days
after the Dental Claim Administrator receives the request for review.

(e In the event the Plan Administrator confirms the denial of the claim for benefits in whole
orin part, written notice of the Plan Administrator's decision shall be given to the
claimant. Such notice shall be written in a manner calculated to be understood by the
claimant and shall contain the specific reasons for the denial.



Exhaustion of Administrative Remedies

No legal action for benefits under the Plan shall be brought unless and until the following has occurred:
(@) The claimant has submitted a proper written claim for benefits;

(b) The claimant has been notified by the Dental Claims Administrator that the claimis
denied.

(© The claimant has filed a written ap peal with the Plan Administrator or the Dental Claims
Administrator for review of the denied claim as recommended by the Dental Claims
Administrator.

(d) The claimant has been notified in writing of the Plan Administrator's decision to uphold
the denial or the Plan Administrator has failed to take any action on the request for review
within the time prescribed by the terms of the Plan.

Required Physician Examination

The Dental Claims Administrator may require the claimant to submit to a medical examination, to be paid
for by the Plan, by a doctor or dentist selected by the Dental Claims Administrator upon submission of a
claim for benefits under the Plan.

General Right to Receive and Release Necessary Information

Subject to state law requirements, the Dental Claims Administrator may, for the purpose of determining a
claimant's qualification for an amount of benefits, and without the specific consent of any person, release
to, or obtain from, any person, any information with respect to any person which the Dental Claims
Administrator reasonably deems to be necessary for such purpose. Any employee shall furnish such
information as the Dental Claims Administrator reasonably deems to be necessary to administer the Plan.

Overpayment

If a benefitis paid under the Plan and it is later shown that a lesser amount should have been paid, the
Plan will be entitled to a refund of the excess amount from the provider or the Participant.

Subrogation Rights

In the event of any payments for benefits provided to the Participant or a covered dependent under the
Plan, the Plan or Plan Administrator ("Subrogor"), as the case may be, to the extent of the Plan's
payments, will be subrogated to all rights of recovery the Participant or a covered dependent has against
any person or organization. The Participant or covered dependent will execute and deliver any
instruments and papers as may be required and do whatever else is necessary to secure those rights to
the Subrogor and will do nothing after loss to prejudice the Subrogor's rights. If the Subrogor is precluded
from exercising the Subrogation Rights, the Subrogor may exercise the Right to Reimbursement.

Right to Reimbursement

If the Participant or a covered dependent: (a) seeks legal recourse (whether by suit, settlement, judgment
or otherwise) against any person or organization; and (b) recovers payment, in whole or in part, from any
such person or organization for the benefits previously paid under the Plan, then the Participant or
covered dependent must reimburse the Plan for all payments made under the Plan for which
reimbursement was received.

Any payments made prior to determination of work-related injury, will be reimbursed upon determination
of such payment.



However, the reimbursement will not exceed: (a) the amount of the benefit payments made under the
Plan for which payment is recovered from any person or organization; or (b) the amount recovered from
any such person or organization as payment for the same covered dental expenses.

The Participant or covered dependents are not obligated by this provision to seek legal action against any
person or organization for which benefits have been paid under the Plan.



ARTICLE NINE
CONTRIBUTIONS AND THE FUND
Actuarial Determinations and Methods

From time to time the Plan Administrator shall determine the amount of total contributions necessary to
fund the liabilities and expenses of the Plan for the relevant time period. In establishing the liabilities and
the contributions under the Plan, such methods and assumptions as will reasonably reflect the cost of the
benefits will be utilized.

Participating Employer Contributions

From time to time, the Adopting Employer and certain Participating Employers, as determined by the Plan
Administrator, may contribute to the Plan Administrator, Dental Claims Administrator or any Trust Fund an
amount determined by the Plan Administrator to be necessary to provide the benefits under the Plan
determined by the application of accepted actuarial methods and assumptions. The method of funding
shall be consistent with the Plan objectives. From time to time, the Adopting Employer and certain
Participating Employers, as determined by the Plan Administrator, 